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Preface from the Ministry
Clinical research has led to spectacular developments in health care. It has provided us
with knowledge about how to prevent diseases, like heart disease, how to reduce the
consequences of disease, such as complications of diabetes, and to alleviate symptoms,
such as those of lung disease, and how to rehabilitate people who have suffered a disabling event, such as a stroke. Healthcare systems have the potential to deliver interventions that save lives and improve the quality of life. We know this from well designed research and systematic reviews of that research.
Unfortunately, we also know that patients often do not receive effective care when they
should, that they sometimes receive care that is not effective or safe, and that not all of
the money we spend on health care is well spent. This comes from a different type of
research – health services research. In the same way that clinical research is essential
for informing how best to care for patients clinically, health services research is essential to inform decisions about how best to organise, finance and govern our healthcare
system.
This policy brief is a good example of both the potential for health services research to
inform healthcare policies and management, and an example of the limitations of
health services research to inform decisions.
There is a lot of evidence about strategies that are effective or promising, including
many of the elements of the Chronic Care Model. There is also lots of uncertainty about
the effects of many strategies. Where there is evidence of effects they are mostly small
or moderate effects, but important. Where there is lack of evidence, this means that
more research is needed. We must, however, also remember that lack of evidence does
not mean evidence for the lack of effects.
Altogether, this tells us:
1. The healthcare system is complex; there are unlikely to be simple fixes that will lead
to dramatic improvements. This is not unlike most clinical interventions, which also
rarely have dramatic effects, but nonetheless can make huge differences in peoples’
lives.
2. We can make important changes that will make the Norwegian healthcare system
even better than it already is.I hope that with information and advice from this policy
brief, the workshop where it was discussed and from many others, we can develop a
reform to implement both effective improvements now and help build a foundation
that will allow us to continue to improve our healthcare system and to learn from our

experience more systematically by evaluating the changes that we implement when
there are important uncertainties, as is often the case.
3. We need to work together to improve our healthcare system. We need the advice and
reflections of researchers both in Norway and internationally. We need the advice and
experience of clinicians working in the front lines. We need the advice and experience
of patients. Important changes in the health services are not going to occur from the
top down approach, at least not alone. The healthcare system depends on the vast efforts of the thousands of people trying to provide the best care they can to patients and
the millions of people who use the healthcare system. It also depends on leaders at all
levels of the healthcare system. We need both bottom-up approaches and policies that
engage and enable people to make well-informed decisions and to act on those decisions in order to ensure that the health services are effective, efficient, equitable and
compassionate.
At the end of the day, come April, it is the responsibility of the Minister of Health and
Care Services to sign off on the Integrated Health Care Reform. The background information contained in this policy brief, which was prepared for the international workshop we had with you and the international experts on December 2nd 2008, were very
useful input to the work of the Minister’s external expert group and the process as a
whole.
I and my colleagues in the Ministry of Health and Care Services are grateful for the
valuable input to the process.
Vidar Oma Steine
Director General, Head of the reform project
Ministry of Health and Care Services
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Key Messages
Î Uncoordinated care can affect the quality and efficiency of health care, access to care, participation in and satisfaction with care, and health outcomes for chronically ill patients.
However, there is a paucity of data in Norway that provide a basis for estimating the size of
the problem or clarifying the underlying reasons for inadequate coordination.
Î The impact of many changes in delivery, financial and governance arrangements that could
be made to improve the coordination of care for people with chronic conditions is uncertain;
evaluation is critical when such changes are made.
Î Components of the Chronic Care Model and disease management programs, alone or in
combination, can improve quality of care, clinical outcomes and health care resource use,
but the effects are not consistent and a number of obstacles may hinder their use.
Î The impacts of delivery arrangements that have been shown to be effective (e.g. patient education and motivational counselling, provider education, feedback, reminders, and multidisciplinary team work) are generally modest, but important. There is uncertainty about the
impacts of other arrangements (e.g. care pathways, case management, and shared care).
Î Targeted financial incentives with the aim of achieving specific changes in how care is delivered probably influence discrete individual behaviours in the short run, but are less likely to
influence sustained changes, and they can have unintended effects, including motivating unintended behaviours, distortions, gaming, cream skimming or cherry-picking, and bureaucratisation. Therefore, they require careful design and monitoring.
Î Similarly, changes in the basic payment methods that are used for both clinicians and institutions in order to offset the inherent limitations of each require careful design and monitoring. A long-term perspective with continual adjustments is more likely to be successful, than
dramatic one-off changes.
Î There is not evidence to support any one governance model as being better than others.
However, specific structures are likely needed at different levels to improve coordination:
o Clinical governance (healthcare professionals' accountability for quality of care) for both
primary and secondary care
o Boards at the local level that conduct detailed oversight and monitoring for both primary and secondary care
o A regional board that coordinates different local networks in the region
o A central governance structure that sets broad standards, which the regional and local
boards are responsible to adhere to and implement
Î Consumer and stakeholder involvement in governance arrangements at all levels is a strategy for achieving better coordination of care and other health goals, as well as a goal in itself,
but there is little evidence of how to best to achieve this.
Î Because there are multiple barriers to organisational and professional change, simple approaches to implementing change are unlikely to be effective, change is likely to occur incrementally and to require ongoing attention.
Î There are many tools that may be useful for implementing organisational changes, including
analytic models, tools for assessing why change is needed, such as SWOT analysis, and tools
for making changes, such as organisational development and project management. However, there is almost no evidence of their effectiveness.
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Executive Summary
As part of the development of the Integrated Health Care Reform, this
report was prepared to inform deliberations among policymakers and
stakeholders regarding how best to reform the Norwegian healthcare system to improve the coordination or integration of health care for people
with chronic conditions.

THE POLICY ISSUE
The aim of the Integrated Health Care Reform is to improve the health services through
better coordination across different levels of care and from different providers within
each level. In this policy brief, we focus specifically on coordination of care for patients
with chronic diseases, although the goals of the Integrated Health Care Reform and the
problem that it will address have not yet been clarified. The focus is on chronically ill
patients because of the importance of chronic diseases in terms of burden of disease
and healthcare costs and because coordination of care for chronic diseases is, to some
extent, illustrative of challenges facing the whole system.
Possible reasons for problems with the coordination of care in Norway include separation of hospital (specialist) and community (primary) care with different administrative
and financial structures and different cultures that may inhibit collaboration; financial
disincentives that inhibit collaboration; inadequate implementation of the ‘regular GP’
reform as well as consequences of that reform; consequences of a centralisation process
that occurred as part of the hospital reform; inadequate implementation of the Patients’
Rights Law (which, among other things, gives patients who need long-term care and
coordinated services the right to an individual plan), as well as other regulations; barriers to good communication; and a lack of leadership and a common culture that promotes collaboration.

DELIVERY ARRANGEMENTS
Integration or coordination has been pursued in many ways in different health systems
and many overlapping terms are used to describe these. A systematic review of care coordination found more than 40 distinct definitions comprised of five key elements:
• Integration of care activities has the goal of facilitating appropriate delivery of
healthcare services.
• Numerous participants are typically involved in care coordination.
• Coordination is necessary when participants are dependent upon each other to
carry out disparate activities in a patient’s care.
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In order to carry out these activities in a coordinated way, each participant needs
adequate knowledge about their own and others’ roles, and available resources.
In order to manage all required patient care activities, participants rely on exchange
of information.

The Chronic Care Model is probably the best known and most widely used framework
for conceptualising the delivery of care to people with chronic conditions. It was developed as a framework to guide system changes and quality improvement and includes a
number of components. Components of the Chronic Care Model and various other disease management programs, alone or in combination, can improve quality of care,
clinical outcomes and health care resource use, but the effects are not consistent and
numerous obstacles hinder their use. It is very uncertain whether all components of the
Chronic Care Model, or any other model for chronic care, are essential for improving
chronic care.
Components of broad frameworks or service delivery models that have been shown to
be effective generally have modest effects, including patient education and motivational
counselling, provider education, feedback, reminders, multidisciplinary team work,
some interventions targeted at patients discharged from hospital or the emergency department to home, complex interventions to improve physical function and maintain
independent living in elderly people, rehabilitation services targeted towards stroke
patients living at home, computerised central recall, with prompting for patients and
their family doctors, community mental health teams, collaborative care for depressed
patients in primary care, and intensive case management for patients with severe mental illness.
The effectiveness of many other components is very uncertain, including evidencebased care pathways, case management, shared care, home visiting programs for older
people with poor health, and most information and communication technologies.

FINANCIAL ARRANGEMENTS
Financial arrangements have important implications for the coordination, quality and
costs of care.
The benefits and costs of using financial incentives to improve coordination or quality
of care are uncertain. In addition, there is a danger of perverse effects with all types of
financial incentives. These include distortions (causing recipients to ignore other important tasks), gaming (changes in reporting rather than desired changes in practice),
cream skimming or cherry-picking (selecting patients for whom good outcomes are
easy to achieve and avoiding those from whom good outcomes are difficult to achieve),
dependency on financial incentives (if provider behaviours are not ingrained, they may
disappear when the incentives end or new incentives are introduced), and bureaucratisation (pay-for-performance schemes may have substantial administrative costs associ6
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ated with monitoring performance and managing disbursement of the financial incentives).
Different methods of paying clinicians (fee-for-service, capitation, and salary) also all
have perverse incentives for patient care as well as potential advantages. The impacts of
different payment systems in practice are very uncertain. Similarly, different payment
methods for institutions (fee-for-service, capitation, per diem payments, case fees and
budgets) all have perverse incentives as well as advantages. Their impacts are also uncertain, although there are theoretical reasons for anticipating certain effects, such as
increased productivity with ‘prospective’ systems like diagnosis-related group (DRG)
payment systems.

GOVERNANCE ARRANGEMENTS
Although there is not an empirical basis for advocating a specific governance model for
an integrated healthcare system, a governance arrangement that is suitable for integrated health care is likely to require:
• Boards (which currently do not exist in Norway) at the local level that conduct detailed oversight and monitoring of the operations of the component parts of the system for both primary and secondary care;
• A single board at the regional level that coordinates the different networks in the
region, oversees and evaluates their performance, and verifies that accepted standards are met across both primary and secondary care; and
• A central governance structure that sets broad standards such as funding and capitation policies, quality indicators or entitlement principles (rights to guaranteed
benefits) that serve the interests of the society as a whole while preserving the autonomy of local governance structures.
The term clinical governance has been used to capture the range of activities required
to improve the quality of health services. Central among these are the need for all
healthcare organisations to develop processes for continuously monitoring and improving the quality of health care and to develop systems of accountability for the quality of
care that they provide. There is a need for effective clinical governance within and
across different levels of the healthcare system. Fragmentation of the healthcare system
inhibits effective clinical governance, particularly in primary care. GPs are traditionally
independent and primary care services often are fragmented across multiple providers,
with no clear managerial or professional hierarchy through which to implement clinical
governance. Evaluations of alternative governance arrangements to address these challenges have not been reported in the scientific literature.

IMPLEMENTING CHANGE
There are a number of barriers to coordinating or integrating care, even in relatively
conducive health systems. Because of the many barriers to organisational and profes7
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sional change, no single approach or intervention is likely to bring about desired changes in the coordination of care. Even with major reforms, changes in behaviour are
likely to occur incrementally and to require ongoing attention.
Most interventions used to change professional practice, such as educational meetings,
audit and feedback, and outreach visits, achieve small to moderate (but important) improvements in performance. All of these interventions require resources and many require that clinicians have time and space to review their practices and to introduce new
ways of delivering services that are more coordinated and effective. Although there is
little evaluation of coordinated quality improvement systems, key components are
likely to include strategies for effective stakeholder involvement, systematic and transparent approaches to setting priorities for improvements, evidence-based clinical
guidelines, efficient methods for accessing data that can be used to assess the quality of
care, methods for identifying problems with the quality of care and selecting appropriate interventions to address those problems, and efficient ways of monitoring and evaluating change.
There are many potentially useful tools for implementing organisational changes, but
there is almost no evidence of their effectiveness. These include analytic models, tools
for assessing why change is needed, such as SWOT analysis, tools for determining who
and what can change, and tools for making changes, such as organisational development and project management. Similarly, although it is widely believed that leadership
and organisational culture are important for achieving desired changes, there is a lack
of empirical research or critical assessments of the role of leaders in health care and it
is very uncertain whether efforts to change organisational culture can achieve improvements in performance. It has been shown that the use of clinicians who are local
opinion leaders can successfully improve practice, but the feasibility of widespread use
of opinion leaders is uncertain.

REFORM OPTIONS
It may be helpful to consider three broad categories of reform: “linkage”, which would
operate through existing structures; “coordination”, which would operate mainly
through existing structures, but is a more structured approach that would involve additional explicit structures and processes; and “integration”, which would create a single
system with responsibility for all services, resources and funding in a single managed
structure. Each of these has potential advantages and disadvantages. There is little evidence to guide a choice between these different approaches. However, an open discussion of the potential advantages and disadvantages of each, informed by the available
evidence, and based on a shared understanding of the goals and values that will guide
the reform, could help to decide what package of delivery, financial and governance arrangements and which approach is best suited to address the problems faced by the
Norwegian healthcare system and achieve agreed upon goals.
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Hovedbudskap
Î Mangelfull samhandling kan påvirke kvalitet og effektivitet i helsetjenesten, tilgjengelighet
til, deltagelse i og tilfredshet med behandling og helsemessige utfall for kronisk syke pasienter. Det er imidlertid sparsomt med data i Norge som kan gi et grunnlag for å beregne hvor
stort problemet er eller avklare de underliggende årsakene til mangelfull samhandling i
norsk helsetjeneste.
Î En rekke forandringer kan tenkes gjennomført i forhold til hvordan helsetjenester blir levert, finansiert og ledet, for å forbedre samhandling for personer med kroniske sykdommer,
men effektene er usikre. Evaluering er kritisk når slike forandringer blir gjennomført.
Î Bruk av en helhetlig modell for håndtering av kronisk sykdom og programmer for sykdomshåndtering kan, alene eller i kombinasjon, forbedre kvalitet av behandling, kliniske utfall og
ressursbruk i helsetjenesten, men effektene er ikke konsistente og en rekke hindringer kan
begrense bruken.
Î Virkningene av måter å organisere leveringen av tjenester på, som er dokumentert effektive
(f. eks. opplæring av pasienter og helsepersonell, motiverende rådgiving, tilbakemelding,
påminnere og tverrfaglig teamarbeid) er generelt beskjedne, men viktige. Virkningen av
andre ordninger (som f. eks. behandlingslinjer, pasientkoordinator (case management) og
delt behandlingsansvar (shared care) er usikker.
Î Målrettede finansielle insentiver for å oppnå spesifikke forandringer i måten helsetjenestene
blir levert på, vil sannsynligvis påvirke individuell atferd på avgrensede områder på kort
sikt. Det er mindre sannsynlig at de fører til varige endringer, og de kan ha utilsiktede effekter; de kan motivere til utilsiktet atferd, fordreining, triksing, utvelgelse av de enkleste pasientene og byråkratisering. Derfor krever de omhyggelig planlegging, gjennomføring og overvåking.
Î På samme måte vil forandringer i betalingsordninger for klinikere og institusjoner, for å utjevne de iboende begrensningene, kreve omhyggelig planlegging og overvåking. Et langsiktig
perspektiv med kontinuerlige justeringer vil ha større sannsynlighet for å bli vellykket, enn
dramatiske forandringer ”en gang for alle”.
Î Det er ikke dokumentasjon for at én ledelsesmodell er bedre enn andre. Spesifikke strukturer
er imidlertid sannsynligvis påkrevet på ulike nivåer for å forbedre samhandlingen:
o Et system for klinisk styring og ledelse (clinical governance eller helseprofesjonenes eget ansvar for kvaliteten av behandlingen) for både primærhelsetjenesten og
spesialisthelsetjenesten.
o Styrer eller råd på lokalt nivå som fører detaljert oversikt og overvåker både primær- og spesialisthelsetjenesten.
o Et regionalt råd som samordner de ulike lokale nettverkene i regionen.
o En sentral/nasjonal struktur som fastsetter generelle standarder, som de regionale og de lokale rådene er ansvarlige for å slutte seg til og gjennomføre.
Î Involvering av brukere og interessegrupper i ordningene for klinisk styring og ledelse på alle
nivåer er en strategi for å oppnå bedre samordning og andre mål for helsetjenesten, og dessuten et mål i seg selv, men det er lite dokumentasjon for hvordan dette best kan oppnås.
Î Det er mange forhold som motvirker organisatoriske og faglige forandringer. Enkle måter å
gjennomføre forandringer på vil derfor ha liten sjanse for å lykkes. Det er mer sannsynlig at
forandringen vil skje gradvis og over tid, og kreve stadig oppmerksomhet og oppfølging.
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Det er mange verktøy som kan være nyttige ved gjennomføring av organisatoriske forandringer,
inkludert analytiske modeller, verktøy for å vurdere om eller hvorfor forandring er nødvendig,
som en SWOT - analyse, og verktøy for å lage forandringer, slik som organisasjonsutvikling og
prosjekthåndtering. Det er imidlertid nesten ingen dokumentasjon av deres effektivitet.
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Sammendrag
Som en del av utviklingen av Samhandlingsreformen har vi utarbeidet
denne rapporten for å informere drøftingene blant beslutningstakerne og
andre involverte parter om hvordan den norske helsetjenesten best kan
reformeres for å forbedre samhandlingen om helsetjenester for mennesker med kroniske tilstander.

DET POLITISKE KJERNESPØRSMÅLET
Målet for Samhandlingreformen er å forbedre helsetjenesten gjennom en bedre samhandling på tvers av nivåene og mellom ulike profesjoner på hvert nivå. I dette beslutningsunderlaget (policy brief), retter vi oppmerksomheten spesielt mot samhandling i
behandlingen av pasienter med kroniske sykdommer, selv om målene for Samhandlingsreformen og problemene som den skal løse foreløpig ikke er avklart. Kroniske sykdommer er viktige i forhold til sykdomsbyrde og kostnader i helsetjenesten, og fordi
samhandling om pasienter med kroniske sykdommer til en viss grad er illustrerende for
utfordringene som hele helsetjenesten står overfor.
Mulige årsaker til problemene ved samhandling i Norge inkluderer at sykehus (spesialist) og kommune (primær) helsetjeneste er atskilte med ulike administrative og finansielle strukturer og forskjellige kulturer som kan hinder samarbeid; finansielle disinsentiver som hemmer samarbeid; en fastlegeordning som ikke er tilstrekkelig samordnet med andre ledd i tjenestene og ikke har et tydelig koordinerende ansvar; konsekvensene av en sentraliseringsprosess som skjedde som del av sykehusreformen; utilstrekkelig implementering av Pasientrettighetsloven (som jo bl.a. gir pasienter som har
behov for langvarig behandling og samordnede tjenester rett til en individuell plan), så
vel som andre forskrifter og reguleringer; barrierer med hensyn på god kommunikasjon; og mangel på ledelse og en felles kultur som fremmer samarbeid.

ORDNINGER FOR Å LEVERE HELSETJENESTER
Integrering eller koordinering har blitt etterstrebet på mange måter i forskjellige helsesystemer, og mange overlappende begreper har blitt brukt for å beskrive dette. En systematisk oversikt om tiltak for å fremme samhandling om pasientbehandling fant mer
enn 40 forskjellige definisjoner som innbefattet fem nøkkelelementer:
• Integrering av behandlingsaktiviteter har som mål å fremme hensiktsmessig levering av helsetjenester.
• Tallrike deltakere er typisk involvert i samhandling.
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Samhandling er nødvendig når deltakerne er avhengige av hverandre for å utføre
uensartede aktiviteter i behandlingen av en pasient.
For å utføre disse aktivitetene på en samordnet måte, har hver deltaker behov for
adekvat kunnskap om egen og andres roller, og tilgjengelige ressurser.
For å håndtere alle de aktivitetene som kreves i behandlingen av pasienten, er deltakerne avhengige av å utveksle informasjon.

”The Chronic Care Model” er sannsynligvis den best kjente modellen og det mest brukte rammeverket for å forme begreper om leveringen av helsetjenester til personer med
kroniske sykdommer. Modellen ble utviklet som et rammeverk for å veilede systemforandringer og kvalitetsforbedringstiltak og inkluderer flere komponenter. Deler av ”The
Chronic Care Modell” og flere andre programmer for sykdomshåndtering, alene eller i
kombinasjon, kan forbedre kvaliteten av behandlingen, kliniske utfall og bruk av ressurser i helsetjenesten, men effektene er ikke konsistente og tallrike hindringer kan begrense bruken. Det er svært usikkert om alle komponentene i “The Chronic Care Model”, eller en hvilken som helst annen helhetlig modell for behandling av kroniske sykdommer, er avgjørende for å forbedre behandlingen for kronisk syke.
Komponenter av vide rammeverk eller modeller for å levere helsetjenester som har
vært vist å være effektive, har generelt beskjedne effekter. Det gjelder bl.a. pasientopplæring og motiverende rådgiving; opplæring av helsepersonell; tilbakemeldinger og
påminnere; tverrfaglig teamarbeid; noen intervensjoner rettet mot pasienter som blir
utskrevet fra sykehus eller akuttavdelinger til hjemmet; sammensatte intervensjoner
for å forbedre fysisk funksjonsnivå og opprettholde et uavhengig levesett blant eldre
pasienter; rehabiliteringstjenester rettet mot hjemmeboende slagpasienter; databaserte
systemer for oppfølging med påminnelser for pasienter og deres fastleger; team for
mental helse i lokalsamfunnet; samordnet behandling av pasienter med depresjon i
primærhelsetjenesten, og intensiv bruk av pasientkoordinator (case management) for
pasienter med alvorlige psykiske lidelser.
Effektene av mange andre tiltak er svært usikre, inkludert evidensbaserte behandlingslinjer, vanlig bruk av pasientkoordinator (case management), delt behandlingsansvar
(shared care), programmer for hjemmebesøk for eldre personer med dårlig helse, og de
fleste informasjons- og kommunikasjonsteknologier.

FINANSIELLE ORDNINGER
Finansielle ordninger har viktige implikasjoner for samhandling, kvalitet og kostnader
av behandlingen.
Nytte og kostnad ved å bruke finansielle insentiver for å forbedre samhandlingen eller
kvaliteten av behandlingen er usikker. I tillegg er det en fare for forvrengte effekter med
alle typer finansielle insentiver. Disse inkluderer fordreininger (fører til at mottakerne
overseer andre viktige oppgaver), triksing (forandringer i rapportering framfor ønskede
12
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endringer i praksis), ”skumming av fløten” (velge pasienter hvor det er lett å oppnå
gode resultater og unngå de pasientene hvor det er vanskelig å oppnå gode resultater),
avhengighet av finansielle insentiver (hvis atferden hos helsearbeideren ikke er skikkelig rotfestet kan den forsvinne når insentivene avsluttes eller når nye insentiver blir
innført), og byråkratisering (stykkprisbetaling (pay-for-performance schemes) kan innebære betydelige administrative kostnader knyttet til overvåkingen av ytelse og håndtering av utbetalingene av de finansielle insentivene).
De forskjellige måtene å betale klinikere på (stykkpris, betaling per person man har ansvar for, fastlønn) innebærer både forvrengte insentiver og potensielle fordeler. Virkningene av de ulike finansieringsordningene er svært usikre når de settes ut i livet. Tilsvarende er det fordeler og forvrengte insentiver knyttet til ulike betalingsordninger for
institusjoner (stykkpris, betaling per person man har ansvar for, betaling per dag (per
diem payments), diagnosebestemte honorarer og rammebudsjetter). Virkningene er
også usikre, selv om det er teoretiske grunner til å forvente bestemte effekter. For eksempel forventes økt produktivitet med ‘prospektive’ systemer, slik som betalingssystemet diagnose-relaterte grupper (DRG).

ORDNINGER FOR STYRING OG LEDELSE
Selv om det ikke er noe empirisk grunnlag for å fremme én spesifikk modell for styring
og ledelse for å oppnå samhandling i helsetjenesten, er det sannsynlig at en ordning for
styring og ledelse som er velegnet for en samhandlende og godt integrert helsetjeneste
vil kreve:
• Styrer eller råd (som ikke eksisterer i Norge per i dag) på lokalt nivå som fører detaljert oversikt og overvåker virksomheten av de enkelte delene i systemet for både
første – og andrelinjetjenesten;
• Et felles styre på regionalt nivå som samordner de ulike nettverkene i regionen, følger med på og evaluerer deres ytelse, og kontrollerer om aksepterte standarder blir
møtt på tvers av både første – og andrelinjetjenesten; og
• En sentral struktur som setter brede og generelle standarder om for eksempel finansieringsordninger, kvalitetsindikatorer og prinsipper for stønader (rettigheter til
garanterte stønader) som tjener interessene til samfunnet som et hele og samtidig
bevarer autonomien til de lokale ledelsesstrukturene.
Begrepet klinisk ledelse og styring har blitt brukt for å fange opp bredden av aktiviteter
som er påkrevet for å forbedre kvaliteten i helsetjenestene. Sentralt blant disse er behovet for alle helsetjenesteorganisasjoner for å utvikle prosesser for kontinuerlig overvåking og kvalitetsforbedring, og å utvikle ansvarssystemer (systems of accountability) for
kvaliteten av den behandlingen som gis. Det er behov for effektive systemer for klinisk
ledelse og styring innen og på tvers av de ulike nivåene i helsetjenestesystemet. Fragmenteringen av helsetjenestesystemet hindrer effektiv klinisk styring og ledelse, særlig
i primærhelsetjenesten. Allmennleger er tradisjonelt uavhengige og primærhelsetjenestene ofte fragmentert på tvers av en rekke helsearbeidere, uten noe klart administrativt
13
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eller faglig hierarki som kan gjennomføre klinisk ledelse og styring. Det finnes imidlertid ikke vitenskapelige evalueringer av alternative ordninger for ledelse og styring for å
håndtere disse utfordringene.

Å GJENNOMFØRE FORANDRINGER
Det er en rekke hindringer (både knyttet til organisasjon og profesjon) for samhandling, også i helsesystemer som legger forholdene til rette for integrasjon. Derfor er det
ingen enkelt tilnærming eller intervensjon som kan forventes å føre til de ønskede forandringene i samhandling i behandlingen. Selv med store reformer, er det sannsynlig at
eventuell endring i atferd vil skje gradvis og kreve stadig oppmerksomhet.
De fleste intervensjonene som er benyttet for å endre profesjonell praksis, slik som kurs
og møter i utdanningen, tilbakemeldinger (audit og feedback) og praksisbesøk, oppnår
små til moderate (men viktige) forbedringer i ytelse. Slike intervensjoner krever ressurser og mange fordrer at klinikerne har tid og rom til å gjennomgå og vurdere sin virksomhet og til å innføre nye måter å levere helsetjenester på, som er mer samordnet og
effektiv. Selv om det er lite evaluering av koordinerte kvalitetsforbedringssystemer vil
nøkkelkomponentene gjerne inkludere strategier for effektiv involvering av interessegruppene, systematiske og gjennomsiktige tilnærminger for å prioritere forbedringstiltakene, evidensbaserte kliniske retningslinjer, effektive metoder for å vurdere data som
kan brukes til å vurdere kvaliteten på tjenestene, metoder for å identifisere problemer
med behandlingen og velge ut velegnede intervensjoner for å håndtere disse problemene, og effektive måter for å overvåke og evaluere forandring.
Det finnes mange potensielt nyttige verktøy for å gjennomføre organisatoriske endringer, men det er nesten ingen dokumentasjon om effektene av dem. Det gjelder bl.a. analytiske modeller, verktøy for å vurdere hvorfor endring er nødvendig, slik som SWOTanalyse, verktøy for å bestemme hvem og hva som kan forandres, og verktøy for å gjøre
selve forandringene, slik som organisasjonsutvikling og prosjektledelse. På samme
måte er det vanlig å anta at ledelse og organisasjonskultur er viktig for å oppnå ønskede
endringer, men det mangler empirisk forskning eller kritiske vurderinger av rollen til
lederne i helsetjenesten, og det er svært usikkert om forsøk på å endre organisasjonskultur kan føre til bedre ytelse. Det er vist at bruk av klinikere som lokale opinionsledere kan gi en vellykket forbedring av praksis, men gjennomførbarheten av utstrakt bruk
av opinionsledere er usikker.

VALG AV REFORM
Det kan være nyttig å vurdere tre hovedtyper av reform: “kobling” (linkage), som kan
virke gjennom eksisterende strukturer; “koordinering”, som i hovedsak kan virke gjennom eksisterende strukturer, men samtidig innebære en mer strukturert tilnærming
som ville involvere ytterligere eksplisitte strukturer og prosesser; og “integrering”, som
ville skape ett enkelt system med ansvar for alle tjenester, med ressurser og finansie14
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ring i en struktur med felles forvaltning. Hver av disse har potensielle fordeler og
ulemper. Det er lite dokumentasjon for å veilede i valget mellom de ulike tilnærmingene. En åpen diskusjon om mulige fordeler og ulemper knyttet til hver tilnærming, belyst av tilgjengelig dokumentasjon, og basert på en felles forståelse av målene og verdiene som bør styre reformen, er ønskelig. Den kan veilede i valget av den pakke av ordninger for levering, finansiering og ledelse som er best egnet til å håndtere problemene
som den norske helsetjenesten står overfor, slik at man oppnår de målene man setter
seg i fellesskap.
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Hva fungerer godt og hva er det viktigste
problemet i forhold til samhandling?

”Det meste fungerer”

”To viktige forhold:
Økende skjevforhold
mellom 1. og 2. linje: stor
vekst i 2. linje og
stagnasjon i allmennlegetjenesten og økende fragmentering i 2.linje skaper store
samhandlingsproblemer
både internt i 2. linje og
mellom 1. og 2. linje.”

”Vi begynner å bli meget
gode lokalt på tverrfaglig
samarbeid (med andre
helsearbeidere, sosialtjenesten osv) rundt pasientene med rusmiddelavhengighet.”
”Nærsynt opptatthet av
egen innsats, ikke av brukerens
totalsituasjon eller av hva andre kan
bidra med. Forbisnakking. På landsbasis er hovedproblemet de store variasjonene i tjenestetilbudet.”
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PREFACE - KEY MESSAGES
Î This policy brief was prepared rapidly and is, for the most part, based on available systematic reviews of research evidence. This should not exclude consideration of policy
options not addressed by this evidence or other types of evidence.
Î Systematic reviews of research evidence are a more appropriate source of research evidence for decision-making than individual studies that are selected because they are the
most publicized or because they support prior beliefs.
Î Evidence of the likely impacts of policy options is essential for making informed decisions about choosing and implementing those options. However, evidence alone does
not make decisions.
Î Although integration of care has a logical appeal, the available evidence on the effectiveness of different forms of integration or coordination of care remains uncertain.
Î Uncertainty about the potential impacts of policy decisions does not mean that decisions and actions can or should not be taken, but it does suggest the need for carefully
planned implementation, monitoring and evaluation.
Î A systematic, incremental approach with a long-term perspective that includes building
capacity, monitoring and evaluation is likely to have a bigger effect than bold policy
strokes.
Î “Both politically, in terms of being accountable to those who fund the system, and also
ethically, in terms of making sure that you make the best use possible of available resources, evaluation is absolutely critical.” (Julio Frenk 2005, former Minister of Health,
Mexico)

THE PURPOSE OF THIS REPORT
The purpose of this report is to inform deliberations among policymakers and stakeholders regarding how best to reform the Norwegian healthcare system to improve the
coordination or integration of health care for people with long-term conditions. It was
prepared specifically as a background document to be discussed at a meeting of those
engaged in developing the “Integrated Health Care Reform” announced by Bjarne
Håkon Hanssen, the Minister of Health and Care Services, in September 2008, and at a
meeting of stakeholders. It is not in anyway intended to prescribe or proscribe the
scope of the reform or its contents. Rather, it is intended to introduce into deliberations
about the reform systematic and transparent consideration of the available evidence of
the likely impacts of different policy options that might potentially be included as part
of the reform.

HOW THIS REPORT IS STRUCTURED
This policy brief uses a graded-entry format (i.e. a list of take-home messages, an executive summary, and a full report) to present policy-relevant research evidence about
the impacts of different policy options that could be used to improve the coordination
of care for chronic conditions. In addition, each chapter of the full report begins with
key messages, followed by a summary that provides the basis for those messages.
17
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Although this entails some replication of information, the shorter formats address the
concern that not everyone for whom the report is intended will have time to read the
full report. The different formats are intended to accommodate different needs. The
format is also intended to facilitate rapid access to and use of the contents of the report
in meetings where the report will be used as a basis for discussion.

HOW THIS REPORT WAS PREPARED
The methods used to prepare this report are described in Appendix 1. Briefly, we
searched for relevant systematic reviews of the effects of policy options for improving
the coordination or integration of health care for chronically ill patients. We selected
those reviews that we assessed as being most relevant and extracted from them the key
findings and information that facilitates interpretation of those findings in the Norwegian context. We supplemented information extracted from the included systematic
reviews with information from other recent overviews and policy documents.

LIMITATIONS OF THIS REPORT
This policy brief was prepared rapidly in order to fit with the time line of the Integrated
Health Care Reform, which is to be ready by April 2009. As a consequence, it has several limitations. Firstly, because it is based largely on previously completed systematic
reviews, there may be important gaps in addressing policy options for which we did not
find a review, for which we did not find an up-to-date review, or for which the reviews
that we identified had important limitations. We have attempted to address this limitation in three ways: by relying on recent overviews and other policy documents to fill in
the gaps, through focused searches and personal contact with experts, and through a
rapid external review of the report. Nonetheless, there are still likely to be important
gaps. These should not in anyway impede further consideration of policy options that
are not adequately addressed in this policy brief.
Secondly, because of the short period of time in which the report was prepared and a
lack of readily available data, this report is largely limited to one type of evidence: evidence from impact evaluations. The policy brief does not provide evidence regarding
the Norwegian healthcare system, including evidence regarding needs, the availability
or quality of services, costs, experiences or viewpoints. It also does not include important evidence and lessons that can be drawn from the experience of integrated healthcare systems in other countries and reforms in other countries that were intended to
improve integration of care.
Thirdly, summarising evidence requires judgements about what evidence to include,
the quality of the evidence, how to interpret it and how to report it. While we have attempted to be transparent about these judgements, this report inevitably includes
18
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judgements made by review authors and judgements made by ourselves. We have tried
to find a balance between clearly attributing interpretations of the evidence and making
the report easy to read. If there are some places where it is not clear whether a statement reflects our judgement or that of the review authors, we apologise for this. We
have also tried so far as possible to provide the basis for any judgements that do not
flow directly from the evidence or for which the basis does not seem obvious.

WHAT IS EVIDENCE AND WHAT IS ITS ROLE IN
HEALTH POLICY?
Evidence concerns facts (actual or asserted) intended for use in support of a conclusion
(Oxman 2006). A fact, in turn, is something known by experience or observation. An
important implication of this understanding of evidence is that evidence is used to support a conclusion; it is not the same as the conclusion. Evidence alone does not make
decisions.
This understanding of what evidence is has several implications. Firstly, expert opinion
is more than evidence. It combines facts, interpretation of those facts, and conclusions.
Expert opinion should be used appropriately by identifying the facts (experience or observations) that are the basis of the opinions and appraising the extent to which the
facts support the conclusions.
Secondly, not all evidence is equally convincing. How convincing evidence is regarding
the impacts of interventions or policy options, which are the focus of this report, should
be based on appropriate criteria for assessing the risk of bias and other factors that affect our confidence in estimated effects (Guyatt 2008).
Thirdly, all evidence is context sensitive, since observations are made in a specific context. As a consequence, although global evidence (i.e. the best evidence from around the
world) is the best starting point for judgements about the likely impacts of alternative
policy options, local evidence (from the specific setting in which decisions and actions
will be taken) is also essential to inform the judgements that must be made about the
applicability of the global evidence in the Norwegian context, and decisions about how
best to reform the Norwegian healthcare system.
As noted recently by Stephen Shortell and colleagues, ensuring the delivery of highquality care requires integration of knowledge from evidence-based medicine (which
focuses on the content of care) and evidence-based management (which focuses on organisational strategies, structures, and change management practices that enable physicians and other healthcare professionals to provide evidence-based care) (Shortell
2007). ‘Evidence-based management’ “can help to expand the use of recommended
chronic care processes by providing knowledge about incentives and organisational capabilities.”
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WHY WE HAVE FOCUSED ON SYSTEMATIC REVIEWS
Systematic reviews of research evidence constitute a more appropriate source of research evidence for decision-making than the latest or most heavily publicized research
study (Mulrow 1994; Bero 1997). By systematic reviews, we mean reviews of the research literature with an explicit question, an explicit description of the search strategy,
an explicit statement about what types of research evidence were included and excluded, a critical examination of the quality of the studies included in the review, and a
critical and transparent process of interpretation of the findings of the studies included
in the review.
Systematic reviews have several advantages. Firstly, they reduce the risk of bias in selecting and interpreting the results of studies. Secondly, they reduce the risk of being
misled by the play of chance in identifying studies for inclusion or the risk of focusing
on a limited subset of relevant evidence. Thirdly, systematic reviews provide a critical
appraisal of the available research and place individual studies or subgroups of studies
in the context of all of the relevant evidence. Finally, they allow others to appraise critically the judgements made in selecting studies and the collection, analysis and interpretation of the results.
In contrast, while practical experience and anecdotal evidence can also help to inform
decisions, it is important to bear in mind the limitations of descriptions of success (or
failures) in single instances. They can be useful for helping to understand a problem
and experiences, but they do not provide reliable evidence of the most probable impacts of policy options. The available evidence from research provides only limited
support for the intuitive belief in the potential of integration to solve many problems
(Nolte 2008). This must be born in mind when considering anecdotal evidence.

REASONABLE EXPECTATIONS
Although integration of care has a logical appeal, the available evidence on the effectiveness of different forms of integration or coordination of care remains uncertain, despite a surge of reviews, systematic and otherwise, of single interventions and complex
programmes and models of care (Nolte 2008).
Faced with rising costs on the one hand, and shortcomings in service delivery on the
other, policymakers have considered and introduced major health care reforms in the
hope that they will lead to dramatic improvements in health system performance.
These reforms have generally fallen short of both rhetoric and expectations, leading to
the search for new policies (Ham 2003). The limited impacts of health care reforms
stems in part from their limited effects on clinical practice. There are many factors that
influence decisions by health professionals and patients (Fishbein 2001; Wensing
2001; Cochrane 2007). Policies introduced by health care reformers need to compete
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with these many factors. Thus, no single approach or intervention is likely to be sufficient. Because health professionals have a large degree of control, bottom-up approaches that engage professionals in the reform process, are necessary to bring about
change. Top-down policies alone are unlikely to succeed.
There is a growing body of evidence on how to improve health systems, including
largely negative evidence of the impacts of major healthcare reforms and evidence of
many effective or promising interventions that taken together, if properly implemented, can result in substantial improvements. Building capacity of people and organisations to bring about improvements is slow and incremental. It requires more systematic approaches to introducing, monitoring and evaluating changes and a long-term
perspective. Although such an approach is less glamorous, it is likely to have a bigger
effect than bold policy strokes (Ham 2003). It may also have less adverse effects than
sequential reorganisations of the health services.

UNCERTAINTY DOES NOT IMPLY INDECISIVENESS
OR INACTION
Many of the systematic reviews included in this report conclude that there is “insufficient evidence”. Accordingly, we have reported the likely impacts of many policy options as being uncertain. Nonetheless, policymakers must make decisions.
Uncertainty about the potential impacts of policy decisions does not mean that decisions and actions can or should not be taken. However, it does suggest the need for
carefully planned monitoring and evaluation when policies are implemented (EvalGap
2006).
“Good intentions and plausible theories are insufficient for selecting policies and practices for protecting, promoting and restoring health. Humility and uncertainty are preconditions for unbiased assessments of the effects of the prescriptions and proscriptions of policymakers and practitioners for other people. We will serve the public more
responsibly and ethically when research designed to reduce the likelihood that we will
be misled by bias and the play of chance has become an expected element of professional and policy making practice, not an optional add-on.” (Iain Chalmers 2003)
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Definitions and abbreviations
Organisation of the Norwegian healthcare system
Norwegian Ministry of Health
and Care Services
Helse- og omsorgsdepartementet (HOD)

The government ministry in charge of health policy, public health,
healthcare services and health legislation in Norway.

Regional health authorities
Regionalt helseforetak (RHF)

Hospitals are owned and run by four government owned regional
health authorities. Areas covered by the authorities include hospitals,
psychiatry, ambulance service, pharmacies at the hospitals, emergency telephone service, and laboratories. The authorities are subordinate to the Norwegian Ministry of Health and Care Services.

Health trusts
Helseforetak

Hospitals or hospital groups within the regional health authorities

Primary health care includes:
Nursing homes and homebased services

Run by politically governed municipalities. These are organized in the
Norwegian Association of Local Authorities (called KS).

General practitioners (GPs)

GPs work independently under contract with the municipalities.

Regular GP scheme
(fastlegeordning)

The regular GP scheme gives all Norwegian inhabitants the right to
have a GP as their regular doctor. The regular GP has a duty to prioritise inhabitants on his/her own patient list. The scheme is voluntary.

Directorate for Health
Helsedirektoratet

The Directorate of Health is a specialist director (in the area of public
health and living conditions and in the area of health services) and an
administrative body under the Ministry of Health and Care Services.
The directorate has authority for applying and interpreting laws and
regulations in the health sector and responsibility for ensuring that
approved policies are implemented in the health and care area.

Board of Health Supervision
Statens helsetilsyn

An independent supervision authority, with responsibility for general
supervision of health and social services in the country.

Political divisions in Norway
Counties
Fylke

Norway is divided into 19 administrative regions, called counties. The
capital Oslo is considered as both a county and a municipality. The
counties form the primary first-level subdivisions of Norway

Municipalities
Kommune

The counties are further divided into 431 municipalities.
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Other terms and abbreviations
DRG

Diagnosis-related group, a system to classify hospital cases into one
of approximately 500 groups expected to have similar hospital resource use, developed for Medicare in the United States as part of a
prospective payment system.

FFS

Fee for service

GP

General practitioner

IHS

Integrated health system

NHS

The United Kingdom (UK) National Health Service

NOU

(Norges offentlige utredninger) Norwegian Official Reports written by
committees or work groups that are constituted by the government or
a ministry. http://www.regjeringen.no/en/doc/Norwegian-OfficialReports.html?id=1767

OECD

Organisation for Economic Co-operation and Development

P4P

Pay for performance

Quality

The US Institute of Medicine has defined ‘quality’ as the degree to
which health services for individuals and populations increase the
likelihood of desired health outcomes and are consistent with current
professional knowledge (IOM 2001). This definition is consistent with
how the term “quality” is used in this policy brief and how it has been
defined in included systematic reviews.

SINTEF

An independent research organisation. http://www.sintef.no/Home/

SWOT analysis

A strategic planning method used to evaluate the Strengths, Weaknesses, Opportunities, and Threats involved in a project.
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The policy issue

Hva er de viktigste årsakene til problemet?
”Dårlig ledelse;
en ledelse som ikke har innsikt i problemene på grasrotnivå, og som først og
fremst har blikket rettet
oppover til neste
sjefsnivå.”

”Jeg savner mer av
innstillingen om at vi
skal være tjenesteytere
til hverandre og ikke
bare til pasienten.”

”Manglende arenaer for samhandling:
Vi vet for lite om våre spesifikke arbeidsområder og arbeidsmetoder.”

”At vi har to nivåer og to
takstsystemer som fungerer helt
uavhengig av hverandre og har finansielle systemer som understøtter en
slik tenking/funksjon.”
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THE POLICY ISSUE - KEY MESSAGES
Î The goals and underlying values of the ‘Integrated Health Care Reform’ and the problem that it will address need specification and clarification. How the problem is framed
will determine the relevance of potential solutions.
o It currently is not clear to what extent the reform will focus on coordination between primary and secondary care versus a broader range of concerns about coordination.
o It also is not clear to what extent inadequate coordination is the key underlying
problem for many of the expressed goals of the planned reform, such as containing
healthcare costs, improving access to care or improving primary prevention of
chronic conditions.
Î In this policy brief we focus on inadequate coordination of care for chronically ill patients across and within levels of care from both the patient’s and a health system perspective.
o Uncoordinated care can affect the quality and efficiency of health care, access to
care, participation in and satisfaction with care, and health outcomes for chronically
ill patients.
o There is a paucity of data in Norway on the magnitude of the problem and the underlying reasons for the perceived inadequacy of coordination or the need for more
integrated care for chronically ill patients.

THE ‘INTEGRATED HEALTH CARE REFORM’
Bjarne Håkon Hanssen, the Minister of Health and Care Services since June 2008,
identified inadequate coordination as the key problem with the Norwegian health services shortly after becoming the Minister: “To the degree we have a crisis, it lies in that
we have inadequate coordination between state and local authorities” (Dagbladet, 26
June 2008). “Norway spends the most money in the world on health, but does not get
the most health in return for each krone. It’s the system that’s at fault. A lack of contact
between hospitals and local authorities is the principal obstacle to making the health
service even better. This is a problem that we are now going to do something about. Coordination will take place on the basis of existing systems, not in spite of them” (Hanssen 2008). “In meeting with professionals, leaders, patients, families, mayors and others we find the same thing. They agree that inadequate coordination is the biggest barrier to making the health system better. Therefore there is a need for an Integrated
Health Care Reform” (State Secretary Dagfinn Sundsbø 2008).
The reform is being developed by a project team in the Ministry, through dialogues
with stakeholders, and with the advice of an expert group. The Minister, the project
team and the advisory group have all identified chronically ill patients among those
that suffer the consequences of inadequate coordination and, as a consequence, not
getting the services they need.
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In this policy brief we focus specifically on coordination of care for patients with
chronic diseases.1 The decision to focus on chronically ill patients in this policy brief
was made based on input from the project and advisory groups. There are three reasons
for focusing on this particular problem at this point in the development of the Integrated Health Care Reform:
• Chronic disease represents one of the most important challenges facing healthcare
systems. Chronic disease accounts for 77% of the disease burden in Europe and 86%
of deaths; and 50 to 80% of global health spending is related to chronic diseases
(WHO 2005). We do not know how many Norwegians have chronic conditions, but
the number has been estimated at about 1 million (Sanne 2008). Such figures cover
a wide range of degrees of severity, however. Statistics from Norway show that 88%
of deaths are a consequence of chronic disease (Statistics Norway 2008). Fragmented care for people with chronic diseases represents an important element of
problems with coordination that the Integrated Health Care Reform is intended to
address.
• Although the focus of this policy brief is likely narrower than the focus that the Integrated Health Care Reform will have, consideration of strategies to address this
specific problem can illustrate and provide a model for consideration of strategies to
address a wider range of coordination problems. Lack of coordination of care for patients with chronic disease is a good illustration of challenges facing the whole system. Moreover, many of the strategies that are relevant for coordination of care for
patients with chronic diseases are also relevant for addressing other coordination
problems.
• Consideration of this specific problem and potential solutions can help to clarify the
range of problems that the reform might address and the range of potential solutions that might be considered for those problems.
However, this brief is not intended to define the focus of the Integrated Health Care
Reform or to describe the full range of potential solutions that could be relevant to that
focus. The goals and the underlying values of the Integrated Health Care Reform and
the problem that it will address are still being clarified. How the problem is framed will
determine the relevance of potential solutions. The proposed solutions also have to be
in line with the underlying values of Norwegian healthcare policy. Currently, a wide
range of problems and potential goals have been articulated by the Minister, the project
group and the Minister’s advisory group. These include a lack of coordination between
six previous health reforms during the past 20 years; large and growing health expenditures in Norway compared to other countries; patients not getting the services they
need; social inequities in health; a failure to discharge hospitalised patients who no
The term coordination and integration are sometimes used synonymously and sometimes to indicate different levels of integration. Both terms are used inconsistently (Leutz 1999; McDonald 2007; Nolte 2008).
We have used the two terms as synonyms, other than in the section on reform options, where we use them
to indicate different levels of integration. In the chapter on delivery arrangements we provide some background on the use of these terms in relationship to different approaches to improving the coordination or
integration of care.

1
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longer need to be hospitalised; long waiting times and queues; corridor patients; a failure to follow-up patients; patients being bounced around in the system, not receiving
rehabilitation, not returning to work, becoming sicker and needing more help (Hanssen
2008).
In background notes the problem has been described both from the patient’s perspective and from a health system perspective. Groups of patients that have been identified
as having the most need for coordinated care or a more integrated health system include the elderly (over 80), drug addicts, and patients with mental health problems,
cancer and chronic diseases. It has been suggested that there is a need to better describe both current and desired care pathways, to clarify the division of responsibilities
and tasks between primary and secondary care, to improve communication, to improve
the transfer of expertise between primary and secondary services, to address differences in the structure and goals of primary and secondary services, and to develop a
common understanding of the problem.
Other problems that have been identified include an imbalance between secondary and
primary care (with too much input into secondary care), professional interests and inappropriate priorities, inadequate access to health professionals with appropriate expertise, asymmetries in how primary and secondary services are financed, the role of
regular general practitioners (‘fastleger’) in coordinating care, financial arrangements,
inadequately implemented laws (such as the Patients’ Rights Law), inadequate consumer involvement, suitable arrangements for patients that fall between primary and
secondary care (“gråsone-pasientene”), inadequate professional education, and inadequate focus on public health, health promotion and primary prevention.
Although the main focus of the planned reform has, up to now, been on coordination
between state (hospitals) and local authorities (primary care), problems have also been
identified in coordination between professions, between agencies, between local authorities, within the hospital trusts, within local authorities, and between people. It currently is not clear to what extent the reform will focus on coordination between primary
and secondary care versus a broader range of concerns about coordination. It also is
not clear to what extent inadequate coordination is the key underlying problem for the
many problems that have been identified and potential goals of the Integrated Health
Care Reform.

CHRONICALLY ILL PATIENTS NEED COORDINATED CARE
A lack of coordination between hospitals and primary care is an important problem
that limits improvements in the Norwegian healthcare system. In Norway the hospitals
are owned by the national government and managed by four regional health authorities, whereas primary care, including care for the elderly, is the responsibility of local
authorities. The aim of the Integrated Health Care Reform is to improve the health ser-
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vices through better coordination across these different levels of care and from different providers within each level.
A possibly suicidal young patient with a first episode of serious mental illness seen by a
primary care physician should not end up with the task of finding a psychiatrist. An elderly patient admitted to hospital with several health problems should experience a
fairly seamless integration of diagnostic and therapeutic services within the hospital,
and the discharge should be planned together with outside services and the family.
Patients with chronic diseases are especially important “customers” since they repeatedly need various forms of services over a long period of time. The patient with a
chronic health problem and the services share a common goal of minimising illness and
maximising function in a life-long perspective. In principle, coordination of care takes
place as an integrated part of offering services. In practice, responsibility might end up
with the patient and the family. A necessarily complex set of services can easily become
fragmented, and result in disconcerted and dissatisfied patients and suboptimal care. A
range of possible policies and interventions are relevant to address this challenge and
might include case management, shared care, chronic disease management strategies,
and governance and financial arrangements that improve the responsibility and ability
of primary care teams to coordinate patient care.
Uncoordinated care can be a problem for all patients. This is particularly challenging
for patients requiring care from different providers across different levels of care, including patients with chronic diseases. Uncoordinated care can result in patients:
• not getting services that they need or experiencing delays in receiving appropriate
care;
• receiving inappropriate care;
• being referred unnecessarily or not being referred as needed;
• being hospitalised more often and having longer hospital stays;
• not being adequately informed or receiving conflicting information;
• not having a clear understanding of their management plan and which healthcare
provider/s are primarily responsible for their care.
Consequences of uncoordinated care include worse health outcomes, increased healthcare costs, additional burdens placed on patients and their families, confusion and
dismay.
An underlying problem may be that the healthcare system was developed largely in response to treating acute problems and it is not well suited to managing chronic conditions.
Coordination of care is at the heart of the problem (Nolte 2008). Patients value coordination of their care, seeing it as an important component of overall quality (Hjortdahl
1992; Calnan 2006) especially when they have chronic health problems and complex
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needs (Alazri 2006). A recent survey of the experiences of patients with complex problems in eight countries demonstrated that deficits in care management during hospital
discharge or when seeing multiple doctors occurred in all countries, although patients
from countries with a strong primary care infrastructure reported notably positive access and coordination experiences (Schoen 2008).
A wide range of conditions is typically included in definitions of ’chronic disease’ and
patients with different diseases may have very different needs. Chronic diseases are
diseases of long duration and generally slow progression. Chronic diseases, such as
heart disease, stroke, cancer, chronic respiratory diseases and diabetes, are by far the
leading cause of mortality in the world. Cancer, mental health problems and addiction
are also commonly considered chronic diseases. However these diseases have different
disease pathways and some policy options may therefore be more or less relevant.
Increased longevity, coupled with advances in healthcare, has meant that there are
growing numbers of people with multiple disease processes, creating a range of diverse
and sometimes contradictory needs that pose considerable challenges to those affected
and to the delivery of health services (Piette 2004). For example, depression and arthritis in people with diabetes impair functioning and cause substantial barriers to implementing lifestyle changes and adhering to therapeutic regimens (Piette 2006).

THE ‘INTEGRATED HEALTH CARE REFORM’– A BRIDGE
BETWEEN REFORMS?
The health status of the Norwegian population is one of the best in the world. The key
strengths of the Norwegian healthcare system include provision of health care services
for all based on need, local and regional accountability, public commitment and political interest in improving the healthcare system (Johnsen 2006). Equal access to physicians’ services regardless of income and settlement was guaranteed by the Practitioners’ Act of 1912.
Important health care reforms
The Norwegian health care sector has undergone several important reforms during recent decades. During the 1970s the focus was on equality and increasing access to
healthcare services; during the 1980s health reforms aimed at achieving cost containment and decentralising health care services; during the 1990s the focus was on efficiency and leadership (Johnsen 2006). Since the beginning of the millennium the emphasis has been given to structural changes in the delivery and organisation of health
care. Generally, national reforms that have had an impact on the healthcare system
have focused on three broad areas: the responsibility for providing healthcare services,
priorities and patients’ rights, and cost containment. Future challenges that have been
identified include further cost containment, integration of care and health inequalities
(Johnsen 2006).
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The main purpose of the Municipalities Health Services Act (1982) was to improve the
coordination of the health and social services at local level and to strengthen those services in relation to institutional care and preventive care. According to this act, municipalities have responsibility for primary healthcare services. They are responsible for
planning and developing primary healthcare services to meet the needs of residents.
Planning responsibility also includes health services provided by other providers, such
as making agreements with the regular GPs or private nursing homes. The municipalities are self-governed by local politicians in cooperation with local civil servants and are
free to set up their own local management models.
In 1988 the Municipalities Health Services Act was further expanded and county nursing homes were transferred to the municipalities.
The purpose of the Responsibility Reform (HVPU Reform) (1991) was to downsize institutions for people with developmental disabilities. The goal of this reform was to allow people with developmental disabilities to live like their fellow citizens, as far as is
possible.
The 4-year (1998–2001) Action Plan for Care for the Elderly set out objectives for the
development of local nursing and care services. The plan entailed the use of central
government funds to achieve these objectives.
The Escalation Plan for Mental Health (1999–2008) was adopted in 1999 and is the
overall strategy for mental health.
The Regular General Practitioners Scheme implemented in 2001 is based on a registration system whereby patients can sign onto the list of the GP of their choice. The aim
of the reform was to improve the quality of local medical services, to improve continuity of care and ensure a more personal patient–physician relationship.
The Health Enterprise Act of 2001 (which came into force as the hospital reform in
2002) aimed to increase efficiency and consisted of three main strategies: the ownership of the hospitals was transferred from the counties to the central government sector; hospitals were organised as enterprises into five (now four) ‘regional health authorities’ with ‘health trusts’ within the regional health authorities; and the day-to-day
running of the regional health authorities became the responsibility of a general manager and an executive board in each region.
Patients’ rights were strengthened with the passing of the Patients’ Rights Act in 1999.
Its main purpose was to ensure equality of access to good quality health care.
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Prioritisation
There are no detailed regulations as to what the public healthcare system should or
should not cover, although the Norwegian Directorate of Health is currently finalising
national guidelines for prioritising patients’ access to specialist health care, in a collaborative project between the Directorate of Health and the Regional Health Authorities (Hdir 2008). The aim is a more appropriate prioritisation for patients admitted to
specialist health care. Thirty different patient groups, including about 75% of all conditions that are admitted to specialist health services, will be covered by the guidelines for
prioritising. The effects of the implementation of the prioritisation guidelines will be
evaluated after one year.
A priority commission was established in the 1980s to develop instructions for priorities and benefits in the healthcare system. A Royal Commission (NOU 1987) presented
proposals for criteria and priority levels. However, in practice little was done beyond
establishing a waiting list guarantee and a treatment guarantee. In 1997, another Royal
Commission (NOU 1997) presented criteria for priorities in the health care system.
Based on the work of the second commission (NOU 1997) parliament passed the Patients’ Rights’ Act, and priority regulation was established whereby three principles are
taken into consideration when deciding if a patient is entitled to health care. These are
the degree of severity, expected effectiveness and the costs in relation to the expected
benefits of the treatment.
The new mandate was given to the former Public Hospital Board, which was renamed
the National Board for Priorities in the Health Care System, now replaced by the National Council for Quality and Prioritisation in Health Care. These efforts have so far
produced few practical results. Prioritisation is difficult in practice, as the population
gains more rights and makes more demands (Schiøtz 2003).
The Norwegian Patient Registry monitors hospital waiting lists. There is large variation
in the rate of patients that are admitted as legally entitled to health care between the
regional health authorities and the different health trusts (NPR 2008). The reasons for
this variation are unknown. There have been no robust evaluations regarding how patients are prioritised to specialist health services in general. Neither do we know the
degree to which incentives given to promote production and reduce waiting lists (for
instance increasing the DRG proportion of payments to hospitals from 40 to 60%) benefit patients with chronic diseases, or if increased production benefits patients with less
serious conditions.
No programmes for integrated care
Currently there are no specific programmes for integrated care in Norway, but there
have been some trends in this direction. For instance, the regular GP scheme goes some
way towards establishing a permanent relationship with one physician over a long period. One further initiative towards integrated care is incorporated into the ‘individual
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plan’, which outlines and specifies health and social services for patients with longterm care needs.
A Royal Commission (NOU 2005) addressed the need to strengthen the integration and
cooperation process within the constraints of the current healthcare system with separate arrangements for primary and secondary care. This report discusses the appropriate balance between primary health care and specialist health care. It suggests that the
perception of healthcare specialists about the readiness of patients to be discharged
may conflict with the municipalities’ readiness to receive and follow up patients at, for
instance, a nursing home or with the provision of home based services. One of the suggestions in this report was to direct the municipalities and the health enterprises to establish formal cooperation agreements in order to achieve more seamless delivery of
care.
There are several projects, initiatives and good examples of coordination and integration of care in practice (Helsedialog 2005; AGENDA 2007). We are not aware of any
formal evaluation or follow up of the Royal Commission on integrated health care
(NOU 2005).

WHY THE PROBLEM EXISTS
Key factors that have been identified that contribute to the problem of inadequate coordination include:
Independent services
Hospital and specialist services are the responsibility of the state and managed through
four regional health authorities. Hospitals are financed through a mixture of block
grants and fee-for-service (a diagnosis-related group (DRG) system), the private specialists are financed through a mixture of block grant, fees from the National Insurance
Scheme and user fees for outpatient services. Community health services, including
home services and nursing homes, are the responsibility of local authorities. They are
financed through block grants from the state to the local authorities, with addition of
income adjusted user fees. General practitioners (GPs) for the most part have private
practices. They are paid on average 30% from the local authorities (capitation for patients on their list) and 70% fee-for-service from the National Insurance Scheme and
user fees (NOU 2005). Financing, leadership and reporting is organised within each of
these services, with monitoring and rewards for activities within each service and not
across them. There is no central responsibility for coordination across services. The
private sector, where patients are charged in full, is very small. Some private services
operate on contract with the regional health authorities.
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Financial incentives
There are limited financial incentives for coordination of care across services and there
are some financial disincentives. DRGs motivate hospitals to discharge patients early.
At the same time block grants to the local authorities motivate them to ration services,
including nursing homes, to take advantage of acute hospitalisations (for which they do
not pay), and to delay taking patients home from hospital. There is no co-payment from
patients for hospital stays. There are user fees for community health services and outpatient specialist clinics, but there is a cap on such fees for services covered by the National Insurance Scheme. The local authorities have the freedom to set up their own
financing arrangements (except for user charges, which are set by the central government), but in practice the same financing arrangements exist throughout the country.
Because of lack of resources, municipalities are frequently unable to provide enough
assistance to the elderly so that hospitals have to provide assistance for dependent persons not having an acute medical need. Such hospital assistance is more costly than
nursing home or community-based care. As a response, a national objective has been
set to reach enough nursing home capacity so as to accommodate at least 25% of people
aged 80 years and older. A number of municipalities are currently carrying out a major
restructuring of nursing homes in order to attain national standards and to contain
costs (Bibbee 2006).
Intermediate care at a community hospital might be an alternative to prolonged general
hospital care for elderly patients. This concept has been tested in a randomised controlled trial at Søbstad Teaching Nursing Home in Trondheim. The authors concluded
that intermediate care at a community hospital compared to ordinary prolonged care at
a general hospital, significantly reduced the number of readmissions for the same disease to the general hospital and significantly increased the number of patients being
independent of community care after 26 weeks of follow-up, with an insignificant increase in the number of days in institutions and without any increase in mortality
(Garåsen 2008).
In theory, patients’ free choice of hospital should increase competition and potentially
the quality of hospital care, but so far this seems to have had a very limited effect. Few
patients choose other hospitals than the closest one. One reason for this may be that
the typical patient is an old person with several symptoms or diagnoses, who is in a bad
position to choose an alternative hospital. Another reason may be that GPs have limited
or no incentives to direct patients to alternative hospitals.
Regular GPs
One of the intentions of the Regular GP Reform (2001) was to improve general practice
for those with the most need, particularly chronically ill patients who have a greater
need for stability and continuity in the doctor-patient relationship (NOU 2005). Nearly
the entire population now has a regular GP. Evaluations only provide a limited picture
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of the extent to which regular GPs have taken responsibility for coordinating the care of
their chronically ill patients (Sandvik 2006). It has been argued that GPs have not adequately fulfilled their expected role in helping to coordinate care for their patients, in
part because their remuneration is still largely fee-for-service (NOU 2005). It was anticipated that referrals generally would go down with regular GPs. In fact there has
been a moderate increase, especially among patients with higher education, in urban
areas and among female GPs (Finnvold 2008). There appears to be a trend moving
from gate-keeping towards advocacy (Norheim 2003). It is difficult to say whether this
is a result of the reform or a general time-trend.
Individual plans
The Patients’ Rights Law (1998-99) gives patients who need long-term care and coordinated services the right to an individual plan. The individual plan has several purposes, including contributing to coordinated provision of services adapted to the individual, consumer participation, and strengthening coordination between service providers and the patient, and between service providers. Both the local authorities and
the health trusts are obligated to ensure that an individual plan is developed in collaboration with the patient. Both this and other laws that should promote and ensure coordination of care have functioned inadequately, including laws requiring that patients
are assigned a patient-responsible doctor; that health professionals in the specialist
(hospital) service provide advice, guidance and information to the community health
services; and that local authorities pay a per-day fee for patients that are kept in hospital after they are ready to be discharged.
Communication
Coordination depends on good communication and exchange of information. There are
several barriers to good communication that limit better coordination. A national strategy for electronic communication, including a Norwegian Health Network, is not yet
fully realised. Electronic medical records have been acquired, but paper still is used for
communication between service providers. Although about 90% of the GPs were connected to the Norwegian Health Network by December 2007, only 42% of discharge
summaries and only 8% of referrals are sent electronically (NHN 2008, Eyr 2008a).
The expected benefits of being connected to the Norwegian Health Network have not
been realized (HOD 2008a) and GPs are frustrated (Eyr 2008b). There are many interest groups, limited ability to direct the development of better electronic communication, and complexities in relationship to protection of personal data, costs and technology. Therefore strong leadership and coordination of public and private actors is
needed to carry out projects to improve electronic communication.
In addition there is a need to improve referral letters, consultants’ reports, discharge
summaries, and communication between nursing homes and hospitals. There are no
formal guidelines regarding what information is necessary in referral letters to make it
34

The policy issue

possible for hospital trusts to prioritise among the patients that are referred. Discharge
summaries may arrive too late and be inadequate for proper follow up in primary care.
There is large variation in how healthcare professionals in the municipalities are informed when old patients in need of care are ready to be discharged from hospitals
(SINTEF 2008). Based on interviews and surveys, SINTEF has described the communication between hospitals and care services in the municipalities and made recommendations regarding requirements for electronic communication and organisational
solutions (SINTEF 2008).
There may also be a need to improve professional training or to use other strategies to
promote interprofessional collaboration both within and between levels of care and between clinical specialist groups. Also important is ensuring that patients are better informed about their health conditions and management of these, including which parts
of the health service are responsible for different aspects of their care. For example, a
survey among families with children receiving financial support for chronic diseases
showed that most complained of inadequate information coming too late (Finnvold
2003).
Leadership and culture
Arguably, there is not one health service in Norway, but many. Among health professionals there is not a consistent sense of belonging to one national health service. There
are many battles over strategic and clinical authority within the hospital system and no
clear leadership structure for services for the elderly, primary care physicians, or other
community health services. GPs are professionally autonomous and expected to ensure
the quality of care that they provide independently. The chief district medical officer
does not have authority over primary care services in the community and, at the same
time, the local authorities do not have authority over GPs.
Human services integration is hard to achieve in other sectors, not just in health care,
and there are likely common reasons for this, such as historical attitudes of ‘us versus
them’ among frontline workers (Sandfort 2004).
Research
There is limited research available in Norway that documents the extent of problems
with coordination, its causes or its consequences. There have only been sporadic evaluations of attempts to address the problem.

GOALS OF THE INTEGRATED HEALTH CARE REFORM
The Integrated Health Care Reform, through addressing underlying problems with coordination of care, is intended to improve the coordination of care and thereby:
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•
•
•
•
•
•

improve the quality of care, particularly for chronically ill patients and others that
are most affected by a lack of coordination;
improve access to care, both improved coverage and more equitable and timely access;
reduce inefficiencies;
improve consumer participation;
improve consumer and provider satisfaction;
improve health outcomes.

Lessons learned from considering how to improve chronic care coordination may reflect coordination of health care services generally in Norway, and as such provide a
good starting point for thinking about problems in the Norwegian system. However,
the types of care required by chronic patients, the problems of coordinating their care
and the requirement of a complex pathway of care is quite different from the requirements of most patients using the healthcare system. Therefore, it is important not to
make the general system overly complex in order to serve the needs of a specific group
of patients with special needs. In addition, a number of mechanisms and laws have
been put in place to improve the way services are coordinated for chronic care patients,
apparently with limited success. It is important to understand why these previous reforms have not produced expected results.

WHAT INDICATORS ARE AVAILABLE THAT ESTABLISH THE
MAGNITUDE OF THE PROBLEM?
There is anecdotal evidence of problems with coordination of care in Norway, but
sparse routinely collected data that indicate the magnitude of the problem or could be
used to monitor progress, and few studies that document the extent of the problem or
its underlying causes. Moreover, it is not clear to what extent problems with, for example, the quality of care or access to care, are due to a lack of coordination versus other
causes. For example, although Norway’s admission rate for asthma (4.54 per 10,000),
an indicator of quality of care for chronic conditions, is lower than the OECD average
(5.82), it could still be improved, for example, relative to Sweden (3.30) (OECD 2007).
Although improved coordination of care might help to reduce the need for hospital admissions for asthma, there are other important factors not related to coordination that
could be important, such as improving the implementation of evidence-based guidelines by GPs and improving medication adherence.
Indicators that could be used to assess the magnitude of the problem include, for example, data regarding inappropriate referrals, prolonged hospitalisations of patients
that are ready to be discharged, poor communication between primary and secondary
level providers, inadequately informed patients or patient experiences of a lack of coordination of their care. None of these or other indicators are readily available, apart
from estimates of prolonged hospitalisation of patients that are ready to be discharged 400,000 hospital days per year, which is approximately 10% of all hospital days and is
estimated to cost approximately 800 million kroner more than what it would cost to
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care for these patients in the community (HOD 2008b). There is some information
gathered directly from patients by the Norwegian Knowledge Centre´s Patient Survey.
Overall, patients report a high level of satisfaction with services. More specific probing,
however, clearly shows dissatisfaction with information and planning, especially among
users of psychiatric services. Forty percent of inpatients reported that their discharge
was not well planned (Kunnskapssenteret 2007). Nearly half of parents of children referred to outpatient psychiatric care felt that they had waited too long before being offered a consultation and a quarter claimed that outpatient services did not cooperate at
all with other public services (Kunnskapssenteret 2008).
Similarly, there are few comparisons available that provide an indication of how big the
problem is or suggest potential goals, such as:
• changes in indicators over time;
• comparisons with other countries;
• comparisons between hospitals or local authorities in Norway;
• comparisons between different populations in Norway; or
• targets suggested by policymakers or stakeholders.
There are, however, several evaluations that suggest that improvements in coordination
are possible and that they can improve the quality of care, reduce costs and improve
satisfaction (e.g. Garåsen 2007).

HOW HAS THE PROBLEM BEEN FRAMED?
We have framed the problem that this policy brief addresses as inadequate coordination of care for chronically ill patients. Framing the problem in this way excludes a
number of strategies that could improve outcomes or satisfaction, or reduce costs for
chronically ill patients. At the same time, framed in this way the problem can still be
seen from the patient’s perspective in relationship to the care process or from a health
system perspective in relationship to efficient use of resources. While these two perspectives are not necessarily in conflict, they suggest somewhat different solutions to
problems with coordination. For example, from a health system perspective the “LEON
principle” (provision of care at the lowest effective level of care) is central, whereas it is
not an important consideration from the patient’s perspective.
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”Kanskje bør ulike kommunale
helsetjenester i større grad
samlokaliseres.”

”Vanskelig å svare på
når man sitter midt oppe i det,
og er vant til systemet. Men når
vi får til et effektivt og fleksibelt
tverrfaglig samarbeid uten for
mye tidsspille rundt enkeltpasienter med komplekse behov, er
det artig og lett å være fastlege
for pasienten.”

”Ellers stopp i omorganiseringshysteriet.
For å kunne samarbeide godt er det viktig med
kunnskap om og en viss stabilitet i organisasjonene og mulighet over tid til å bli kjent med
’de andre’.”

”Alltid vanskeligere å
være konkret på det som er bra. Synes at
tjenestene har fungert bra - med unntak av NAV. Jeg
er kanskje heldig som har en patent lege og behandles på et kompetansesenter. De kan alle regler. Og det
som har vært B trygdekontor kunne også alle
regler - savner dem.”
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DELIVERY ARRANGEMENTS - KEY MESSAGES
Broad frameworks for delivering chronic care
Î Components of the Chronic Care Model and various disease management programs,
alone or in combination, can improve quality of care, clinical outcomes and health care
resource use, but the effects are not consistent and numerous obstacles hinder their use.
Î It is very uncertain whether all components of the Chronic Care Model, or any other
model for chronic care, are essential for improving chronic care.
Î Because it is very uncertain whether any one model is more effective than another, the
choice of a model must be made based on other criteria, particularly the match between
the package of interventions and the core coordination problems.

Service delivery models
Î Disease management programmes include a variety of components that improve adherence to care guidelines and patient disease control, including patient education and motivational counselling, provider education, feedback, reminders, and multidisciplinary
team work.
Î Overall they may improve processes of care and disease control, but their impact on
health outcomes and healthcare costs is uncertain.
Î The effectiveness of evidence-based care pathways is inconsistent.
Î Case management (or care management) is a way of coordinating services for people
with long-term conditions or complex medical and social needs. There are many different models, but the core principle is to assign each person a case manager. Intensive
case management for patients with severe mental illness may reduce rehospitalisations.
The evidence of the effectiveness of case management for other conditions is inconsistent.
Î There is moderate quality evidence that interventions to improve interprofessional collaboration can improve client or health care process outcomes, such as patient length of
stay and appropriate prescribing.
Î The effectiveness of shared care (the joint participation of primary care and specialty
care physicians in the planned delivery of care, informed by an enhanced information
exchange over and above routine discharge and referral notices) is uncertain.
Î There is some evidence that some interventions targeted at patients discharged from
hospital to home may have a positive impact, particularly those with educational components and those that combine pre-discharge and post-discharge interventions. However, on the whole there is only limited evidence that discharge planning and discharge
support interventions have a positive impact on patient functioning, health care use after discharge, or costs.
Î Early supported discharge for acute stroke patients reduces the length of hospitalisation, reduce costs and improves patient outcomes, although there may be important differences in effects in different healthcare systems.
Î Interventions such as geriatric nurse assessment and home-based services for elderly
patients discharged from emergency departments can prevent functional decline. Their
effects on health service utilisation are uncertain and may depend on what is already on
offer.
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TERMINOLOGY
Integration or coordination have been pursued in many ways in different health systems and there is a tangled mess of overlapping terms used to describe these, including
integrated care, coordinated care, collaborative care, managed care, disease management, case management, patient-centred care, chronic (illness) care, continuity of care,
transmural care, seamless care and others (Nolte 2008). These terms are used differently by different people, often with a lack of clarity about concepts and components.
This has resulted in confusion in systematic reviews of the evidence related to these
terms, which often include overlapping, but not identical sets of studies. The terms coordination and integration are sometimes used synonymously and sometimes not. In
this report, we have used the terms synonymously (other than in the chapter on reform
options). A systematic review of care coordination found more than 40 distinct definitions (McDonald 2007) comprised of five key elements:
• Numerous participants are typically involved in care coordination.
• Coordination is necessary when participants are dependent upon each other to
carry out disparate activities in a patient’s care.
• In order to carry out these activities in a coordinated way, each participant needs
adequate knowledge about their own and others’ roles, and available resources.
• In order to manage all required patient care activities, participants rely on exchange
of information.
• Integration of care activities has the goal of facilitating appropriate delivery of
healthcare services.
It may be useful, although difficult, to distinguish between four key approaches, recognising that there is overlap among these and other terms are used to describe these:
• Broad managed care programs or frameworks, such as the Chronic Care Model
• Disease management, which targets specific diseases or conditions
• Case management, which uses individuals, often specially trained nurses, coordinate care for vulnerable patients with multiple or complex needs
• Multidisciplinary care, which involves the development of treatment plans tailored
to the medical, psychosocial and financial needs of patients, but in contrast to case
management utilizes a broader range of medical and social support personnel
We will consider here the evidence for the following types of delivery arrangements that
could potentially be used to improve the management of chronic disease, focusing on
reviews that specifically address approaches to improving the coordination of chronic
care or components of these approaches:
•
•
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- Multidisciplinary care
- Shared care
- Discharge planning
We have summarised evidence regarding the impacts of other delivery arrangements,
many of which are considered as components of broad chronic care frameworks and
service delivery models, in Appendix 2. These include:
•

•

•

Changes in who delivers care
- Substitution and enhancement
- Shared decision-making
- Self-management
Changes in where care is provided
- Day care and intermediate care
- Specialist outreach
- Home care
Changes in information and communication technology (ICT)
- Health record systems and ICT that support providers
- ICT that supports patients

In addition we summarise separately evidence from systematic reviews of the impacts
of delivery arrangements for mental health in Appendix 2.

BROAD FRAMEWORKS FOR DELIVERING CHRONIC CARE
There are a plethora of frameworks that are used to conceptualise the delivery of care to
people with chronic conditions and to delineate the different elements of initiatives to
improve chronic care or principles for doing so (Singh 2006). The best known and most
widely used and adapted model is the Chronic Care Model developed by Ed Wagner
and colleagues in the United States (Wagner 2001), and we have therefore focused on
this model here.
The Chronic Care Model was developed as a framework to guide system changes and
quality improvement. The components of the model include:
• Healthcare organisation (e.g. leadership support, provider participation);
• Community resources (e.g. peer-support groups, self-management classes);
• Self-management support (e.g. self-management resources and tools, decision
aids);
• Delivery system design (e.g. multidisciplinary teams, pro-active follow-up);
• Decision support (i.e. guideline implementation strategies such as reminders, training);
• Clinical information systems (e.g. patient registries and use of these for care management).
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The key principles of the model include (Wagner 1998):
• mobilising community resources to meet the needs of people with long-term conditions;
• creating a culture, organisation, and mechanisms that promote safe, high quality
care;
• empowering and preparing people to manage their health and health care;
• delivering effective, efficient care and self-management support;
• promoting care that is consistent with research evidence and patient preferences;
and
• organising patient and population data to facilitate efficient and effective care.
In 2003 the model was revised to include cultural competency, patient safety, care coordination, community policies and case management. The revised model is also referred to as the ‘Care Model’ (ICIC 2008).

Components of the Chronic Care Model and various disease management programs, alone or in combination, can improve quality of care, clinical outcomes
and health care resource use, but the effects are not consistent and numerous
obstacles hinder their use.
It is very uncertain whether all components of the Chronic Care Model, or any
other model for chronic care, are essential for improving chronic care.
Because it is very uncertain whether any one model is more effective than another, the choice of a model must be made based on other criteria, particularly
the match between the package of interventions and the core coordination
problems.
The Chronic Care Model was developed based on reviews of evidence of promising
strategies and pilot testing. It subsequently has been widely used and there are a number of systematic reviews of components of the model, programmes based on the model
and broad disease management programmes that incorporate the Chronic Care Model
(McDonald 2007; Bodenheimer 2002; McAlister 2001; Weingarten 2002; Bodenheimer 2003; Gonseth 2004; Neumeyer-Gromen 2004; Ofman 2004; Tsai 2005; Mattke 2007). There are also several overviews (including both systematic reviews and
other evidence) of the Chronic Care Model and other models (HEN 2003; Ouwens
2005; Singh 2005b; Singh 2006; Wensing 2006; Zwar 2006;Chen 2008; Singh 2008;
Nolte 2008). A systematic review of 112 studies found that interventions that contained
at least one Chronic Care Model element improved clinical outcomes and processes of
care - and to a lesser extent, quality of life - for patients with chronic illnesses (asthma,
heart failure, diabetes or depression) (Tsai 2005).
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Observational studies have reported improvements in processes or outcomes, or lower
costs in individual organisations adopting the chronic Care Model (Singh 2006), but
there have not been direct comparisons with other approaches and it is only recently
that formal evaluations of the Chronic Care Model have been undertaken. Thus, while
there is extensive evidence about components of the Chronic Care Model, less is known
about how this model compares with other models and it is unclear whether all components of the model, or the conceptualisation of the model itself, is essential for improving chronic care (Bodenheimer 2002; Bodenheimer 2003; Tsai 2005; Singh 2006).
The Innovative Care for Chronic Conditions Framework is an adaptation of the Chronic
Care Model with more focus on community and policy aspects of improving chronic
care (Epping-Jordan 2004). It focuses on three levels: individuals and their families,
healthcare organisations and communities, and policy. Other models include the Public
Health Model and the Continuity of Care Model. Evaluations do not appear to be available for any of these models (Singh 2006).

SERVICE DELIVERY MODELS
These involve changes in the ways in which care is delivered and the location of care
with the aim of providing better co-ordinated and higher quality care to consumers.
Disease management

Disease management programmes include a variety of components that improve adherence to care guidelines and patient disease control, including patient education and motivational counselling, provider education, feedback,
reminders, and multidisciplinary team work.
Overall they may improve processes of care and disease control, but their impact on health outcomes and healthcare costs is uncertain.
Disease management programmes have gained popularity in recent years as a means of
improving the quality and efficiency of care of patients with chronic disease (Mattke
2007; Weingarten 2002). Such programmes are designed to manage or prevent a
chronic condition using a systematic approach to care and potentially employing multiple ways of influencing patients, providers or the process of care. There are a variety
of different approaches that are used. The Kaiser Permanente approach, which is one of
the best known, is based on the Chronic Care Model and focuses on integrating organisations and disciplines. Disease management forms part of this.
The Kaiser Permanente care triangle has commonly been used to conceptualise chronic
care at three main levels (underpinned by population-wide disease prevention and
health promotion):
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•
•
•

Supporting self-care for people with a chronic disease who are at low risk of complications and hospitalization
Disease management for people who need regular routine follow-up and are at high
risk.
Case management for people with complex needs who are high-intensity users of
unplanned secondary care

Another strategy, the EverCare approach, uses specially trained nurses to individually
support those people at highest risk of hospital admission, while a third, the Pfizer approach, uses a telephone system to monitor and refer people at highest risk. Other
models include the Strengths Model (originally referred to as a type of case management), Guided Care, the PACE model, the NHS and Social Care Model and various
models that have been developed in different countries, either nationally (e.g. in Denmark and the Transmural Care Programme in the Netherlands) or by various organisations (e.g. the United States Veteran’s Affairs system). Different models tend to focus
on selected components of broad chronic care frameworks. Evidence regarding the impacts of these approaches is limited and there is not good evidence that any particular
model is more effective than another. Several of the approaches are currently being
evaluated in trials in England (Singh 2006).
Decisions about which service delivery model to use have been made based on a variety
of reasons, and might sometimes seem arbitrary. Because there is not good evidence
that one model is more effective than another, other criteria must be used to select a
model. Factors that can be taken into consideration in selecting a model include the
evidence base for the model, international experience, the extent to which the aims of
the model are consistent with local aims (e.g. bed day reductions), and the perceived
suitability of the model in relationship to local circumstances (Singh 2006). More importantly, their effectiveness is most likely dependent upon appropriate matching between the package of interventions and the care coordination problems (McDonald
2007).
A systematic review (Weingarten 2002) of disease management programmes that extracted information on various components in the programmes found that patient education was the most commonly used intervention followed by education of healthcare
providers and provider feedback. Most programmes used more than one intervention.
Provider education, feedback, and reminders were associated with improvements in
provider adherence to guidelines and patient disease control. Patient education, reminders, and financial incentives were also all associated with improvements in patient
disease control. The relative effectiveness of different strategies is uncertain.
Another review, which included 102 studies representing 11 chronic conditions (depression, diabetes, rheumatoid arthritis, chronic pain, coronary artery disease, asthma,
heart failure, back pain, chronic obstructive pulmonary disease, hypertension, and hyperlipidemia) found that disease management appeared to improve patient satisfac44
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tion, patient adherence, and disease control most commonly, and cost-related outcomes least frequently (Ofman 2004).
A more recent systematic review that used the Chronic Care Model as the conceptual
framework (Zwar 2006) included 145 studies, where the majority was randomized trials. It found:
• Patient self-management support was the most effective intervention and it was effective across the majority of recorded outcome measures. The most effective forms
of support appeared to be patient education sessions and motivational counseling.
• Delivery system design in the form of multidisciplinary teamwork improved patients’ service use.
• Decision support and clinical information systems improved professional adherence
to disease management guidelines. Decision support interventions that were found
to be effective included implementation of evidence-based guidelines, educational
meetings with health professionals and distribution of educational materials among
health professionals. Audit and feedback also improved healthcare professionals’
adherence to guidelines.
Although disease management appears to improve quality of care, its impact on costs is
uncertain. An overview of three evaluations of large-scale population-based programs,
10 meta-analyses and 16 systematic reviews, covering 317 unique studies concluded
that the evidence on the role of disease management in reducing utilization of health
services was inconclusive, with two exceptions: disease management was found to reduce hospitalization rates among patients with congestive heart failure and to result in
higher utilization of outpatient care and prescription drugs among patients with depression (Mattke 2007). The authors concluded that payers and policy makers should
remain skeptical about vendor claims about disease management interventions, and
should demand supporting evidence based on transparent and scientifically sound
methods. If implemented, these programmes should be undertaken in the context of
robust economic evaluation.
Care pathways

The effectiveness of evidence-based care pathways is inconsistent.

Care pathways aim to link evidence to practice for specific health conditions and
thereby optimise patient outcomes and maximise clinical efficiency. Whilst clinical
guidelines provide generic recommendations, clinical pathways detail the local structure, systems and time-frames to address these recommendations. Some clinical pathways are relevant for in hospital care only, while others aim to give guidance for both
primary and secondary care (Rotter 2007).
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Substantial resources have been expended on pathway development, implementation,
and maintenance. Clinical pathways have been utilized to varying degrees in Norwegian hospitals and are now prioritised in one health trust’s (Helse Sør-Øst) strategy
(Eiring 2007).
Evaluations of the impact of care pathways have found inconsistent impacts on patient
outcomes, professional practice, length of stay and resource utilisation (Moloney 1999;
Sulch 2000; Smith 2001; Renholm 2002; Kim 2003; van Herck 2004; Shepperd 2004;
Kwan 2004; Dy 2005).
Case management

Case management (or care management) is a way of coordinating services for
people with long-term conditions or complex medical and social needs. There
are many different models, but the core principle is to assign each person a
case manager. Intensive case management for patients with severe mental illness may reduce rehospitalisations. The evidence of the effectiveness of case
management for other conditions is inconsistent.

Case management (or care management) is a way of coordinating services for people
with long-term conditions or complex medical and social needs. There are many different models, but the core principle is to assign each person a case manager or small
team to assess the patient’s needs, develop a care plan, arrange suitable care, monitor
the quality of care, and maintain contact with the patient and the family. Most studies
have included patients with severe mental illness (see below). There is conflicting evidence about the effects of case management on patients with other diseases (Singh
2005b). Many studies evaluated complex interventions that clearly overlap with other
management interventions (Norris 2002; Kim 2003; Ferguson 1998).
Multidisciplinary care

There is moderate quality evidence that interventions to improve interprofessional collaboration can improve client or health care process outcomes, such
as patient length of stay and appropriate prescribing.

Health and social care professionals, such as doctors, nurses, physiotherapists and social workers, need to work together effectively to take care of patients effectively. Unfortunately, professionals may not always work well together. Training and educational
programmes have been developed as a possible way to improve how professionals work
together to take care of patients. Interprofessional education is any type of educational,
training, teaching or learning session in which two or more health and social care professions are learning interactively.
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A Cochrane review found six studies that evaluated the effects of interprofessional education (Reeves 2008). Four of these studies found that interprofessional education improved some ways in how professionals worked together and the care they provided,
although the outcomes measured were quite varied. The approach improved the working culture in an emergency department and there is low quality evidence that it might
improve patient satisfaction; decrease errors in an emergency department; improve the
management of the care delivered to domestic violence victims; and improve the knowledge and skills of professionals providing care to mental health patients. But two of
those four studies also found that interprofessional education had little to no effect on
other areas. Two other studies found that interprofessional education had little to no
effect at all.
The studies evaluating different types of interprofessional education were not of high
quality. It is, therefore, difficult to be certain about the effects of interprofessional education, whether it leads to better outcomes than the same professionals training separately; and what are the key features of interventions to train health and social care
professionals to work together effectively.
Another systematic review identified education needs of the workforce within primary
care to promote the effective delivery of integrated health and social care services, but
did not provide information on effectiveness of interventions (Howarth 2006). This review concluded that reinforcement of partnerships between higher education institutions and health and social care organizations should ensure that the workforce is educated to manage continuous change in service delivery. Innovative ways of teaching and
learning which promote inter-professional working need to be explored.
Shared care

The effectiveness of shared care (the joint participation of primary care and
specialty care physicians in the planned delivery of care, informed by an enhanced information exchange over and above routine discharge and referral
notices) is uncertain.

Shared care involves primary care and specialist physicians working closer together. It
has been defined as the joint participation of primary care and specialty care physicians
in the planned delivery of care, informed by an enhanced information exchange over
and above routine discharge and referral notices. A systematic review (Smith 2007)
identified 20 studies (of relatively short duration and with other shortcomings). The
results were mixed. Overall there were no consistent improvements in health outcomes,
psychosocial outcomes, hospital admissions or other outcomes. Possible improvements
were seen for patients with depression (better recovery rate) and for prescribing.
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Discharge planning

There is some evidence that some interventions targeted at patients discharged
from hospital to home may have a positive impact, particularly those with educational components and those that combine pre-discharge and post-discharge
interventions. However, on the whole there is only limited evidence that discharge planning and discharge support interventions have a positive impact on
patient functioning, health care use after discharge, or costs
Early supported discharge for acute stroke patients reduces the length of hospitalisation, reduce costs and improves patient outcomes, although there may be
important differences in effects in different healthcare systems.
Interventions such as geriatric nurse assessment and home-based services for
elderly patients discharged from emergency departments can prevent functional decline. Their effects on health service utilisation are uncertain and may
depend on what is already on offer.

Because systematic reviews of discharge planning and support have reached conflicting
conclusions, Mistiaen (2007) reviewed 15 systematic reviews of these interventions.
There were many differences among the trials included in each of the reviews. Although
a statistically significant effect was occasionally found, most review authors reached no
firm conclusions that the discharge interventions they studied were effective. There was
limited evidence that some interventions may improve the knowledge of patients, may
help in keeping patients at home or may reduce readmissions to hospital. Interventions
that combine discharge planning and discharge support tend to lead to the greatest effects. There is little evidence that discharge interventions have an impact on length of
stay, discharge destination or dependency at discharge. We found no evidence that discharge interventions have a positive impact on the physical status of patients after discharge, on health care use after discharge, or on costs.
Discharge planning has received particular attention within stroke care. Early supported discharge for acute stroke patients can significantly (P < 0.0001) reduce the
length of hospital stay by approximately eight days and reduce institutionalisation and
dependency (ESD 2005). The greatest benefits in these trials (which included one small
trial in Norway) were with co-ordinated teams and stroke patients with mild to moderate disability. Improvements were also seen in patients’ extended activities of daily living scores and satisfaction with services. No significant differences were found in carers’ subjective health status, mood or satisfaction with services. Although some of the
interventions included in this review included discharge planning, the included interventions may be more similar to what has been called ‘discharge hospital at home’ by
others (Shepperd 2008b). The evidence for the effects of discharge hospital at home
(not only for stroke patients) is less clear cut due to heterogeneity of the results for
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length of stay, which could be explained by differences in the health systems where the
different schemes were evaluated (see ‘Changes in where care is provided’ in Appendix 2).
Another review (Phillips 2004) that focused on heart failure found that those allocated
to comprehensive discharge planning plus some form of post discharge support experienced a 25% reduction in readmissions (RR 0.75; 95% CI 0.64 to 0.88). Most of the observed heterogeneity in the findings of these studies could be explained by the intensity
of post discharge support.
Previous studies have shown that 24% of older patients discharged from the emergency
departments to home, return for an unplanned revisit within three months, 44% within
six months and 25% are admitted to hospital within three months. The discharge of elderly patients from the emergency department to home represents an important transition of care for older adults, and a key opportunity for interventions to prevent further
health decline. Randomised trials have shown that further health decline in high risk
patients discharged from the emergency department can be prevented using various
interventions such as geriatric nurse assessment and home based services. Targeting a
high risk population was more effective, high risk patients identified by age alone, or by
a risk assessment tool. The results for health service utilisation varies and are not conclusive, some interventions actually increased emergency department utilisation, while
a reduction was seen for other interventions. A large unmet need for home care was
identified in the 19 observational studies, which showed the feasibility of interventions
for elderly discharged to their home from the emergency department.
Both discharge planning or discharge hospital at home and the effectiveness of geriatric
nurse assessment or ‘admission avoidance hospital at home’ (see Appendix 2) may depend on what is already on offer. For example, in the admission avoidance review
summarised in Appendix 2 (Shepperd 2008a) one three arm trial (Kalra 2000) compared ward team management versus stroke unit care versus admission avoidance hospital at home for people recovering from a stroke. While there were better outcomes for
hospital at home versus ward team management, those allocated to stroke unit care
had better outcomes than the other two forms of care. This highlights the importance of
coordinated care within hospitals as well as between hospitals and primary care.
A review (Mitchell 2002) of any formalised cooperation between general practitioners
(GPs) and specialist teams found only seven studies from which it is difficult to draw
any firm conclusions. Formal arrangements included case conferences between the
specialist and GP, shared consultations, organised consultations by GPs of patients in
specialist inpatient units, visits by specialist staff to a GP clinic, as well as formal shared
care arrangements between the patient’s GP and a specialist clinic. Specialists included
medical and nursing specialists.

49

Delivery arrangements

Financial arrangements

”Dagens
finansieringssystem –
både i forhold til 1. og 2. linjetjenesten er ikke innrettet på å nå mål som
brukerinnflytelse, samhandling, prioritering av mennesker med langvarige og sammensatte lidelser. Målene for dagens finansieringssystem
handler om økonomisk kontroll og
rask gjennomkjøring. Dagens finansieringssystemer fører til alt for
stort fokus på penger.”

”Finansiering
har jeg ikke greie på.
Forbedring: finne ut hvordan
bruke mer tid på pasienter og
mindre på møter.”

”Jeg tror på et enklere og mer
oversiktlig finansieringssystem basert på tillit til at
ledelse og fagfolk gjør jobben sin så godt de kan uten
å måtte tenke på økonomisk maksimering, kombinert med et mer nyansert tilsyn av at vedtatte
prinsipper overholdes.”
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FINANCIAL ARRANGEMENTS - KEY MESSAGES
Targeted financial incentives for providers
Î Targeted financial incentives probably influence discrete individual behaviours in the
short run, but are less likely to influence sustained changes.
Î Targeted financial incentives can have unintended effects, including motivating unintended behaviours, distortions, gaming, cream skimming or cherry-picking, and bureaucratisation.
Î If pay-for-performance schemes are used, they require very careful design with respect
to when they are used, the level at which they are targeted, the choice of targets and indicators, the type and magnitude of incentives, the proportion of financing that is paid
based on results, and the ancillary components of the scheme.

Fund holding
Î The effects of fund holding by general practitioners to purchase healthcare services are
uncertain.

Health insurance
Î A tax-funded system, such as Norway’s, is more conducive to long-term chronic disease
care than a system with competing private insurers. However, devolution of responsibility to planning or purchasing authorities may induce a short-term view and focus on
providing more acute care to deal with current demand rather than investing in chronic
disease management.

Direct payments by patients
Î Direct payments by patients have consistently been found to decrease both appropriate
and inappropriate use of health services, whereas health insurance or lower copayments
increase health service utilization and the receipt of preventive care.

Payment methods for providers and organisations
Î Different methods of paying clinicians (fee-for-service, capitation, and salary) all have
potential perverse incentives for patient care as well as potential advantages. The impacts of different payment systems in practice are uncertain.
Î Different payment methods for institutions (fee-for-service, per diem payments, case
fees and budgets) also all have potential perverse incentives as well as advantages.
Î Variants of the basic payment methods are often combined into more complex payment
systems for both clinicians and institutions in order to offset the inherent limitations of
each.

Alignment of payment methods across providers
Î Policymakers in a number of countries have tried to bring together different budgets
and sources of funding to produce more patient-centred methods of payment. We did
not find a systematic review of evaluations of such efforts to realign payment methods
across providers.
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Paying for chronic disease care
Although there is not one best way to pay for services for people with chronic conditions, financial arrangements have important implications for the coordination, quality
and costs of care. Specific financial incentives have been used in many countries to
stimulate improved care for chronically ill patients. These have primarily been targeted
at providers e.g. the Australian Enhanced Primary Care Practice Incentive Programme
and Service Improvement Payments and the UK NHS general practitioner contract, the
“year of care” approach (payment for a complete package of chronic disease management based on care pathways), and the United States Medicare pay-for-performance
demonstration. There are, however, few well-designed studies of the impacts of different incentive systems on chronic disease management (Busse 2008). In these circumstances, policy development should be cautious.
We will consider here the evidence for the following types of financial arrangements
that could potentially be used to improve chronic disease management, without restricting this summary to reviews that focused specifically on chronic diseases.
•

•

•

Targeted financial incentives
- For providers and organisations
- For patients
Financing
- Health insurance
- Direct payment by patients
Funding arrangements
- Payment methods for providers
- Alignment of payment methods across providers

TARGETED FINANCIAL INCENTIVES
Pay for performance (P4P) or results-based financing refers to the transfer of money
(or material goods) conditional on taking a measurable action or achieving a predetermined performance target. P4P or targeted financial incentives have been used with the
aim of achieving changes in how care is provided for a range of conditions, including
the management of chronic conditions. The effects of different payment systems, which
have financial incentives imbedded in them, are addressed below.
Targeted financial incentives for providers
Targeted financial incentives probably influence discrete individual behaviours
in the short run, but are less likely to influence sustained changes.
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Targeted financial incentives can have unintended effects, including motivating
unintended behaviours, distortions, gaming, cream skimming or cherrypicking, and bureaucratisation.
If pay-for-performance schemes are used, they require very careful design with
respect to when they are used, the level at which they are targeted, the choice of
targets and indicators, the type and magnitude of incentives, the proportion of
financing that is paid based on results, and the ancillary components of the scheme.
Three systematic reviews with similar inclusion criteria have addressed the effects of
paying for performance (targeted incentives) on quality and reached similar conclusions (Petersen 2006; Dudley 2004; Rosenthal 2006). The most recent of these reviews
found nine randomised trials, four controlled before-after studies and four crosssectional studies (Petersen 2006). Five of six studies found partial or positive effects of
incentives directed at individual physicians. Nine studies evaluated the use of financial
incentives directed at provider groups. Of these, seven found partial or positive effects
of financial incentives on measures of quality. Most of the effects were small. In two
studies, the improvement in the measure of quality of care was statistically significant.
In the five other studies there was a partial effect.
Two studies evaluated financial incentives provided at the payment system level. One
evaluated the effectiveness of an incentive to improve access to health care for nursing
home patients with debilitating acute and chronic conditions. The program included
incentives to admit severely dependent patients, incentives for attainment of health status goals, and an incentive to discharge clinically appropriate patients. The intervention
sites admitted statistically significantly more severely ill patients than nursing homes in
the control group. The other study of incentives at the payment system level was on
performance-based contracting for substance abuse and did not find a significant benefit. One potentially important finding was an unintended effect of “adverse selection”.
There was a significant decrease in the likelihood of the most severely ill group receiving treatment from providers that received financial incentives for achieving predetermined quality measures.
Several other studies identified the potential to “game the system” (manipulate the system to maximise payments). For example, there was an incentive for nursing homes to
claim that they were admitting extremely disabled patients who then ‘miraculously’ recovered over a short period. Another study examined the effect of bonus payments for
both identifying smokers and for providing tobacco cessation advice. The incentive was
associated with an increased documentation of tobacco use status, but not in the provision of advice to quit smoking.
A systematic review of economic incentives to improve the delivery of preventive services found six randomised trials of incentives targeted at primary care physicians pro-
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viding care to vulnerable populations in the United States (Medicaid enrolees) (Dudley
2004). The trial reports were not clear on whether the financial incentives were paid to
the physician or the practice, and if the payment was made to the practice, how the
practice financial incentives were transmitted to individual physicians. Only one of the
eight studies found that increasing financial incentives translated into a statistically
significant increase in the provision of preventive care. This study used fee for service
(FFS) payments to physicians for providing immunisations. The remaining studies
were roughly evenly split between using bonuses and increased FFS payments. One
study found that most of the increase in measured immunisation rates due to the financial incentives was a consequence of better documentation and not the result of physicians providing more immunisations.
Several studies examined the impact of formal physician performance feedback without
economic incentives. For example, in one study the “feedback only” cohort increased
their mammography screening referrals, but their mean behaviour was not significantly
different from the “feedback with a token bonus” ($50). In another study, the “feedback
only” group was also not significantly different from the “feedback plus financial incentive” group or the control group.
Since most interventions were assessed as not being effective, costs-effectiveness analyses were not undertaken. In the one study with a positive finding, revenue increased by
an average of $82 for physicians in the incentive group. That amount of incentive
translated into an increase in immunisation rates of 7%, which corresponds to a cost of
$3 per additional influenza immunisation. Influenza vaccines have been shown to save
$117 in direct medical expenditures in the elderly. Thus, in the one case where economic incentives were shown to be effective, they were also cost saving.
A systematic review of the effects of target payments, in which a lump sum payment is
made if, and only if, a predetermined quantity or target level of care is reached, found
only one randomised trial and one interrupted time series analysis (Giuffrida 1999;
Gosden 2001). The use of target payments in the remuneration of primary care physicians was associated with improvements in immunisation rates. However, the increase
was small for the overall influenza vaccination rate (risk difference 7%, p=0.03) in the
randomised trial, and the authors found no evidence that the overall linear trend for
childhood immunisation rates changed as a result of the introduction of target payments in the second study.
In summary, although there is evidence that health professionals, like others, respond
to financial incentives, it cannot be assumed that the financial elements in pay-forperformance schemes are the major motive for professionals to change their practice
(Marshall 2005). Professionals are motivated by more than financial rewards.
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Fund holding

The effects of fund holding by general practitioners to purchase healthcare
services are uncertain.

In 1990 the UK Government announced the introduction of general practitioner (GP)
fundholding whereby GPs were given a budget from which to purchase some healthcare
services. In 1997 a systematic review (Gosden 1997) of the available quantitative evaluative evidence of the effect of (partial) fundholding on general practice found 13 studies. The results of these studies indicate that fundholders appeared to constrain their
prescribing and referral costs, increase their generic prescribing rate, and not inflate
their costs prior to joining the scheme. There was a dearth of high quality research evidence evaluating fundholding referral behaviour. The studies reviewed did not evaluate
the effect of fundholding on patient health status, quality, patient choice or equity criteria. A more recent systematic review of the effects of financial incentives on prescribing
found only very low quality evidence of the effects of fund holding or drug budgets in
the UK, Germany and Ireland (Sturm 2007).
Financial incentives for patients
A systematic review of economic incentives (including reduced price goods and services, lotteries, cash incentives and gifts) found 39 randomised and eight quasirandomised trials (Kane 2004). Overall, preventive behaviours were increased 73% of
the time. All of the simple preventive care studies used a discrete, readily measurable
outcome. Complex preventive care studies used physical measures as well as self-report
in some instances. For simple behaviours, the proportion of studies with positive findings ranged from 40% (for lotteries and gifts) to 100% (for cash and punishment); and
for complex behaviours, it ranged from 50% (for cash and free medical services) to
100% (for gifts). Incentives in the form of rewards for participating in and adhering to
goals, whether for simple or complex prevention, were generally effective inducements
for behaviour change.
Most studies matched a short-term incentive with a short-term behavioural change or
outcome. The technique of rewarding the achievement of specific outcomes was reserved for more complex preventive behaviours, like weight loss. These behaviours
were generally not sustained. While many of the studies that rewarded specific outcomes showed positive effects in the short run, of the four studies that checked for
long-term results, all of the significantly improved measures had returned to their original levels.
In five of seven cost-effectiveness analyses that were reported, an intervention that
consisted of a similar intervention without the economic incentive itself was reported to
be a more cost-effective approach. No study attempted to estimate the cost55
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effectiveness ratio for impacts of the economic incentive over time on population morbidity or mortality.
An earlier systematic review of financial incentives (money, cash, or vouchers) to improve patient compliance versus “free” treatment (no financial charge to the patient)
found 11 randomised trials (Giuffrida 1997). Improvements in compliance ranged from
-1% (for compliance with clinic appointments by parents of children with behavioural
difficulties offered a lottery for $10 vouchers for toys, meals, or bus tokens) to 37% (for
compliance with appointments for prevention by mainly immigrants with tuberculosis
offered a mixture of cash, tokens and vouchers worth $5 to $10 per appointment). The
median improvement in compliance was 17 % (risk difference). For five of 13 main
comparisons there was an improvement of less than 10 % and the results for 11 of the 13
main comparisons were not statistically significant (p > 0.05). No evidence of costeffectiveness ratios was provided.
In summary, there is moderate quality evidence that short term financial incentives can
improve short term outcomes. The applicability of this evidence to patients with
chronic conditions in Norway is questionable. Financial incentives for patients with
chronic conditions may not be effective or cost effective.
Unintended effects of financial incentives
There is a danger that unanticipated perverse effects may occur with all types of financial incentives. Undesirable effects that have been identified include:
• Distortions (causing recipients to ignore other important tasks);
• Gaming (changes in reporting rather than desired changes in practice);
• Cream skimming or cherry-picking (selecting patients for whom good outcomes are
easy to achieve and avoiding those from whom good outcomes are difficult to
achieve);
• Dependency on financial incentives (if provider behaviours are not ingrained, they
may disappear when the incentives end or new incentives are introduced);
• Bureaucratisation (pay-for-performance schemes may have substantial administrative costs associated with monitoring performance and managing disbursement of
the financial incentives).
Practical considerations
For P4P schemes to achieve intended goals they require very careful design with respect to when they are used, the level at which they are targeted, the choice of targets
and indicators, the type and magnitude of incentives, the proportion of financing that is
paid based on results, and the ancillary components of the scheme (e.g. information
systems, guidelines and training).
It is important to ensure that incentives go to those who need motivation to change
their behaviour. With government, organisation or group level incentives, individual
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health professionals may not be motivated by incentives. Alternatively, the problem
with rewarding professionals and not organisations or groups is that needed organisational changes may not be motivated. Provider group level or organisation level incentives (if substantial enough) may provide the impetus to create infrastructure changes
that are needed (Petersen 2006).
The size of incentives requires careful attention, due to two sources of inefficiency. On
the one hand, P4P can yield very high costs per marginal change in behaviour that is
induced, if the incentive is given to all targeted individuals, regardless of their possible
previous compliance with the desired behaviour. Consequently, potential benefits of
P4P must be weighted against their cost-effectiveness (and any potential undesirable
effects), in particular when incentives and initial compliance in the target population
are high. On the other hand, the existence of possible threshold effects of incentives
levels may lead to inefficiency because the incentive will either be too high (reducing
efficiency) or too low to induce the desired behaviour.

FINANCING
Health insurance

A tax-funded system, such as Norway’s, is more conducive to long-term chronic
disease care than a system with competing private insurers. However, devolution of responsibility to planning or purchasing authorities may induce a shortterm view and focus on providing more acute care to deal with current demand
rather than investing in chronic disease management.

Financially, insurers will always be better off to try to avoid bad risks. Private insurers
thus have incentives for avoiding chronically ill patients and are also discouraged from
providing high-quality chronic disease management as they risk disproportionately attracting chronically ill people. In a tax-funded system, such as Norway’s, with no choice
of payer, deliberate selection of patients with low risks, or “cream-skimming” by insurers is not a concern. Although tax-funded social insurance systems are better suited to
facilitate long-term chronic disease care than a system with competing private insurers,
devolution of responsibility to planning or purchasing authorities may induce a shortterm view and focus on providing more acute care to deal with current demand rather
than investing in chronic disease management (Busse 2008).
Direct payments by patients
Direct payments by patients have consistently been found to decrease both
appropriate and inappropriate use of health services, whereas health insurance
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or lower copayments increase health service utilization and the receipt of
preventive care.

Out-of-pocket payments are generally a barrier to effective chronic disease care, especially for poorer people. Direct payments by patients have consistently been found to
decrease both appropriate and inappropriate use of health services, whereas health insurance or lower copayments increase health service utilization and the receipt of preventive care (Freeman 2008; Austvoll-Dahlgren 2008; Goldman 2007; Jeffrey 2006;
Buchmueller 2005). In most healthcare systems patient copayments or user charges
are the product of historical accident and are rarely designed with chronic care in mind.
In some countries, such as the Netherlands, there is interest in reducing copayments to
encourage participation in disease management programs (Busse 2008).

FUNDING
Payment methods for providers and organisations
Different methods of paying clinicians (fee-for-service, capitation, and salary)
all have potential perverse incentives for patient care as well as potential advantages. The impacts of different payment systems in practice are uncertain.
Different payment methods for institutions (fee-for-service, per diem payments, case fees and budgets) also all have potential perverse incentives as well
as advantages.
Variants of the basic payment methods are often combined into more complex
payment systems for both clinicians and institutions in order to offset the
inherent limitations of each.

There are three main ways in which physicians are paid. Fee-for-service (FFS) pays
physicians a fee for each item or unit of care they provide. Under capitation, physicians
receive income in the form of a payment for each registered patient. Salaried physicians
receive a lump sum salary for a specified number of hours per week. All of these payment methods have perverse incentives for patient care.
Because FFS and target payments link payment to outputs, they provide an incentive to
maximise output (the quantity of care), as long as the fees exceed the personal (own
time) and financial costs. With FFS physicians may provide more services than patients
would buy if they were fully informed (“supplier induced demand”). The incentive under fee-for-service reimbursement is to provide as many reimbursable services as possible, creating the potential for overuse of such services while failing to provide uncovered services that may be equally or more cost-effective, such as active patient monitor58
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ing by phone or computer. On the other hand, they face no incentives to withhold valuable services. Fee-for-service also minimizes incentives for avoiding patients who are
difficult to treat, such as patients with multiple chronic conditions.
Capitation and salaried payment differ in the unit of payment; so the incentives that
they provide are different. Salaried payment may not encourage any particular level of
care to be provided. Capitation payment may encourage physicians to hold larger patient list sizes to increase income, which may result in a higher workload and shorter
consultations and risk selection practices. Under capitation, physicians have the incentive to sign up more patients and do less for each, as well as to avoid high users of care
such as patients with multiple chronic conditions. If the capitation payment is not riskadjusted (i.e. if providers do not receive higher capitation payments for patients with
higher needs), providers will not be interested in caring for the chronically ill as such
patients will cost more to provide services to than the capitation sum based on average
patients.
Generally, if physicians respond to these incentives, salaried and capitation payments
may encourage cost containment behaviour and result in under treatment whereas FFS
may encourage over-treatment. The impact of these payment systems on patient health
status is not clear since both under treatment and over treatment may be detrimental.
Salary may be the most neutral form of reimbursement, but may rely more on other
incentives, such as intrinsic motivation, occupational norms and peer pressure to motivate performance.
Payment systems may also influence job choice and therefore the recruitment and retention of physicians. For example, physicians may be more likely to accept employment in salaried posts in underserved areas, since salary payment offers a fixed income
and hence more financial security.
Payment methods for institutions, such as hospitals, include fee-for-service, per diem
payments, case fees and budgets. Per diem payments (i.e. a fee per day of inpatient
stay) used to be a common way of paying hospitals particularly in social health insurance systems. If per diem prices are uniform across all patients, providers will have incentives to prefer less costly patients or to keep costly patients longer than necessary to
recoup their costs through higher total reimbursement. As patients with chronic diseases are managed primarily as outpatients, they are hospitalized only for acute complications, which often make them high-cost patients who are disadvantaged through
this payment mechanism.
Case fees, especially those known as “diagnosis related groups” have different incentives. The original system developed in the United States was based on diagnosis only
and assumed that all patients in each diagnosis related group generated similar costs
for the hospital, thus effectively sharing financial risk with providers, and perhaps perversely encouraging early discharge. Some European adaptations include “outliers”,
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which justify a higher level of reimbursement for difficult cases, and procedures, effectively turning them into a hybrid with fee-for-service. Chronically ill people admitted to
hospital should benefit from such developments, but they are at risk of inappropriate
overprovision, as under fee-for-service.
Institutional budgets have similar incentives to salaries paid to professionals.
In practice, variants of the basic payment methods are often combined into more complex payment systems for both clinicians and institutions in order to offset the inherent
limitations of each.
A systematic review (Gosden 2000; Gosden 2001) of the effects of different ways of
paying primary care physicians found very low quality evidence suggesting that FFS
can achieve higher compliance with recommended frequencies of visits. The impact of
FFS on the quantity of primary care services is not well documented and is likely to depend on FFS rates. One small trial with paediatric residents suggested that salaried
physicians may have a lower percentage of visits in excess of a recommended number,
fewer scheduled and well child visits, and more emergency visits compared with FFS
physicians. We did not find a systematic review of different payment methods for institutions.
Alignment of payment methods across providers

Policymakers in a number of countries have tried to bring together different
budgets and sources of funding to produce more patient-centred methods of
payment. We did not find a systematic review of evaluations of such efforts to
realign payment methods across providers.

A commonly encountered barrier to appropriate management of people with chronic
conditions, related to system fragmentation, is a tendency in many systems to pay different healthcare professionals separately, thereby perpetuating traditions of independent, solo practice. Much effective care of people with chronic conditions appears to
depend on multidisciplinary team work, yet this is frequently frustrated by these payment systems. For example, payment for involvement in care planning and case conferences for patients with chronic disease may be available to some professionals and not
to others whose input is important for effective case management.
In response to such obstacles, policymakers have been increasingly looking for ways of
bringing together different budgets and sources of funding for different activities and
different types of professional to produce more patient-centred methods of payment,
rather than paying different professionals separately for individual activities, such as
the coordinated care trials in Australia (Esterman 2002; Battersby 2005) and the development of capitated primary health organisations in New Zealand (Crampton 2002;
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Gauld 2006). We did not find a systematic review of evaluations of these and other
ways of realigning payment methods across providers. Although there has been no systematic review of this evidence, there are still lessons to be learned from other systems
and it would likely be helpful in developing the Integrated Health Care Reform to explore this literature in more detail, as well as examining some of the studies included in
the relevant reviews of financial arrangements that are summarised above.
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”De prinsipielle
retningslinjene for fordeling
av oppgaver, ansvar, brukermedvirkning og samhandling
(for eksempel individuell plan)
er bra. Oppfølgingen av i hvilken grad disse prinsippene blir
fulgt i praksis er alt for dårlig.
Man ’måles’ på helt andre
forhold.”

”Man må
utvide perspektivet
til å gjelde samhandling utover
helsevesenet. I pasienters liv er
det mange faktorer som påvirker
helse og livskvalitet. Når det
gjelder for eksempel kroniske
rus- og psykiske problemer er det
relativt sjelden (omtrent aldri) at
samhandling er avgrenset til helsetjenesten. NAV (sosialkontor,
arbeidskontor, trygdeetat, barnevern), arbeidsgiver,
skolevesenet vil ha
viktige funksjoner.”

”Jeg vil også peke på en helt konkret type
samhandling som mange helsearbeidere forsøker å unngå:
’Samarbeidsmøter’, med flere deltakere enn pasienten, en annen
fagperson og meg selv. Slike overbefolkede møter er ofte prosessorienterte (’det er en god ting å samarbeide’), har ofte uklare mål,
blir dårlig ledet, og har diffuse regler for
beslutningstaking.”
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GOVERNANCE ARRANGEMENTS - KEY MESSAGES
Governance of integrated health systems
Î There is not an empirical basis for advocating a specific governance model. However specific
governance structures are likely needed at different levels:
o Boards at the local level that conduct detailed oversight and monitoring for both primary
and secondary care
o A regional board that coordinates different local networks in the region
o A central governance structure that sets broad standards, which the regional and local
boards would be responsible to adhere to and implement

Policy authority
Î Giving healthcare professionals, particularly nurses, more control over their practice may
improve communication, increase satisfaction with the work environment, improve quality
of care, increase focus on the patient, improve efficiency, improve retention of nurses, and
reduce costs; but these effects are very uncertain.
Î Decentralisation appears to strengthen sub-national governments or entities relative to central government and may adversely increase variation in access to care if it is not accompanied by central coordination. However, the impacts of reforms that decentralise or recentralise policy authority are very uncertain.

Organisational authority
Î Private for-profit ownership of healthcare facilities, in comparison with private not-forprofit ownership, probably adversely affects health outcomes and increases costs.
Î It is plausible that mixed private and public ownership of health services presents barriers to
integration and potential problems with the coordination of care across organisations, but
we did not find any systematic reviews that address this.
Î Strategies that governments can use to improve the quality and coverage of private sector
health services include regulating, contracting, providing financial incentives, training private service providers, coordinating alliances among private and public providers, and informing consumers. The impacts of these strategies are very uncertain.
Î Accreditation programs may promote change in healthcare organisations, but this and other
potential effects of accreditation programs are very uncertain
Î Changes in clinical governance have extended primary healthcare professionals' accountability for quality of care to local communities, to local or state authorities, and to their
peers. While there is evidence that the quality of primary care could be improved, little or no
evaluation of the impacts of changes in clinical governance arrangements have been reported and effective clinical governance requires resources.

Consumer and stakeholder involvement
Î Consumer involvement is a strategy for achieving better coordination of care and other
health goals and a goal in itself. There is little evidence of its impacts or of the effects of alternative approaches for achieving consumer involvement.
Î Community coalitions may contribute to the effectiveness of interventions targeted at
changing a range of health behaviours.
Î There is inconsistent evidence of the effectiveness of neighbourhood or community committees in changing smoking and dietary behaviours, sparse evidence for other approaches to
community engagement, and no studies regarding the impacts of community engagement in
health promotion on priority setting, resource allocation or governance.
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WHAT GOVERNANCE OPTIONS ARE RELEVANT TO
COORDINATION OF CARE FOR CHRONICALLY ILL PATIENTS?
The term ‘governance’ can be defined in several, sometimes overlapping, ways. Its use
differs within the social sciences, especially between economics and political science.
We have defined governance here as: rules, processes and behaviour that affect the way
in which powers are exercised, particularly with regard to authority, accountability,
openness, participation, effectiveness and coherence.
In this chapter, we will first summarise issues in how decisions are taken and implemented in integrated health systems and then focus on alternative governance arrangements that might be considered in relationship to improving the coordination of
care for chronically ill patients, including changes in:
• Policy authority
- The extent to which decision-making is centralised or decentralised
- Stewardship of the private (or non-state) sector’s role in financing and delivering
health care
• Organisational authority
- Ownership of health services
- Accreditation
- Clinical governance
• Consumer and stakeholder involvement
- Participation in policy, organisational and delivery decisions
Governance of integrated health systems
In a synthesis of experiences to date with governance of integrated health systems
(IHS) (Forest 1999) the salient features of 11 actual and proposed models of governance
were reviewed and assessed relative to the autonomy granted to each IHS, balance in
the range of concerned interests and values, and the degree to which governance models fit within a list of criteria formulated to evaluate their effect on performance.
Principles that could be taken into consideration in developing governance structures
for a more integrated health system include clarity of purpose, autonomy and accountability (Forest 1999).
• Clarity of purpose is difficult to achieve in complex organisations, such as health
systems. Boards or committees could help to address this by providing a forum
where problems can be identified and solved, rather than a place where resources
are allocated.
• Decisions should be taken where the work is performed. Several layers of management are more a nuisance than a necessity.
• The nature and scope of an IHS should be in the hands of the people it serves.
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•

•

Some degree of political control by elected authorities must be maintained, for example in the process used to establish IHSs or in the process used to review and
sanction performance.
Managers of IHSs should have a free hand in determining how they will run them,
especially in matters of budgetary and personnel policies.

Concerns about accountability include accountability downward to consumers, upward
to government, and horizontally to peer and reference groups. Appointed or elected
boards can potentially help to balance the values and interests of stakeholders and help
to achieve maximum interaction among participants, flexibility, impartiality and representativeness. Direct involvement and control of internal stakeholders is likely essential
for clinical governance (i.e. quality improvement). Support of the broader community
that is served by an IHS (external stakeholders) is also likely to be essential for effective
IHSs. Participation in governance processes should give those affected a real impact on
the decisions, enhancing not only their influence but also their understanding of the
complexity of decision making processes and the potential and limitations of achieving
better coordination of care and other health goals.

There is not an empirical basis for advocating a specific governance model.
However, specific governance structures are likely needed at different levels:
- Boards at the local level that conduct detailed oversight and monitoring for
both primary and secondary care
- A regional board that coordinates different local networks in the region
- A central governance structure that sets broad standards, which the regional
and local boards would be responsible to adhere to and implement

The empirical data do not point to the implementation of a particular governance
model in a specific social or geographical setting. However, some models may be more
appropriate in some contexts than others. Health cooperatives, for example, may have
greater potential in rural communities where cooperation has been used traditionally
as a tool for collective action. In suburban areas, provider driven models might be more
in harmony with prevailing social and cultural conditions.
Although there is not an empirical basis for advocating a specific model, a pluralistic
approach to governance is likely needed (Forest 1999), including:
• Boards at the local level that conduct detailed oversight and monitoring of the operations of the component parts of an IHS;
• A single board at the regional level that coordinates the different networks (or IHSs)
in the region, oversees and evaluates their performance, and verifies that accepted
standards are met;
• A central governance structure that sets broad standards such as funding and capitation policies, quality indicators or entitlement principles that serve the interests of
the society as a whole while preserving the autonomy of local governance structures.
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There is limited evidence suggesting potential principles that might be applied to the
formation of boards, particularly at the regional level, including:
• Preference for appointed members over elected members (appointed by central authorities, by the board itself, or both ways).
• Inclusion of public representatives on the board, selected from persons already active in the community, but not necessarily from the health sector.
• The autonomy of health organizations is better respected if the board comprises
some people designated by these organizations. Each individual network or IHS
could, for example, designate a “lead organization” inside its own network, with the
purpose of representing its interests at the regional level.
• Preference for medium-sized boards. A board of fifteen to twenty members is considered reasonable, at least for the regional governance structure. Committees could
be put in place to meet the necessity of consulting with particular stakeholders, like
physicians or local authorities, or to create special arenas to explore policy options.

POLICY AUTHORITY
Shared governance
Shared Governance is a decentralised approach that gives healthcare professionals control over their practice and extends their influence into administrative areas previously
controlled only by managers. It has its origin in business and management literature,
such as the philosophy of Deming. It is argued that the success of any system is dependent on the investment, commitment and ownership of those stakeholders who are
located closest to the point of service (or care).

Giving healthcare professionals, particularly nurses, more control over their
practice may improve communication, increase satisfaction with the work environment, improve quality of care, increase focus on the patient, improve efficiency, improve retention of nurses, and reduce costs; but these effects are very
uncertain.

Various strategies giving increased authority to nurses have been implemented since
the 1970’s (O’May 1999). Most published studies of shared governance describe systems implemented in the United States. Few studies have made any attempt to evaluate
shared governance and these have yielded mixed results. Improved communication,
increased satisfaction with the work environment, improved quality of care, an increased focus on the patient, improved efficiency, improved retention of nurses and
cost savings have been reported. However, the quality of evidence for these improvements is very low.
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Potential barriers to successful implementation of shared governance include inadequate planning, communication and training regarding its objectives and implementation, inconsistent organisational values, reluctance of managers to move from a hierarchical approach to a more participative style of management, frequent changing of executive staff, a lack of motivation amongst nursing staff, organisational and financial
constraints (particularly a lack of time to participate in meetings), recognition and acceptance of boundaries for shared governance, and domination by a small group, limiting the scope for general acceptance.
Decentralisation and recentralisation

Decentralisation appears to strengthen sub-national governments or entities
relative to central government and may adversely increase variation in access
to care if it is not accompanied by central coordination. However, the impacts
of reforms that decentralise or recentralise policy authority are very uncertain.

Decentralisation refers to a transfer of financial or policy powers from a central to a less
central authority (Saltman 2007). In practice most health systems limit the types of decisions that are decentralised or formulate a centralised national health policy with the
intention of providing a minimum level of services to all citizens. In addition to variations in the types of decisions that are decentralised, decentralisation may vary with
respect to:
• The number and type of agents to whom power is transferred, including the roles of
consumers;
• The degree of financial discretion of the local authorities;
• The relationship between local authorities;
• The organisation and selection of healthcare providers;
• The flexibility and type of contracts used between purchasers and providers.
Decentralisation reforms have also introduced market-oriented changes (managed
competition). These variations make the concept of decentralisation somewhat fuzzy
and its effects difficult to assess.
A potential objective of decentralisation is to increase quality of health services through
integration of health services, improved information systems, and improved access to
healthcare services for vulnerable groups within decentralised health systems. Other
potential objectives of decentralisation include:
• Improving technical efficiency (maximum output relative to resource inputs)
through fewer levels of bureaucracy and greater cost consciousness at the local
level;
• Increasing allocative efficiency (allocation of resources so as to maximise the welfare of the community) through better matching of public services to local preferences and through improved patient responsiveness;
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•
•

•
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Empowering local governments through more active local participation and
through improved capacities of local administration;
Increasing innovation in service delivery through experimentation and adaptation
to local conditions and through increased autonomy of local governments and institutions;
Increasing accountability through public participation and transformation of the
role of the central government;
Increasing equity through allocating resources according to local needs, enabling
local organisations to better meet the needs of particular groups, and distribution of
resources towards marginalized regions and groups.

Although there are theoretical reasons why decentralised systems may perform better,
there is little evidence that allows for comparison of the effects of different models or
elements of decentralisation. Moreover, many reforms appear not to have been fully
implemented and a “reform overload” has further limited systematic evaluation. Evidence of the effects of decentralisation and recentralisation, which comes from case
studies and international comparisons, is thus very limited.
Decentralisation reforms and introducing elements of managed competition appear to
have strengthened sub-national levels of government relative to national governments,
as would be expected, and increased differences among health services in different jurisdictions within countries. As a result national governments have sought to assume a
larger role in health care coordination and monitoring (recentralisation).
While decentralisation can be linked to aspects of the broad practice conditions under
which patients receive medical services, and while general issues of equity, access and
quality can be affected, it is difficult to connect specific decentralisation or recentralisation decisions to particular clinical outcomes. A firm link between decentralisation and
clinical outcomes is not only unclear in the currently available evidence, but would be
very difficult to establish under any circumstances for the reasons noted above.
The impact of decentralisation upon equity seems to be mixed. Care must be taken to
ensure that decentralisation does not have adverse impacts on different levels of service
or in relation to particular illnesses and health problems. While decentralisation is generally expected to increase equity, there is little evidence of this. In contrast, it is more
likely that an increase in local or regional autonomy will increase variation. This can be
corrected through varying levels of recentralisation of regulation, standard setting, performance criteria and cross-subsidisation across areas and population groups. However, this also means limiting the scope of autonomy. That in turn implies that decentralisation needs necessarily to be complemented by recentralisation and improved coordination of activities.
Decentralisation of social responsibilities with diminishing resources is likely to have
negative implications for the capacity to maintain equity. This creates incentives for
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more regressive mechanisms of financing through local charging of users and additional mechanisms of financing, such as private voluntary insurance. Inequalities in
access to care are related to overall social inequalities and rural and urban variation.
The more freedom is allowed for providers to choose their patients and patients to
choose their providers, the more likely is the rise of inequities in access to care for those
who bear a higher risk and have less capacity to choose.
Experience with decentralisation and recentralisation in the Norwegian healthcare system (derived from Saltman 2007) is briefly summarised in Appendix 3.

ORGANISATIONAL AUTHORITY
For-profit versus not-for-profit ownership of health services

Private for-profit ownership of healthcare facilities, in comparison with private
not-for-profit ownership, probably adversely affects health outcomes and increases costs.

Both funding (who pays for health care) and delivery (who owns and administers the
institutions or services that provide health care) can be public or private. Private funding (through insurance companies) and delivery can be for-profit or not-for-profit. Although health care in Norway is predominantly publicly funded (through taxes) and
delivered (through government owned and administered facilities), there exists both
private funding and delivery and there is debate on whether private for-profit healthcare facilities can help to contain costs and avoid differential access to health services.
An additional consideration is whether there are differences in quality of care and
health outcomes.
A systematic review of studies that compared mortality rates in private for-profit and
not-for-profit hospitals found 15 observational studies involving more than 26 000
hospitals and 38 million patients (Devereaux 2002a). All of the studies were from the
United States. It found consistent evidence that private for-profit ownership of hospitals, in comparison with private not-for-profit ownership, resulted in a higher risk of
death for patients (RR 1.02, 95% CI 1.003 to 1.038; p = 0.02). The fact that these studies were likely biased in favour of for-profit hospitals makes these results more compelling. In another review, the same authors found that haemodialysis care in private forprofit centres was also associated with a higher risk of mortality (RR 1.08, 95% CI 1.04
to 1.13; p < 0.001) (Devereaux 2002b). In a third review they found that private forprofit hospitals result in higher payments for care than private not-for-profit hospitals
(relative payments for care 1.19, 95% CI 1.07 to 1.33; p = 0.001) (Devereaux 2004).
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There are several factors that could explain an increase in mortality in for-profit institutions. Typically, investors expect a 10%–15% return on their investment. Administrative officers of private for-profit institutions receive rewards for achieving or exceeding
the anticipated profit margin. In addition to generating profits, private for-profit institutions must pay taxes and may contend with cost pressures associated with large reimbursement packages for senior administrators that private not-for-profit institutions
do not face. As a result, when dealing with populations in which reimbursement is similar, private for-profit institutions face a daunting task. They must achieve the same outcomes as private not-for-profit institutions while devoting fewer resources to patient
care.
Given the differences in the organisation of the Norwegian and United States healthcare systems, one might question whether these results can be applied to Norway. The
structure of US health care has, however, shifted dramatically over time. With the exception of a single study, the results were remarkably consistent over time, suggesting
that the adverse effect of private for-profit hospitals is manifest within a variety of
health care contexts. Furthermore, whatever the context within which they function,
for-profit care providers face the problem of holding down costs while delivering a
profit. One would, therefore, expect the resulting problems in healthcare delivery to
emerge whatever the setting.
Private versus public not-for-profit ownership of health services

It is plausible that mixed private and public ownership of health services presents barriers to integration and potential problems with the coordination of
care across organisations, but we did not find any systematic reviews that address this.

We did not find a systematic review of studies comparing private versus public not-forprofit ownership. There is evidence that integrated not-for-profit health systems, such
as Kaiser Permanente in the United States, can provide high quality care while containing costs (Singh 2006). However, it is plausible that mixed private and public ownership of health services presents barriers to integration and potential problems with the
coordination of care across organisations.
Stewardship of the private sector

Strategies that governments can use to improve the quality and coverage of
private sector health services include regulating, contracting, providing financial incentives, training private service providers, coordinating alliances
among private and public providers, and informing consumers. The impacts of
these strategies are very uncertain.
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There are few studies that evaluate the effectiveness, unintended adverse effects, or
costs of strategies that governments can use to improve health care delivered by the
private sector (Waters 2003).
Accreditation

Accreditation programs may promote change in healthcare organisations, but
this and other potential effects of accreditation programs are very uncertain.

Health care accreditation programs and organisations have emerged and developed
since the 1970’s. There are now many national accreditation organisations and an international body, the International Society for Quality in Health Care (ISQua), which
has enrolled to date members in over 70 countries. A systematic review of accreditation
in the health sector (Greenfield 2008) found that the activity of preparing and undergoing accreditation can promote change in health organisations, possibly through providing an opportunity for health professionals to reflect on organisational practices. The
organisational impacts of accreditation are unclear. One study reported enhancements
to patient care through organisational strategies that were introduced as a result of participating in an accreditation program. Other studies have failed to identify differences
between accredited and non-accredited programs. Few studies have evaluated the financial costs of accreditation. Three studies judged the costs for individual organisations to be high and questioned whether accreditation was an appropriate use of resources. The impact of accreditation on quality measures is also unclear. Most studies
have found a weak or no relationship between quality measures and accreditation outcomes, and studies comparing accredited and non-accredited hospitals have reported
conflicting findings. The quality of this evidence is very low.
Clinical governance in primary care

Changes in clinical governance have extended primary healthcare professionals' accountability for quality of care to local communities, to local or state authorities, and to their peers. While there is evidence that the quality of primary
care could be improved, little or no evaluation of the impacts of changes in
clinical governance arrangements have been reported and effective clinical
governance requires resources.

The term clinical governance has been used to capture the range of activities required
to improve the quality of health services. Central among these are the need for all
healthcare organisations to develop processes for continuously monitoring and improving the quality of health care and to develop systems of accountability for the quality of
care that they provide. General practitioners are traditionally independent and primary
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care services often are fragmented across multiple providers, with no clear managerial
or professional hierarchy through which to implement clinical governance.
Clinical governance extends primary healthcare professionals' accountability beyond
current legal and professional accountability. It is aimed at enhancing collective responsibility and accountability of professionals. It may increase the accountability of
primary health professionals to local communities (downwards accountability), to local
or state authorities (upwards accountability), and their peers (horizontal accountability). There may be tensions between downwards and upwards accountability, and limited resources are likely to ensure that upwards accountability is given priority.
A systematic review of clinical governance studies published in 2004 (Tait 2004) found
no evidence of the impacts of clinical governance. Although there is substantial evidence of the need for improvements in the quality of primary care (Seddon 2001;
Grimshaw 2004), qualitative studies suggest that it is likely to be difficult to achieve an
integrated and systematic approach to improving the quality of primary care. Clinical
governance requires change at three levels: individual healthcare professionals need
training and support, multidisciplinary teams need to share information and understanding of their mutual roles, and primary care organisations need to put in place systems and local arrangements to support quality improvement activities.
Although no studies reported the economic impacts of clinical governance, effective
clinical governance is resource intensive. Support is needed for audit, particularly for
solo and small practices. Implementing guidelines requires input from clinicians. Personal and professional development requires training, education and clinicians’ time
that must be funded. Additional information technology and information resources
may be needed to monitor progress.

CONSUMER AND STAKEHOLDER INVOLVEMENT
Participation in decisions

Consumer involvement is a strategy for achieving better coordination of care
and other health goals and a goal in itself. There is little evidence of its impacts
or of the effects of alternative approaches for achieving consumer involvement.

The potential benefits of consumer involvement in health care include policies with
their input and that address their concerns, improved implementation of policies, better care, and better health. Consumer participation can also be viewed as a goal in itself
by encouraging participative democracy, public accountability and transparency. However, a review of the effects of involving patients in the planning and development of
health care (Crawford 2002) found few studies that have explored the effects of involv72
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ing patients. Most of the papers that were identified were case studies. Papers often described changes to services that were attributed to involving patients, including attempts to make services more accessible. Changes in the attitudes of organisations to
involving patients and positive responses from patients who took part in initiatives
were also reported, but effects on quality of care were not reported.
There is almost no evidence from comparative studies of the effects of consumer involvement in healthcare decisions at the population level. A systematic review (Nilsen
2006) found a single study providing very low quality evidence that telephone discussions and face-to-face group meetings engage consumers better than mailed surveys in
setting priorities for community health goals, and result in different priorities being set.
Beyond this, there is a lack of evidence from comparative studies of alternative methods of recruiting consumers to be involved in policy decisions, different degrees of involvement, alternative forums for communication, different ways of providing training
and support for their involvement, or alternative ways of financing consumer involvement.

Community coalitions may contribute to the effectiveness of interventions targeted at changing a range of health behaviours.
There is inconsistent evidence of the effectiveness of neighbourhood or community committees in changing smoking and dietary behaviours, sparse evidence
for other approaches to community engagement, and no studies regarding the
impacts of community engagement in health promotion on priority setting, resource allocation or governance.

Another systematic review of the effectiveness of community engagement in health
promotion interventions found 21 studies that evaluated a variety of approaches, including community coalitions, neighbourhood or community committees, community
volunteers, community champions and community workshops (Swainston 2008).
Community coalitions appear to contribute to the effectiveness of interventions targeted at changing a range of behaviours. There is inconsistent evidence of the effectiveness of neighbourhood or community committees in changing smoking and dietary behaviours. There was sparse evidence for other approaches and no studies regarding
priority setting, resource allocation or governance. Several barriers to community engagement were identified, but no data describing interventions to overcome barriers.
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Hva er det viktigste som må gjøres for å få
til nødvendige forandringer?

”Skikkelig løft
av allmennlegetjenesten, slik at
fastlegen kan fungere som den medisinske koordinator
han/hun er ment
å være.”

”Et stort problem er at
spesialisthelsetjenesten opererer
med uangripelige ventetider på alt
mulig, det er et under når vi får
gjennomført noe umiddelbart.
Større fleksibilitet og mindre
formalisme hadde
vært bra!”
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”Kontrollerte
forandringer betinget
i solid dybdekunnskap og
forståelse av hvordan spesialisthelsetjenesten og primærhelsetjenesten best kan gi god diagnostikk, pleie og behandling av
pasienter. Forandringene bør ta
utgangspunkt i utvalgte pasientgrupper hvor det er klar mangel
på god samhandling, og tenke
systematisk gjennom fordeler og
ulemper med å endre systemene.
Nødvendig å evaluere forandringene med pålitelige metoder,
helst god helsetjenesteforskning
som gir fornuftige svar.”

IMPLEMENTING CHANGE - KEY MESSAGES
Barriers to coordinated care
Î Because there are multiple barriers to organisational and professional change, simple
approaches to implementing change are unlikely to be effective, change is likely to occur
incrementally and to require ongoing attention.

Changing professional behaviour
Î Most interventions used to change professional practice, such as educational meetings,
audit and feedback, and outreach visits, achieve small to moderate (but important) improvements in performance.
Î Multiple interventions are likely to be needed to change professional practice.

Organisational change
Î There are many tools that may be useful for implementing organisational changes, but
there is almost no evidence of their effectiveness. These include analytic models, tools
for assessing why change is needed, such as SWOT analysis, tools for determining who
and what can change, and tools for making changes, such as organisational development and project management.
Î It is widely believed that leadership is important for achieving change, but there is a
lack of empirical research or critical assessments of the role of leaders in health care.
Î Clinical leaders likely are important and it has been shown that the use of local opinion
leaders can successfully improve practice, but the feasibility of widespread use of opinion leaders is uncertain.
Î It is very uncertain whether efforts to change organisational culture can achieve improvements in performance.
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BARRIERS TO COORDINATED CARE

Because there are multiple barriers to organisational and professional change,
simple approaches to implementing change are unlikely to be effective, change
is likely to occur incrementally and to require ongoing attention.

There are a number of barriers to coordinating or integrating care, even in relatively
conducive health systems (Nolte 2008). Major barriers to integrating health and social
services that have been identified include:
• structural barriers caused by fragmentation of responsibilities across boundaries
between organisations, both within and between levels of care or sectors;
• financial barriers caused by differences in funding mechanisms or payment systems
that discourage coordination;
• legal barriers caused by different legal requirements, governance arrangements and
accountability;
• procedural barriers arising from differences in planning and information systems;
• professional barriers arising from competing cultures, values, professional selfinterest, professional rivalry, and autonomy;
• conflicting views about service users’ interests and roles;
• organisational self-interest;
• organisational turbulence from frequent organisational change ;
• introduction of a competitive environment (market mechanisms).
If there are major structural, financial or legal barriers to coordination of care, fundamental reform of the healthcare system may be required. Whether or not a fundamental reform is needed, these barriers suggest that change is likely to require:
• a shared understanding of the problem and broad agreement that change is warranted;
• adequate finances, both to bring about the transition, including the development of
new structures and skills, and to sustain the new system;
• information systems designed to support the coordination of care within and across
organisations;
• professional change.
Because of the many barriers to organisational and professional change (Cochrane
2007; Fleuren 2004; Wensing 2001), no single approach or intervention is likely to
bring about desired changes in the coordination of care. Even with fundamental reforms, changes in behaviour are likely to occur incrementally and to require ongoing
attention. For example, a systematic review of interventions that incorporated one or
more elements of the chronic care model found that overall these interventions had
beneficial effects on processes of care and clinical outcomes, but the size of the effects
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were small to moderate and it was not possible to determine which elements of the
chronic care model were most effective (Tsai 2005).

CHANGING PROFESSIONAL BEHAVIOUR

Most interventions used to change professional practice, such as educational
meetings, audit and feedback, and outreach visits, achieve small to moderate
(but important) improvements in performance.
Multiple interventions are likely to be needed to change professional practice.
Professionals have a large degree of control in health systems. As a consequence, the
ability of managers and policymakers to influence decisions is constrained. Thus to
achieve change it is essential to engage clinicians. Because there are many factors that
influence clinical practice (Cochrane 2007; Fleuren 2004; Wensing 2001), multiple interventions are needed to improve clinical practice. Systematic reviews of various implementation strategies targeted at health professionals (either individually or in combination) have found that most interventions achieve small to moderate (but important) improvements in performance (Grimshaw 2001). For example, in a comprehensive review of strategies for implementing guidelines (Grimshaw 2004) median absolute improvements in performance for implementing clinical practice guidelines were:
• 21% (range 10 to 25%) for patient-mediated interventions
• 14% (range –1 to 34%) for reminders
• 8% (range 4 to 17%) for dissemination of educational materials
• 7% (range 1 to 16%) for audit and feedback
• 6% (range –4 to 17%) for multifaceted interventions involving educational outreach
visits
A review of the effects of various interventions to improve outpatient referrals from
primary care to secondary care (Akbari 2005) found that passive dissemination of referral guidelines alone is unlikely to lead to improvements in referral practice. Guidelines for appropriate referral are more likely to be effective if local secondary care providers are involved in dissemination activities, and if structured referral sheets are
used. There is little evidence on the effects of organisational interventions but the use
of 'in-house' second opinion and other intermediate primary care based alternatives to
outpatient referral appear promising. Financial interventions can change referral rates
but their effect on the appropriateness of referral is uncertain.
The effects of some interventions, such as audit and feedback, are more likely to be larger when baseline compliance to recommended practice is low and when the intervention is provided more intensively (Jamvedt 2006).
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Other factors could increase the effects of interventions. For example, for educational
meetings, more interactive meetings and higher attendance rates may increase their
effectiveness (Forsetlund 2008).
The effects of interventions may also depend on the targeted behaviour. For example,
the effects of educational outreach visits were relatively consistent for prescribing, but
varied widely for other behaviours (O’Brien 2007).
Tailoring interventions to address specific barriers to change in a particular setting is
probably important (Hulscher 2001) but further work on identifying, selecting, and addressing barriers to change is needed (Cheater 2005).
All of these interventions require resources and many require that clinicians have time
and space to review their practices and to introduce new ways of delivering services
that are more coordinated and effective. To move from ad hoc approaches towards deciding which problems to address and which interventions to use, systems are needed
to ensure high quality coordinated care. Although there is little evaluation of such systems, key components are likely to include strategies for effective stakeholder involvement, systematic and transparent approaches to setting priorities for improvements,
evidence-based clinical guidelines, efficient methods for accessing data that can be used
to assess the quality of care, methods for identifying problems with the quality of care
and selecting appropriate interventions to address those problems, and efficient ways
of monitoring and evaluating change.

ORGANISATIONAL CHANGE

There are many tools that may be useful for implementing organisational
changes, but there is almost no evidence of their effectiveness. These include
analytic models, tools for assessing why change is needed, such as SWOT analysis, tools for determining who and what can change, and tools for making
changes, such as organisational development and project management.

Research into the management of change has come out of schools of management, psychology, sociology, and economics, over the last fifty years. There has, however, been
little evaluation of the effectiveness of different approaches to achieving desired organisational changes. The literature is dominated by descriptions of various models and
approaches, prescriptive advice and anecdotal accounts of organisational change (Iles
2001). A major problem in this field has been the dominance of gurus who prescribe
courses of action without any basis in evidence. Articles based on empirical research
are relatively rare and are predominantly single-site case reports, often conducted by a
member of the target organisation. Many of the most useful studies are well-conducted
qualitative studies.
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Change management tools, models and approaches include:
• analytic models for understanding complexity, interdependence and fragmentation,
such as Weisbord’s six-box organisational model, the 7S model, and process modelling;
• tools for assessing why change is needed, such as SWOT analysis;
• tools for determining who and what can change, such as force field analysis and total quality management; and
• tools for making changes, such as organisational development, action research and
project management.
Although these tools have been found to be useful, their impact on helping to achieve
desired changes is largely unevaluated. Managers argue that much of the knowledge
about the effectiveness of change management techniques is tacit in nature. This suggests that the evidence most practitioners currently use is derived from their own and
colleagues’ experience. Arguments against the need for evidence in this area are similar to early arguments against evidence-based medicine.
European Foundation Quality Management (EFQM) Excellence model is a widespread
model that originally was developed in the private sector. The model has a healthcarespecific version. A systematic review of this and a similar model found only 16 studies,
none of which had a controlled design, in contrast to the chronic care model, for which
21 studies were found, including six controlled trials (Minkman 2007).
Leadership

It is widely believed that leadership is important for achieving change, but
there is a lack of empirical research or critical assessments of the role of leaders
in health care.
Clinical leaders likely are important and it has been shown that the use of local
opinion leaders can successfully improve practice, but the feasibility of widespread use of opinion leaders is uncertain.
A variety of effects of leadership on individuals and groups are possible, such as job satisfaction, empowerment, job performance, and retention. But ultimately, a major goal
of leadership in health care is to improve service to the patient or the effective and efficient functioning of the organization itself, through improved coordination or in other
ways.
Most of the health care and business literature on leadership consists of anecdotal or
theoretical discussion. Only a small number of studies are data-based (Vance 2002)
and most of those are descriptive. Although work in the social sciences indicates that
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leadership styles can have a major influence on performance and outcomes, limited research exists on the effects of efforts to change or improve leadership on healthcare
outcomes, such as changes in patient care or improvements in organizational outputs.
Although publications emphasise the importance of leadership in quality improvement,
this is based largely on consultancy experience or personal experience. There is limited
empirical research to support this (Øvretveit 2005). Most studies are interview or survey studies. What research there is suggests that senior leaders are important for successful improvement, but also shows limits of their influence. There is consistent, albeit
weak, evidence that actions to engage senior doctors in improvement strategies are the
most important for senior management to take. Both formal senior doctors and informal opinion leaders can influence other doctors and personnel to support or oppose
improvement. Other forms of leadership may also be important and it may be important for senior leaders to create a “system of leadership” for improvement where all
leaders take a common approach.
Opinion leaders are people who are seen as likeable, trustworthy and influential. Because of their influence, it is thought that opinion leaders may be able to help and persuade healthcare providers to improve practice. There are many ways to identify who
are the opinion leaders in a hospital or community. There are also many ways opinion
leaders can help or persuade people to change. For example, opinion leaders could provide one-to-one or small group teaching, visit the whole community or healthcare providers’ offices. Opinion leaders could also provide informal education or formal education as lectures. It is not clear how best to use opinion leaders. Twelve randomised trials have evaluated the use of opinion leaders (Doumit 2007). Some studies tested
whether opinion leaders alone could promote evidence based practice. Other studies
tested opinion leaders along with other interventions, such as reminders, audit and
feedback, distributing education materials or seminars. Most tried to change the behaviours of doctors, were in the United States, and in hospitals. Overall, these studies provide moderate quality evidence that opinion leaders improve practice. The potential to
misuse opinion leaders, particularly by pharmaceutical companies, has also been raised
as a concern (Liberati 2003; Steinman 2006; Moynihan 2008).
Organisational culture

It is very uncertain whether efforts to change organisational culture can
achieve improvements in performance.

There is increasing interest in managing organisational culture as a way to achieve
health care improvement, although there is little consensus on the meaning of ‘organisational culture’. A systematic review (Scott 2003) of empirical studies exploring a relationship between organisational culture (broadly defined) and health care performance (broadly defined) found 10 observational studies that varied in design and quality.
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Four of the 10 studies claimed to have found evidence supporting the hypothesis that
culture and performance are linked, the other studies were inconclusive. The evidence
suggests that those aspects of performance valued by a culture may be enhanced within
organisations with that culture. There is very weak evidence to support recommendations for achieving service improvements through cultural transformation.
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Reform options

”Store forandringer, må bygges opp over
lang tid.”

”Jeg tror
at det beste hadde
vært å la all helsetjeneste
organiseres ut fra samme
nivå, slik at alle aktører
får samme mål. Det tror
jeg også er urealistisk å få
til, i dagens politiske
Norge! Så da tror jeg
kanskje det i øyeblikket er
viktig med små og
mellomstore
reformer.”
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”Mellomstore.
Løpende korrigering basert
på løpende evaluering av om
virksomhetene faksisk lever
opp til de politiske
honnørordene.”

Hvor store forandringer synes
du er nødvendig?

”Mellomstore Tror på at en virkelig betydelig
styrking av primærhelsetjenesten er det viktigste.”

Reform options
We outline three broad options for the Integrated Health Care Reform here in order to
stimulate, and to some extent structure, discussion of how to bundle the selected potential delivery, financial and governance options into a coherent reform package. The
purpose is not to put forward detailed proposals for the reform or to limit the discussion regarding broad options, but rather to provide a framework to help inform further
discussion about the advantages and disadvantages of different approaches to addressing the need for improved coordination and integration of care for chronically ill people
(and others).
The three options are based on the preceding (incomplete) analysis of the problem that
the reform is intended to address, the evidence presented in this policy brief, and the
idea that the degree of integration that the reform aims to achieve should correspond to
the extent that change is needed in the health system. This is analogous to Leutz’s
model relating levels of integration to user need (Leutz 1999; Nolte 2008). We have
used Leutz’s labels for the three approaches: “linkage”, “coordination” and “integration”.
The three reform packages are not derived directly from the evidence summarised in
this policy brief, nor can they be. Evidence of the likely impacts of different policy options is essential, but not sufficient for making decisions about the reform. Other types
of evidence, clarity about the goals of the reform and the values on which it is based,
and judgements are needed. Moreover, there is insufficient evidence to estimate the
impacts of many of the options that might be included in the reform, particularly where
they are implemented in combination.
For each option, we have suggested some potential advantages and disadvantages.
These are not comprehensive and others may disagree about these judgements. These
assessments are not conclusions, but are intended to provide a starting point for an
open and informed discussion of the pros and cons of different approaches to improving the Norwegian healthcare system.

REFORM OPTION 1: “LINKAGE”
A “linkage” reform would rely on relatively simple, though systematic, linkage of different organisations. This requires each provider to be aware of and to understand the
other providers in terms of health and care needs, financing responsibilities and eligibility criteria. The reform would operate through the existing structures of the health
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and care systems, with organizations retaining their own service responsibilities, funding and eligibility criteria and operational rules.
This reform option assumes the least need for change and would entail the least
amount of structural change in the system. It entails identifying problems with coordination and addressing those, exchanging information as needed between providers,
and ensuring clarity over responsibilities, tasks and who pays for what.
It could build on the Norwegian Official Report published in 2005: From fragmented to
whole: a coordinated health service (NOU 2005). The mandate given to the committee
that prepared that report was to make recommendations that did not include any major
structural changes in the health system, and the committee concluded that major changes were not needed, although trials of new arrangements and some changes in financial arrangements were suggested, as well as a billion kroner fund to support coordination initiatives between community and speciality health services. A number of suggestions were made for improving coordination of care, for example:
• Strengthen a patient-centred perspective in the health services
- Establish consumer committees in the community (primary) health services
similar to those linked to the leadership in the regional health authorities.
- Ensure implementation of ‘individual plans’ through the hospitals’ and community’s quality systems and a national reporting system on the use of individual
plans for all communities and hospitals.
- Make the ‘personal doctor’ arrangement only apply to patients with complex or
chronic needs for specialist health services (in order to improve its implementation).
- Establish patients’ rights to patient education in the patient rights law.
• Support coordination between service providers
- Introduce clear functions and quality standards to ensure better physician services to patients with large/complex needs into the regular GP (fastlege) regulations.
- Increase the amount that regular GPs are paid as salary and capitation, decrease
the amount they are paid fee-for-service correspondingly, and increase the fees
that GPs are paid for patients with large and complex needs.
- Make the local government councils and health trust boards mutually responsible for having formalised agreements regarding coordination.
- Establish a clear point of contact for communication between service providers
regarding coordination in each local authority and health trust.
- Build on existing information and communication technology initiatives.
- Prioritise resources to research into methods for improved coordination.
- Make coordination a part of the curriculum for all health professionals and have
interdisciplinary continuing education that focuses on coordination.
- Strengthen the practice consultant arrangement (praksiskonsulentordning)
(part-time appointments of GPs in hospitals to identify and solve problems with
coordination of care) and expand it to other health professionals.
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Examples of how this might work are illustrated by the Health Dialogue Programme
established in one of the regional health authorities to improve coordination between
hospitals, communities and patients (http://www.helsedialog.no/) where
• All hospitals have entered into agreements strengthening the cooperation with their
local municipalities;
• Close to 70 GPs have been hired (part-time) by the hospitals to improve patient flow
between hospitals and providers of primary health care;
• Financial incentives to encourage ambulatory care have been established;
• All hospitals have established Patient Empowerment Centres;
• Funding for spreading good examples of best practice is provided.
Advantages
Although this approach would require a substantial investment to ensure its success, it
would likely require less investment than the other two approaches, cause less disruption due to reorganisations, and probably generate the least resistance from key stakeholders.
Disadvantages
This approach relies to a large extent on local and regional initiatives and the extent to
which each regional health authority, health trust and local authority prioritises this
work. Any major barriers to improvements in coordination inherent in how the health
services are currently structured may limit the effectiveness of this approach, as it does
not address structural issues explicitly. Although this approach might address the
needs of some patients, it may not address adequately the needs of patients who require substantial improvements in the co-ordination of their care. It will also not put in
place reforms that place co-ordination and integration at the centre of care delivery in
the medium to long term.

REFORM OPTION 2: “COORDINATION”
A “coordination” reform also would operate mainly through existing health and care
systems, but is a more structured approach that would involve additional explicit structures and processes, such as routinely shared information, managing transitions between settings, and assigning primary responsibility for coordinating care. It would
identify points of friction, confusion or discontinuity between organisations and establish structures and processes to address those problems.
This approach is a middle road, incremental approach to change. It would entail new
delivery, financial and governance arrangements that build on and are compatible with
the existing structure of the Norwegian healthcare system. Key elements of a “coordina-
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tion” reform might include implementation of many or all of the elements of option 1
above together with:
• Developing and implementing effective coordinated governance structures at the
local, regional and national levels;
• Developing and implementing effective clinical governance structures for both primary and secondary care with appropriate linkages between these;
• Developing and implementing an effective mechanism for stakeholder involvement
in planning and implementing improvements in coordination (quality) of care;
• Cautious, carefully planned and monitored use of financial incentives targeted at
health professionals and organisations to motivate specific changes in behaviour
and desired organisational changes;
• Use of the Chronic Disease Model, or an alternative model better suited to the goals
of the reform and the problems that it is intended to address, to develop and implement innovations in how care is delivered within each of the components of the
model;
• Use of demonstration programs to implement and rigorously evaluate promising
changes in both financial and organisational arrangements rather than wholesale
reform of current arrangements.
Advantages
A more structured approach, with more effective governance arrangements and stakeholder involvement, better planned and monitored use of financial incentives and a
more systematic approach to planning, implementing and evaluating changes in service
delivery might provide a more effective mechanism for improving coordination of care.
This approach would likely do more to address the needs of patients with moderate
needs for coordination.
Disadvantages
This approach would require a greater investment of resources and new organisational
structures. There is a risk that the new structures might not function as intended or
may be in conflict with existing structures. Any major barriers to improvements in coordination inherent in how the health services are currently structured would still limit
the effectiveness of this approach. This approach might not adequately address the
needs of patients with long-term, severe, unstable conditions.

REFORM OPTION 3: “INTEGRATION”
An “integration” reform would create a single system with responsibility for all services,
resources and funding in a single managed structure, or through contractual agreements between different organizations. Kaiser Permanente, a health maintenance organisation in the United States, is an example of what has been described as a “fully”
integrated system.
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An integrated system would require major changes in the Norwegian healthcare system
or the creation of new programs or units where resources from multiple systems are
pooled. This is the most radical of the three approaches and assumes that major structural changes are needed to achieve the goals of the reform.
Advantages
To the extent that there are major barriers to improvements in coordination inherent in
the current division and structure of the health and care system, this approach could
potentially address those. It might also be more conducive to implementing many or all
of the elements of the first two approaches. This may be the most rational way to organise the health services from a long-term perspective and might potentially have the
most benefits in the long term. This approach might best address the needs of patients
with long-term, severe, unstable conditions, as well as other people living with chronic
conditions.
.
Disadvantages
This would likely be the most expensive approach in the short to middle term. There
would likely be substantially more resistance from stakeholders. There would be more
disruption, which could have a negative impact on how the reform is received, particularly in the light of ongoing disruptions from other recent reforms. Restructuring the
health and social services might have unintended adverse effects. For example, while
this approach might best address the needs of those most in need of improvements in
coordination, it could potentially have undesirable effects for patients with little or no
need for coordination.
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Appendix 1. How this policy brief was prepared

We searched electronic databases of systematic reviews, including: the Program in
Policy Decision-Making / Canadian Cochrane Network and Centre (PPD/CCNC) database of systematic reviews of the effects of delivery, financial and governance arrangements (http://www.researchtopolicy.ca/search/reviews.aspx); the Canadian Agency for
drugs and Technologies in Health (CADTH) Rx for Change database
(http://www.cadth.ca/index.php/en/compus/optimal-ther-resources/interventions); the Cochrane
Consumers and Communication Review Group Resource Bank
(http://www.latrobe.edu.au/cochrane/resourcebank/resourcebank.html). These databases included over 700 records of policy-relevant systematic reviews as of 27 October 2008.
These were identified through electronic searches of MEDLINE, the Cochrane Database of Systematic Reviews (CDSR), the Database of Abstracts of Reviews of Effectiveness (DARE) and EMBASE up to May 2008.
In addition we searched for relevant overviews of reviews and policy documents in
the following databases: Health Evidence Network (HEN)
(http://www.euro.who.int/HEN/policybriefs/20080814_2); European Observatory on Health
Systems and Policies (http://www.euro.who.int/observatory/Publications/20020527_16); Canadian Health Services Research Foundation (CHSRF)
(http://www.chsrf.ca/final_research/commissioned_research/policy_synthesis/). Relevant overviews of reviews and policy documents are listed in Appendix 4.
We supplemented these searches by checking the reference lists of relevant overviews of reviews and policy documents and with focused searches using PubMed,
The Cochrane Library, Google, ISI Web of Science, and personal contacts to identify
systematic reviews for specific topics that we considered to be a potentially relevant
strategy for improving coordination of care for patients with chronic diseases.
We adapted a framework developed by John Lavis (which we subsequently modified) to identify and categorise potentially relevant delivery, financial and governance arrangements (Lavis 2008). We used relevant overviews of reviews or policy
documents to fill in gaps for potentially relevant interventions for which we were
unable to find a systematic review, and to supplement the results of the systematic
reviews. The included reviews are placed in this framework in Appendix 4.
We included reviews that had a methods section with explicit selection criteria, that
were potentially relevant to coordination of care for patients with chronic diseases,
and that assessed the effects of governance, financial or delivery arrangements, or
implementation strategies. For strategies for which there were multiple reviews, we
selected one or more reviews that were most relevant. We gave preference to reviews
that were of better quality and were more recent. For delivery arrangements, when
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appropriate, we gave preference to reviews that were not restricted to a single disease.
Two authors independently screened the abstracts of the reviews to identify reviews
that appeared to be relevant and assessed these as being of high, moderate or low
relevance. The final selection of reviews for inclusion was based on a consensus of
the authors regarding reviews of highest relevance for coordination of care for patients with chronic diseases in Norway. Excluded reviews that are considered to be
relevant are listed in Appendix 5.
One of the authors summarised each included review using an approach developed
by the SUPPORT Collaboration (http://www.support-collaboration.org/index.htm).
Because of the short time frame in which this policy brief was prepared, we did not
undertake data extraction using standardised forms. However, based on that approach we extracted the key findings of each review, assessed the quality of the evidence, and summarised important information regarding the interventions, participants, settings and outcomes; and considerations of applicability, equity, economic
consequences, and the need for monitoring and evaluation. The quality of the evidence was assessed based on the GRADE approach (Guyatt 2008) and the key findings were expressed consistently so as to reflect the quality of evidence, using the
approach developed for Cochrane plain language summaries. The information extracted from each review was checked against the full review by a second author.
Using the modified Lavis taxonomy, we summarised the available evidence from the
included systematic reviews, overviews of reviews and policy documents; important
uncertainties; and important questions for which we could not identify a systematic
review. In addition, we sought input from people with relevant technical expertise
regarding our summary of the evidence, potentially important strategies that were
not included, and important evidence that was not included.
Preparation of this policy brief was funded by the Norwegian Knowledge Centre for
the Health Services, where all of the authors are employed. External review of a draft
version was managed by the authors. Comments provided by the external reviewers
and the authors’ responses are available from the authors. A list of the people who
provided comments or contributed to this policy brief in other ways is provided in
the acknowledgements.
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Appendix 2. Other delivery arrangements

APPENDIX 2 - KEY MESSAGES
Changes in who delivers care
Î Substitution (e.g. of nurses for doctors) and enhancement (e.g. of the roles of allied
professionals) may increase patient satisfaction without changing outcomes or costs,
although it may increase the number of tests ordered, length of consultations, recall
of patients and the number of hospital admissions.
Î Detailed patient decision aids, compared to usual care or simpler decision aids,
probably improve knowledge and the accuracy of risk perceptions; help people to feel
more informed about their management options; and help people to feel clearer
about their values with regard to the decision being made.
Î Self-management education programmes probably have small to modest effects on
health behaviours and healthcare outcomes.

Changes in where care is provided
Î Patients discharged from an intermediate care nursing-led inpatient unit are better
prepared for discharge, but it is unclear if this is simply a product of an increased
length of inpatient stay. Nursing-led units do not appear to increase early mortality
and can reduce the number of patients who die within one year of discharge.
Î Day care geriatric hospital may be of benefit compared to no comprehensive elderly
care, but not compared to comprehensive care in or outside the patient’s home.
Î Specialist outreach can improve access, outcomes and service use, especially when
delivered as part of a multifaceted intervention. The benefits of simple outreach
models in urban non-disadvantaged settings seem small and they have not been adequately evaluated in rural areas.
Î Complex interventions to improve physical function and maintain independent living in elderly people reduce the risk of not continuing to live at home, admission to
nursing homes and hospital admissions, and improve physical function.
Î The results of home visiting programs for older people with poor health are inconsistent.
Î Rehabilitation services targeted towards stroke patients living at home probably improve independence in personal activities of daily living.
Î Despite increasing interest in the potential of early discharge hospital at home services as a cheaper alternative to in-patient care, the economic benefits of this are uncertain.
Î For selected patients admission avoidance hospital at home produces similar outcomes to inpatient care, at similar or lower cost.

Changes in information and communication technology
Î Computerised central recall, with prompting for patients and their family doctors
can achieve standards of care in the community that is as good as or better than hospital outpatient care.
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Î The majority of published studies have revealed a positive impact of specific health
information technology components on chronic illness care, but the quality of this
evidence is mixed.
Î Users of interactive health communication applications tend to become more knowledgeable, feel better socially supported, and may have improved behavioural and
clinical outcomes compared to non-users. There is a need for well-designed studies
to confirm these preliminary findings and to determine the best type and best way to
deliver such interventions to people with chronic conditions.
Î The effects of smart technologies to support people in their homes are uncertain.

Delivery strategies for mental health
Î Community mental health teams probably lower hospitalisation rates and increase
satisfaction with care. Other impacts are uncertain.
Î Collaborative care for depressed patients managed in primary care improves symptom scores and adherence to medication, though there is some uncertainty about the
applicability of this in the Norwegian healthcare system.
Î Crisis teams may reduce readmissions and relieve the burden on the family to some
extent.
Î Intensive case management for patients with severe mental illness probably reduces
rehospitalisation when previous hospital use has been high.

CHANGES IN WHO DELIVERS CARE
Regardless which care model is used, providing effective coordinated chronic care
requires inputs from those with chronic diseases (self-management), people to support self-management (e.g. to provide patient education or motivational counselling), people to coordinate or manage care for people at high risk of complications
(e.g. specialist nurses or multi-disciplinary teams), and people to manage people
with complex needs (e.g. hospital and primary care nurses) (Singh 2005a). In addition there may be a role for people who link these different functions together, particularly at the interface between primary and secondary care, and for program
managers. For all of these roles, consideration should be given to the potential benefits of substitution (e.g. using lay health workers instead of health professionals for
some tasks, or nurses instead of doctors) and expanding the roles of health professionals (e.g. pharmacists or nurses).
Substitution and enhancement
In the context of increasing demand for health services, and the constrained supply
of many cadres of health professionals, there is increasing interest in whether care,
including for people living with chronic conditions, can be shifted effectively from
one group of healthcare providers to another. For example, to what extent could
some of the work currently undertaken by doctors be performed by clinical nurse
practitioners (Laurent 2004)? Enhancement – “increasing the depth of a job by extending the role or skills of a particular group of workers”– and substitution – expanding the breadth of a job, in particular by working across professional bounda-
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ries or exchanging one cadre of worker for another – are both strategies that have
been used in different settings (McPherson 2006).
Poor access to primary care for people with chronic conditions may result in increased attendance at hospital emergency departments. A review of the extent to
which primary-secondary substitution is possible in the field of emergency care
identified 34 studies covering a wide range of interventions (Roberts 1998). There is
some evidence that patients seen by primary care nurse practitioners are no more
likely to attend emergency departments than those seen by primary care physicians,
and nurses were associated with significantly fewer hospital admissions. Other interventions have attempted to integrate primary and secondary care by placing primary care practitioners in emergency departments. Evaluations of these interventions suggest that fewer investigations and referrals were made by primary physicians based in such units, compared to hospital doctors, and that there were no significant differences in user satisfaction or health outcomes. Telephone triage may
also allow home management or alternative services to be substituted for emergency
room use. However, the review did not identify evidence regarding the effects of
such approaches (Roberts 1998).
Systematic reviews of follow-up for cancer patients have found that for patients with
breast cancer (Rojas 2000) and colorectal cancer that there does not appear to be a
difference in outcomes for patients followed up by primary care physicians or surgeons (Jeffery 2007).

Substitution (e.g. of nurses for doctors) and enhancement (e.g. of the roles of
allied professionals) may increase patient satisfaction without changing outcomes or costs, although it may increase the number of tests ordered, length of
consultations, recall of patients and the number of hospital admissions.

The substitution of doctors working in primary care by nurse practitioners was examined in a review of 34 studies. There is evidence of low to moderate quality that
patient outcomes and care processes were similar for nurses and doctors but that
patient satisfaction and quality of care were better for nurses. Evidence of moderate
quality suggests that nurse practitioners have longer consultations and undertake
more investigations than doctors. They were also more likely to admit patients to
hospital than doctors. Little evidence was found on whether shifting tasks from doctors to nurses reduced doctors’ workload, although this seems unlikely in most settings as the demand for doctors’ time generally exceeds supply (Horrocks 2002).
A second systematic review drew similar conclusions, and also found no significant
differences in resource use and costs between nurses and doctors, possibly due to
nurses’ relative inexperience or lower productivity (Laurent 2004). Subsequent
modelling work within the UK National Health Service suggests that the relative
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costs of nurse practitioners and general practitioners are similar within that setting
at least, and concludes that skill-mix decisions should depend on the full range of
roles and responsibilities rather than cost (Hollinghurst 2006).
Allied health professionals may also be able to take on extended roles, including enhancement or substitution. However, a review of 21 studies conducted in high income settings found little high quality evidence of the safety, effectiveness and costeffectiveness of extending the scope of practice of allied health professionals. There
is some evidence that allied health professionals can adequately undertake some
tasks typically undertaken by other professionals, but this data is of very low quality.
Allied health professionals and other professionals included in these studies expressed a number of concerns regarding extended roles but there is also some evidence that allied health professionals can find these roles satisfying (McPherson
2006).
Important considerations for implementing extended roles for nurses, allied health
professionals and other cadres in the context of chronic disease care include the acceptability of such changes to consumers as well as to health professionals and their
professional organisations. Resources for training and support also likely to be important as are adequate referral pathways and management guidelines. Legal
frameworks and other governance issues for the scope of practice of different cadres
of health professional also need to be in place. It is also important to note that where
allied health professionals or nurses are also in short supply, extended roles may decrease their availability to perform core functions.
Shared decision-making

Detailed patient decision aids, compared to usual care or simpler decision aids,
probably improve knowledge and the accuracy of risk perceptions; help people
to feel more informed about their management options; and help people to feel
clearer about their values with regard to the decision being made.

Decision aids are intended to improve the involvement of people in decisions regarding their health care. This is highly relevant to chronic disease management,
where people need to be involved over long periods in the management of their
health issue. A systematic review (O’Connor 2007) of decision aids, not focused specifically on chronic diseases, found 55 randomised trials. There is moderate quality
evidence that detailed patient decision aids, compared to usual care or simpler decision aids, probably improve knowledge and the accuracy of risk perceptions; help
people to feel more informed about their management options; and help people to
feel clearer about their values with regard to the decision being made. There is low
quality evidence that detailed patient decision aids may improve value congruence
with people’s chosen option, compared with usual care. There is little evidence on
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the cost-effectiveness of patient decision aids, compared to other methods of decision making.
Self-management

Self-management education programmes probably have small to modest effects on health behaviours and healthcare outcomes.

Self-management education has been described as “organised learning experiences
designed to facilitate adoption of health-promoting behaviours” (Warsi 2004). Such
programmes are distinct from more widely used patient or health education initiatives or skills training in so far as they are intended to facilitate people with various
illnesses, including chronic diseases, taking an active part in managing their own
health care (Foster 2007). This may include self-monitoring of symptoms and decision making regarding disease management (Chodosh 2005). These programmes
may be led by both health professionals as well as peers or lay leaders and usually
take a structured approach to addressing the self-management of disease. They may
be delivered face-to-face, either in groups or individually, as well as via other routes,
such as the telephone or internet. Caregivers of people living with chronic diseases
may also be involved in these programmes.
Self-management interventions are relevant to the co-ordination of care for chronic
diseases in that they intend to shift, or share, responsibility for some aspects of care
monitoring, and therefore of co-ordination, to people living with chronic conditions.
For example, patients may take on more responsibility for deciding when their
symptoms warrant consulting their healthcare provider and for the tailoring of
medication.
A number of systematic reviews of self-management education programmes for
chronic conditions have been published. Warsi (2004) reviewed randomised and
quasi-randomised trials of interventions that included a self-management education
component for chronic diseases. The review included only studies reporting clinical
outcomes and identified 71 trials from a wide range of settings. The key findings are
as follows:
• Overall summary effect sizes for self-management education programmes were
small to modest.
• There is moderate quality evidence that these programmes probably improve
diabetes control, decrease systolic blood pressure and reduce the frequency of
asthma attacks
• There is moderate quality evidence that self-management education programmes
probably will not improve pain or disability for people with arthritis.
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A review by Chodosh (2005), focusing on programmes for older adults, reached
similar conclusions and also noted a lack of empirical evidence regarding the essential elements of self-management programmes.
A more recent review focusing only on lay-led self-management programmes for
people with chronic conditions identified 17 randomised trials (Foster 2007). The
review also concluded that these programmes result in small, short-term impacts on
some health behaviours, such as cognitive symptom management, and certain
measures of health status, such as fatigue. No evidence was found of improvements
in psychological health, symptoms, health-related quality of life or the use of health
services in those participating in self-management programmes.
Richardson et al. (2005) examined the quality and quantity of existing evidence of
the cost-effectiveness of patient self-care. They defined self-care as “those interventions that enhance patients’ ability to make decisions intended to alter the effect of
their conditions on their health, by means of their responses to symptoms, or monitoring their condition, or self-treatment.” While it is not completely clear whether
the interventions included in this review would meet the eligibility criteria for the
reviews of effectiveness summarised above, it is important to note that this review
found little evidence that self-care interventions are cost-effective, but also noted
that the quality of the economic evaluations was poor.
Another review suggested that self-management courses can improve the selfefficacy and confidence of people with long-term conditions (Singh 2005a), and
probably improve control of chronic diseases. However, the impacts of such courses
on health outcomes and healthcare costs are uncertain. There is some evidence that
suggests that courses led by peers are as effective as courses facilitated by professionals, but this is uncertain. It is very uncertain whether some types of professionals are better than others at running self-management courses (Singh 2005a). The
targeting, uptake and longer term impacts (beyond 6 months) of these programmes,
and their impacts on particular population groups such as men, children and adolescents are also uncertain (Foster 2007).

CHANGES IN WHERE CARE IS PROVIDED
Day care and intermediate care

Patients discharged from an intermediate care nursing-led inpatient unit are
better prepared for discharge, but it is unclear if this is simply a product of an
increased length of inpatient stay. Nursing-led units do not appear to increase
early mortality and can reduce the number of patients who die within one year
of discharge.
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The intermediate care nursing-led inpatient unit is one of a range of services that
have been considered in order to manage more successfully the transition between
hospital and home for patients with extended recovery times. A Cochrane review
(Griffiths 2007) found10 randomised trials and one controlled before-after study of
such units. Overall, these studies found that intermediate care nursing-led inpatient
units probably do not impact on inpatient or post-discharge mortality, compared
with usual care. Discharge to institutional care is probably reduced and functional
status is probably improved for patients admitted to such units, compared with
usual care. Patients admitted to nursing-led inpatient units may be more satisfied
than those receiving usual care. There is no evidence to suggest that the total costs of
care for patients admitted to these units are higher due to longer inpatient stays. A
recently published trial in Norway (Garåsen 2007; Garåsen 2008), not included in
the review, indicates that intermediate care inpatient units are feasible in Norway.
This randomised trial found that intermediate care at a community hospital significantly decreased the number of readmissions for the same disease to general hospital, and a significantly higher number of patients were independent of community
care after 26 weeks of follow-up, without any increase in mortality and number of
days in institutions. Intermediate care at the community hospital in Trondheim was
found to be an equal alternative to ordinary prolonged care at the city general hospital in terms of costs, as fewer patients were in need of community care services, and
significantly fewer patients died during the 12-month follow-up time.

Day geriatric hospital care may be of benefit compared to no comprehensive
elderly care, but not compared to comprehensive care in or outside the patient’s
home.

Day hospital care is another strategy that has been used in some settings. The first
geriatric day hospital was opened in the UK in 1952 and these institutions developed
rapidly in the United Kingdom in the 1960s as an important component of elderly
care provision designed to complement in-patient services. The model has since
been applied widely in New Zealand, Australia, Canada, the United States and several European countries. Day hospitals provide multi-disciplinary rehabilitation in
an outpatient setting and operate in a pivotal position between hospital and homebased services. Although there is a considerable descriptive literature on day hospital care, concern has been expressed that evidence for effectiveness is equivocal and
that day hospital care is expensive. A systematic review (Forster 2008) found a
beneficial effect on preventing the need for long-term institutional care compared
with no comprehensive treatment in or outside the patient’s home. Day geriatric
hospital care was of little benefit to patients receiving comprehensive care or a combination of hospital and home-based care. Day hospital was as expensive as or more
expensive than other kinds of comprehensive care. There was a trend towards reduced utilisation of hospital beds, but the difference was small (overall 14.5 days
versus 15.7 days).
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Specialist outreach

Specialist outreach can improve access, outcomes and service use, especially
when delivered as part of a multifaceted intervention. The benefits of simple
outreach models in urban non-disadvantaged settings seem small and they
have not been adequately evaluated in rural areas.

Simple 'shifted outpatients' styles of specialist outreach improve access, but there is
no evidence of their impact on health outcomes. Outreach as part of more complex
multifaceted interventions involving primary care collaborations, education and
other services is associated with improved health outcomes, more efficient and
guideline-consistent care, and less use of inpatient services. There is a need for better quality evidence evaluating specialist outreach in all settings, but especially in
rural and disadvantaged populations (Gruen 2003).
Home and community-based care

Complex interventions to improve physical function and maintain independent
living in elderly people reduce the risk of not continuing to live at home, admission to nursing homes and hospital admissions, and improve physical function.

A large recent review (Beswick 2008) of complex interventions to improve physical
function and maintain independent living in elderly people found that these interventions reduced the risk of not continuing to live at home, admission to nursing
homes and hospital admissions, and improved physical function. They did not affect
death rates. Trained providers are required to deliver these community-based interventions, which must be organised and financed. The studies included in the review
showed reduced risk reduction over time for the main outcomes assessed. The review authors suggest that this is a consequence of general improvement in care for
the elderly over the last two decades. Implementation of these interventions in settings with strong services for the elderly may therefore result in smaller health improvements than reported in the review.

The results of home visiting programs for older people with poor health are inconsistent.

Home visiting programs aim at improving the health and independent functioning
of older people, and at reducing hospital and nursing home admission and associated cost. A substantial number of studies have examined the effects of preventive
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home visiting programs on older people living in the community; and several reviews have been conducted. The findings have been inconsistent (van Haastregt
2000; Elkan 2001; Stuck 2002; Meinck 2004; Markle-Reid 2006; Elkan 2004;
Ploeg 2005).

Rehabilitation services targeted towards stroke patients living at home probably improve independence in personal activities of daily living

Stroke Unit care is now accepted as an effective service model for hospital care, but
the effectiveness of outpatient care is less certain. A Cochrane review (Outpatient
Trialists 2003) of therapy-based rehabilitation services targeted at stroke patients
living at home defined rehabilitation services as being restricted to those provided
by physiotherapists, occupational therapists, or multidisciplinary teams. The review
identified a heterogeneous group of 14 trials (1617 patients). The review authors
concluded that therapy-based rehabilitation services targeted towards stroke patients living at home appear to improve independence in personal activities of daily
living.

Despite increasing interest in the potential of early discharge hospital at home
services as a cheaper alternative to in-patient care, the economic benefits of
this are uncertain.
For selected patients admission avoidance hospital at home produces similar
outcomes to inpatient care, at similar or lower cost.
A recent update of another Cochrane review (Shepperd 2008b) of early discharge
hospital at home found that, despite increasing interest in the potential of early discharge hospital at home services as a cheaper alternative to in-patient care, this review provides insufficient objective evidence of economic benefit. Early discharge
schemes for older patients recovering from a stroke, those with a mix of medical
conditions, and those recovering from elective surgery may have a place in reducing
the pressure on acute hospital beds, providing the views of carers are taken into account. For these clinical groups hospital length of stay is reduced, although this is
offset by the provision of hospital at home. There is some evidence that the risk of
being in long term residential care at follow-up is reduced for those allocated to early
discharge hospital at home. Another recent update of a review by the same authors
found that for selected patients admission avoidance hospital at home produces
similar outcomes to inpatient care, at similar or lower cost (Shepperd 2008a).
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CHANGES IN INFORMATION AND COMMUNICATION
TECHNOLOGY
Health record systems and information and communication technology
that support providers

Computerised central recall, with prompting for patients and their family
doctors can achieve standards of care in the community that is as good as or
better than hospital outpatient care.

A Cochrane review (Griffin 1998) of systems for routine surveillance for people with
diabetes mellitus found that unstructured care in the community was associated
with poorer follow up, greater mortality and worse glycaemic control than hospital
care. Computerised central recall, with prompting for patients and their family doctors achieved standards of care as good as or better than hospital outpatient care, at
least in the short term. However, schemes with less well-developed support for family doctors were associated with adverse outcomes for patients. Quality of life, cardiovascular risk factors, functional status and the development of complications
were infrequently assessed.

The majority of published studies have revealed a positive impact of specific
health information technology components on chronic illness care, but the
quality of this evidence is mixed.

Dorr et al. reviewed the literature to better understand how to build information systems to support collaborative, team-based, chronic illness care (Dorr 2007). The
primary goal was to understand which elements are necessary for software to facilitate best practices and which bring the highest likelihood of successful implementation in a broad network. The literature review targeted functions of healthcare information systems and improvements in processes and outcomes attributable to
health information technology and it sought to understand lessons learned from
failures. The majority of published studies revealed a positive impact of specific
health information technology components on chronic illness care. Sixty-seven percent of reviewed experiments had positive outcomes and 94% of uncontrolled observational studies claimed positive results.
A systematic review (Shekelle 2006) of health information technology, not restricted
to chronic care, identified only 15 studies that used a randomised or controlled design, included cost data, and assessed health information technology systems that
were not located in settings with limited generalisability to ordinary healthcare institutions. Four of the studies concerned only decision support; four assessed health
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information technology systems with decision support and administrative processes;
and one study each assessed health information technology systems with health information and data storage; health information and data storage with decision support; order entry management alone; order entry management with reporting and
population health management; decision support with patient support and administrative processes; and health information with data storage decision support and
administrative processes. None of the studies, outside of those from a handful of
health information technology leaders, would allow a reader to make a determination about the generalisability of the systems’ reported benefits.
Information and communication technology that supports patients

Users of interactive health communication applications tend to become more
knowledgeable, feel better socially supported, and may have improved behavioural and clinical outcomes compared to non-users. There is a need for welldesigned studies to confirm these preliminary findings and to determine the
best type and best way to deliver such interventions to people with chronic conditions.

A systematic review of home telecare for frail elderly people and for patients with
chronic conditions included 68 randomized controlled trials and 30 observational
studies with 80 or more participants (Barlow 2007). The most effective telecare interventions appeared to be automated vital signs monitoring (for reducing health
service use) and telephone follow-up by nurses (for improving clinical indicators and
reducing health service use), but the cost-effectiveness of these interventions was
less certain. The effects of home safety and security alert systems are uncertain.

The effects of smart technologies to support people in their homes are uncertain.

The integration of smart home technology to support health and social care is acquiring an increasing global significance. As with many new technologies, smart
home technologies are often used without first testing if they are effective. A systematic review (Martin 2008) identified a volume of literature on the use of smart
technologies within health care, but there were no studies testing their effectiveness.
Many patients encounter a variety of problems in the first weeks after they have
been discharged from hospital to home. In recent years many projects have addressed discharge planning, with the aim of reducing problems after discharge.
Telephone follow-up is seen as a good means of exchanging information, providing
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health education and advice, managing symptoms, recognising complications early,
giving reassurance and providing quality aftercare service. A review of the effects of
follow-up telephone calls in the first month post discharge, initiated by hospitalbased health professionals, to patients discharged from hospital to home included
33 studies involving 5110 patients. Predominantly, the studies were of low methodological quality. Some studies found effects in favour of the telephone follow-up intervention, but overall studies did not find a statistically significant difference between the telephone follow-up and control groups.
Mental health
Mental illness constitutes a major proportion of the burden of chronic diseases in
high income countries such as Norway. Since the 1950’s there has been an almost
worldwide trend towards the closure of institutions for the mentally ill. Coupled with
these closures, many government policies have focused on reducing the number of
hospital beds for people with severe mental illness in favour of providing care in a
variety of non-hospital settings. The theory behind care in the community is that it
enables individuals to live as independently as possible within their own homes or
home-like settings in the community. It is hoped that this will increase the opportunities for people with serious mental illness to achieve their full ‘potential’ as autonomous members of society. Community care policies are also aimed at promoting
choice and independence for individuals experiencing mental health difficulties.
Community mental health teams

Community mental health teams probably lower hospitalisation rates and
increase satisfaction with care. Other impacts are uncertain.

Various ways of organising care in the community have been used. The community
mental health team is seen as a core element of local services. Usually the teams are
comprised of several disciplines, including nurses, occupational therapists, psychiatrists, psychologists and social workers. This resembles to a large extent the district
psychiatric centre in Norway.
A systematic review of the effects of community mental health teams compared with
standard community care found three trials (Malone 2007). They all indicated some
benefit. There were lower hospitalisation rates and more people cared for by community mental health teams were satisfied with services, compared with those receiving standard care. There were no statistically significant differences in suicide
rates, use of emergency services, or contact with primary care or social services.
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Collaborative care in depression

Collaborative care for depressed patients managed in primary care improves
symptom scores and adherence to medication, though there is some uncertainty about the applicability of this in the Norwegian healthcare system.

Depression is prevalent in primary care, but current management is often suboptimal. A review based on 37 studies including more than 12 000 patients with depression found that collaborative care, as organised in the United States, improves
symptom scores and adherence to medication (Gilbody 2006). Interventions varied
in content, but all included case management. There are relatively few studies and
mixed results outside of the United States and there is some uncertainty about how
applicable the interventions or results would be in Norway.
Another systematic review (partially overlapping with Gilbody 2006) analysed 28
randomised trials (11 000 patients) in which care for people living with depression
was strengthened and better organised than usual care (Williams 2007). Almost all
of the interventions included structured follow-up of patients, regular communication between clinicians and patients, and supervision of primary care professionals
by mental health specialists. Twenty of 28 studies had patient registries to track the
progress of patients and 16 added resources to the primary care practice. Metaanalysis was not possible because the studies were deemed too dissimilar. A descriptive analysis found a substantial (18%, range 8-46%) increase in patients with at
least 50% improvement in symptoms. Again, 23 studies were from the United States
and there is some uncertainty about how applicable the interventions or results
would be in Norway and to what component/s of the intervention the effects can be
attributed.
Crisis teams

Crisis teams may reduce readmissions and relieve the burden on the family to
some extent.

A particular challenge to community based care for people with severe mental illness
is the delivery of an acceptable level of care during the acute phases or relapses. To
avoid hospitalizations during such critical periods, crisis teams have been established in many communities in many countries. Such teams usually require a multidisciplinary team of specifically trained staff. The teams may be available 24 hours
a day. The aim of crisis intervention models is to prevent, where possible, hospitalisation, further deterioration of symptoms and stress experienced by relatives and
others involved in the crisis situation.
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A systematic review found very few studies that evaluate “pure” crisis intervention
models. The evidence suggests that a substantial proportion of people in crisis eventually need hospitalisation anyway (Joy 2006). Crisis teams may, on the other hand,
reduce readmissions and relieve the burden on the family to some extent. Management of a crisis at home is now widely incorporated into other care packages.
Case management
Intensive case management for patients with severe mental illness probably
reduces rehospitalisation when previous hospital use has been high.

Mental health services try to ensure that people with severe mental illness spend the
minimum amount of time in hospital because unnecessary hospital care is wasteful,
stigmatising, and disliked by patients. To achieve this goal, mental health services
increasingly use intensive case management to care for severely mentally ill people
at high risk of readmission. Intensive case management (also called assertive community treatment or assertive outreach) - emphasising small caseloads – is a carefully specified approach to case management. It includes daily team meetings, case
sharing, 24 hour availability, and multidisciplinary working with doctors as full team
members.
Intensive case management is an established service in many countries. It has been
evaluated against community mental health teams and outpatient clinics, which are
the most common way of organising care for the severely mental ill in Norway.
There is currently at least one implementation project using intensive case management in Norway. A systematic review of 29 studies found that intensive case management for patients with severe mental illness (less than 20 patients per case manager), offered by a team, probably reduces rehospitalisation when previous hospital
use has been high (Burns 2007).
Case management has also been found to enhance linkage with other services for
people with substance abuse disorders. However, it is uncertain whether case management reduces drug use or has other beneficial outcomes (Hesse 2007).
Early intervention in schizophrenia
Schizophrenia typically begins in young adulthood and may lead to disability that
lasts a lifetime. The onset of psychosis is usually preceded by a period of nonpsychotic symptoms. Early intervention strategies have been implemented some
places, including Norway. Such services usually have two objectives: to prevent the
onset of schizophrenia in people with early symptoms and to provide effective
treatment to people in the early stages of schizophrenia, with the goal of reducing
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the ultimate severity of the illness. There is currently little evidence of its impacts
(Marshall 2006), but further trials are expected. A Danish randomised trial of 500
patients reported improved clinical outcomes and adherence to treatment both after
one and two years (Petersen 2005). A nonrandomised Norwegian study, found
somewhat fewer symptoms after one year among patients detected early, but on
most outcomes there were no difference between the groups (Larsen 2006).
Planned short hospital stays
For patients who have to be admitted to hospital there is limited evidence that suggests that a planned short stay (2-3 weeks) policy for people with serious mental illnesses probably does not encourage a ’revolving door’ pattern of admission or disjointed care and may lead to better function and employment (Alwan 2008).
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Appendix 3. How does it all come together?

Comments from Mary Draper
How the parts (considered in this policy brief) for which there are varying degrees of
evidence relate to the whole. How does it all come together? What aspects need to
go together to make it work at the national level? Is seems to me that we need to
build a model as well informed by evidence as possible, allowing that there are gaps.
But essentially, how is this evidence integrated into a system level reform?
If we were to think that the reform intervention we might be proposing is some
form/combination of the chronic care model, then a possible framework might look
like this. To effect implementation, we need to understand how to build capability
in the system to effect change. That might be at the consumer, health provider, service level and system level.
At the consumer level, what needs to be done to build capability?
•

•
•
•
•

Health literacy
- Knowing how to get information and interpret it
- Understanding one’s health and health needs
- Knowing how to engage with health practitioners/health services
- Support in decision making
- Skills in self management
Access to the right service in the right place at the right time
Engagement at service planning and policy levels – skills and access
How is health literacy in respect of one’s own health supported by a policy approach to an active health literate public?
Support for development of evidence

At the health provider level, what needs to be done to build capability?
•
•
•
•
•
•
•
•

Evidence-based guidelines
A focus on the consumer as the rationale for service
Successful communication strategies with consumers
Capacity to engage with consumers in decision making and self management
Capacity to establish the right linkages/coordination skills
Data and information about outcomes
Remove barriers to coordination
Support for development of evidence
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At the health service level, what needs to be done to build capability?
•
•
•
•
•
•
•
•
•
•
•

Leadership
A focus on the consumer as the rationale for service
Working together (e.g. in teams) and stakeholder engagement
Skills and resources
Data and information as the basis of planning and continuous quality improvement
The right people with the right skills, including improvement skills
A culture that supports innovation
Commitment and strategy
Capacity to establish the right linkages/coordination skills
Remove barriers to coordination
Support for development of evidence

At the system level, what needs to be done to build capability?
•
•
•
•
•
•
•

Policy
Structures
Financial arrangements
Governance arrangements
Workforce planning
Data and information
Support for development of evidence
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Appendix 4. A framework for approaches to consumer
participation
Comments from Mary Draper
The term ‘consumer’ is used here to refer to individuals who use health services and
also as a collective term to describe a structured set of interests, different from that
of provider and funder interests, and composed of those in roles from patient, to
community member, to citizen who have a stake in a health producing health system.
Putting it another way, consumers participate in a number of ways that broadly
might be described as:
• An individual being involved in decisions about one’s health, treatment options
and management of illness or someone in the family
• As someone with common health interests or health condition, being involved
and advocating for and influencing the provision of services
• As a citizen and health consumer, having a say in and shaping health service governance, government policy, professional agendas and the ‘subject’ of accountability.
The diagram below is a useful framework to make the case that consumer participation can be conceived of in a range of ways and that different participation strategies
rely on different underlying assumptions and are appropriate to different circumstances. A robust approach to consumer participation would embrace all four approaches, but be clear about what assumptions were at play.
Scientific Approaches

Market Solutions

Legal Approaches

Democratic Participation

Rely on:
Objective measurement
and statistics, evidence

Rely on:
Market information or
more responsive
services

Rely on:
Defined rights, access to
judicial and semi-judicial
institutions

Rely on:
Ways to participate individually
and collectively in health
decisions

Consumers are:
Subjects of research /
interventions

Consumers are:
Informed choosers

Consumers are:
Citizens with rights

Consumers are:
Equal partners and citizens

Strategies:
- Evidence based medicine
- Outcomes
- Clinical Practice Guidelines
- Patient surveys
- Research into the patient
experience
- Systematic reviews and
overviews of evidence of
effective interventions for
improving health literacy

Strategies:
- Information on
providers,
- Marketing,
- Statement of
expectations,
- Consumer surveys

Strategies:
- Health charters,
- Right to complain,
- Legal redress,
- Legislation,
- Transparent decision
making,
- Advocacy

Strategies:
- Consultation,
- Involvement in decisions,
- Providing consumers with
evidence based information to
enable their participation
- Hand held records,
- Representation,
- Consumer membership of collective decision making structures,
- Consumer advisory structures,
- Accountability to consumers
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The framework was adapted and expanded by Draper and Hill from a publication on
quality of care by Pfeffer and Coote.
Pfeffer N, Coote A. Is Quality Good for You? London: Institute for Public Policy Research; 1991.
Draper M, Hill S. The Role of Patient Satisfaction Surveys in a National Approach to
Hospital Quality Management. Canberra: Australian Government Publishing Service; 1995.
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Appendix 5. Decentralisation and recentralisation in the
Norwegian healthcare system*

After the Second World War, there was gradual decentralisation of responsibilities
for administration, financing and delivery of health care from the national level to
the regional and local levels. Since 1967, local authorities have been responsible for
the planning, provision and financing of primary health care and care of the elderly,
which has been largely integrated with the social services. In 1969, the administrative responsibility for hospitals, including psychiatric institutions and ambulance
services, was decentralised from the national government to the 19 regional (county)
councils. The hospitals were still financed, however, by substantial block grants from
the national government. Thus, there has been a gradual devolution of authority in
the Norwegian healthcare system from the national to the regional and municipal
levels, although the national government has kept financial responsibility for the
hospitals.
This trend was reversed in 2002, when administrative responsibility for the hospitals was removed from the county councils and transferred to the national level. The
main reasons for this recentralisation were to improve the efficiency of the hospitals,
to reduce the waiting lists for highly specialised care and to equalise the provision of
health services across the different regions. Ownership of the hospitals was recentralised to the national government, but at the same time the government also delegated the responsibility for the management of the hospitals to five (now four) stateowned hospital trusts at the regional level, with around 50 subsidiary hospital trusts
at the local level. The regional hospital trusts are independent legal entities with professional management boards. They are supposed to act as purchasers of health services from their own subsidiaries and also from private providers. The hospital
trusts are not organised as internal markets, but operate rather as divisionalised
structures.
At the institutional level, the Norwegian organisation of primary health care has
been a part of local administration, which has a centralised bureaucratic structure
although the different health stations are geographically dispersed. The hospitals
have also been organised according to strict bureaucratic principles. During the past
ten years, however, there has been increasing decentralisation of management responsibilities within the hospitals. According to the hospital reform, hospitals
should be run in a more business-like fashion. This means, among other things, that
the hospital trusts should be able to make difficult structural decisions on mergers
and closures of institutions without political interference. It remains to be seen,
however, if this will be possible within the Norwegian system of public health. There
are indications of interference from the Ministry of Health in the structural decisions of the hospital trusts.
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The government has introduced a national programme for the development of managers and heads of department in connection with the implementation of the hospital reform. According to the reform proposals, there will be more focus on professional management in order to improve the efficiency of the hospitals. This means,
among other things, increased emphasis on performance measurement and management control.
Coordination and integration between health care and other sectors have been problematic. There have always been close contacts between primary health care and social services, since they both belong to the local authorities. However, their collaboration with the hospitals has been more problematic. Problems with collaboration
may have been increased by the introduction of the hospital trusts because of increasing cultural differences between the local authorities and the hospital trusts in
the way that they are organised and managed.
A key argument for recentralising the organisation of hospital services for coordination and steering from 19 counties to five (now four) health regions was that it is easier for a larger unit to implement structural policy changes. Similarly, one of the
main arguments behind organising the hospital trusts was that they should be autonomous entities without local political control, but under the control of an executive board. There is now a question of whether the hospital trusts that are outside
direct political control are able to implement structural policy changes which are necessary to achieve the goals of the reform. There have been an increasing number of
decisions made on structural questions by the boards. However, structural decisions
made by the boards appear to have low political legitimacy, in that national politicians can overturn some of the structural decisions the boards take. Decisions to
shut down local hospitals, delivery rooms or emergency rooms in local hospitals
have been turned down by the Minister of Health. As a consequence of this political
overruling, some members of the boards have resigned, arguing that the political
control over the hospital trusts is too strong.
The hospital reform maintained decentralisation of the administration and management of the hospital trusts, leading to a large degree of interpretation at the regional level. At the same time, the national government centralised political power,
by keeping a central financing model and by creating state ownership. The reform
was restricted to specialised care and excluded primary care.

*Derived from: Saltman RB, Bankauskaite V, Vrangbæk (eds). Decentralization in
Health Care: Strategies and Outcomes. Open University Press, Berkshire, 2007.
http://www.euro.who.int/InformationSources/Publications/Catalogue/20070205_1
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Appendix 6. Included systematic reviews
DELIVERY ARRANGEMENTS

Systematic reviews

Overviews of reviews and policy documents

Broad frameworks for
delivering chronic care

McDonald KM, Sundaram V, Bravata DM, et al. Care Coordination. Vol 7 of: Shojania KG, McDonald KM, Wachter RM, Owens
DK, editors. Closing the Quality Gap: A Critical Analysis of Quality
Improvement Strategies. Technical Review 9 (Prepared by the
Stanford University-UCSF Evidence-based Practice Center under
contract 290-02-0017). AHRQ Publication No. 04(07)-0051-7.
Rockville, MD: Agency for Healthcare Research and Quality. June
2007.
http://www.ncbi.nlm.nih.gov/books/bv.fcgi?rid=hstat2.chapter.2
5236

Singh D, Ham C. Improving care for people with long-term conditions. A review
of UK and international frameworks. Health Services Management Centre, Birmingham, 2006.
http://www.hsmc.bham.ac.uk/documents/Improvingcareforpeoplewithltc.pdf

Bodenheimer T, Wagner EH, Grumbach K. Improving primary
care for patients with chronic illness: the Chronic Care Model,
Part 2. JAMA 2002; 288:1909-14.
McAlister FA, Lawson FM, Teo KK, Armstrong PW. Randomised
trials of secondary prevention programmes in coronary heart disease: systematic review. BMJ 2001; 323:957-62.
Weingarten SR, Henning JH, Badamgarav E, et al. Interventions
used in disease management programmes for patients with
chronic illness - which ones work? Meta-analysis of published
reports. BMJ 2002; 325:925.

WHO Regional Office for Europe’s Health Evidence Network (HEN), Are disease
management programmes (DMPs) effective in improving quality of care for people with chronic conditions? 2003
Ouwens M, Wollersheim H, Hermens R et al. Integrated care programmes for
chronically ill patients: a review of systematic reviews. Int J Qual Health Care
2005 17:141-6.
Singh D. Transforming Chronic Care: Evidence about improving care for people
with long-term conditions. Birmingham: University of Birmingham and Surrey
and Sussex PCT Alliance, 2005.
http://www.hsmc.bham.ac.uk/publications/pdfs/Transforming_Chronic_Care.p
df
Wensing M, Wollersheim H, Grol R. Organizational interventins to improve improvements in patient care: a structured review of reviews. Implementation
Science 2006; 1:2.

Zwar N, Harris M, Griffiths R, et al. A systematic review of chronic disease management. Research Centre for Primary Health Care and Equity, School of Public
Bodenheimer T. Interventions to improve chronic illness care:
Health and Community Medicine, UNSW, 2006.
evaluating their effectiveness. Dis Manag 2003; 6:63-71.
http://www.anu.edu.au/aphcri/Domain/ChronicDiseaseMgmt/Approved_3_Zw
Gonseth J, Guallar-Castillon P, Banegas JR, Rodriguez-Artalejo F. ar.pdf
The effectiveness of disease management programmes in reducing
Chen A, Au M. Rapid Review of the Disease Management Literature. Center for
hospital re-admission in older patients with heart failure: a systematic review and meta-analysis of published reports. Eur Heart Evidence-based Policy, Oregon Health & Science University, Portland, 2008
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J 2004; 25:1570-95.
Singh D. How can chronic disease management programmes operate across care
Neumeyer-Gromen A, Lampert T, Stark K, Kallischnigg G. Disease settings and providers. Euopean Observatory of Health systems and Policies,
management programs for depression: a systematic review and
WHO Europe, Copenhagen, 2008.
meta-analysis of randomized controlled trials. Med Care 2004;
http://www.euro.who.int/document/hsm/6_hsc08_epb_9.pdf
42:1211-21.
Nolte E, McKee M, (eds). Integration and chronic care: a review. In: Caring for
people with chronic conditions: A health system perspective. Open University
Ofman J, Badamgarav E, Henning J et al. Does disease managePress, Berkshire, 2008.
ment improve clinical and economic outcomes in patients with
chronic diseases? A systematic review. Am J Med 2004; 117:182–
92.
Tsai AC, Morton SC, Mangione CM, Keeler EB. A meta-analysis of
interventions to improve care for chronic illnesses. Am J Manag
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Mattke S, Seid M, Ma S. Evidence for the effect of disease management: is $1 billion a year a good investment? Am J Manag Care
2007; 13:670-6.
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Sulch D, Kalra L. Integrated care pathways in stroke management. Age
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Appendix 8. International experts
Mary Draper, Australia
Mary Draper has been the Director of Clinical Governance at the Royal Women’s
Hospital since 2003. Prior to this she was the Manager of the Effectiveness Unit,
Quality Branch, Department of Human Services, where she was responsible for a
number of programs, including evidence based health care, quality improvement,
Consumer Participation and Information Program, Community Advisory Committees, Quality of Care Reports and the Patient Satisfaction Monitor, Patient safety. In
1991/92, she was seconded to the Health Issues Centre to identify policy, program
and funding issues arising from implementation of casemix funding, especially on
service gaps for consumers, such as discharge planning and post-hospital services.
She represented the Consumers Health Forum on a number of committees including
the Taskforce on Quality in Australian Health Care, working parties on General
Practice Standards and was a member of the Australian Council of Social Services
Board, and the Board of the Australian Institute of Health and Welfare. From 1983 –
1987 Mary was Director, Women’s Policy Co-ordination Unit, Department of the
Premier and Cabinet. Her primary role was to advise the Premier on women’s policy
issues and to initiate policy development.
Shelley Farrar, Scotland
Shelley is a Research Fellow in the Behaviour, Performance and Organisation of
Care Programme of the Health Economics Research Unit. She has extensive experience in the application and development of discrete choice experiments in health
care. Specifically, these have focussed on the issues of priority setting and the elicitation of organisational and individual objectives. Her PhD thesis examined a number
of issues relating to the organisation and delivery of care. Specifically the questions
addressed by the thesis are whether the profit-maximising assumption is appropriate to understand and predict hospital behaviour, what other types of arguments
may be in the hospital objective function, the effects of exogenous shocks on the
hospital and decision-makers therein and the extent to which we can think of the
hospital as a consensus organisation with a single objective function. The rationale
behind the thesis is that a better understanding of what drives the decision-makers
in the hospital should inform the development of health policy. Shelley was the principal investigator on a project examining the NHS Scotland Performance Assessment Framework (PAF) and accountability arrangement. The PAF has a crucial role
to play in delivering increased performance and a more efficient and equitable
health care system. The aim of this project was to examine whether the PAF is meeting its original objectives. Theoretical and empirical literature was used as a framework for identifying the parameters of interest in the relationships between the key
stakeholders with respect to the PAF, guiding the line of investigation and then the
interpretation of data collected from those investigations. Shelley’s current main focus is as principal investigator on a project funded by the Department of Health ex-
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amining the effects of the introduction of Payment by Results, a case mix based prospective payment system for hospitals in England.
Mark Gibson, USA
Mark Gibson was the Chief of Staff to Oregon Senate President John Kitzhaber M.D.
In this role he participated directly in the drafting and passage of the groundbreaking Oregon Health Plan. From 1993 through January of 2003, he served as Policy
Advisor for Health, Human Services, and Labor to Governor John Kitzhaber of Oregon. In this role he led Oregon's numerous health initiatives from Workers' Compensation Reforms, to creation of the Oregon Children's Health Insurance Program
and to a reorganization and expansion of the Oregon Health Plan. Most recently,
Gibson led the effort to enact the Practitioner Managed Prescription Drug Plan, Oregon's answer to increasing drug costs in its Medicaid program. This approach uses
systematic reviews of global drug effectiveness research to guide the creation of a
preferred drug list that is both clinically sound and economical. From 2000-2002
Gibson served as Co-chair of the Reforming States Group, a voluntary nonpartisan
collaboration of senior health policy officials from both the legislative and executive
branches of state government. Mr. Gibson has an ongoing relationship with policy
makers and officials at various levels within the federal government, state governments, and the private sector. In the federal government he routinely works with
senior officials from the Centers for Medicare and Medicaid, the Agency for Healthcare Research and Quality, the Veterans Administration, the Institute of Medicine,
and the National Institute of Mental Health.
Niek Klazinga, Netherland
Niek Klazinga is professor of social medicine at the Academic Medical Centre of the
University of Amsterdam since 1999. At present he is working half of his time for the
OECD in Paris as coordinator of OECD's Health Care Quality Indicator Programme.
Other functions include the presidency of the Dutch Public health Federation, the
College of Social Medicine and a visiting professorship at Corvinus University, Budapest. Niek is a health services researcher with a medical background, his work focuses on health system redesign, performance and quality of care. He publishes
widely, is involved in numerous (inter)national projects and successfully supervised
21 PhD students over the past years.
Sharon Levine, USA
Sharon Levine, MD, is a nationally respected expert and frequent speaker on issues
of health policy, drug use management, and the design and delivery of health care
services. As associate executive director for The Permanente Medical Group of
Northern California since 1991- the largest medical group in the country – she has
responsibility for the recruitment, compensation, clinical education, management
training, and leadership development for the group’s physicians; government and
community relations; health policy and external affairs; and pharmacy policy and
drug use management.
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Ellen Nolte, England
Her main research interests are in the field of health systems including approaches
to health system performance assessment, health system responses to chronic disease, international health care system comparisons, as well as trends and determinants of population health in former communist countries of central and eastern
Europe. Before joining LSHTM in 1998 as Marie Curie Research Fellow Ellen
worked as research fellow at Bielefeld University and the Federal Agency for Occupational Safety and Health, Berlin. She holds a prestigious Career Scientist Award by
the UK National Institute for Health Research (NIHR) to undertake a five-year research programme into chronic diseases. As part of this work she led on an international comparative study, co-funded by the European Observatory on Health Systems and Policies, which examines chronic care in Europe from a health system perspective. The findings have just been published in a book entitled: 'Caring for people
with chronic conditions: A health system perspective' with a second volume reporting on the experience in eight countries to be published shortly.
Frede Olesen, Denmark
Since 1992 administrative and scientific director of the Research Unit for General
Practice. Former member of and during three years chairman of the Danish College
of General Practitioners. Former member of the county board and of the council of
the Organisation of General Practitioners in Denmark. From 1995 - 1998 president
of The European Society of General Practice/Family Medicine and vice president of
the World Organization of National Colleges, Academies and Academic Associations
of General Practitioners/Family Physicians (WONCA). From 1999 - 2001 member of
the Danish Medical Research Council. From 2006 chairman of the Danish Cancer
Society. Been a member of several National Board of Health committees including
chairman of two boards. A former member of the European Working Party on Quality in Family Practice (EQuiP).
Markku Pekurinen, Finland
Dr. Pekurinen is a research professor in health economics at the Centre for Health
Economics at Stakes (CHESS), a non-profit governmental research institution. He
has published over 300 articles and reports on various topics in health economics,
health policy, and the funding and provision of health services. He has been a member of several governmental working groups preparing national programmes to reform health care, municipalities and services. He is also a director of CHESS, a leading health economics research centre in Finland. Dr Pekurinen is also a docent in
health economics in two universities (Tampere and Kuopio).
Shasha Shepperd, England
After a first degree in psychology Sasha graduated from the Harvard School of Public Health with an MSc, and then completed research for a DPhil at the Department
of Public Health, University of Oxford. She is currently funded by an NIHR Evi-
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dence Synthesis Award which is supporting research on synthesizing and translating
evidence of complex interventions, is an editor for the Cochrane Effective Practice
and Organisation of Care (EPOC) Review Group, a co-convener with Professor Martin Eccles (University of Newcastle) for a new UK EPOC satellite group, and coapplicant on an NHS Cochrane Collaboration Programme Grant: Effective Practice
and Organisation of Care in the NHS
http://www.ncl.ac.uk/ihs/research/project/2604
Current research includes an individual patient data meta-analysis of the different
types of hospital at home schemes, systematic reviews of other service interventions
and methods for improving the translation of evidence of complex interventions.
Other research interests include developing methods for improving the quality of
health information used by the public, this has resulted in the DISCERN guidelines
for producing and appraising health information for the public www.discern.org.uk.
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