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| Introduction

The aim of this study was to develop and test a health transaction network-based
service in practice with focus on the transactional nature of health value generation
networks. First, I analysed the transactions in the networks, and then proposed a design
structure — the Community Health Experience Model — for effective person-centred
health value generation networks. In the second phase of the work | described how the
system design of the complete transaction network was tested in a real-life pilot

environment focusing on fall prevention in individuals with osteoporosis.

According to global and social trend analysts the need for holistic and sustainable
health will be one of the drivers of innovation, and health care sector will be the main
engine for economic growth in the coming decades [Nefiodow2006]. In this process
the system of health care services will also transform adapting to the changing
environment. Technology is shifting from its central role and develops into a service
element of patient-centredness on the one hand, and cost efficiency and effectiveness
of treatments will be more important as resource scarcity remains a feature of the
public sector, on the other.

In line with growing global trends, the patient—the customer who uses services—has
come to the focal point of managing and running health care services. Traditionally,
health care viewed medical treatments as a one-way process, health care assumed all
the responsibilities, and patients were treated as the subject of the cure. Physicians treat
their patients as a ‘kind of heroes’ while focusing on the actual intervention
[Gawande2010]. In the new health care system everything has been shifting towards
an interactive relationship and shared responsibility where collaboration with,
behaviour and decision-making of patients as customers are becoming of the vital
importance. Furthermore, physicians’ individual responsibility is being superseded by
therapy-related, and in broader sense, health-related collaboration between physicians
of various medicines and health care professionals on the one hand, and with service
providers, social actors and civil organizations, on the other.

Paradigm shift also means that curing diseases effectively does not depend on the
advancement of and compliance with healing processes only, apart from professionals,
patient’s responsibility and active involvement in the therapy is also needed. This is

particularly true for health maintenance including prevention and post-rehabilitation.



A wide range of professional and technical support has been available for patients to
facilitate self-management, enhance motivation and implement continuing activities.
Increased role is given to information customized to the customer-patient, and to
informed consent and decision-making of the patient about the purpose, potential risks
of the treatment and the healing process, as well as about the collaboratively attainable
outcomes [Epstein2005].

At the system level, intervention-based controls imposed by health care providers lead
to decreasingly smaller and smaller efficiency increases; there is one single actor
remaining in the system, the beneficiary of the service—the sick, the patient—who has
become the key player of an efficient medical treatment and recovery process. Various
research studies confirm that coordinated support and service provision to patients, as
well as patient-physician collaboration are the largest reserves in efficiency of
interventions [Vermeire2001].

Lack of coordination of separate interventions has led to huge deficiencies, and this is
one of the key objectives of efficiency improvement [Glouberman2001a]. Carefully
coordinated interventions can achieve a much higher value than a series of successive
or coexisting interventions that are almost independent from each other. Furthermore,
there are also serious deficiencies in patients’ lifestyle, change of behaviour, adherence
to physician’s advice and medication, thus the effectiveness of treatment processes is

highly unpredictable.

Summing up the history and development of health care services in terms of change
directions, the following can be stated:
— In the past fifty years the effectiveness-based approach is increasingly taken
over by efficiency-seeking efforts;
— This requires a new—adequate and more regulated—behaviour from service
providers;
— Very recent expectation of the patient is to be engaged in the therapy;
— And additionally, individual medical treatments provided by subordinates are
replaced by health care services that are based on team work and horizontal

collaboration.

Consequently, it can be stated that collaboration is of the vital importance in the health

care sector at present will be in the future, the main areas of cooperation are:
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— collaboration between service providers,
— collaboration between service providers and patients,

— experience exchange between and network-type collaboration of patients.
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A) Background

Il Marketing paradigm change

11.1 Cooperative society

Societal transformation has an increasing impact on everyday life. Instead of solutions
of competing capitalism, solutions of cooperative capitalism have been emerging in
more and more segments of our life [Smith2003]. Uber and Airbnb, fiercely criticized
but widely used, are two examples of this development. Yummber, a social platform
(yummber.net) is currently a less known Hungarian invention which supports
communal share of home-prepared meals. Snacks or lunches cannot only be shared

with classmates or colleagues but also with an entire block or a residential quarter.

The most important change is that the seemingly unsustainable consumerism
[Worldwatch10] has been superseded by value-centredness with its various
implications. In a competitive environment, market actors have preferred to pursue an
aggressive policy to push out competitors and to increase consumption for decades,
but today market actors increasingly strive to develop cooperative solutions across the
world. Competing enterprises and market players run various processes of the similar
or same kind in their value creation process, therefore they tend to turn to each other
and seek legally acceptable forms of collaboration. The term ‘co-opetition’ was born
to name this dual market behaviour [Brandenburger1996]. Another particularly
important approach of the cooperative society is the hybrid business model in which
value-based collaboration has been developing between for-profit enterprises and the
civil society [Drayton2010]. The greatest advantage of this phenomenon is that value
goods will be available for much more people than before enhancing the overall social
value considerably. Thereby, social interests come into the forefront to replace
individual ones, as a result of which health and living in harmony with the nature have

been gaining ground instead of the narrow overriding economic wellbeing.

In the aggressively competitive environment, the society and its power structure have
become increasingly system-centric, and people were overshadowed sometimes
entirely by the rational, mostly technocratic and result-focused machinery. Not only

people, often humanity as well. Instead of rigid system-centric solutions, social value
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creation with people in the centre has been the main guiding principle of an
increasingly cooperative society. To this, the Internet and particularly the mobile
Internet have created a technology platform, and opened up opportunities for

collaboration across the society.

These days personal experience is in the focal point of the economic system which is
achieved through relationships at community level, and this era was preceded by eras
of production and services [Pine2011]. As a result, our views about value exchange
have also changed fundamentally. Philip Kotler, together with Achrol [Achrol2012],
calls attention to the fact that in the new social order we have to think entirely
differently about marketing, that is, about value exchange. At individual level,
experience is the purpose of exchange, at community level relationships are becoming
dominant and the main driving force of value interactions; whereas in the globalizing
society the main task is to define individual and social responsibilities within the
framework of the new society. In the light of the latter increasing expectation, the
trend-like credibility crisis of several large enterprises and brands that pursued

aggressive competition becomes clear [Andreopoulos2011].

Our view about exchange of values in line with its features has also been changed in
the past decade [Vargo2004]. According to Service Dominant Logic:

The application of specialized skills and knowledge is the fundamental unit of

exchange.

Indirect exchanges mask the fundamental unit of exchange.

Goods serve as distribution mechanism for service provision.
Knowledge is the fundamental source of competitive advantage.

All economies are services economies.

The customer is always a co-producer.

An enterprise can only make value propositions.

A service-focused view is customer-centred and relationship-oriented.

Knowledge is the unit of exchange that can be embodied in goods or services.
Knowledge invented, acquired, developed and organized by manufacturers and service

providers is packaged into various products and services that work as means in the
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process of value exchange. In this framework it is easier to make sense of interactions
without money such as local moneys (http://helyikozossegipenz.blogspot.hu) or cash
equivalents, e.g. community’s grandmother services or ‘smile voucher’ to encourage

exchange of household services in a community ((www.szivessegbank.lap.hu).

An essential aspect of practical implementation of exchanges and value creation is that
producers and service providers can only make value proposition because value is
created by the customer while using the knowledge embodied in the product or service.
For example, I can enjoy the benefits of a Zepter pot promoted to be healthy only if |
start to cook something in it. But if I am reluctant to use it because it is difficult to
wash up, or | am scared to use it because it was very expensive, the promise is

unfulfilled because the spot sits unused in the cupboard.

Therefore, in the modern sense of exchange, value creation is always the outcome of
co-production, and a customer can buy various products and services during the value-
creation process. In summary, the relationship between actors in the exchange process
is becoming more important than the transaction itself. Personal experience and the
supportive relationship in particular is the base of brand loyalty and customer
satisfaction. Retail research findings revealed that, for example, we prefer to do
shopping where we can get an important piece of delicacy for ourselves and for our
family, or take a bite to treat ourselves conveniently; whereas various ingredients of
our weekly meals are bought in several stores of the eight food stores we visit every
month on the average [GfK2008].

11.2 Individual-centric approach

Actual and potential customers are becoming more informed due to the fast increasing
amount of interactions on the Internet, and regarding products and services customers
are becoming more and more independent from corporate communication. The
influencing power of enterprises, especially the power to manage perception of their
products has been decreasing gradually. Furthermore, corporate communication
designed for mass media has become increasingly impersonal in contrast with the
personal nature of social media. This has contributed to the corporate credit crisis
mentioned in the previous paragraph, and drew attention to the fact that organizations
have to change their customer relationships if they want to be successful. Instead of

heavy promotion—’push strategy’—they should strive to establish long-term
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customer relationships. Marketing emphases have to be changed considerably and
reconsidered radically [Rust2010]. Talks should focus on customers rather than on
marketing, even the marketing department can be renamed to customer relationships
or customer department. Thereby, the customer as an individual is put into the centre
of an organization, and he/she is not handled as the subject of an often abstract
marketing activity appearing only through the products of the organization. New
organizations would find it much easier to implement this approach as the entire
organizational structure and all the internal processes should be devised in line with
an ‘upside-down’ logic. Through organizational change management it is a slow and
lengthy process involving many risk factors and pitfalls, and this is the reason why this
approach could be employed only to a small extent. Typical examples of the lack of
individual-focused marketing are how even the biggest enterprises deal with their
brands in the social media [Holt2016]. They prefer to pursue their own well-
established and so far successful ‘push’ strategy and controlled communication,
whereas individual-focused information provision is varied and experience-based.
Similarly to redesigning communication, enterprises have to reconsider and redesign
research and development, market research, customer relationships, supportive

information systems, data collection and metrics including cost-benefit analyses.

11.3 Customer experience

As a result of the development of digital devices and contents, the relationship between
companies and consumers has changed considerably from other aspects as well.
Attributable to Internet communities and contents, the scope of impulses customers
are subject to has become remarkably varied and diverse most of which can hardly be
influenced by companies, if at all. While previously, companies tended to control
customer relationships, together with brands and value creation forms, one of the
fundamental changes of the digital era lies in consumer control over relationships and
brands in particular, which in turn affect corporate communication and relationship
opportunities considerably, as well as building brand equity. The importance of
personal experiences is reinforced by the social media. Great many interactive
customer experiences appear, much more than before, without the consent of the

manufacturer or the service provider the offering of whom is the subject of experience.
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The focus of the economy has also changed, in an experience-based economy value
creation takes place mainly by living through the experience [Pine1999]. The value of
brands and companies is largely defined by the relationship attached to the brand and
the company which in turn is the inevitable outcome of a series of experiences offered
by a product. In this context, according to the Customer-Brand Relationship theory,
relationship can be considered as the main characteristic of the value creating
relationship, while the path is defined by the impulses of a series of experiences

[Fournier2012]. This Customer Journey is described by Rawson [Rawson, 2013].

It is necessary to manage customer experiences in an integrated way and to brand
customer experiences to increase brand equity; experience branding distinguishes
impulses customers are subject to in every channel according to the unique selling
proposition of the brand [Smith2002].

As the complexity of customer journey and customer experience starts to increase
companies—instead of communicating as previously—should deal with the design of
experiences, including integrated communication and channel management. Customer
relationships and customer experience management broadens the scope of the required
marketing tools as well, including first of all the increasingly expanding digital
technology regimen, and then the innovation of combined online and offline
interactions. Furthermore, marketing research tools have also been broadened
considerably, such as ethnography, customer experience mapping, experience point

analysis, value research and key experience exploration.

Additional to designing customer journey, designing an implementation organization
together with an implementation team is also needed to achieve consistent customer
experience delivered by products. This approach appears when organizations start to
form customer experience teams whose task is to manage customer experience

processes with the so-called multichannel marketing tools.

1.4 Co-creation

As companies can no longer control the entire customer journey and most of customer
experiences that are related to their products, they need a different type of
collaboration. They can link to a series of transactions carried out by individuals and
the transaction network, thereby the customer. In value creation they are becoming

equal partners implementing co-creation [ Gronroos2014].
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Gronroos and Gummerus, in their article, give a detailed description of the

corresponding new Service Logic.

Value is created by the customer or any other user in the form of value-in-use, in a so-
called value generation sphere which is closed to the service provider. Value-in-use
appears as a result of a new and current resources integration, or is created with the

use of currently possessed knowledge and skills.

Value is created as a result of a cumulative process in the process of customer value

generation, but value can sometimes be destroyed in this process.

Value is always perceived and defined by the customer, uniquely experientially and
contextually.

Fundamentally, companies as service providers act as facilitators in the customer value
generation sphere, in such a way that they develop and provide potential value-in-use

to customers and non-customers.

If the co-creation platform has already been established or can be established through
direct interactions among actors of the vale generation process, the service provider
can be involved in the consumer’s value generation, and the opportunity for co-

creation among the actors appears.

Social value co-creational activities that affect independent value generation processes

may take place between customers and individuals in their ecosystem.

Provider Sphere Joint Sphere Customer Sphere .
Value-in-use
Customer’s value creation e\{olvmg over
time during
. . . value creation
Design Development Manufacturlngf Del|very (cumulative
Back office Front office J process)
Resource Compilation Co-creation Platform Customer Alone Customer’s
Provider’s creation of Co-creation of Independent 1 Ecosystem
potential value-in-use value-in-use creation of : Social value
(value facilitation) value-in-use | co-creation
]
L
Potential

value-in-use
(output)

Figure 1: Value creation in the entire co-creational value generation sphere by

Gronroos [Gronroos2014].
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The co-creational approach further clarifies the role of organizations and

organizational marketing.

Services are regarded as the use of resources in a way that supports customers in their
everyday practices, physical, mental, virtual and possessive, and facilitates value

creation thereby.

The aim of marketing is to involve the service provider into the customer journey to

enable reciprocal value creation among actors where service is the facilitator.

Companies as service providers do not limit their operations to making promises

through value propositions.

In direct interactions and with the use of the co-creational platform, companies as
service providers have the opportunity to enter into value creation with their
customers. Through interactive marketing they can influence value creation actively
and directly, thereby to keep promises, and additionally, they can contribute to develop

and maintain customer relationships.

The usefulness and effectiveness of co-creation is justified from various perspectives.
Looking at the usefulness of co-creation from customers’ perspective for beauty and
body care services, it was revealed that customers’ active engagement in service value

creation showed positive correlation with customer satisfaction [Vega-Vazquez2013].

In health care, customers’ involvement in their therapeutic decision-making also has
positive impacts. Improving emotions that are specific to a decision-making process
has strengthened customers’ involvement in the decision-making process; and
strengthened emotions and increased involvement have enhanced the perceived
service quality of and satisfaction with the service that was produced in a co-creation
process [Gallan2013].

An investigation into co-creational practice of health care customers describes five
typical behaviour patterns. Two of them—team management and insular controlling—
are accompanied by indicators of higher activity level, stronger self-management and
improved life quality; two others—pragmatic adapting and passive compliance—can
be described by indicators of lower activity and poorer life quality; and the fifth one is

the partnering group with mid-level activity [McColl-Kennedy2012].
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behavioral)

Figure 2: Implementation types of customer value co-creation by McColl-Kennedy
[McColl-Kennedy2012].

111 Health ecosystem

Trend research and macroeconomic analyses suggest that establishing and serving
health care will be the engine of the first century of the new millennium
[Nefiodow2006, Congressional Budget Office2007]. International and Hungarian
investigations and analyses reveal that more attention is devoted to health [GfK
Roper2011], more is done for health [Lantos2011], and more and more spending goes
to health [McKinsey2012]. All these take place in the framework of a comprehensive
social transformation, and it means that the health care sector should become patient-
centred [Epstein2010], or rather person-centred [Christopherson2010]. When people
are put into the centre with the value creation of their health and the respective
economic environment, the Service Dominant Logic [Vargo2004] provides a good
research and analytical framework for describing and explaining the processes. This

logic helps to understand and redefine the health ecosystem.

It is particularly true for the health industry that knowledge invented, acquired,

developed and organized by producers and service providers is packaged into various
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products and services that work as means in the process of value exchange. In many
cases it is the very special knowledge that makes a major entry barrier against new

entrants.

When health-related exchanges are studied from individual’s perspective in the
Service Logic [Gronroos2014], it can be stated that individuals buy various specialist
skills and knowledge to look after their health from various, often independent sub-
markets [GfK2011 and GfK2012a], meanwhile establishing their value-creation
sphere.

Trend analyses [GfK Roper2011] show that continuing efforts should be made to live
a healthy life permanently. To achieve this, we come across a variety of knowledge,
and we use some of it. Any knowledge—products and services—that supports personal
health experience efforts is well worth an exchange, but individuals try to avoid

everything that cannot support or decrease their efforts.

Fundamental health-related exchanges are considerably overshadowed by the indirect
exchanges during the organizational operation of the health care system.
Consequently, the actors of the system fail to see or ignore most of the health-related
exchanges that occur outside the system [GfK2011 and GfK2012a]. Furthermore,
organizational units also ignore most of the exchanges that are taking place between
other organizational units [Glouberman2001a and b].

Thence, individuals perceive the health care system as a machinery in which people
are lost, or even become inhuman.

Effective-proven health care products are outcomes, in most cases, of knowledge
acquired in serious research programmes. Besides, usage also needs significant
amount of insight and experience.

Scientific research results, on the one hand, and insight and experience gained in
everyday practice, on the other, work as sources for competitive advantage of the
knowledge. Previous competitive advantage of the so-called evidence-based clinical
examinations is getting replaced by knowledge and skills acquired in everyday
practice. To this, the technological basis is established by the transferable and home-
care devices, as well as by the analytical methods that support the analysis of daily
gathered data. Additionally, social media—that is becoming a more and more
significant form of knowledge transfer—provide ample opportunities to share

individual experiences of customers.
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In a human-centric society in which experiences and relationships are the core

elements of value creation, health is also seen from a different perspective.

Primarily, health is a health-related experience, and in special cases going through a
recovery experience evolves into a personal value [Lantos2006]. Since personal
experiences have become dominant features of our society regarding individual values,
health is seen more as a personally lived well-being—health experience—than

selected bodily functions of a human being performing in line with defined metrics.

Health as a value does not ‘exist’ [Joe2014], it has to be created in a continuing
process. Health is the outcome of human activities to which energy is needed
continuously, which in turn needs permanent resources. Strong social network
[Reblin2008] and faith, the power of human spirit [Puchalski2001] are the two

essential health ‘energy resources’.

It is reasonable to say that health is the outcome of social activities [Park2015]. Partly
because of the socially created knowledge that can always be more comprehensive
than that of an individual, and partly because of the power community provides to

healthiness.

Every member of the society buys some knowledge of various level, content and
amount, and competence in the form of products and services to maintain their
everyday health continuously on a certain level [McColl-Kennedy2012]. Thereby,
exchanges in their entirety create a health ecosystem that includes health-supporting
knowledge and competences in the form of products and services, as well as an entire

network of these exchanges together with participants.

It is the individual and shared responsibility of the members of the society and the
health ecosystem to run the system in such a way that health value increases in

importance.

In line with general marketing, that is, in line with the value exchange logic, products
or services provide an opportunity to individuals to create health in an exchange
process. Exchange is based on knowledge and competences that are utilized in ‘health
co-production’, and industry experts call it health co-creation [The Health
Foundation2008]. Health care services and the health care system in a traditional
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organizational structure can also create health value but only with the engagement of
the customer, the patient.

Studies among patients [GfK Roper2008], [GfK Healthcare2011] reveal that various
solutions are adopted to create health during the health co-creation process,
competences are chosen from a very wide range to contribute to recovery and/or
health-related experience. In this process, health care is usually the only actor although
often not the most important one. When we consider the ability of health care to
provide health experience and a supportive relationship, we can understand the reason
why its importance declines and marginalization increases in the health ecosystem
gradually [GfK Hungaria2010-2013], [GfK2011 and 2012a].

When the health and the condition of the society is to be analysed and managed
uniformly, it is worthwhile to see the entire health ecosystem as a single unit that
includes the whole amount of health value exchanges in a time unit, such as a year.
The role one particular type of exchange plays in health value creation can be described
by the share of this type of exchange relative to the total amount of exchanges in terms
of quantity or value. Share of Health can be used by analogy to the general Share of
Wallet—the share of the total amount of customer exchanges—
[www.businessdictionary.com] With the knowledge of this term, the share of the
Hungarian public health care and its health share has been reducing within the
Hungarian health ecosystem which in turn has been increasing considerably from year
to year [GfK2011 and 2012a]. The share of values of health-related value exchanges
has been decreasing relative to the total values of health value exchanges.

The underlying reason, in part, is that private services have been increased
considerably, particularly in outpatient care, and the number of people with health
problems whose first choice is a private health care provider has also been growing
[GfK2011 and 2012a].

However, the share of non-medical services has been increasing even more
considerably, the significant proportion of them is uncontrolled and unpredictable in
terms of health value creation. In contrast with the health care system their
performance is much better in terms of making health experience promises and
establishing personal relationships. They are much better in the area of customer care,

but the performance in health care is lagging far behind that of the customer care.
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Nevertheless, health value exchanges take place to the value of almost one third of the
total health insurance fund through products and services the outcomes of which
cannot be estimated, e.g. ghost removal [GfK2011 and 2012a]. The whole amount of
privately financed health value exchanges is estimated twice as much as the health
insurance fund, and a significant share is not coordinated with the value creation of

health care services, despite the fact that user most often use them together.

In summary, it can be said that a special part of the health care system is a segment of
the whole health ecosystem. Typically, it plays a role in treating illnesses mostly
ignoring other health-value exchanges of the patients which considerably decreases
the efficiency of health-value exchanges, ultimately the effect the whole health

ecosystem on the state of health.

However, there are numerous examples how countries can control their health
ecosystem in a coordinated way. Australia and New Zealand are the most progressive
ones from this point of view [Wise2000], furthermore this approach is being developed
systematically in Canada [Forget2011] and in the Scandinavian countries
[Magnussen2009].

Similarly to other areas in Hungary, considerable social polarization can be seen in the
Hungarian health ecosystem that is managed—without appropriate control and
integration—uncoordinatedly. Almost 40 percent of the population is actively
involved in their own health creation [GfK2012b]. Some of them, ‘people living in
health’, are highly educated in terms of health, and their self-management is also
advanced, while others the ‘trend followers’ are similarly purposeful and responsible.
They prepare a functional health plan for themselves, and if needed also for their
family members, they seek for and buy the required health competences, sometimes
use them through social functions. They monitor their conditions and live an active
social life in terms of health as well. If they can, they try to avoid the public health
care system, take little medication and spend much on their health. Of the co-creation
groups of McColl-Kennedy presented in page 19, ‘team management’, ‘insular
controlling’ and ‘partnering’ groups correspond with this health behaviour group in

Hungary.

At the opposite extreme, 60 percent of the population is fairly passive or entirely
passive [GfK2012b]. They can be viewed as health destroyers. Some of them keep
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telling to themselves that ‘I should do something’ but they are unable to translate their
knowledge and information to action. Strong support and expectations are needed to
stand the chance. Others are ‘passive compliers’, and think that they have no influence
on their health. They are the ones who appear in the public health care system, and
they take most of the prescription drugs. The situation gets even worse because the
more passive they are, the sicker they become. Due to their passive behaviour, as
health co-creation does not take place, health care services and drugs are hardly
utilized. This is partly the reason why health care professionals feel as if they beat the
air, and their job meets little success. ‘Pragmatic adaptors’ and ‘passive compliers’ of
McColl-Kennedy’s co-creation groups can correspond with these two Hungarian

groups.
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IV Value chain model of health value creation

V.1 Medical concept

The need for patient-centred care, as referred in a study, emerged during the

development of health care services and health care systems more than two-decade

ago. The joint study of Harvard Medical School and Pickering Institute [Gerteis1993]

suggested patient-centred care as a care delivery model instead of focusing on medical

sciences and medical technology, and expressed the need for patient-focused service

management. The most important components are summarized under the following

points.

Education and knowledge management

Itis required to keep pace with the rapidly changing medical knowledge in practice
to make the care delivery team able to select always from the most advanced
procedures, on the one hand, and on the other, it is also needed that health care
professionals share their knowledge with one another to ensure that patients
perceive the diverse and multi-component services they receive as an integrated
care.

The health care team consists of physicians, nurses and technicians.

The development of medical sciences necessitated significant differentiation
between various disciplines, including non-medical professions, and additionally
considerable support apparatus is also involved in care delivery.

Each of the above professionals is in contact with the patient, and directly or
indirectly with each other.

The diverse need for care can only be satisfied if various professionals provide
complimentary services side by side.

Integrated and collaborative teams, and health care delivery management.

For the best treatment outcome, the treatment process has to be organized in line
with the treatment goal and coordinated in terms of time, place and service content.
Recognition of patient needs and choice of values.

Apart from medically justified and diagnosis-based treatment decisions, patient’s
needs and decisions also have to be considered in the final treatment plan. Most
probably, this jointly-made consensual decision can lead to an effective therapy.

Patient’s information and active engagement in the cure process.

25



Active involvement of the patient in the treatment process supports the entire
treatment and healing process considerably, thereby recognizing that healing is
remarkably attributed to patient’s own activity.

¢ Information — decision-making — supports to the counselling process.
As regards patients’ engagement in the treatment process, it is suggested that
patients receive detailed information about their condition, opportunities and their
role to play. They should be involved in the therapeutic decision-making, and
should receive continual counselling to be able to improve their condition.

e Free flow and access to information.
One of the keys to an effective treatment process is the direct access to patient and
treatment information for all the stakeholders. This can ensure that the best

decisions are always made that will lead to the best treatment outcome.

V.2 Barriers to practical implementation

The above described medically required patient-centred care delivery model was
implemented only sporadically, and some of its elements solely, it has failed to become
a uniform delivery model for years. The contradicting operation of health care systems
and organizations lays at the roots of this problem. Mintzberg and Glouberman, two
highly respected authors of management literature conducted an investigation into
health care systems and institutions applying management-organization methods
[Glouberman2001a and b]. Their research results revealed that there are four
disconnected subsystems of health care systems and health care institutions:
1. subsystem of intervention-focused medical activities,
2. subsystem of care- and cure-focused activities of nurses and supplementary
staff,
subsystem of control- and restriction-focused administration,
4. subsystem of directorates, representatives and politicians representing the
community.
Their analysis reveals that these four subsystems have different goals, apply different
methods and techniques, and additionally they hardly affect each other. Thus, they can
be described as four disconnected subsystems. The fragmentary nature of the system
is just the opposite of the above described medical concept, and leads to a large amount
of continuing efficiency reserves in the system. Although the subsystems and their

members invest considerable effort individually to deliver health care services on the
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highest possible level or in the most efficient way in line with their operation logic,
but due to fragmentation patients receive low-quality and inefficient services in the
end. Furthermore, regarding patient value, the allocation of finite and increasingly
scarce resources relative to technological opportunities is made randomly, and the
competition for resources is not transparent.

From management point of view, authors do not see more than one opportunity to
organize the services system efficiently: a collaborative system based on open and
intensive communication, common values and goals.

Although the management of health care systems and institutions has changed
considerably in the recent years, experiences and investigations confirm that the
fundamental fragmentation did not disappear, in fact, in certain areas it has
strengthened [Bohmer2010, Gawande2010 and Mate2014]. The essentially
fragmented organizational operation continues to maintain the efficiency reserves that
cannot be seen from inside the subsystems, and considering the system in its entirety
imperfections are expanding leading to low-quality services for final users, patients
and customers. Consequently, the perception and the acceptance of the whole health
care system changed for the worse, and both funders and users see it with growing

reluctance.

IV.3 Model of individual-centric and process-based health care
services

Michael Porter constructed a model for medical concept, a framework in which
opportunities, economic and financial limitations can be considered and managed
[Porter2006], in Hungary this model was briefly described by Judit Simon in a book
titled ‘Marketing in health care’ [Simon2010]. In 1993, a study on medicine-oriented
and patient-centric delivery model investigated a decade of health care operation and
explored reconstruction opportunities. According to Porter, profound change can take
place and effective resource allocation can be made only if competition for and optimal
allocation of resources takes place on the level of prevention, diagnosis and treatment
of individual diseases or disease groups. This is the level where real values are created
or destroyed from disease to disease, from patient to patient. The aim is to increase
health value and to create value on the level of disease or medical conditions that can
be achieved by developing competences, reducing malpractices, increasing efficiency

and improving outcomes. Thus, competition and efforts should be focused on values
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for patients, and not on technologically professional delivery or cost reduction; this is

called ‘value-based competition’ by Porter.

Complete transformation of the whole health care system is required to reach this type

of competition and to allocate resources this way, in such a way that every service

provider is motivated to implement a strategy aimed at value increase and health-value
generation.

What changes are needed according to Porter?

e Instead of the so far traditional structure, delivery and services have to be organized
around disease groups and medical conditions.

e The scope and type of services to be provided have to be defined.

e Integrated practice units defined by medical specialties should form the service
units of the system.

e Each practice unit should organize its operation in line with its strategy.

e Patient characteristics, outcomes and performance indicators of methods have to
be measured in every integrated practice unit.

e Costs should be defined and resources should be allocated across the entire cure
and care process (‘single bill’).

e Excellence, uniqueness and effectiveness should be the features of health market
services. This requires a new marketing concept in which uniqueness, high quality,
outstanding teams, treatment opportunities, the reliability of diagnoses, excellent
outcomes of certain disease groups, integration and optimization of the cure
process have to be communicated. Institutions should change their branding policy
as well, and instead of broad institutional brands branding should be focused on
uniqueness and practice units.

e Competition should not be limited geographically, practice units should be allowed

to compete regionally, nationally and even across borders.

Health care also needs to have a service strategy that defines the goals, activities,
customers and service quality of the institution or the organization. The general
starting point of a service strategy is to define a business or businesses in which the

service provider wants to compete. The health care service market should behave
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similarly, despite the fact that service providers rarely think of themselves as business
actors, although they are also actors of a service market, the health economy.

In most industries including the service industry it is obvious to formulate a strategy
and define relevant businesses. Unlike in health care, the reason of which lies mainly
in the traditional intervention-based management and structure of health care delivery.
Therefore, hospitals mostly compete with each other providing the same wide range
of services, and competition exists between various professions at most, for example
in the ‘service market’ of anaesthesia or nephrology.

In Porter’s view, competition at this level interferes with the value generation process
because it is physician-, intervention- and institution-focused and not patient-centric.
In the system of health care services, value for patients can only be defined relative to
their disease or medical condition. It is not the performance or the skills of an
individual physician that matter, it is the final outcome, in fact, real value creation is
defined by coordinated individual performances and skills. Similarly to an operation
where it is not only the surgeon’s qualities that matter, the anaesthetist, the radiologist
and the nurse also play an important role, and if the diagnosis, preparation, cure and
rehabilitation are not done appropriately, the patient will not recover even though the
intervention was technically successful.

The practice units of health care services have to be organized around disease groups
that include the whole therapeutic and health care management process. This is called
care delivery value chain by Porter. In Hungary, the term “egészséggondozasi
értéklanc” = ‘health management value chain’ was introduced [Lantos2012],
indicating that not only actors of the health care system but also other service providers
and the patients have a role to play in a sustainable value creation process.

The care delivery value chain as a model also provides a conceptual framework to
consider goals and activities of health care and public health care coherently, and
additionally to implement health-related collaboration extensively and consistently.
In the new health-value-based competition health care providers have to provide only
well-defined services in which they can create unique values. This requires a paradigm
shift; service providers should abandon their long-standing practice that ‘anybody

entering the room will receive a treatment’.

What type of attitude shift is needed to implement everything according to Porter?
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e The approach should be fundamentally patient-centric, medical practice should be
organized around the value for patient, and not around the comfort of the physician.

e Therapeutic activities should refer to the patient and the whole patient journey.

e Physicians should work in a field in which they have the highest level of expertise,
because only there can their outcomes be well above the average.

e For the patient, an integrated team can provide the highest value which cannot be
created by participants’ individual performance. Physicians should be aware that
individual actors can rarely control the entire cure process, and they should know
which part of the process they are involved in, and what their task is.

e Every physician is responsible for his/her outcomes. They should have to right to
provide services but only if they achieve good outcomes.

e Outcomes should be attainable for every actor of the value chain.

e Data should be recorded, stored and transferred, and should be an essential part of
the medical practice.

e It is the task and the responsibility of a physician to improve his/her contribution
to the therapeutic process continuously, to seek contact with excellent service
providers to create the highest possible value for patients in the care delivery value

chain.

IV.4 Care delivery value chain

The basic unit of the new organization model that is based on integrated practice units
and the whole patient journey is the ‘care delivery value chain’ on the basis of which
the whole health-value creation processes can be seen on a disease group. Typically,
some of the processes are linked to medical treatments, the fundamental activity of
current health care, such as diagnosis and intervention; others are related to the
currently overshadowed therapeutic activities on the edge of population’s health care
and responsibilities, such as rehabilitation; health management activities for which the
responsibility rests with the population typically take place at the beginning and at the
end of the process. They together, in a coordinated way, can create health value typical
of a disease group, and the full health of the customer.

Primary activities of the value chain that are related to health-sustaining processes are

the following:
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Monitoring, prevention

Primary prevention, screening tests, identifying risk factors, status survey. As regards
health-value maintenance, this is a crucial phase that can help prevent medical
treatments. It is more about health management activities than therapeutic tasks. The
responsibility of a patient is much bigger than that of the health care, and a wide range
of social support and collaboration can create the highest health value. Nonetheless,
public health care systems place hardly any or no emphasis on this phase of the value
chain, more attention is devoted to treatments corresponding to the health care logic
than to prevention.

Diagnosis

Anamnesis, various diagnostic tests including several professions, and designing a
treatment plan. An accurate diagnosis will define the effectiveness and the
predictability of additional processes. It is necessary to store diagnostic test results
electronically to make them accessible to every service provider.

Preparation

Preparing the patient for interventions, optimizing his/her condition, decreasing risk
factors. Physicians usually give lesser importance this phase, although it can
considerably define the outcome of the intervention.

Intervention

It can be surgery, medication, psychotherapy, or any other intervention. Traditionally,
this is the core of medical activities, and this has defined the full operation and finance
logic of health care systems so far. Although it is an essential part of the delivery
process, it is far from being the entire cure process; furthermore, more and more data
confirm that for example in the case of medication, it has only a modest effect on
health-value creation. There is a wide range of medical interventions, individual or
combined ones.

Recovery/rehabilitation

Post-intervention treatments and follow-up examinations that also receive less
attention from the actors of the delivery system. Less attention is devoted to the post-
intervention phase, the immediate recovery period of the patient, this phase is not
managed appropriately although in many cases complications and need for further

hospitalization could be prevented.
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Follow-up/management

Neither can this phase be viewed as a part of the therapeutic process, it is more about
health management, the responsibility lies with the patient. Further treatments, in
which repeated diagnosis, preparation and intervention might be needed, can also be
prevented by long-term self-management of the patient and by the support he/she

receives during this process.

Support activities of the process are of the utmost importance as without them
integration of health care delivery processes cannot be achieved.

Access

How and at what level does the patient meet the service provider; how do processes
follow each other to provide optimal access for the patient?

Measurement

In every phase of the value chain, outcomes are recorded, assessed and compared by a
uniform technique.

Information provision

It is essential to inform the patient about every phase of the process, thereby his/her
collaborative efforts strengthen and he/she becomes an active participant of the value
chain.

Knowledge management

Continuing development and regular sharing of provider team’s knowledge,

continuous development on the basis of new knowledge.
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Figure 3: The Care Delivery Value Chain for one integrated practice unit [Porter2006]
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V Communication development between physicians and patients

WHO Adherence Report [WHO2003] reveals that low-level patient collaboration and
an average of 50% therapy loyalty are global problems, and for this reason, the benefits
of drug therapy cannot be fully reaped, and eventually patient satisfaction is damaged.
If collaboration with the patient increased, additional unnecessary tests and hospital
admissions could be avoided, and the growing trend of health-care spending could be
reversed. Thereby, lifespan could increase, patients’ life quality could improve, thus,
health benefits can be achieved. Reasons for low-level therapy loyalty, among others,

are the following:

1. Fear of drug side effects due to inappropriate medical information.

2. Medication does not have an immediate effect; therefore the patient regards the
drug as ineffective, and stops taking it.

3. The patient is unable to change his/her habits, and unable to take drugs 2—-3
times a day.

4. When the medical condition or the life quality of the patient improves, the

patient immediately stops taking the drug, etc.

Communication shortcomings are one of the main reasons of low therapy loyalty.
Communication through other actors and the incentive system inevitably leads to dual
failure of the physician and the patient. When a pharmaceutical company wants to
motivate the patient through the physician, the medical representative has 7 minutes
on the average. During this time the representative has the opportunity to communicate
only the most general information, but hardly to motivate and inform the physician

completely.

The message of the manufacturer is filtered through the physician and conveyed
indirectly to the patient. The sender’s message is distorted twice, noise has a dual
effect, firstly through the physician’s filter, and secondly through the patient’s filter.
The gap between the languages spoken by the physician and the layperson produces
an additional noise effect. Buda found the two actors’ meeting complicated as due to
his/her expertise the physician has the upper hand, he/she has the so-called expertise

power [Budal994]. When authorities and role-related powers cannot reach their goals

34



in the area of patient collaboration, the physician cannot rely on anything else than on
his/her communication and influencing skills, as well as on his/her enhanced empathy.
Patient education and shared vocabulary take on an added importance because what is
cold for the physician, is flu for the patient, and chronic bronchitis is thought to be
asthma. There is a wealth of valuable information, therefore information about the
benefits of the drug has no chance to go beyond the physician [Lantos2004]. This study
is confirmed by the results of another survey that also revealed that for patients,
medication is about side effects and fear from them [Horvath2004], which is a
hindrance to patient’s recovery and collaboration in the therapy.
The importance of communication improvement is emphasized by the fact that of all
other factors that can affect collaboration (such as patient’s characteristics, nature of
the diseases, treatment attributes, advancement of the health care delivery system), this
one is the easiest and quickest to be modified in the most cost effective way.
The physician-patient relationship and collaboration can be improved by applying a
combination of various methods. Appropriate tools, among others, are the following:

— Teaching knowledge and skills relating to medical communication to medical

students;
- Providing post-graduate credit-granting courses for specialists;
— Professional publications, educational articles, radio and TV programmes to
achieve collaboration and effective communication from both sides;
- Organizing conferences in a defined subject;
— Involving patients’ organizations to enhance collaboration;

— More efficient use of eHealth tools.
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VI Collaboration with the patient

Patients’ attitude to collaboration has developed considerably in the last two decades.
From compliance to therapeutic instruction we have come to the term of health co-
creation (the relevant terms and definitions are detailed in Appendix 1). Due to the
development of patient-centred health care system, increased attention is devoted to
patients. Close correlation is observed between patient experiences, the outcomes of
self-assessment-based health care, adherence to recommended medication,
participation in prevention and the use of health care resources. Evidence also suggests
that patient experience is also linked to quality indicators of technical standards and
side effects [Doyle2013].

Therefore, it is recommended to use patient experience as a central quality indicator
of health care, and it should not be seen as a subjective indicator and separated from
safety and effectiveness indicators of ‘real’ clinical work.

Health-related observations and investigations devote more and more attention to
perception, feelings and experiences of patients and healthy individuals, as a result of
which more and more data and information is available about differences between
‘patient perceptions’ and medical experiences, studies and knowledge [Webster2015].
The perceptions of patients and individuals do not only include more everyday
practical experience and knowledge, but their information content is different in terms
of quality as well, primarily due to emotional experiences and sensations. Experienced
patients with a specific disease can offer useful advice to their peers because they know
the perceptions, symptoms and what they have to do every day. Additional to
physician’ advice, peer experience is used for specific diseases, particularly in mental
diseases [srn2011]; furthermore, Internet forums where experiences are shared also
confirm that those who have this type of knowledge and expertise are willing to share
it; and there is also a considerable need among informed, and thereby supported
patients, and individuals who are regarded as healthy from other aspects.
Person-centred care put the patient in the very centre of the service network completely
redesigning the mode of collaborations. Person-centred care refers to a type of care
where the care provider focuses on the needs and resources of the patient and can be
defined as co-creation of care between the patients, their family, informal care takers,
and health professionals [Ekman2011], and personalised care planning includes the

following components [Coulter2015]:
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1. Patients and clinicians identify and discuss problems caused by or related to the
patient’s condition(s), giving due consideration to both clinical tests and treatments
and the practical, social, and emotional effects of their condition(s) and treatment(s)
on their daily lives.

2. They then engage in a shared decision-making process involving goal setting and
action planning, focused on determining priorities, agreeing about realistic objec-
tives, solving specific problems, and identifying relevant sources of support.

3. The agreed plan is documented and followed up.

The person-centred care approaches using these three components showing
improvement of care quality and specific outcomes [Fors2015].

Individual health planning can be considered as the basic unit of person-centred
service-oriented health care, the main purpose of which is to structure individual’s
efforts to support the implementation of the plan [Willliams2003]. Individual health
plans always belong to individuals, individuals can be the initiators, and they can put
together a plan even without health care involvement.

The individual health plan is a professionally based document that is useful for health

care professionals as well, and it is a clear, retrievable written document which

includes the status survey and health risks of an individual.

e The health plan helps the individual to define his/her health-related goals and an
action plan which helps the individual to achieve his/her health-related goals taking
his/her needs and opportunities into account.

e Primarily, the health plan serves the interest of the individual, it belongs
exclusively to him/her, it helps the individual to behave more purposefully and to
become healthier, additionally to reduce the risks of diseases—especially non-
infectious diseases—, to facilitate early recognition of diseases and to prevent
complications.

The main purpose of individual health planning is to improve and maintain

individual’s condition, to change health-related behaviour, to develop a more

conscious attitude to health, to avoid and to detect diseases—especially non-infectious
diseases—early, as well as to prevent complications [Snyderman2012].

Individual health plans always belong to individuals independently from the place they

were made and the support given during the planning and implementation process.
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Correspondingly, the methodology is designed to accurately describe the tasks of
actors how to develop and carry out a health plan.

Individual health plans serve, first of all, the interests of individuals, therefore they are
entirely individual-centred. Individual health values and health behaviour can exert
influence on the community, thus individual health plans are of significant indirect
societal usefulness as well.

Methodologically, individual health planning (hereafter referred as health planning)
can be distinguished as to the planner uses health services or he/she prepares the health
plan on his/her own.

When health care services are used, individual service plans are based on individual
health plans, thus facilitating effective collaboration and co-creation between

individuals and the service provider team.
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V11 Sustainable health care

Since patients as customers use a wide range of health competences selecting from a
much broader scope of competences than the whole health care system, only a health
care system that is an integrated part of the health ecosystem can be sustainably
successful, effective and efficient. Therefore, goals, fields of activity and operations
are established accordingly; it is clearly defined which health-value exchanges they
want to support and to what extent, and how all these are subject to patient-customers’
efforts during the health co-creation process. Two decades of health care
organizational developments, including directed health care delivery and disease
management programmes, and we have come to the current community solution-based

and patient-centred approach that is also much more human-centred.

It is clearly seen from the operation of the health ecosystem that sustainable health
care can contribute only partially to health-value exchanges, and its effect considerably
depends on all the other health-value exchanges. Since the strength of social network
Is the most influential health factor, social network and social delivery system
influence each other most significantly. Neither its operation, nor its effect is
independent, and there is a considerably overlap between the two, and they, in fact, are

social services.

On social level, one of the two aspects of a well-functioning sustainable health care is
that ecosystem is regulated by law, according to which health-value exchanges are
favoured that are transparent and can create higher health value relative to

expenditures. Only in such an environment can health care can operate efficiently.

The other aspect is that in compliance with the same principle, sustainable health care
should contribute to health-value exchanges transparently, and exchanges that are best

utilized in terms of health values should be financed by public funds.

Implementation requires great many new solutions or effective coordination of current
solutions, and intended and planned transformation is needed for many years.
Furthermore, social agreements have to be made incessantly on what criteria are used
to rank health-value exchanges, which diseases are regarded as important, and which
components of prevention, treatments and care are supported. For example, is it the

medication of chronic diseases, health-supporting community sites or solutions, or
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devices for remote diagnoses that social security should fund? Shall we spend more on
the last six months of life, or on the first thousand days starting from the conception?

Thence, essential features of a sustainable health care that can best satisfy the needs,

operation and organization of an increasingly collaborative society are the following:

— Itis the primary task of health care to create health value on social and individual
level. Values can be measured by indicators of human bodily functions on the one
hand, and indicators of personal health experiences, on the other.

— ltis part of the health ecosystem in which it is precisely defined which symptoms,
diseases and risks should be handled, and which health-value exchanges should be
finances and to what extent.

— Being integrated into the health ecosystem, it is tied with all the fields where
health-value exchanges take place or are influenced.

— Health-value exchanges are assembled according to treatment units and/or
processes, and are funded in bundles, e.g. 12-month outpatient rehabilitation of
heart attacks in one unit.

— Added health value—change in health value relative to the initial health
value/condition—is financed.

— Combined effect of the above two solutions is that funding becomes a tool to
facilitate innovation.

— Coordinated processes are operated that include three major interconnected sub-
processes: health care services, patient activities and support to patient activities.

— Above processes are coordinated in line with health co-creation, and patient
involvement, encouraging patient decision-making and patient activities are its
fundamental tools.

— The basic unit of services management is the activity component compliant with
health-value exchange and the related competence.

— Competences required by health value creation are made available near where
patients live, and typically in the form of social services.

— To ensure efficient distribution of resources, a feedback system is operated
continuously together with transparent control of operation processes and
outcomes applying process and outcome indicators.

— Activities and decisions are evidenced by measurements and investigations that are

increasingly supplemented with real practice based data analyses.
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— The feedback system and continuous study of the environment help adapt to the

whole health ecosystem in line the role played.

Patient and human centredness, and integrated implementation of health care services
make it necessary to design and perform the role a health manager or a therapy
manager can play. Their task is to ensure that for the ‘health consumer’ the most
appropriate one is selected from the available services and treatments. A ‘health
counsellor’ should provide support to his/her customer to live a healthy life, to come
to a decision with regard to health care services and to utilize financial options as best
as possible [IBM2008]. The patient-centred model of various cares, services and
public health programmes reveals that without help and support patients and health
consumers face extremely difficult situation when they have to decide about their
health.
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Figure 4: Model of Patient-centric Health Care after Lantos and Csépe
In the system of diverse services, support and information, it is also clear that tailor-

made and the most useful health service, both on individual and social level, can only

be provided with the help of integrated data processing in which everything is related
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to the patient health value that is defined for a disease or a disease group and achieved
in the care delivery value chain.

Within the health care system, a health manager supported by a properly integrated
database system can substantially contribute to an outcome-based—health value
based—health resources allocation. He/she can manage the patient and the patient
journey concurrently, and within a defined period of time can achieve recovery and

life quality improvement of the patient using available resources effectively.
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B) MODEL DEVELOPMENT

V111 Construction of the implementation model

The major objective of the design of the implementation model was to harmonize the
individual customer journeys with the process of the care delivery value chain in order
to harmonize the value generation activities of individuals and health care providers.
Using the framework of marketing science, models that follow the sequential nature
of life course were selected for each sections of the transactions between the
individuals and the providers.

As a preparatory work for the real-life pilot, implementation of the ‘entire co-creation
sphere’, ‘customer sphere’, joint sphere’ and ‘provider sphere’ was designed and
accomplished. These spheres constituted the transactional health ecosystem which is
established as a network in accordance with the Service Logic in the health care
environment including the extension of the health care provider sphere onto the health
services sphere. The main steps of that preparation with the applied methodology were:
1. Condition-specific transaction analysis according to the Service Dominant Logic,
with key experiences of customers’ conditions and transactions typical of the health
ecosystem in the centre.

2. Description of activity chains, with three sub-activity chains that refer to the service
provider, the customer and the supporters of the customer; value chain phases are
selected using the Care Delivery Value Chain.

3. Assigning implementation competences to the activity components of the value
chain according to the ARA model.

4. Designing a competence matrix with the standardization and grouping of
competences assigned to activity components according to the ARA model.

5. Developing methodology of personal health counselling which is the leading actor
in the ‘joint sphere’ of health co-creation in Service Logic (see Figure 1 on page 18).
6. Developing methodology of personal health planning to support individual value-
in-use creation in the ‘customer sphere’ of Service Logic.

7. Establishing practice groups and developing operation methodology according to
Service Logic to implement resource pooling in the ‘provider sphere’ on the level of

health care services.
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8. Designing methodology according to Service Logic aiming to develop and run
community-based health care services to create and support an ‘entire co-creation

sphere’ within the ecosystem.

VI11.1 Condition-specific transaction analysis

In accordance with Service Dominant Logic, transactions that were carried out with
the involvement of the patient as a customer were investigated in 31 diseases and
adverse medical conditions. According to medical criteria on the one hand, following
the recommendations of the Hungarian and international guidelines in particular.
Furthermore, according to health care processes in which patients are engaged, and
according to supportive additional self-management processes.

The 31 investigated themes are included in Appendix 2.

VI111.2 Description of activity chains

Each of the 31 transaction series was described as a chain of integrated activity
components according to the care delivery value chain model. Activity components
were defined by the ARA model (Actor—Resources—Activity) [Hakansson 1992].

1. Components

All the activities that support health value generation for a patient, and that are
included in the service delivery process and support that process independently from
the implementer.
They are divided into three large groups:

1. Health care services

2. Self-management and health improvement of the patient

3. Support provided to the self-management and health improvement of the

patient

Activity components were defined as basic units of the service delivery process.
One activity component defines one type of interaction.
An activity component as a type of interaction can be described with the following
features:

- place, in the real or virtual space;

- time, absolute and relative, e.g. time elapsed since the start of medication;
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- subject/theme;

- types of participants (actors) — health care staff, patient(s), family
member;

- is it about needs or demands (who is the initiator, and what information is
the initiation based on)—claims are typically made by patients, e.g. pain;
decisions about needs can be made by physicians or health care staff, e.g.
based on risk factors, e.g. smoking;

- patients can be
active or passive, = passive patients with or without decision-making
capacity = patients without decision-making capacity can be with or

without a guardian

Activity components can be described in terms of the above parameters, and
additionally in terms of
- tasks as activities;
- inputs—what task is taken over and from whom, and what the measured
parameters are;
- outputs—what task is given to whom, and what the measured parameters

arc

Larger groups of activity elements correspond with the components of the care
delivery value chain:
(A) Components of the value-creation process to create health value
Prevention/monitoring
Medical history
Screening
Risk analysis
Components of the prevention programme
Diagnosis
Medical history
Tests
Data and result interpretation

Expert consultations
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Defining a health plan
Preparation
Selecting participants
Activities prior to intervention
Pre-test
Preliminary treatment
Intervention
Drug therapy
prescription and implementation
Implementing operations and procedures
Consultation
Rehabilitation
Recovery in a hospital
Hospital discharge plan
Inpatient rehabilitation
Outpatient rehabilitation
Therapy finetuning
Monitoring/Health maintenance
Condition-based monitoring
Condition-based maintenance
Monitoring loyalty to therapy

Monitoring behaviour change

(B) Servicing health value activities—supporting value-creation processes
Knowledge management
Measuring and monitoring outcomes
Education and further education
Technology improvement

Process development

Information provision
Patient education
Patient counselling

Training programmes before treatments
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Counselling and coaching related to therapy loyalty

Supporting self-management
Measurement

Tests

Imaging procedures

Patient data processing

Measuring self-management

Attitude measurement
Access

Visits the GPs’ surgery

Laboratory tests

Inpatient treatments

Delivery

Nurse visits

Remote consultation

2. Relationship between components

Activities can be divided as follows:
A. Aimed at health value (prevention, diagnosis, preparation, intervention,
rehabilitation, health maintenance)
a. Following directly in terms of time

b. Following with delay

1. Unambiguously subsequent to each other—A always follows B
2. Conditionally subsequent to each other—A follows B if condition
applies
a. Condition linked to medical diagnosis
b. Condition linked to patient activity
3. Exclusive—linked to special conditions
4. Collaborative

5. Concurrent/Parallel

B. Supporting health-value activities (knowledge management, information
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provision, measurement, access)
1. Linked to an activity component

2. Supporting a process or more activity components

3. Principle of operation

Process-based continuous service provision in which every activity component has
its added value in the value chain. Each health-value activity component is

characterized by an added value. (It is neither the input nor the outcome in itself.)

Phases in process management
transfer and delivery of the activity;
decision;
decision-making points;
decision-making aspects—medical-professional, patient claims,
patient willingness, financing;
process compliance: duration of activity units, deadline of task transfer,

waiting lists, space constraints, capacity constraints, technical constraints.
Measurement, data collection, feedback about the health value—quality control

Control and follow-up applying the Balanced Scorecard methodology

Methods of review and modification to every point
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Name of the sub-process ’ Definition

Primary prevention, screening tests, identifying risk
\ctors, status survey. As regards health-value
aintenance, this is a crucial phase that can help prevent
edical treatments.

I Prevention/monitoring

Anamnesis, various diagnostic tests including several
professions, and designing a treatment plan. An
accurate diagnosis will define the effectiveness and
the predictability of additional processes.

Il Diagnosis

Preparation of the patient, optimizing of his/her
Il Therapy preparation ' medical condition, decreasing risk factors, designing
a treatment plan.

It can be surgery, medication, psychotherapy, or any
other intervention. Traditionally, this is the core of
medical activities. There is a wide range of medical
interventions, individual or combined ones.

1V Intervention

Post-intervention  treatments and  follow-up
examinations that also receive less attention from the
actors of the delivery system. Less attention is
V Rehabilitation devoted to the post-intervention phase, the immediate
recovery period of the patient, this phase is not
managed appropriately although in many cases
complications and need for further hospitalization
could be prevented.

Further treatments, in which repeated diagnosis,
VI Monitoring/Health Preparation and intervention might be needed, can
also be prevented by long-term self-management of
the patient and by the support he/she receives during
this process.

maintenance

Table 1: Defining value chain sub-processes that correspond to the care delivery value
chain.
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Sub-process (obligatory) Sub-process (optional)

1. Prevention

I Prevention/monitoring | 2. Exploration

3. Risk management based on care and service planning

1. Developing risk profile and designing a health risk

plan

Il Diagnosis 2. Recognition

3. Making diagnosis based on an examination plan

4. Status survey based on an examination plan

1. Devising a disease-specific health plan

2. Designing a therapy plan

3. Developing an action plan
111 Therapy preparation

4. Preparing a care plan

5. Habilitation/rehabilitation planning

6. Other preparative activities

1. Finalizing therapy
IV Intervention

2. Treating deterioration in medical condition

V Rehabilitation 1. Habilitation/rehabilitation
VI Monitoring/ 2. Tracking/caring/nursing patients in stable medical
Health maintenance condition

Table 2: Lists of sub-processes belonging to value chain sub-processes that correspond
to the care delivery value chain.
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Description template for an activity component

GUIDE

INPUT The name of the related process or the number of
Sender/related

o the previous activity step. This piece of information
process or activity )
should be uploaded into a table only after the
step o
process is illustrated.

An information package that is meant to be the
Information package basis of the activity. Usually, it is also the output of
the previous step.

The condition, the outcome of which requires that
the activity is performed. Usually, this will be the
Condition output of the previous step. The condition cell has
to be filled in when the step is a step of clinical

activity.

ACTIVITY The number of the process step (activity) in the
process. If the activity (including concurrent or
subsequent activities) has to be divided into sub-
activities, the following signs have to be used: 1/a.;
1/b., etc.

Activity steps are defined by the following four
questions:
o Who? (competence and responsibility)

Description of the e Where? (location and device)

e When? (time)
e What? (output)

The end point of an activity component (that is, to

activity

describe it as an individual item) depends on the
following:

e separate competence is needed, or

o takes place in a different place, or

e takes place in different time.

Name of the activity Short and concise title of the activity item.
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GUIDE

One of the following process phases:

o PR: Prevention; DG: Diagnosis; TP: Therapy
Type of the activity ) . .
preparation; IV: Intervention; RH: Rehabilitation;

MO: Monitoring/Health maintenance

Detailed description is required by further data
- processing, and it is based on the clinical
Description of the ]
o recommendation(s) selected as the source. If the
activity . ) S
activity consists of more than one activity item,

they have to be listed separately.

Providing Hungarian clinical recommendation(s)
as background, in the absence of it (them), clinical
recommendation(s) based on evidence(s) or
professional consensus, the practical introduction
of which is ensured by the respective activity!
Information has to be provided in the following
way to be able to identify the recommendation and
other resources:
Background e ID and the title of the clinical health care
recommendation(s) professional guideline (clinical guideline, if it
comes from abroad) (e.g. 000678);
e year of publication (also month, if available);
e ifavailable, a link (URL) and access to it;
e number of the recommendation, if there is one
(e.g. Recommendation5), in the absence of
this, indication where it is found in the (pdf)
document (e.g. bullet points 3, top of the
page, page 23).
®e]\[J=ap=N Competences of the Implementer is responsible for the execution (not

NCES implementer for the outcome) of the activity.

Participants actively support the implementation of
Competences of the o o ) o
o the activity, and their involvement is required in the
participant )
accomplishment.

Set of competences | HR competences
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GUIDE

I Infrastructure, devices, equipment

" Organizational, operational competences

Elements related to the corresponding levels of a
Competence elements
set of competence

) Competences of individuals with which the activity
Patient competences )
is carried out or supported.

Competences that participate in the

Supporter . . . .
implementation of the activity, or facilitate the
competences . ) . )
implementation, providing help to the patient.
OUTPUT Activity-linked process. Only the relevant linked

. processes need to be marked.
Receiving/related ) ) ) )
At this point, the so-called exit points can be
process . . ) )
defined, that is, the processes into which the

individual moves.

Information package as the result of the activity.
Information package Usually, this is also the input of the following
activity.

Expected condition(s) as an outcome of the activity
Condition that require additional well-defined activities to be
performed.

OTHER Time interval; length of the waiting time relative to
ASPECTS the previous step, or within which the relevant
activity step has to be carried out. Critical time
When? . )
intervals, that are to be applied, are based on these
time-related data  during the  practical

implementation.

If there are potential barriers or known hazards
(e.g. clinical technology, [occupational] health
Identified risk care, financial-economic, communication,
financing, funding, environmental, business, time

factors, etc.) in the implementation of the relevant
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GUIDE

activity, they have to be considered in the risk

analysis.

The answer is yes, if the respective activity is at risk
regarding the implementation, outcome or the
quality of the outcome of the described process
(e.g. from the perspective of patient safety).

Critical step? As it is compulsory to designate an indicator to
each critical component, it is advised to attach max.
3-5 indicators to one process, and based on them,
decision has to be made as to which of the many
steps should be considered as critical.

A qualitative or quantitative indicator suitable to
Recommended measure and compare the respective activity. If the
indicator activity is critical, it is vital to identify the

indicator.

Expectations against external auditors that

control/confirm the implementation and execution

Competences of the of the process/activity or the evaluation of the
external auditor  outcome.

(Excluding e.g. ISO MIR system audit, audits

conducted by authorities.)

and content of information needed to describe an activity component
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X.3 Determination of implementation competences

Competences were assigned to 31 diseases studied according to the Service Dominant

Logic, and to each activity component that described the transaction processes of the

health hazardous condition. The whole set of competences was summarized and

categorized (Figure 5); relationships were analysed and as a result of which a

uniformly applicable health care and patient competence matrix was created (see

Appendix 3)

Set of HR competences,

Set of competences to operate infrastructure, devices and equipment,

Set of competences in management and operation.

Set of HR

Competencies

group of medical
competences

group of psycho-
mental competences

J

-

group of supportive
competences

\

Set of competences to
operate infrastructure,
devices and equipment

group of competences
to operate
infrastructure, devices
and equipment

J

Figure 5: Set of competences in the health care.
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X.4 Individual health counselling

The primary aim of the task is to create a joint sphere of the service provider and the
customer in the co-creation platform defined by Gronroos and Gummerus
[Gronroos2014], and described in Chapter 11.4.

Health counselling is the further developed regimen of a therapy manager or health
manager described by Lantos and Csépe in 2011.

The focus on patient and human centredness and the integrated implementation of
health care services make it necessary to specify and design the role a health counsellor
should play. The patient-centred model of various forms of care, services and public
health programs reveals that, without help and support, patients and health consumers
face an extremely difficult situation when making health-related decisions. Very few
health consumers are able to select all the necessary and beneficial competences and
determine their appropriate combinations and sequences, especially in accordance

with specific healthcare interventions.

A series of expert workshops was conducted and managed to develop a sophisticated
design, and additionally, managed a process of short interviews with GPs and health

counsellors of practices involved in the health counselling test process [John2015].

To foster positive attitude of GPs and practice nurses was the first and greatest
challenge from the perspective of creating a joint sphere between the service provider
and the customer. Based on feedback, the primary attitude of individuals coming to
health counselling to health counselling was overwhelmingly influenced by this. In
most cases, interviewed GPs talked positive about health counsellors.

In a few cases, collaboration got stuck due to technical or organizational reasons, and
some GPs refused to allow anybody into their practice from the outside world. Their
openness was influenced by the trust they had in the counsellor, whether they have

known him/her, or whether they were involved in the selection process of counsellors.

Needs of individuals are the second important aspect of health counselling. Qualitative
feedback made it clear that despite previous negative experiences health counselling
is able to modify individuals’ sense of their own importance in health care

considerably. An individual health planning software applied in the joint sphere and
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customer sphere as an instrument to create value-in-use offered an opportunity for
customers to work out their own health plan, and to make the plan available in the long
term. On completion, increased responsibility was felt for their own condition.

Health counselling assessment was influenced by individuals’ expectations and
preliminary assumptions about what a health counsellor could do. Individuals found it
easy to collaborate and hold health consultation with counsellors whom they have
known before from health care.

It was also essential how the GP or the practice nurse introduced the task. But the most

crucial one was the attitude, behaviour and the competence of the health counsellor.

Health counsellors came from various fields, 74% of them from the health care sector,
only 8.8% from the social sector, and an additional 17.2% from other fields. During
the preparation phase, health counsellors were not expected to have a qualification in
health care, only basic health care knowledge that was needed to provide counselling.
Initial experiences and feedback confirmed that competences applied during
transactions were strongly related to health care, therefore it is worth considering
health care qualification as a prerequisite in the future.

Feedback revealed that tasks were performed easily by health care workers with nurse
background, or with health care qualification and good relationships with practices,
and who were open to new approaches. Colleagues with social worker background
were also popular, however several of them did not have the basic medical knowledge,
or in some of the transactions they crossed the border of counselling, and initiated
interventions to solve personal problems.

Data suggest that in the case of healthy people who completed the health plan test
together with their GP, and people who were engaged but did not participate in the
health counselling process, the percentage of goal setting and action plans were 47%.
When a health counsellor was also engaged in the health counselling process, both
indicators were 77% in both cases. This clearly underlines that individuals were more

strongly encouraged to act if they worked together with a health counsellor.
Feedback from GPs on health counsellors

Senior health counsellors interviewed 106 GPs of the more than 150 GPs working with

health counsellors about their first impressions on health counsellors between 26 May
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and 10 September 2015. Interviews were based on a structured questionnaire and were
conducted by phone. The questionnaire is found in Appendix 7.
Outcomes could be influenced positively by three groups of factors:

e senior health counsellors were the interviewers who were in contact with some

of the GPs;

e open and cooperative GPs responded to the questionnaire;

e GPsand nurses have already been familiar with most of the health counsellors.
Fields of investigation:
Knowledgeable about health counsellors and the development programme.
The letter from the project management concerning health counsellors was read by 72
(68%) of the 106 GPs.
GPs were asked to assess health counsellors’ role based on the feedback of their
patients who were involved in the programme. Of the 106 GPs, 64 received positive
feedback about the role of health counsellors, 27 persons did not respond the question.
Only one GP received negative feedback, four GPs were given neutral and four other

mixed responses concerning the role.

neutral other ; a

negative " |

no feedback 7%

positive =

Figure 6: According to GPs, how involved individuals assess the role done together

with a health counsellor.

A good example of the benefits of health counselling given by a responding GP:
‘There are health care professionals among my involved patients who could not

imagine that a consultant can tell anything new to them.’ They told me after the
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meeting that indeed, the discussion highlighted a few things, and they learned a

different approach. These individuals found the meeting useful.’

The overall impression of GPs about health counsellors was highly positive on a 7-
scale Likert scale. The performance was rated as 7 by 64 GPs, and 6 by 14 GPs. Nine
GPs have not responded yet, indicating that they have been working together only for
a very short time. Seven persons awarded 5 points, and only 2 responses were in the
negative domain, in these cases the collaboration was hindered by technical and

organizational reasons.

GPs’ assessment of health counsellors

0 10 20 30 40 50 60 70

Figure 7: GPs’ assessment of health counsellors.

GPs highlighted the helpfulness, openness, empathy and competence of counsellors as
positive.

‘Our health counsellor is a very kind, enthusiastic and lively young woman. She
generates a high-spirited and lively discussion with patients. She willingly gives
advice, and if the individual has any special question, she sees to it, and sends the
answers in an e-mail.’

‘A pleasant atmosphere was quickly created in the first counselling meeting.
Confidence grew quickly among the participants. Counselling was carried out in a
lively mood, participants were mainly young, honest and open.’

It was highlighted as an advantage that the counsellor was a local resident and knew

the participants.
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Interviews with the counsellors revealed that in most cases the practice nurse was their

partner, and not the GP.

When the relationship between the GP and his/her patients was good, patients felt
particularly encouraged to participate in the test programme.

GPs selected active and open individuals into the programme. Responses clearly
suggested that support from and confidence of GPs are essential to strengthen the role
of the health counsellors.

“I have good personal relationship with my patients, and this is why they took part in
the programme. Strong confidence between the physician, the patient and the health

counsellor is crucial.’

Characteristics that GPs expected from a health counsellor.

Openness, credibility, empathy and good communication skills as well as the
associated interpersonal, motivational and convincing skills, and patience are
particularly emphasized in the responses.

It is reasonable to expect that health counsellors are highly skilled and qualified in
health care.

‘Health counsellors should be relaxed and calm in whom patients can have confidence
quickly, and want to rely on their advice. They should be highly qualified, very
knowledgeable, and they should be able to respond to any health-related questions.’
Needs also emerged for customer-centredness and personal credibility, as well as for

knowledge relating to IT and dietetics.

The most important feedback from GPs was that they found the role of health
counsellors useful and necessary.

Health counsellors were expected to hold a strong health care qualification, and it was
also highly recommended that the role should be performed by people with extensive
experience in health care.

GPs also required that the borders of competences are clearly defined, they believed
that skill development and IT competences, such as conditions regarding the place and

infrastructure of health counselling were also essential.
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In summary, the creation of this role was clearly supported and encouraged by
practices who were involved in the test and who were willing to receive health

counsellors.

Feedback from patients

Responses suggested that 12% of individuals recalled negative memories, and 54% of
them had positive memorable memories of the personal meeting with the health
counsellor. For reasons of the diversity of impressions and the new nature of the

activity, the outcome can be seen more as positive.

Self-assessment of health counsellors

In the last stage of the test period, an anonymous guestionnaire was sent out and health
counsellors were asked in the programme to share their views of certain issues. From
110 health counsellors and 21 senior health counsellors 92 (70%) questionnaires were
sent back. The purpose was to know what personal impressions they formed about the
role, what kind of knowledge, skills and competences were needed to carry out the role
efficiently, and how they assessed their relationship with other health care staff they
contacted while doing their job.

Respondents came from various fields, 73.9% of them from the health care sector, only
8.7% from the social sector, and an additional 17.5% from other fields. During the test
period, health counsellors were not expected to have a qualification in health care, only
basic health care knowledge that was needed to provide counselling. Feedback from
physicians, health counsellors and individuals confirmed that for the future it is worth

considering health care qualification as prerequisite for the role.

About 60% of respondents said that professional credibility was needed to convince
individuals to participate in the programme. This can be attributable to the fact that the
vast majority of them came from the health care sector, therefore individuals regarded
their health care knowledge as unquestionable. Furthermore, their convincing skills
and support from GPs and practice nurses encouraged individuals considerably to
become committed to the programme.
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Figure 8: Health counsellors’ opinion about the main factors that supported

individuals’ involvement.

While the professional credibility of the counsellor was the main factor to convince
individuals to take part in the collaboration, being well-informed or having known

each other previously were far less important.

Health counsellors collaborated with GPs, practice nurses or other health care
professionals, but the most relationships that worked excellently were developed with
practice nurses, 84% of the cases. The next one was the relationship with health care
staff, 73% of those relationships were excellent, 64% of the relationships with GPs
were also excellent, and 25% was ‘more working than not’.

Research findings suggested that counsellors could collaborate most efficiently with
practice nurses of all health care actors.

During the test period various problems arose in the counselling process: difficulties
with preparation, administration, information and IT arose in good numbers. As
regards supportiveness, most mention was made to senior health counsellors (25), then
practice nurses (15), followed by health counsellors (13) and GPs (8). Staff members
of the community health centre (2) were also referred to, and additionally help desk
staff (4), management (2), skilled workers (2) and professional managers (2). Six
counsellors emphasized their experience that also helped, and based on their feedback,
communication, speaking the same language, information via e-mail, flexibility, the

Internet, kindness and humour also helped in certain situations.
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Lack of information (21%) and technical difficulties (43%) were the most frequently
mentioned unresolved problems. However, 23% of respondents did not face any
problem he/she could not overcome.

Two thirds of health counsellors (69%) assessed their activity entirely efficient and
successful. On third of them (30%) assessed their role fairly efficient and successful,
and only one respondent felt his/her role insignificant and unsuccessful.

In most health counsellors’ view, health counselling roles and activities are needed
and required. Some of them said: ‘I can imagine the role of a health counsellor as the
job of a district nurse, in collaboration with the respective GP districts to work
efficiently and successfully.’

Several respondents said that long and continuing work was needed until the health
counselling role becomes widely and accepted and integrated properly into the health
care system. Several recommendations were made about the importance of follow-ups,
case discussion and continual training for counsellors, that organizational
shortcomings should be remedies, IT problems solved, health counsellors’ identity
strengthened and more time is needed.

According to health counsellors, professional competence (81%) and empathy (80%)
were the two most often mentioned competence of the essentially needed ones.
Customer-centredness and being well-informed were regarded as important by 62%
and 37% of respondents respectively. As regards prerequisites to the role, 25% of the
respondents mentioned convincing skills, 14% of them personal appeal and 7%

reputation.
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Personal appeal

Empathy

Capacity to convince others

Customer-centredness

Reputation

Being well informed

Professional competence

Figure 9: Essential competences for the role according to health counsellors (three

answers were allowed).

The concept of a health counsellor

Health counsellors are integrated actors of the health care delivery system the main
tasks of whom include ensuring and coordinating relationship between community
members and health care as well as social services providers of various type and level,
encouraging and supporting individuals/customers and communities to improve
their health, and thereby providing equal access to services cost efficiently and higher

life quality for individuals.

Act CXXIII of 2015 on Primary Health Care came into force 1st August 2015, and

about the tasks of primary health care it says:

ba) monitoring condition, providing health-related information and education,
improving health, supporting health planning [Magyar K&zlony, 2015 (Hungarian
Gazette, 2015)].

The future task of health counsellors is to facilitate GPs’ activity, who with the support
of the new actor con concentrate on their medical tasks. Health counsellors stand by
individuals in the process of health planning and implementation to make the

intended behaviour changes easier, quicker and safer.

In our view, health coaching tasks are the basis of the health counsellor’s role.

However, from perspective of practices/practice groups, it could be useful to combine



the above tasks with cases management. Health coach is a reliable health care
professional (nurse, trainee, assistant, clinical psychologist or physician) who,
combining coaching techniques with his/her expertise, provides support for
individuals to manage their medical condition, mainly chronic diseases, such as heart

disease, diabetes, cancer, etc. [Moore2009].

The roles of the health counsellor

The various roles of the health counsellor is best described by the so-called teamlet
model [Bodenheimer2007]. The model is based on a process in which health
counsellor support shortens the duration of medical visits, but continued presence of

the health counsellor is required before and also after the visit.

Goals

e To broaden experiences and improve skills of individuals;

e To improve the throughput and output outcomes of prevention by delegation
routine processes to the individual (mainly in chronic diseases);

e To ease the burden on physicians;

e To reduce health care spending by decreasing hospital and emergency care

through continuous follow-up and support to individuals.

65



Support to self- | Bridge between | Navigation in | Emotional Continuity
management health care | the  health | support

(physician) and | care system

individuals
Provides He/she is a | Connect the | Shows interest. | Creates a
information. friend and ally of | individual Wants to know | familiar
Teaches  disease- | the individual. with sources. | feelings. atmosphere.
specific skills. Ensures Provides Shows Follows the
Promotes behaviour | understanding support. compassion. individual.
change. and agreement. | Encourages. | Teaches coping | Builds trust.
Improves problem- | Provides help in | Gives voice to | technigues. Ensures
solving skills. understanding individuals. presence.

Encourages to move

forward and get
involved.
Provides
information  about

health maintenance
and health conscious

behaviour.

texts.

Ensures access.

Table 4: Summary of a health counsellor’s tasks.

The tasks of the health counsellor

The health counsellor performs tasks in the domain of service management, one-to-

one teaching and counselling/coaching.

Management tasks

e Needs of individuals are explored and identified.

¢ Needs and health values of individuals are in the centre of his/her activity.

e Service paths are managed, supported and monitored.

e Complaints are handled.

e Is aware of the professional guidelines of health management, activity

components and the service process.
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Data are managed, reports are interpreted and shared.

Individual reports are made.

Continued participation in service development, forwarding newly arisen needs.
Individuals’ satisfaction is followed.

Relationship is maintained with individuals, medical and support teams.

Data and information concerning the individual are shared with medical teams
and the individual.

Relationship is maintained with health care providers of various level and
community members.

Satisfaction and other indicators concerning the individual are followed,
developed and shared.

Self-management group meetings are planned and organized, mainly within the

practice.

Support and health coaching

Definition of aims: Defining short-term and long-term health-related aims in

collaboration with the individual, and designing an action plan to achieve the aims.

Health plan design

The individual is supported in designing his/her health plan.

The individual is supported in keeping to his/her health plan.

Tools:

Motivating interviews are made to encourage the individual to perform health
supporting activities.

Online and offline support is provided to behaviour change.

Optional: individual’s health plan is supported by coaching sessions with family

members.

Supporting behaviour change

Individuals and groups are supported to improve and maintain their health in line
with their health-related needs.

The individual is informed about behaviour change elements that would support
his/her medical condition.

Recommendations are made on behaviour change.

Information is provided about professionals who support behaviour change.

Support and encouragement is provided to behaviour change.
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Counselling and health development

Information management

Individuals are informed about patient rights.
¢ Individuals are informed about payable and free-of-charge services.
e Knowledgeable about healthy way of living, including natural therapies.
e Individuals are provided with information packs (online, offline).
e Family members are involved in the counselling process, if the individuals
agrees.
Skill development
e He/she is aware of survey findings about skills and motivation, and is able to
interpret them.
e He/she can teach how to take medication and how to use medical devices taking
individual competences into account.
e He/she supports individuals to understand disease, therapies and medication.

e He/she can tell how to use devices properly.

Expectations, assumptions
Individual needs and health consciousness
of individuals

Health

experience:

Health counsellor’s
attitude, behaviour and
expertise

Introduction by and
attitude of the GP/nurse

Figure 10: Factors affecting the health counsellor’s impact.
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Innovative elements

1.

The health counsellor complements GP’s work by reducing the preventive,
supportive and counselling tasks of the GP, thus the GP can spend sufficient time
on his/her curing tasks.

At system level, health counsellors have the competences to perform
supplementary and supportive activities.

In health counsellors’ role, strategic priority is placed on the following: ‘Citizens
are encouraged to behave responsibly and collaboratively and to involve
themselves in health improvement, choosing a healthy lifestyle, and if necessary,
in recovery and healing. We provide you with a wide range of health-related
information and skills.” (Healthy Hungary, 2014-2020; Health Care Strategy).
The structure of the Hungarian Health Planning Application provided more than
just a status survey, individuals were encouraged to define goals and to prepare
action plans.

The purpose of health counselling is to optimize health values, that is, to maintain
state of health and to control symptoms of chronic diseases by encouraging to live
a purposeful and permanently improving health-related style in line with
individuals’ risks and willingness.

Thereby, inpatient and outpatient health care needs of healthy people and patients
with chronic disease are reduced to a minimum.

Customized health counselling can influence individuals’ (therefore the whole
population’s) market basket of health care services (health consumption), and
pushing consumption towards scientifically evidenced dietary supplements, as

well as therapies, motion exercises, health maintenance and recovery techniques.
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X.5 Individual health planning

A series of expert workshops was conducted to support design and investigate

individual health plans.

Total number of registered users on the platform of online health planning application:
22,172 persons

out of which number of persons involved by physicians: 13,453 persons

number of individually registered persons: 8,719 persons
Number of persons who filled in the health plan: 14,846 persons
Number of persons who defined health-related goals: 10,036 persons
number of persons who designed an action plan: 9,901 persons

Early October 2015, a survey was carried out into the experience of GPs who had

helped healthy people to prepare their own individual health plan, GPs were also asked

about the test outcomes based on the feedback they received from individuals, from
the owners of health plans.

Feedback:

« Seventy questionnaires were sent out, and 44 were returned completed,

» Over 80% of GPs who were involved in the trial said that individuals had positive
attitude to the opportunity of developing a health plan, none of them had
experienced negative attitude;

« Of the above referred physicians, 59.1% said that it had been fairly easy to
convince individuals to take part in the trial, 11.4% of them said that it had been
very easy to involve individuals, whereas 29.5% of them had to face difficulties;

« Of the respondent physicians, 65.9% said that the majority of involved individuals
had found it easy to prepare a health plan on an online platform;

*  Over 84% of GPs said that their professional job had been eased by individuals’
independent online activities;

« Over 95% of physicians said that the purpose of health planning had been clear to

the vast majority of participants;
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Of individuals, 61.4% found the health plan fairly useful, and 18.2% of them very
useful,

Almost 60% of GPs confirmed that most of their patients worked towards the goals
defined in their health plan, whereas 31.8% of them said that only a smaller part
of the involved individuals did so;

Based on feedback, 63.7% of GPs said that individual health plans had given them
mainly support in their professional job, whereas 29.5% of them said that their job
had been fully supported;

Almost 90% of GPs said that health plans increased individuals’ commitment to
preserve their health mostly or entirely;

Of GPs who completed the online survey, 45.5% said that they would definitely
recommend health planning to additional patients of theirs, and 41% of them do

not know yet.

Key learnings about health planning

Individual health plan makers will use the tools they find the most useful for
themselves. As regards individually designed health plans, the role of
communication focused on health development is of the paramount importance.
Essential components of individually designed health plans:
o Educational materials based on risk assessment designed to facilitate health
behaviour;
o General information to direct attention to potential risks of activities that
were recommended as necessary to achieve health-related goals;
o Self-control
If health services are used, the methodology aims to accurately describe the process
of individual health planning, the tasks and scopes of the actors, the way services
are provided and health plan implementation is monitored.
Support is provided to health planning by the following health service providers:
o Specialists (including those who completed GP and pediatrician GP special
exams);
o health counsellors,
o nurses,

o practice nurses,
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o qualified nurses,

o nurse specialist, such as dieticians, physical therapists;
o mental health caregivers;

o staff members of the Health Development Offices;

o psychologists.

e To provide support to health plans development and implementation is not a one-
man job, it is offered in a process of interconnected health services. Accordingly,
those who are involved in the individual health planning process, can perform sub-
tasks only, both in the planning as well as in the implementation phase. The
completion of these sub-tasks is closely related to processes described by health
management guidelines and the therein defined competences.

e Health plans always include specific goals and an action plan and/or a service plan
to achieve those goals.

e Health plans always include procedures to monitor activities and outcomes.

e Three key elements of a health plan:

o to raise awareness of behaviour change and healthy way of living;
o care plan,
o individual service plan.

e An individually prepared individual health plan does not include more than
behaviour change elements and health awareness.

e An individual service plan is prepared if risk assessment of individual’s condition
necessitates health services. Obviously, this component has to be made for existing
diseases as well, and complemented by a care plan module.

e Itis highly important to define that health plan is an outcome-oriented process and
not a simple document, therefore the term ‘plan’ always includes the elements of
planning and implementation.

However, it is important to distinguish responsibilities of individuals and the health

care delivery system both in the development as well as in the implementation phase

of health planning. Only health activities can be sharply distinguished from each other.

Correspondingly, every activity element carried out by the individual is the

responsibility of the individual, and every activity element carried out by a service

provider is the responsibility of the service provider.
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The role—encouragement and motivation—service providers play in the preparation,
implementation, monitoring and re-assessment phase of health planning is of the
utmost importance. However, health plans can only be made with the engagement and

consent of the individual, therefore to design an individual health plan, including

setting health-related goals is the responsibility of the individual. If the individual
refuses to make any behaviour change, rejects to collaborate in the therapy, declines

to follow the individual service plan, this will be recorded in the individual health plan
as the decision of the individual. In these cases, the service provider’s responsibility

for the change of attitude to health remains but the service provider cannot be held

accountable for any failure of the therapy.

Therefore, it is an essential task of community health planers being aware of the health
attitude of passive groups of people to design a special action plan to address this
problem. Social responsibility comes with the responsibility for the whole health value
of the community. A coordinated action plan of the community can influence the
health attitude of the entire community. Individual responsibility means collaboration
with goals of the community. Therefore, community and individual health planning
affect each other considerably, and the effectiveness of individual health plans is
influenced by the effectiveness of community activities significantly.

The quality of health counselling is the key to the improvement of community and
individual health values. Health plans do not provide a detailed methodology to health
counselling, although holistic and accurately customized individual health counselling
is a critical success factor in which individual lifestyle, attitude to health, social and
cultural conditions are considered.

Each adult, either as an individual person or a guardian, can be involved in health
planning, either directly through the practice or via info-communication tools. Health
planning can be initiated either by individuals or primary care professionals.
Opportunity to individual health planning is equally open to adult persons with a
disease and those who regard themselves as healthy. If it is needed or necessary, a
family member can also be involved in individual health planning.

To achieve goals, all the factors that pose risk to good health have to be identified
during the individual health planning process.

Fundamental elements of the planning process are the same as the diagnostic
components of primary care: individual and social anamnesis, family anamnesis,

mapping out occupational and life style attributes (using interviews, questionnaires),
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physical examination, independent from the complaints and symptoms the individual
has at that moment. If these components are carried out, and obtained data and
information is assessed, the risk level can be defined.
The risk level will define what the individual has to do in relation to his/her condition.
It is the basic feature of health planning that the responsibility for taking decision to
reduce the risk level regarding his/her condition on the basis of received or requested
information rests with the individual. This will be the basis of behaviour changes and
other to-do activities (e.g. medication, if needed). To take decisions, individuals should
always be provided with accurate information, either in face-to-face encounter with a
service provider or when they use the available info-communication tools.
The primary aim of health planning is to change/modify behaviour based on the
evidence-based consideration that health behaviour can be responsible for getting non-
infectious diseases. Similarly, facilitating individuals’ adherence and collaboration
in the therapy is also part of health planning.
Health planning does not come to an end when the ways of reducing risk factors are
defined, outcomes of individual’s decisions should also be monitored (if it is
possible). The method and frequency of monitoring are defined by professional
criteria. For the individual, it is important to receive feedback and encouragement.
Every significant component of individual health planning carried out in primary care
should be recorded electronically and/or on paper.
Individuals can start their health planning by using questionnaires made available on
info-communication devices.
As preconditions, available questionnaires and assessments should

e come up to professional expectations;

e be clear, unambiguous and easily understandable for everybody;

e berecordable;

e be saved for the individual, and

e include unambiguous advice/opinion if the outcome of the assessment

necessitates specialist health care.

Therefore, we can also talk about individual health planning if the individual comes to
a decision and requires the necessary information on his/her own. Individually
prepared health plans enter the primary care system when individuals start to use health

care services either on their initiative, by invitation or due to symptoms and
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complaints, and they inform a health care professional about the risk assessment of
their condition obtained through various communication channels, and decisions and

activities thereafter.

INDIVIDUAL HEALTH PLAN

I ndividual Service Plan Individual Action Plan

Service sphare Customer sphare

Co-creational sphare

Figure 11: Model of a health plan together with co-creation spheres.

X.6 Practice groups, integration of local services

Joint collaboration of actors, introduction of new functions, involving professionals
with special qualification and the more flexible and efficient use of available resources
are essential to have good access to competences in the service provider sphere, and
to use them effectively. In connection with the health sphere of customer-patients, the
to-be-developed practice group will facilitate equal opportunities and more efficient
use of available competences. The practice group can also ensure collaboration with
local social care, the complex primary health care of a geographical unit in which GPs
occupy the leading role.
Instead of small, independent practices that are connected to the customer sphere of
their patients through narrow channels and can utilize competences only to a limited
degree, it is worthwhile to establish a wider collaboration of competences to create a
joint co-creational sphere of good size that will connect to patients’ customer spheres
to a larger degree. As a result, progress can be achieved in three areas concurrently:

e enhancement of healing experience of the service provider;

o efficiency increase additional to health value improvement;

e enhancement of individual health experience.

Practice groups are primary health care service providers based on voluntary

collaboration, and—as professional and business communities, also as interest groups,
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by contractual arrangements—provide preventive, medical, health care services

locally, for the population of a defined region.

During the research period, a series of expert workshops with 50 potential GP practice
groups was conducted, two or three times with each group, and 6-16 persons per group
between April and October 2015.

Outcomes of the workshops
Making use of currently available competences, GPs of a residential area intend to
establish collaboration firstly in the following areas:

Collaboratively provided health care services

. Specialties: diabetology, cardiology, psychiatry, psychology, family therapy,
physical therapy, physiotherapy, dietetics.

. Providing care and primary preventive services, health education.

. Home care and rehabilitation.

. Laboratory services, blood delivery, basic diagnostic tests (RTG, UH,
DOPPLER).

Specialty care can take various forms and funding, can be provided as a mobile
specialty service or on a contract, using current or future licenses, or buying external
services.

Preventive programmes

Screening tests, preparing and delivering information lectures. Organizing patient
clubs, delivering health education lectures, providing lifestyle counselling and
information.

Running disease management programmes

Disease management programmes are designed to develop practice-focused
procedures to put recommendations on health care guidelines about innovative, local
services into practice. Their primary role is to facilitate health maintenance, to provide
health education, patient education and prevention for patients with chronic diseases.

Running health development programmes

Health education in schools, disease-related education, counselling on nutrition, anti-
obesity programme, motion exercise programme, education about addiction, mainly

about smoking and how to stop smoking.

76



Potential practice groups involved in the trial had considerably differing views about
the strength of collaboration.

There were GPs, who additional to their voluntary participation in the group and in the
joint preparatory work, finally preferred to run a practice independently. Basically,
they are worried about changes that can affect their practice, they feel safer in the
current situation, and think that doing anything jointly with others may have adverse
effect on them, primarily relating to legal issues of practices, secondarily to funding
issues.

Most physicians preferred some loose form of collaboration. They are aware of the
service-related limits of their practices. However, they feel that services expansion
would result in enhanced satisfaction for everyone. They would be more satisfied
because they could expand their services by involving currently hardly available
service forms, and thus improving the care and treatment of their patients, they would
be more successful in achieving their professional goals. Patients would also be more
satisfied because they could be engaged in a more complex service delivery processes
under the guidance of a specialist, and would feel less lost in the maze of the health
care system. However, these GPs think that their safety both in economic and legal
terms is guaranteed by practice law, therefore they can only accept collaboration in
professional and management areas, and they refuse any collaboration of economic,
financing or legal nature.

The smallest group, about one tenth of the physicians involved in the trial was the most
innovative and dynamic, they were on the view that with closer collaboration forms
they could achieve the goals to the greatest possible extent. Their main motivation is
to achieve improved efficiency, which is regarded as an important aspect of their
professional job as well. Unlike other physicians, they can anticipate the implications
and outcomes of the required changes, in addition to their medical competences they
have economic and/or management competences as well, therefore they feel more
confident in their ability to manage changes more effectively, and thence to achieve a
much better position. They believe that in addition to professional collaboration

practices should be fully integrated economically and legally as well.
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X.7 Community-based health services

X.7.1 System of local health care services

A network-type operation was designed aiming to create value-in-use of health care
services in compliance with the Service Logic, the co-creational service framework

developed by Gronroos and Gummerus [Gronroos2014].

1. The condition-specific ‘job-to-be-done’ type of needs was defined, which is the

experience-based goal of customers, and can establish a co-creative platform.

2. The next step was to define the condition-specific joint sphere, provider sphere and
customer sphere including members of the provider team, customers in similar

condition and supporters of value-in-use value generation.

3. Integrating health counsellors and community-based health care managers, new
resources were integrated into the current system of health care resources using current

expertise and skills extensively.

4. The cumulative value creation process was supported by health counselling

sessions.

5. During counselling sessions, positive customer experiences were strengthened to

enhance perceived values.

6. Value-in-use value generation was facilitated by planned activities in local co-

creational spheres organized by community-based health care managers.

7. Online creative platforms were created and applied, and additionally co-creative
condition-specific group sessions with moderators were developed and organized.

8. Independent co-creational activities of customers were encouraged.

9. Introducing health counselling, new resources were ensured to support everyday

activities of customers.

10. Health counsellors and community-based health care managers helped to involve
health care providers into the health-value creation process of customers.

11. With coordinated and goal-oriented activities of the extended provider team, the
co-creative platform was strengthened making it capable of influencing customers’

value creation actively and directly.
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It is useful to manage and implement health care delivery processes aiming to create a
health value driven co-creational process in such a way that the operation of the health
ecosystem is considered, and bearing in mind that health is the responsibility of
individuals and the outcome of their activities. It is suggested to allocate service
delivery processes and the corresponding activity elements according to professional
competences, and to run the service provider side in professional team work

accordingly.

Bearing in mind how health care has been managed so far, our starting point should be
the current approach of health care delivery and the health-centred approach of public
health care. Health development is an essential element of this approach which aims
to develop health culture based on the collaboration of every segments of the society
and with the help of primary preventive activities. The traditional ‘health care delivery’
system should to be connected to this activity in terms of approach and organizational
structure. Competences aiming to carry out health value generating activities should
be made available in collaboration with each other replacing their so far independently
organized format. To achieve this, attitude adjustment and structural development are
needed to shift goals of health care activities from interventions towards health
creation. The model of community-based, locally organized service units provides an

appropriate structure and operation model to perform this task.

The integration of public health care tasks and traditionally defined health care tasks
appear as uniform health care tasks that fit into the health ecosystem. In this sense,
health-related activities provided by other sectors are also classified as health care

services.

Based on the collaboration of the individual and the service provider, health care
delivery considers the biological, psychological, social, cultural and mental aspects in
one unit. Based on the individual-centred and community-focused approach and
optimized and coordinated inter-sectoral processes, health care services are provided

to cover health-related needs of the community.

The health care system encompasses inter-sectoral health-related activities in their
entirety, the term ‘local’ (customer sphere) does not only define geographical borders

it also defines service levels, as the nature of available competences suggests. Thus,
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the British-type of primary care encompasses primary health care services. In terms of

content, two essential aspects are highlighted:

e Inorder to reduce health inequalities, the aim is to improve access to locally
available services and to enhance their quality;

e To strengthen public health tasks at primary level, and a more emphasized
expansion of these tasks in line with the health-related needs of the

population.

Tasks of the local health care system are in compliance with the 10 essential public
health operations defined by WHO [WHO2011] but complemented with health care

services and their management.

EPHO1: Surveillance of population health
and wellbein

EPHO2: Monitoring and response to health

EPHOG6: Assuring governance for health and
wellbeing

EPHOQO7: Assuring a sufficient and competent

™ public health workforce

hazards and emergencies

EPHOS8: Assuring sustainable organisational
m structures and financing

environmental occupational, food safety
and others

“.P EPHOS3: Health protection including

EPHQO9: Advocacy communication and social
Q mobilisation for health

EPHO4: Health Promotion including action
to address social determinants and health
inequity

“ EPHOS5: Disease prevention, including early EPHO10: Advancin ublic health research to
inform policy and practice

detection of illness

Figure 12: The 10 Essential Public Health Operations (EPHO) [WHO2011]

In this system support tasks—data collection, data management, that is monitoring,
analysing, giving feedback, decision-making and planning—appear as central
functions organized at a higher level. Tasks concerning management, planning,
financing, HR, quality assurance, research and methodology also belong to central
functions. All of them create an opportunity to run key operations locally: health
development, health protection, disease prevention, health care services and services

management—in short, health care tasks.
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Correspondingly, local health care delivery is concentrated on traditionally defined
primary care and outpatient care, and the two together can be called primary health
care.
Based on this approach, some of the key requirements of local health care development
are the following:
o horizontal integration between the participants,
o expansion of local services, focusing on
o public health care tasks, including health development,
health protection and disease prevention,
o) care, as well as on
o) expansion of opportunities to offer professional services

through vertical integration.

Consequently, a possible definition of local health care: the totality of generally
available, health-centred, community-focused health care services provided by groups
of medical professionals in various combinations, and based on corresponding,
community-based health-related needs assessment, and thereby services can satisfy the
health-related needs in line with the possibilities of the community. Health care
services are managed in partnership with the individuals, families and communities,
enjoying inter-sectoral support concurrently. Comprehensive professional

coordination of health care services is ensured.
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Figure 13: Individual-focused mapping of the network system of locally-based health

care services, as suggested by research findings.

As regards the concept, it is essential to perform supportive, management and
methodology development functions to provide high-quality operation and ongoing
development of health care services. Without these functions, much more time were
needed to design the operation model, and in all probability, the completed operation
became heterogeneous.

Therefore, this fact justifies that supportive management functions that bring about
attitude shift and facilitate health-centred operation model should be built in. It is
highly important that management functions supportive to attitude shift should also be
integrated into the system, thereby they can ensure that preventive and care-related
actions—that were considerably neglected in the previous health planning and health
management system—will be performed in coordination with diagnostic and
therapeutic components.

Coordination between health development, health management and approach to public
health care could be a model in the implementation structure, which could be an

example not only to primary health care but also to the entire health care system. In
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this way it can be achieved that prevention, care and public health care related tasks
were given greater emphasis, and provided in close coordination with other service-
related actions. Integrated operation requires a methodological background, a
supportive and guiding organization that can provide the same quality across the
system.

It is an essential aspect that community autonomy is given and decisions are taken at
the level of locally-based health care services. Thereby, it can be assured that health
care services are undoubtedly aimed at satisfying the health-related needs of the
community. It is vitally important to support self-governing organizations, grass root
community initiatives, because they alone can influence the health of the community.
The institutional framework is not designed to limit these processes, on the contrary,
based on them, methodological and organizational guidelines are offered, and
continuous development is facilitated by communicating best practices. As a quality
controller, protects professional guarantees.

Development-related cases and international best practices suggest that community-
based health care, uniformly managed across the country, can have the following
effects on the renewed health care system:

e Quality improvement, significant increase in healing effectiveness;

e Increased rate of preventive actions, development of health culture;

e Correct shortcomings in the area of prevention, at the level of primary health
care;

e Support to organizing and implementing screening programmes, preparing the
service network for managing screening implications;

o Mental health care, as well as its integration into the health counselling system;

e Spreading individual health planning methodology, improvement of therapy
loyalty due to health counselling system;

o System-level application of community-based health planning, harmonizing
community health needs and service capacities, the result of which an
optimized service map can be made, and health inequalities are reduced
gradually;

e As a result of individual service journey planning and management, the
implementation of service processes comes nearer to professionally prescribed

processes, leading to more efficient services and more satisfied customers;
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e Service processes carried out through co-creation lead to enhanced health
experience;

e Dueto increased rate of early diagnoses and more effective care, complications
are decreasing, and consequently, inpatient interventions are reducing;

e Due to coordinated use of competences, efficiency is improving which leads to
increase in health values and decrease in excessive use of resources for higher-
level services.

System-wide health-centred service management is established, which exerts
substantial effect on the condition of the population through placing more emphasis
on prevention and care. This effect will lead to an increase in the health value of the

community.

X.7.2 Structure of local health care services

Health care services are developed within the framework of local health care system,
based on community health needs and on decisions of the community, in the interest
of healthiness of the community and with the authorization of the local government.
Methodological institutions of health care management play a key role in supporting
the planning process and achieving the defined goals. And they also play an integration
role in coordinating the health care actions of the various actors. Organized services
can enhance the health experience of the community and foster health culture.

As a result, communities become healthier, and the health care system more efficient

and sustainable.

Professional integration is the fundamental element of the structure of local health care
services. Immediate benefits of professional integration:

e Quality improvement,

e Optimized task allocation,

e Enhanced health experience,

e Services are provided for districts so far without provision,

e The principle of subsidiarity is applied more extensively,

e Expansion of local services through tasks expansion.

Methodology of professional integration
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According to international experiences, there are two essential—and critical—
structural elements of professional communities:

e Self-organization of professional communities has to be ensured in line with
the health needs of corresponding communities and in compliance with social,
cultural and geographic conditions of the community;

e Taking organizational goals into account, continuing support should be
provided for professional communities to enhance development and operation
the level and method of which is community-based health management.

Different settlement structures, different social and cultural circumstances, different
medical condition can lead to the different organizational forms. Consequently,
sufficient room should be given to social needs compliant models ensuring that they
can operate in line with a uniform goal system. Community health care management,
funding methodology and legal environment play a key role in developing the
structure, operation and the same directions.

Local health care system is a unit operated in a network structure and cluster system.
It is essential to ensure community-level decision-making, self-government and self-
organization; however, it is also vitally important that development directions,
approaches, quality assurance system and cultural shift oriented operation are uniform.
The legal environment should ensure the independence of local decision-making and
the uniformity of professional, methodological and quality assurance tasks. The role,
local governments play in the name of the community putting forward
recommendations and making decisions, is of the utmost importance, and that is
supported by the government of the national health care system which is incorporated
into the system and ensures the same quality level. Local governments ensure
intersectoral integration in compliance with the approach defined by the ‘Health in all
Policy’ [WHO2012], and thereby enable system-wide implementation of community
health care services.

A community area can take various forms: can be defined as smaller or larger units
within a town, or covering one or more towns. As regards the size of a community area
of local health care services, international experiences and limited resources suggest
to select a region with about 80-150 thousand inhabitants, a region which is
geographically homogeneous, and the borders of which are primarily defined by GPs’

service districts. It is also advised that the community area and the administrative area
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overlap each other considering the management and administrative aspects of service
provider competences and the joint co-creational sphere. The community area includes
all the services that are the components of the system of local health care services:

e individual adult and pediatric primary care services,

e practice groups,

e group practices,

e specialist services.

e dentistry,

e mental health support,

e district nurse services,

e specialist nurse services,

e pharmacies,

e school health care,

e occupational health care,

e sectoral health services,

e community-based health care services and health development offices,

e integrated health and social institutions.
The new service delivery model is based on functional, horizontal, vertical and
intersectoral integration of community-based relevant health care and neighbouring
service providers; and existing institutions of the outpatient health care delivery system
(primary health care—GPs, pediatricians, dentists, nurses, day and night duties—
outpatient and inpatient clinics, pharmacies and health development services), form
the backbone of the model, with special attention to GPs and outpatient clinics. This
is complemented by new forms of health care services that either did not work
previously, or were underdeveloped, they mainly come from the area of prevention but
others are also included such as service development in the virtual space, innovative
and gap-filling service development programmes, and borderline services in unity with
health care services, e.g. social care. Additionally, public health care tasks within the
framework of local health care services are also included. In detail:

e Monitoring and assessing population’s health and well-being;

e Monitoring and treating risk factors and situations that are detrimental and

hazardous to health;

e Health protection in the area of environmental health, occupational health,
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epidemiology and others.
e Health development to deal with social determinants and to take steps to reduce
health inequalities;
e Disease prevention and early-stage diagnosis of diseases;
e Governance to promote health and well-being;
e Providing an appropriate number of competent public health care workforce
that can satisfy the needs;
e Health-related communication and social mobilization, and to safeguard
health-related interests.
As the results of implemented developments allow, functional integration is
implemented step by step. It is vitally important that suggestion- and decision-making
roles of local governments are ensured. Local-level integration is fundamentally based
on community initiatives that should receive financial support and to which legal
framework should be provided. Furthermore, it is essential to support the process of
self-organization in order to develop services to satisfy community needs. It is also
essential that integration take place as smoothly as possible, and with as few
dysfunctions as possible. To guarantee, an appropriate integration-collaboration plan
has to be designed which always has to precede the implementation. Every existing
service delivery unit provides health care currently, and the continuity of which is to
be maintained during the transformation.
Functional integration will result in a form of efficiently managed professional
communities which is the integrated service unit responsible for local health care
services.
Health care offices that perform health management and health development functions
on community level are management and professional supportive units providing
support to health care units of communities. These centres provide the following

services for health care units:

e development directions in line with community needs and efficiency

enhancement;
e operational support;
e fundamental public health tasks;

e health development based on public health competences and knowledge

relating to health communication;
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practical community-based health planning;
indicator-based effectiveness analysis and interpretation;
health management, coordination between intersectoral integrative activities;

quality improvement.
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X1 Experience-based community model of health value creation

To summarize the outcomes of the implemented research and development
programme, | have developed a community model based on customer experiences of
the care delivery value chain, and I named it ‘Community-based health experience
model’.
The model provides a framework to analyse, develop and manage

competences available in the health-ecosystem,

to implement a person-centred network,

to increase individual health value.
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Figure 14: Model of individual-focused, community-based health value creation,

redesigned by the care delivery value chain in line with Service Logic.

The core of the model is that individual’s own effort is of the utmost importance to
achieve an increase in individual health value. To this, motivation, energy and
strengthening are given by individual’s positive health experiences. For individuals,
there are three large groups of competences to facilitate value-in-use value generation:
1. Competences that individuals have learnt and acquired as part of their health

literacy;
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2. Competences that individuals receive from the service provider sphere as
customers;
3. Competences that individuals receive from experts, experienced people,

typically online, in an exchange without money.

Within the framework of individuals’ health behaviour and attitude, positive or
negative lived experiences, and their extent, considerably affect the use of
competences. The more positive the lived health experience, the more the competence
is integrated into everyday health-related activities.

Interconnection and interaction between individual health competence spheres result
in a network of co-creational community-based health spheres. They can operate
optimally and efficiently if the whole co-creational sphere together with its
components—customer sphere, joint sphere and service provider sphere—can operate
as a uniform set of competences. This uniform competence sphere allows that each
competence—used to create value-in-use value creation by individuals—in part
synergically, can facilitate value increase.

These co-creational spheres are connected to typical phases of the health value
increasing value chain. For example, fracture preventive health management after the
first fracture for women sustaining osteoporosis.

In marketing terms, the health task is comprised of a series of activities between the
initial and the desired health value—’job-to-be-done’. Key experience is part of the
initial health experience—e.g. fracture-induced fear and mild physical disability, as a
result, the individual becomes aware of tasks to be done.

Identical or similar key experiences associated with the ‘health task’ to-be-done define
the group of individuals who will be the participants of the community-based health
sphere. These health spheres tend to overlap each other partly, and undergo dynamic
and constant changes as participants’ health value changes. For example, when the risk
of fall is diminishing and regular physical activities are becoming a key experience, or
when changes take place into the other direction, and the third osteoporosis-induced
fracture happens, serious physical disability and anxiety can be arisen. Thus, two
persons previously changing experiences in one community-based health sphere find
themselves in two considerably different community-based health spheres.
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Regular feedback is needed about the degree of value-in-use value creation to
efficiently utilize competences of the co-creational community-based health sphere,
therefore measurements and analyses are needed. Joint use of medical and health
experience indicators can ensure that the model integrates service provider sphere
organized in compliance with medical criteria and individuals’ perception—
competences of the customer sphere driven by personal health experiences. The two
indicators can be applied when the whole co-creational sphere is in operation. When
only the provider sphere is involved in the health value generation, e.g. surgery is
carried out in deep general anaesthesia, only the use of medical indicators is justified,
while when only the customer sphere is involved in the implemented health value
creation, e.g. weekend hikes are done on a friend's advice, only the health experience
indicator is to be used.

A uniform measurement and management framework can ensure that instead of
fragmented and rigid processes, the health care provider sphere can provide their
customers with network-type and flexible person-focused interactions implemented in
professional team-working. In the customer sphere, through feedback on interaction-
related outcomes, the measurement and management framework can provide an
improved guideline to individuals on the effects of competence transactions, and
therefore individuals will consider medical aspects in their choice more carefully than
before.

The health counsellor, working as a representative of a new profession in the joint
sphere, plays an essential role in facilitating coordination between the customer sphere
and the provider sphere. Using individual health planning tools, the health counsellor
develops a functional project plan in which the followings are defined: linkage
between the provider sphere and the customer sphere, processes to be implemented by
the two actors and co-creational tools provided by the service provider, either directly,
e.g. group exercise or indirectly, e.g. creating a closed online forum or providing a
gym for free.

The job of a health counsellor was developed by merging two previously performed
health-related activities. The health counsellor acts primarily as a case manager in the
provider sphere and provides support to manage the service plan; and acts as a coach
in the customer sphere to facilitate the self-management process of the customer in

his/her customer journey to achieve his/her goals.
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Health planning also has a role in raising awareness of individuals. Our health-related
activities have a fixed starting point and a set goal or goals for each jointly defined
phase.
The co-creational learning process, for service providers, is taking place primarily
through the knowledge they acquire from feedback on health experiences and thereby
affected medical outcomes, and the co-creational process facilitates practical
implementation of customer-centredness.
From service provider’s point of view, health counselling based on individual health
planning, and the co-creational sphere organized thereon, tends to enhance positive
health experience; whereas from the customer sphere’s point of view, professional
foundation is strengthened.
The whole co-creational sphere and all the community-based health spheres have to
be organized to bring the model into operation, it is unreasonable to expect self-
organization-based operation.
It is useful to delegate a manager to each of the three co-creational sub-spheres to
organize and manage the model:
A professional manager with a medical degree to manage the provider sphere;
A senior health counsellor with a counselling or coaching qualification to
manage the community-based sphere;
A social manager to organize and manage the framework of the customer
sphere.
Furthermore, a community health planner should be employed to carry out and
support measurement, analysis and planning, and additionally
a business administrator to ensure sustainability and to sustain a uniform financing

framework.

The basis of measurement and management is measuring composite health-value
indicators in line with the care delivery value chain, and thereby to follow health value
changes both with medical indicators and health experience indicators. The effect of

exchanges is studied separately on medical indicators and health experience indicators.
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C) REAL-LIFE PILOT

X1 Hypothesis

H1: The greater the extent of patient involvement in the treatment and care of their
diseases in the co-creation process, the higher the indicator-measured effectiveness of
health care services.

H2: The greater the rate of patient involvement in the treatment and care of their
diseases in the co-creation process, the higher the perceived quality of services.

H3: The more fully are competences shared in evidence-based health care processes
and team work thereon, the more positive the physicians’ healing experience and the
patients’ recovery experience.

H4: The more health-value creating transactions are implemented in the management
of collaborative community-based networks, the higher the indicator-measured service
quality.

H5: The more expansive the community-based local health ecosystem, the more

efficient the utilization of available health competences.
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X1l Trial

XI11.1 Experimental trial of the full implementation of the model

The aim was to make investigation into the operation of a network-based transactional
health ecosystem on endemic diseases,

selecting themes corresponding to the key components of Care Delivery Value Chain,
such as prevention, diagnosis, intervention, rehabilitation and health management, and
exploring the change in the ‘entire co-creation sphere’, ‘customer sphere’, ‘joint
sphere’ and ‘provider sphere’ individually,

involving healthy individuals, patients with diabetes and with suspicion for diabetes,
osteoporosis, COPD, stroke, and additionally screening school children for
cardiovascular risks and oncology. A total of 26,549 persons, involved by 794 GP
practices.

Methodology was non-interventional clinical trial with the authorization of the
National Research and Ethical Committee of the Medical Research Council. Self-
controlled examination and measurements with standard questionnaires after 3 months
and 5 months.

Submission extract can be found in Appendix 11

XI11.2 The theme of osteoporosis and its outcomes

XI11.2.1 Methodology

As this dissertation is limited in terms of size, | will discuss one tested area, the

osteoporosis and the corresponding research findings.

The test included medical and health experience-related health value measurement
based on self-controlled health value generation, and measurements of various other
transaction-induced experiences at the enrolment; and then three months later patients
were asked to complete a standard questionnaire online, and professionals were asked

to report online.

From the process of ‘DON’T GET BROKEN AGAIN! —prevention of osteoporosis-

based fractures’: testing fall prevention sub-process.

Selection criteria:

94



e women above 65 years of age,
e people with established osteoporosis without having had a fracture before,
e people with established osteoporosis having had an osteoporotic fracture before,
e people having had a fracture caused by light pressure in the previous 12 months
(risk of osteoporosis).
Implemented and examined transactions:
(1) Visits to GPs, (2) consultation with practice nurses, (3) preparing health plans, (4)
regular individual exercises to prevent falls, (5) group exercises to prevent falls, (6)
online information home page.
Measuring outcome indicators:
Medical: Primary risk of falling, number of secondary falls, online survey with
a standard questionnaire
Health experience: Primarily: the extent of self-management; secondarily:
health literacy; online survey with a standard questionnaire
Measuring transaction effects:
Online survey with a standard questionnaire about customer experience
Online survey with a standard questionnaire about user experience
Online survey with a standard questionnaire about healing experience
Measurement methodologies
Developed by the Hungarian Institute of Rheumatology and Physiology
Fall risk questionnaire
According to the methodology of GfK
Consumer Experience (ConX), User experience (UX), Health experience
questionnaire
Own development
Healing experience questionnaire

GPs assessment of group exercises

Analysis was made by IBM SPSS Statistics 24 on Macintosh program.

Correlation analysis was made with the Shapley-value regression analysis.

Questionnaires and test sheets are included in the Appendices.
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Sample and duration

N=20 locations: Three districts of Budapest with settlements from the metropolitan
area (IX., XI., XII.), Csorna, Debrecen, Heves, Hodmezdvasarhely, Kazinzbarcika,
Kiskoros, Papa, Paszto, Pécs, Siofok, Szeged, Szarvas, Szombathely, Tamasi,
Tiszafiired, Zalaegerszeg, Vasarosnamény

N=84 GPs

N=53 physical therapists

N=1761 actively involved patients who received additional health transactions through
additional care services.

The track period of involved patients was three months, between 27 April and 18
October 2015.

N=932 women with diagnosed osteoporosis were followed, risk of falling was chosen
as a medical indicator, fall risk questionnaires were completed at the enrolment and 3

months afterwards.

The process of the trial

1. Physical therapists working with GPs and practice nurses were selected.

2. Fall prevention exercise programme was developed by the Hungarian Institute of
Rheumatology and Physiology, a corresponding training booklet about exercises was
produced (see Appendix 8), physical therapists were trained how to perform the tasks
of the programme.

3. GPs were trained about the tasks to be performed by staff members of the
Community Health Management Office, and during the trial period their task
accomplishment was followed continuously.

4. Individual health plans, corresponding treatment plans and action plans were
prepared either by the GP or his/her practice nurse in the GP’s surgery, patients were
trained to do fall prevention exercises, opportunities were ensured for the study group
to take part in a motion exercise group, and support was provided to monitor their own
health with an individual health planner. Health counselling was provided to help the
study group fill in and then follow their individual health plan.

Fall prevention questionnaires were made available and completed online.

5. The study group participated in a 30-minute fall prevention exercise managed by
physical therapists twice a week, and attendance was registered online by physical

therapists.
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6. TUG, Reach and Romberg tests were carried out optionally by physical therapists
at the first visit and after three months, test sheets were completed and FRAX was
calculated also by physical therapists.

7. Within three days after the first visit and the visit after three months, GPs and the
study group received a link to an online questionnaire and were asked to complete it.
8. After three months the study group was summoned back to their GP for a follow-up

test, and then they were asked to complete the fall risk questionnaire again.
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X11.2.2 Results

Health value changes (N=932)
A. Medical
A.Ll. Risk of falling decreased with 12% of patients

Risk reduction (person)
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moderate risk --> small risk high risk --> moderate risk high risk --> small risk

Figure 15: Fall risk reduction relative to initial and achieved risk classification.
Six patients with walking frames have become walking patients.

A.2. Number of falls decreased with 4.5% of patients

Fall number reduction (person)
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10

Figure 16: Decrease in the number of falls relative to initial and achieved fall numbers.
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B. Health experience

B.1. Self-management increased from 7.25 to 8.06, a 0.81 point improvement on a 10-
point scale.

B.2. Health literacy improved from 7.85 to 8.26, a 0.41 point improvement on a 10-

point scale.

Change in customer experience at the experience points (N=283)

Points increased from 22.37 (74.6%) to 23.58 (78.6%) of the maximum 30 points that

could be given to six questions.

Qualitative assessment of group exercises made by GPs
I conducted an online survey among GPs dealing with osteoporosis about their opinion
on group exercises at the beginning of October 2015.

» N=57 questionnaires were sent to GPs, N=31 was returned;

« Eighty-seven per cent of the respondent GPs said that individuals had supportive

attitude when they were offered the possibility of doing group exercises;

« More than 50% of the involved physicians found it easy to convince individuals,
and 32% of them found it difficult;

« Eighty-seven per cent of the physicians thought that because classes were

provided near where patients lived, it was easier for most patients to participate;

« Of the GPs, 96.8% said that because a professional physical therapist was

involved, it made their job easier;

» Eighty-four per cent of the respondent GPs believed that most of the involved
individuals understood the purpose of therapeutic exercises, and 16% of them

said that all the individuals were aware of the purpose of the exercise;

» Ninety per cent of individuals involved in the trial found therapeutic exercises

very beneficial or beneficial;

» Fifty-five per cent of the physicians thought that most individuals they invited
did therapeutic exercises at home as well, while 35.4% of them believed that a

small part of individuals were active outside the classes as well.
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» All the respondent GPs said that group exercises supported their job either
entirely or mostly;

* Almost 75% of the physicians said that group exercises enhanced individuals’
commitment to preserve their health mostly, and according 25.8 % of them

entirely;

» Ninety per cent of the respondent physicians would recommend other patients of

theirs to take part in therapeutic exercises.

X11.2.3 Analysis

The primary medical health-value outcome that revealed decrease in risk of falling at
12% of the patients is an outstanding outcome even by international standards. Of all
physical activities, only Tai Chi proved to be effective with a 10% decrease some
years earlier [Gillespie2012]. The group version of fall prevention exercise provided
greater customer experience for the participants than individual home-based
exercises, although only less than half of the patients had positive memorable
memories of the group exercise (42.5%) and a fairly large rate of them had negative
memorable memories (15.1%). During the three-month period, the number of
participants who found the group exercise positive grew by 15% to near than one and
half times, and those who reacted negatively grew by 8%, more than doubled. This
means that self-management and encouragement to be engaged can influence only

some of patients positively.

The growth rate of positive memorable experience of home-based exercise was much
lower than that of the group exercise, 9% vs 15%, while the growth rate of negative
memorable experiences was similar in both cases, 7% vs 8%. Reasons can be that
apart from sharing experience with others, group exercise gave additional impulse to
participants in the one hand, and user experience of the training booklet about fall
prevention was moderate, on the other. Although the training booklet was prepared
by the best professional team in Hungary, it was not found as useful as and could not
provide the same user experience than other (online) information materials of the

programme.

100



The secondary medical health-value outcome, the change in number of falls
decreased in 4.5% of patients but the three-month trial period was insufficient to

come to conclusion.

The primary health experience health-value outcome, the degree of self-management
improved considerably, by 11%, which corresponds with the decline in risk of falling
and the experience of GPs. The secondary indicator, the health literacy improved by
5% implying that major change of this indicator cannot be expected within such a

short period.

Based on the changes in customer experience values, the service expansion improved
the perception of GPs’ services most substantially, positive memorable experiences
doubled (from 31.5% to 60.3%), and negative ones reduced to the half (from 41.1%
to 20.5%). Partly because GPs had a more positive attitude to this task as they could
offer real solution and care to their patients, and gradually experienced the positive
impact of fall prevention exercises. This is confirmed by the fact that their healing
experience improved slightly during a short period of time (5.3%). Their opinion
about group exercises also suggests that this opportunity mostly enhanced their

satisfaction with their job.

However, in the case of practice nurses, positive memorable customer experience
decreased by 10%, and negative memorable experiences increased by 15 %. The
underlying reason can be that they were the only ones in the service provider team
who did not receive special training and had little information about the new
opportunities. Patients were encouraged to manage themselves, consequently their
questions changed both in terms of numbers and content, and nurses were not
prepared to answer them. This experience taught us that if service expansion
accompanied by competences expansion, training and information should be

provided for every actor.

The online health planning application was received positively. This effect can be
observed in the improvement of self-management and health literacy. Nearly half of
customer experiences were positive memorable (43%) which is definitely a good
outcome a new service with an entirely new approach can achieve. It is particularly
true because negative memorable experiences were very few (6%). It is reasonable to

consider that half of customer experiences (51%) were not memorable, and about
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half of them negative, the other half positive. In everyday sense, half of the users
found it nothing special which points to the necessity of customer-focused

development.

In comparison, I studied an extensively visited health care information portal on the
Internet and searched for customer experience of this nature. In comparison with
health planning, the rate of non-memorable impulses was much higher, almost three
quarters of the visits (72% vs 51%). The fairly low rate of memorable positive
experiences (24%) show that a portal focusing essentially on information provision
cannot serve more than only a small percentage of customers, because these days
visitors look for different competences, and what they mostly need is to share

personal experiences and opinion.

XI11.2.4 Hypotheses verification

H1: The greater the extent of patient involvement in the treatment and care of their
diseases in the co-creation process, the higher the indicator-measured effectiveness of
health care services.

The rate of patient involvement can be described by a ratio. The number of patient-
completed health transactions per individuals relative to the total number of planned

health transactions in the ‘Don’t get broken again!’ trial process.

2 implemented transaction = jndjvidual involvement

Y planned transaction

Service effectiveness is defined by the rate of risk of falling, the primary indicator, and

the rate of self-management, the primary health experience indicator.

The rate of patient involvement was closely correlated both with the rate of risk of
falling and the rate of self-management.

risk of falling r=0.78

self-management r=0.67

H1 hypothesis is confirmed.
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H2: The greater the rate of patient involvement in the treatment and care of their
diseases in the co-creation process, the higher the perceived quality of services.

The rate of patient involvement can be described by a ratio. The number of patient-
completed health transactions per individuals relative to the total number of planned
health transactions in the ‘Don’t get broken again!’ trial process.

2 implemented transaction = jndjvidual involvement

> planned transaction

I described the patient-perceived service quality as the rate of customer experience and

GP’s recommendation.

The rate of patient involvement correlated both with the rate of the customer
experience composite indicator and GP’s recommendation.
customer experience r=0.68

GP’s recommendation r=0.63

H2 hypothesis is confirmed.

H3: The more fully evidence-based competences are shared in treatment and care
processes, and thereon based teamwork, the greater the healing experience of
physicians and health experience of patients.

The rate of competence sharing among physicians is described by a ratio. The number
of implemented health care transactions by physicians relative to the total number of
planned health transactions in the ‘Don’t get broken again!’ trial process per

individual.

2 implemented transaction = treatment-care competence sharing
> planned transaction

The rate of physicians’ healing experience was defined by the rate of total value of

word-of-mouth, therapy loyalty and life quality derived from patients’ answers to the

healing experience questionnaire.
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The rate of patient health experience was defined by the combined rate of health
literacy and self-management.

GPs’ healing experience r=0.58
patient health experience r=0.71

H3 hypothesis is confirmed.

H4: The more health-value creating transactions are implemented in the management
of collaborative community-based networks, the higher the indicator-measured service

quality.

The total number of recorded health transactions in the ‘Don’t get broken again!”’ trial
process defined the number of health value increasing transactions in the 20 locations
of the trial.

| described the service quality with the rate of customer experience and GP’s

recommendation.

customer experience r=0.74

GP’s recommendation r=0.57

H4 hypothesis is confirmed.

H5: The more expansive the community-based local health ecosystem, the more

efficient the utilization of available health competences.

The total number of recorded health transactions in the ‘Don’t get broken again!’ trial
process defined the number of health value increasing transactions in the 20 locations

of the trial, and thereby the scope of local health ecosystem.

The utilization of health competences was defined by the rate of risk of falling, used
as a primary indicator, and the rate of self-management, the primary health experience

indicator.
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The scope of the local ecosystem is closely correlated both with the rate of risk of

falling and the rate of self-management.

risk of falling r=0.81
self-management r=0.78

H5 hypothesis is confirmed.

X11.2.5 Impact assessment

A health economic model was designed to estimate the effects of the model developed
for and tested in the trial, additional to data measured and recorded in the trial, data
recorded in the database of the National Health Insurance Fund was also used from a

three-year period between 2012 and 2014.
1. Individual health plan and service plan—incident project plan

2. Type, place, service provider, time and duration of implemented service-related

incidents

2.a. From the database of the National Health Insurance Fund
2.b. From the database of GPs

2.c. From online questionnaires completed by service providers

2.d. Information from the medical systems of service providers imported as

standardized data package

3. From online questionnaires about self-managed health-related activities 4. From

online questionnaires relating to patients’ self-assessment about their state of health

5. Incident-related patients’ reports submitted in online questionnaires—user

experience, customer experience, satisfaction
6. Service provider-measured outcomes reported in online questionnaires

7. Short written evaluation, opinion from patients reported on an online interface

Care levels of osteoporosis
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The analysis—conducted on the database of the National Health Insurance Fund used
to assess the impacts [Bacskai2015]—revealed that the number of encounters in the
health care system, the extent of care, showed significant correlation with the degree
of patient collaboration. The conditional probability of becoming a member of a
collaborative group for patients who were not involved in a care incident was 58%. If
the patient was involved in 1 care incident, the same figure was 65%. If the patient was
involved in 2 care incidents, the same figure continued to grow, the probability was
68%. In this case the difference was significant, p=0.002 If the patient was involved
in 3 care incidents, the same figure continued to grow, and amounted to 74%. The
difference was significant in this case too, as p=0. If the number of care incidents
continued to grow, the probability of becoming a member of a collaborative group
grew to 71%, then to 75% and afterwards 87%; outcomes were significant until 6 care

incidents.

When the care is increased to level 2, and correspondingly the number of collaborative
patients also grew, the data of the National Health Insurance Fund indicate costs

reduction in inpatient care:
For the whole population in one year: HUF 122,840,354 can be saved
For the whole population in five years: HUF 614,201,770 can be saved

Estimation is valid for patients with up to two fractures and who can satisfy the

selection criteria of the trial defined for patients sustaining osteoporosis.

The trial carried out with patients with diagnosed osteoporosis showed that a model of
community-based health experience can deliver more positive outcomes in treating an

endemic.

The significance of the estimated impact is substantiated by the European Vertebral
Osteoporosis Study (EVOS) according to which about 600 thousand women and 300
thousand men aged 50 years and over are affected in Hungary. The significance of
osteoporosis lies in pathologic fractures and their complications, and hip fractures in
particular. Various surveys revealed that 12—20% of patients with hip fracture die in
the first year after the fracture, about half of them need care till the end of their life,

and only every fifth patient can recover fully. Most vertebral fractures occur gradually,
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and remains hidden for long, the data of the National Health Insurance Fund show that
in 2013 only 10% of incidents were detected immediately.

According to my impact model, the expected probability of fractures in the non-
collaborative patient group is 3% in a six-month period, and for the collaborative

patient group it is 2.3% respectively.

* Both costs and the number of fractures were lower, more encouraging in the

collaborative patient group;

« The likelihood of becoming a member of a collaborative patient group is improved

by the number of care incidents.

If the level of care and collaboration achieved in the trial were applied generally, cost
reduction can be further facilitated. In the collaborative group the probability-adjusted
costs of inpatient treatments are HUF 20,728 per patient for six months, whereas in
the non-collaborative group costs are HUF 27,387 respectively. Taking the difference
of HUF 6,659 into consideration, we calculated the costs for the entire population for
a b-year period, and costs can be decreased substantially. We could identify 54,701
patients with two fractures in the entire patient population, thus multiplying the
number of patients by cost saving per patient it makes HUF 364,253,959 in a six-
month period.

For the whole population in one year: HUF 728,507,918 can be saved

For the whole population in five years: HUF 3,642,539,590 can be saved.
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X111 Discussion

The outcome of my research, the community-based health experience model—based

on the experimental trial and test results obtained during the model development

process—in my view, corresponds with the Service Logic [Gronroos2014] and its

adaptation to the health ecosystem. According to the presented trial outcomes:

1.

The individual is in the centre of health competence networks that facilitate
health value generation based on and described by the model.

The scope of health competences used by the individual has to be described by
the competences of the entire health ecosystem, which is much larger than the
scope of competences available in health care.

The holistic approach taking the whole human being into consideration is
achieved by the competence network, as defined by the model, in such a way that
health experience aspects and corresponding indicators are integrated. In
contrast with previous integrated health care systems, the primary development
lies in the integration of health experiences typical of the entire health ecosystem
into the model. Therefore, the community-based health experience model from
the standpoint of health care systems can be regarded as health experience
augmentation.

The health-related task, which is perceived and to be accomplished by the
individual, is defined in the status survey and goals are recorded in the health
plan; the task can be performed alone by the individual in individual’s customer
sphere, or with assistance in the joint sphere, or perhaps in the service provider
sphere without the consent of the individual. Activity elements and health-related
goals of the individual health plan are derived from the activity chains of the care
delivery value chain, and thereby the health-related task corresponds with a
well-defined phase of the care delivery value chain.

The care delivery value chain compliant with the health-related task defines the
to-be-done activity elements aiming to create health value, as well as the
corresponding competences needed in the customer sphere, the joint sphere and
the service provider sphere. The service provider process and the customer
journey leading to health value generation are implemented in collaboration with

competences in co-creation.
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6. Online and offline customer spheres—that are linked to health-related tasks
and in which health experience is the main driver of the transaction—can
increase the number and frequency of individual-initiated connections to key

competences of the service provider sphere through the joint sphere.

The model was studied primarily from the standpoint of health care system
restructuring, in my thesis | focused on co-creational spheres as defined by Service
Logic, emphasis was given to the ‘Don’t get broken again!’ programme designed and
implemented for women sustained osteoporosis, outcomes were described and

analysed.

In line with Ekman [Ekman2011] and Snyderman [Snyderman2012], health
counselling based on individual health planning is a new and essential element of
service development from the standpoint of health value generation. This is
complemented by competences based on value chain processes of health economics
and assigned to test processes; and competences are organized in ecosystem-type
community-based health spheres through designing and developing community-based
health management, in concordance with the proposed health care ecosystem approach
of McColl-Kennedy [McColl-Kennedy2012].

The rate of involved individuals who set their own health-related goal and wrote action
plan for themselves increased by almost two-thirds (64%)—and this points to the
immediate benefit of individual health counselling. On the recommendation of the GP,
47% of individuals set health-related goals and wrote an action plan, but if
individuals—additional to the recommendation of the GP—discussed the role of goals

and action plans with the health counsellor, the figure increased to 77%.

Short-term benefit of individual health counselling manifested itself in the
achievement of the defined goals. In the three-month follow-up period, one health
counselling session was enough to produce changes with 49% of the participants.
Changes manifested itself in body weight loss, health risk reduction, life style changes
and screening tests patients underwent. These changes are so significant that if health
counselling were used in treating diabetes and caring diabetics, if a joint sphere based
on individual health planning and health counselling were created to treat diabetes

even without restructuring the existing service provider sphere and customer sphere—
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according to an impact model, about HUF 6.7 billion funding costs could be saved

annually.

Individual health planning in a structured online form can satisfy unmet customer
needs. Nowadays, nearly half of the Hungarian population prepare health plans of
various level and content. Although, only in their mind; based on this plan they search
for, use or buy the health competences they themselves or their family need.

The extent of need for health planning is indicated by the fact that 8,179 persons
registered individually on the online interface in the three-month test period, although
public communication was very limited, and online application was available only on
the website of the National Health Development Institute. | received direct feedback
through the process of health counselling, and the usefulness of health planning was
by no means obvious. Experience suggests that health planning can only be successful
if itis regarded as a customer sphere tool, and planning is seen as the sole responsibility
of the customer. This approach was frequently the subject of debate, and sometimes of
heated debate, with physicians in the development and the trial period. By force of
habit and practice of the service provider sphere, physicians cannot imagine any other
health plans than the ones developed by health care personnel and monitored by the
attending physician. For them, health planning carried out without a physician or a
health care worker was unthinkable. Furthermore, trial outcomes confirm that the
customer is the best person to prepare a health plan, and customer journey should be

made in the customer sphere.

During the trial, particular attention was devoted to develop professional team work in
the service provider sphere, as Gawande proposed [Gawande2010]. On the one hand,
GPs who willingly took part in the programme were familiar with this approach and
method, and on the other, workshops and information meetings were conducted to
highlight the personal benefit new procedures can bring for them. Collaboration was
smooth and trial goals were impressively achieved in GP practice groups in which
collaboration had a history, or there had been a professional leader chosen or emerged
from among themselves. GP practice groups significantly differed from each other in
terms of activities. An average-size GP practice group consisted of 41 physicians, but
the three most active professional group had by 90% and 40-40% more members
respectively, and the three least active ones had by 56%, 51% and 49% fewer members

respectively.
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It was the task of local community-based health care offices to organize team work in
accordance with test processes, to find qualified workforce to assist GPs and to manage
their work, as Glouberman earlier proposed based on thorough management science
considerations [Glouberman2001b]. They were also considerably different in terms of
effectiveness. Twelve qualified workers were involved on the average, but there were
groups where by 33% or even by 50% more workers were involved, and there were
others where by 50% or by 40% fewer workers were involved. Community-based
health care managers had more chance to find the right colleague to deliver the
additional competences if it was about a more active GP practice group. In the short
period of the trial, locations with improved infrastructure, Budapest districts and large
cities were at an advantage, but well organized and collaborative GP practice groups
were also similarly successful in developing collaborative competences in the service

provider sphere.

These experiences suggest that without GPs with self-organizing capacities, on
instructions and expectations, under funding pressure it is very difficult to create a
service provider sphere that can satisfy the criteria of the primary health care network
and an effectively and efficiently managed modern health care system within the
current health ecosystem.

In line with the integrated practice unit approach of Porter and Teisberg [Porter2006],
it is the task of community-based health care offices to help organize and manage the
entire health co-creational sphere. In the development and trial period, I studied how
this task was performed, and offices were considerably different from this point of
view as well. Apart from looking at tasks carried out in the trial process, qualitative
methods were applied to study the tasks designed to create the entire co-creational
sphere. Their effectiveness was assessed by their collaboration with local
governments, social actors and local peer institutions, such as rehabilitation
institutions and health development offices. Two aspects influenced effectiveness of
offices considerably in starting to create the entire co-creational sphere, the strength of
medical professional competences of physicians, economists or health care developers
individually, on the one hand, and the scope of their personal relationships, on the
other. If the office had at least one staff member with strong competence in this field,
the network-based co-creational sphere was implemented quickly. More staff

members could facilitate both the scope and the speed of the development. In the long
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term, the strength of professional competence will be the most important factor to
facilitate that all or the most of affected persons of the co-creational sphere accept the

community-based health care office and its activity through a competent person.

The estimate of an impact model on diabetes treatment and care showed that
professional team-work of GP groups—either in the form of practice groups or group
practices—can save an annual amount of HUF 6.2 billion funding costs in the service

provider sphere.

Based on the estimate of the impact model, systematic operation of the countrywide
network of community-based health care offices and managing the entire health co-
creational sphere organized and supported by these offices, HUF 7.1 billion funding

costs can be saved annually.

Community-based health spheres—organized in compliance with individual-centred
competence network and corresponding to the community-based health experience
model-would achieve progress in every co-creational sphere in terms of health value

generation.

In the service provider sphere, network-organized competences—as described by
professional health care recommendations and in line with care delivery value
chains—can increase both the efficiency of value creation and the extent of healing
experience, enhance the satisfaction of health care workforce and facilitate customers’
satisfaction. Furthermore, the costs of effective use of competences also go down, and
thereby available resources can be spent on not yet available competences in the
service provider sphere, joint sphere or customer sphere, and the entire attainable

health value of the population can be further increased.

By formal creation of the joint sphere, we allow combined implementation of certain
phases of service provider processes regulated by professional health care
recommendations and of the customer journey carried out in the customer sphere and
affected by individual health-related beliefs and health experiences; and additionally
the corresponding competences organized by different logic can be used as much
coordinately as possible aiming to achieve health value generation. As regards the
entire health ecosystem, the most significant loss in terms of utility is caused by
detrimental effects of competences inside and outside the health care system. From

physicians’ side, patients seem to be ill-informed and stubborn, fail to follow their
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advice, and are bought into all sorts of quackery, whereas from patients’ side,
physicians do not even listen to them, prescribe medicine, and nothing else, fail to
provide guidance on the usefulness of products and services that are widely available

outside the health care system.

The biggest step we can make towards developing substantial health value creation is
the integration of the customer sphere into the entire co-creational sphere. We accept
that we cannot cure most part of diseases, and that everybody is responsible for his/her
health, people can do the most for their own health. The biggest support can be
provided to people by their own community and social net. Therefore, activities that
are regarded as public health tasks tend to be shifted towards such consideration that
people should not be changed, instead opportunities and community-based health
spheres should be provided to help them change. A step forward could be if online
spheres were designed more purposefully, and if they were connected more closely
and organically to the service provider sphere and the joint sphere. ‘Patient education’
should be given less emphasis, instead participation in the community-based sphere
and exchanges of health-related and other experiences could be encouraged. Health
planning application in collaboration with egeszseg.hu portal was one of the online
spheres in the trial.

In line with McColl-Kennedy [McColl-Kennedy2012], the entire health co-creational
sphere can best satisfy the expectations of advanced health care systems and the
‘Health in all policy’ practice that represents the whole population on the highest level.
Primarily, it is the responsibility of the regulatory environment to ensure operating
conditions, local governments on local level, regional and national bodies on higher
levels, bearing in mind that both the service provider sphere and the customer sphere

have, and not before long the joint sphere will have cross-border parts.

The entire co-creational sphere makes it possible that the fabric of health care services
or an increasing part of it, the outcome of a development process, will be concurrently
professionally founded and customer-centred. This process will be accelerated and
more accurately assessed by data collection relating to health value indicators, time
series and correlation analysis. Thereby, contribution of individual competences and
their exchanges to health value generation can be defined. In a strictly regulated state
funded health care, the implementation is connected to information systems

development and application. It is the task of regulatory bodies to expand this on
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private health care providers as well. Authorization is required from these bodies to
define competences of the joint sphere, and particularly the customer sphere, to
measure exchanges and health value changes; thereto online developments with new

approaches are needed, and health planning application can be one of the components.

Regular measurements based on health-value indicators can make health care systems
planning and management more efficient, as Porter proposed [Porter2010], and at the
same time facilitate effectiveness and efficiency, service provider and customer
satisfaction. In line with Hollingsworth, essential prerequisite is a uniform IT sphere

and services using measurements, analyses and real-time data [Hollingsworth2010].

Due to measurements, data acquisition, analyses and assessments, service providers’
competences can be planned more comprehensively in terms of content and required
accessible quantity. The more data and the longer time series we have, the more

accurate the measurement and the smaller the service units included.

Effectiveness and efficiency of competences and competence groups can be assessed
in real service environment, and thereby assessment opportunities of health care
technologies can be improved substantially. Thus, innovation can be accelerated

considerably.

Outcome measurements, in accordance with Lovis, open up opportunities to correct
management and politics of various professions [Lovis2011]. By revealing differences
and deficiencies, showing best practices, on the one hand, and by detailed impact
analysis leading to health-value outcomes, on the other. Thereby, the standard and

effectiveness of quality assurance and organization development will be improved.

The development and trial | have carried out so far need further research. It is worth
extending the analysis onto the whole database, from which additional experiences can
be achieved, on the one hand, and due to a more robust database, conclusions can be
firmer and more far-reaching, on the other. Due to outcomes of various data series, it
is more likely that analytical methodology can also be further developed, relationships
can be revealed and analysed between health experience and medical elements of
health-value outcomes. Furthermore, the body of knowledge about the model can be
further advanced by extending processes to be investigated and involving new diseases
as well as health hazards, and thus, providing more ammunition to develop a uniform

health care system.

114



X1V Summary

In this century, health is the driving force of the global economy, encounters of
innovations of life sciences, nanotechnology and info-communication technologies
result in—thought to be science fiction so far—yet accessible solutions to broad
segments of the population. Current medical technologies become obsolete in a few
years time, and people tend to self-manage their health increasingly. Being at the
beginning of this process, health care managers and experts, all over the world, are
considering how to make or restructure the service delivery system value-oriented and
patient-centred. Due to the size and complexity of systems and the centralized nature
of medical technologies, the ongoing transformation process based on solid economic
foundation takes place very slowly. Therefore the health care system is becoming more
and more expensive and difficult to sustain, and an increasing number of potential
customers attempt to find other solutions to self-manage their health. Additionally,
series of new competences emerges, almost every day, designed to create health value.
Individuals can use more and more competences in the form of products, services and
information; health ecosystem, the outcome of health economics that is the driving
force of the global economy, is growing at a considerable pace.

Currently, the two systems operate almost entirely independent from each another; the
health care on solid medical professional foundation and with weak customer
relationships; the other parts of the ecosystem with very strong customer-centredness
in which customer experience comes into the forefront, often at the expense of

professional foundation.

From the standpoint of the entire health ecosystem, it is reasonable to deal with, study
and manage competences that can facilitate health value creation in a uniform sphere.
The community-based health experience model discussed in my thesis is designed to
implement this. The uniform sphere is the entire co-creational sphere with three sub-
spheres. The customer sphere in which individuals tend to choose and use health-value
creating competences in line with their decisions, ideas and experiences, and make
exchanges of various level among one another. The provider sphere which corresponds
with the health care and the entirety of health care services. It operates efficiently if
integrated process are carried out in professional team-work in compliance with the
needs of customers. The joint sphere is the meeting point and the coordination point

of the two, its main actor is the health counsellor or the health manager—who are
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developed to satisfy the health ecosystem—and individual health planning application
is designed to support their activities. As technologies advance and a large amount of
systematically collected data is analysed, an increasing part of the health counsellor’s
job can become algorithms of an automatic counsellor, installed into smart phone or
body-worn device applications. However, theoretical considerations, scientific
research findings and experiences with current algorithms suggest that the primacy of

personal counselling will remain for decades.

The basis of the community-based health experience model is the care delivery value
chain, the basic economic model of health care transformation. | described the
condition-specific and/or health-risk-specific processes as processes of activity
components that correspond with health-related transactions as defined in the Service
Dominant Logic. Certain activity elements were defined in detail according to the
Actor—Resources—Activity model used to describe the collaboration between
organizational markets. Actors and resources assigned to certain activity elements
were grouped according to a uniform competence matrix. The way competence
network of individual-centred health-value creation is organized is in conformity with

the Service Logic.

The practical usefulness of model development was investigated on a test market, and
trial outcomes proved that the community-based health experience model can provide
a substantial additional amount of health value generation even in a three-month
period. Based on trial experiences, the model can be introduced widely and efficiently
supported by well-considered timing and change management tools. Analyses made
by estimating models suggest that following the introduction, the community-based
health experience model increases the effectiveness and efficiency of health care
services considerably, and enhance the satisfaction of service providers and customers.

Both health experience and healing experience are improving.

The developed model provides opportunity—apart from the transformation of the
existing health care system—to develop, organize and manage new health care
services by addressing the so far independently considered aspects in a uniform
framework. Observing the development of the health ecosystem, the community-based
health experience model can be applied even beyond health care systems quickly and

more widely than in the strictly regulated and rigid-considered health care systems.
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XVII Appendices

Appendix 1: Patient engagement approaches

Therapy loyalty services can be classified according to tools aimed to improve
patient’s collaboration in the therapy:

Patient education: information about health-related behaviour, diet, motion exercises,
etc.

Patient preparation and checking his/her knowledge: thorough and easy-to-follow
preparation prior to outpatient or inpatient treatment, giving detailed and checking
given information when discharged, etc.

Patient motivation: bonus-malus systems—tasks for funders and insurers to reward
and urge collaboration.

Technical support to encourage patient collaboration:

Information provision: detailed technical information related to a defined treatment,
evaluation of things to do, perceived effects and side effects, etc. [Clarke2011].

0 Device and drug provision: delivery to patient’s home, providing clear how-to
guides, sending medication reminders, checking medication, help to take drugs,
monitoring drug consumption, supplying new drugs for the ones taken, etc.

0 Remote monitoring and remote supervision systems: using telemetric devices,
changing doses based on measures, sending alerts when medical condition changes,
etc. [Finkelstein2001], [Miletics2010].

0 Signals to encourage collaboration, reassuring warnings, therapy loyalty
services [Port2003].
0 Personal/virtual coach, inspector—now also entertaining and playful web

services—rehabilitation and cognitive exercises, physical therapy at home,
maintaining and enhancing mental health at home [Kozyavkin2011], [Breznitz2011],
[Owen2011].

Recent assessments of remote care and remote monitoring techniques revealed that
most patients were satisfied with the use of devices, and willingly accept these new
forms of health care services [Clarke2011], [Steel2011]. It was revealed that these
procedures can result in significant improvement to patient’s quality of life, on the one
hand [Clarke2011], [Wainwright2003], and—as following the analysis of data

received from the patient, immediate intervention can be made into the therapy—
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deterioration of patient’s medical condition can be avoided, and thus efficiency of the
therapy improves [Clarke2011], [Liu2011].

Effective collaboration with the patient can only be expected after proper preparation.
Infocommunications technology is particularly suitable to provide detailed, thorough
and clear information for the patient via eLearning before outpatient or inpatient
treatments about how and what treatment he/she is going to receive, what effects and
side effects can be expected, what to do to enhance effects and to reduce side effects.
It is essential that following the treatments and before discharging from the hospital
the patient understands and remembers everything because it defines whether he/she
would be able to adhere to the prescribed therapy on his/her own, therefore it is advised
to check what he/she has learned. In the United States patients attend a preliminary
information lecture, then receive written information, electronically or printed,
adapted to their condition, a process-like description of the expected treatment, a
professional protocol written for a layperson. Before patients are discharged from the
hospital they have to recall, perhaps answering questions in an eLearning system, what
they were told about the inpatient treatment and what to do during post-treatment at
home [Balogh2011], [Wallace2010].

Patients’ attitude to collaboration has developed considerably in the last two decades.
From compliance to therapeutic instruction we have come to the term of health co-
creation including the following terms and definitions.

Patient compliance

This term applies to patient’s collaboration in adhering to the prescribed/recommended
therapy. It is a term primarily used in the pharmaceutical market; it refers to the
accuracy of medication and adherence to the instruction and prescription. Hence,
compliance with drug-taking instructions. Compliance is a fundamental ‘quality’
indicator pointing to the degree and the quality of collaboration [Egészségtudomanyi
fogalomtar2014 (Glossary of Health Sciences, 2014)].

Compliance, in broader sense, refers to the extent patients follow the advice given by
health care professionals (e.g. information about drug intake, behaviour change). The
term covers a kind of obedience-based approach in which a professional prescribes a
one-sided and passive formula for the patient to implement. Consequently, when non-
compliance occurs, it is considered to be the patient’s failure [Bartal2011].

Adherence
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Intrinsic motivation should be based on patients’ health awareness and their needs to
become healthy which is, compared to direct instructions, is a much more difficult
task. The term ‘adherence’ refers to a more advanced and patient-centric concept, and
implies patient’s ‘insistence’ to therapy. Therapy loyalty can be used as synonym for
adherence that usually refers to a specific therapy, not necessarily to preparation, rather
to an agent or an agent group [Dank62013].

Adherence indicates that treatment goals are discussed and agreed on jointly by the
patient and a health care professional. The term assumes interactive and collaborative
relationships, and takes patient’s role in managing his/her condition into account.
Failures and successes are shared [Bartal2011].

Persistence

Time dimension indicator of drug intake quality refers to a period throughout which
the patient is taking drug with some regularity [Agh2012].

Persistence refers to the duration throughout which the patient undergoes a therapy, it
is the easiest and most objective indicator of adherence. Appropriate persistence is
particularly important for medications for which premature interruption of the therapy
endangers the outcome of the whole treatment [Bartal2011].

Therapeutic alliance

The concept of therapeutic alliance goes back to Freud’s theory of transference in 1913
[Horvath1993]. Initially, it was viewed only as negative but in his later works, Freud
adopted a different interpretation of transference, he did not consider it as a projection,
instead he attached possible positive relationship to the developing relationship
between the therapist and the patient [Ardito2011].

In 1965 Greenson defined the term as a working alliance, real collaboration between
the patient and the therapist [Ardito2011].

Patient engagement

Patient engagement means that patients are involved in the decision-making process
about the therapy and asked to express their views, thus engagement includes sharing
information, emotions and sign, as well as accepting the instruction of the health care
provider team [Vahdat2014].

Patient health behaviour

Health behaviour is any activity undertaken by a person who believes to act for the
purpose of his/her health to prevent or identify a disease in its symptom-free phase
[Kasl1966].
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Grossman’s model describes individuals not only as consumers of health but also as
producers who do not simply buy their health—for example, by consuming various
health care services—but also produce health themselves [Grossman1972].

The health belief model [Rosenstock1974] emphasizes the role of faiths and beliefs in
projecting health behaviour. The probability of a health behaviour can be defined by
the following perceptions:

0 perceived severity of health threats,

0 perceived susceptibility to a disease,

0 perceived benefits of taking preventive actions,

0 barriers to taking actions, or actions incurring costs.

Patient preferences

Patient preferences are statements or actions that reflect the desire of a health consumer
for a specific one of health options [Corbett2014].

Patient attitude

The concept of attitude originates in social psychology, and denotes a psychological
tendency that is manifested in the preference of a person, how much he/she likes or
dislikes something, and to what he/she attaches importance. In attitude tests,
respondents are usually asked to rank or classify various aspects of the subject
investigated [Brandtmiiller2009].

Patient motivation

Motivation is a complex concept, proven to be tied with various factors, such as
prescribed treatment regimen, personal attributes of the patient, the physician and the
therapist, as well as with features of the wider social environment [Popovic2014].
Health literacy

Health literacy refers to a degree of skills of a person to obtain, process and
comprehend basic health information and health care services required to come to the
right health decisions [Parker2003].

Patient education

It is required to create perfect harmony between biomedical medicine and the bio-
psycho-social model. Internal and external barriers to efficient prevention should be
removed, and it is required to move from health care information to health education,

and then to health development.
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Small and large group discussions can serve as forums for fundamental transformation
where education ‘in community, through community and for community’ aims to
become adapted to the new situation [G6d611e2010].

Patient-centred communication

The goal of patient-centred communication is to support health care professionals in
providing health care services that are in line with the values, needs and preferences
of patients, allow patients to contribute to and participate actively in the decision-
making regarding their health and health care services [Epstein2005].

Health-related coaching

Health coaching is the practice of health education and health information provision
applying coaching technigues to enhance the well-being of individuals, and to
encourage to achieve their health-related goals [Park2014].

Support to patients

Social support is the functional content of a relationship that can be classified into the
following four behaviour groups:

Emotional support including sense of sympathy, love, trust and attention that are
closely linked to health.

Material support including services and material help.

Information support, such as recommendations, advice and information that help the
patient face his/her problems.

Assessment support, access to information that helps undertake self-assessment
[Rad2013].

Disease management

Disease management programmes are coordinated forms of services deliveries for
patients with chronic diseases. The task of disease management is to coordinate
required services during the entire period of clinical care. Each service is based on
scientifically proved evidences, and the patient is actively engaged in the process.
Disease management is a systematic approach to coordination between health care
interventions and communication.

Essential components of disease management are the following:

0 Comprehensive and multidisciplinary services for the entire period of the
disease;
0 Integrated and continuing service delivery through the coordination of

individual components;
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0 Orientation of the population (patient orientation);

0 Active patient management techniques (education, reinforcement, self-
management);

0 Evidence-based guidelines, protocols, regulated patient journeys;

0 Information technology, system solutions;

0 Continuous quality improvement. [GYEMSZ12011]
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Appendix 2: Investigated condition specific value chains

The 31 condition specific processes analysed in the model implementation.

1. nge' f)f moderate cardiovascular risk in the age of 35-50

2. | Screening of cardiovascular risk in the school health provision in the age of 6-18

3. | Cardiovascular risk reduction in the child primary care

4. | Recognition and management of hypertension

5. | Complex care of hypertension and concomitant conditions

6. | Early detection and prevention of complication of hypertension

7. | Care of cases in mild and moderate risk groups of chronic ischaemic heart disease

8. | Recognition, treatment and care of peripheral arterial disease (Fontain I-11)

9. | Optimization of stroke patient journey

10. | Stroke rehabilitation

11. | Interdisciplinary secondary prevention of vascular diseases

12. | Aftercare of gestational diabetes

13. | Life-style care of diabetes

14. | Medical treatment of diabetes

15. | Self-management of diabetes

16. | Prevention and early recognition of diabetes complications

17. | Recognition, diagnosis and follow-up of COPD

18. | Support of patient collaboration in COPD

19. | ,,oncology alertness™ — education of self-examination, early recognition

20. | Care of terminal patients

21. | Diagnosis and care of back pain

22. | Competence based, result-oriented differential diagnosis and care of rheumatic
diseases — inflammatory disorders

23. | Competence based, result-oriented differential diagnosis and care of rheumatic
diseases - arthritis and soft tissue disorders

24. | Competence based, result-oriented differential diagnosis and care of rheumatic
diseases - metabolic disorders

25. | Recognition and treatment of depression, support of patient collaboration

26. | Diagnosis, treatment and care of functional dyspepsia

27. | Gynaecological bleeding disorders in reproductive age

28. | Gynaecological bleeding disorders in premenopausa

29. | Diagnosis, treatment and care of cystic fibrosis

30. | Diagnosis and treatment of breast cancer

31. | Care and rehabilitation of breast cancer
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Appendix 3: Set of competences
Set of HR competences

In line with the features of health care services, the set of competences can be divided

into the following competence groups:

e group of medical competences,

e group of psycho-mental competences, and
e group of supportive competences.

Definitions of each competence group, current and intended jobs and roles of each
competence; as well as competence components and their levels that enable
classification within each competence group:

Group of medical competences

Medical competences: combination of qualifications, experience, skills and abilities
that enable the service provider or the delegated participant in the service delivery
process to carry out traditionally interpreted diagnosis and therapy based medical

tasks.

E.g. basis: specialist (including GPs), qualified nurse, dietitian, physiotherapist,
conductor, physical therapist, regional nurse, practice nurse, GP assistant, home nurse,
pharmacist, physiotherapy specialist, school nurse, clinical psychologist,

psychotherapist, etc. + qualification.

Education

Basic: BSc, MSc, Specialization

Experienced: previous + at least one of the following
Licence
Training
5 year professional experience
Second (more) specialization

Professional: prevous + at least one of the following
PhD, DSc
10 year professional experience

Psycho-mental competences

Psycho-mental competences: combination of qualifications, experience, skills and

abilities that enable the service provider or the delegated participant in the service
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delivery process to carry out psychological, educational and co-creational tasks that is
related to the service recipient and the care delivery value chain.

E.g. basis: psychologist, clinical psychologist, health counsellor, teacher of
handicapped children, specialist in psyho-, somato-, surdo- tiflo-pedagogy and mental

hygiene + qualification.

Education

Basic: BA, MA

Experienced: previous + at least one of the following
Specialization
5 year professional experience
Second (more) specialization

Professional: prevous + at least one of the following
PhD, DSc
10 year professional experience

Supportive competences

Supportive competences: combination of qualifications, experience, skills and
abilities that enable the service provider or the delegated participant in the service
delivery process to carry out social, care-related and management tasks that is

associated with the service recipient and the care delivery value chain.

E.g. basis: administrative staff, social worker, health counsellor, public health
controller, patient transport, etc. + qualification.

Education
Basic: Specialization — Accredited education
Experienced: previous +
3 year professional experience
Professional: prevous + at least one of the following
PhD, DSc
10 year professional experience

Set of competences to operate infrastructure, devices and equipment

All the needs for infrastructure, device and equipment that correspond with the special

features of the relevant service.

Basic infrastructure for the service

General: Basic + that allows all kind of prevention and health promotion
Focused: Allows focused intervention in the value chain

Specialized: Allows highly specific interventions
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Set of administrative and operational competences

All the management, operational and administrative needs and processes that provide
operative background support to professional services delivery on the relevant level
[Stimegi2015].

Basic serving the individual practice unit
General: more practice units are coordinated
Fully integrated care

Patient competence matrix

Health value creation is a co-creational process between the health care provider and
the patient. It is vital that the patient is also an active participant and shaper of his/her
health improvement. This process implies increased patient engagement with the value
generation process which is based on the authorization granted by the service provider.
It is the outcome of the process that the patient bears greater responsibility for
him/herself. This patient-centred approach is implemented through health awareness

and own competences of individuals [Csépe2015].
The aim of patient competence measurement is the following:

« Can it be expected that the patient understands information about his/her
health provided in a defined, e.g. written, format?

« Can it be expected that the patient is able to come to a decision on his/her

own?

« Can it be expected that the patient is able to take part in the care process

actively, cooperatively and properly motivated?

As regards the aim and practical implementation of individual health planning,
quantitative indicators and tests are not appropriate tools to measure patient
competence; criteria-oriented scales that are completed by professionals are accurate

and reliable tools of competence measurement.

Topics of criteria-oriented scales to be complemented by professionals, question

guide, definition and groups of competences are summarized below.
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Patient competence groups Source

Perception, understanding

active, focused attention
Assessment of Adult Skills and
Competences (PIAAC): OECD Skills
Outlook 2013: First Results from the
Survey of Adult Skills, OECD

written communication compreher Publishing, p. 59
Key competences for life long learning
according to the European Reference
Framework (European Council):
ofi.huftudastar/nemzetkozi-

verbal communication comprehentkitekintesjegesz-eleten-at-tarto#7

understanding relationships between cause and effects

ability to acquire new knowledge

communication skills

skills to use information

skills to share information

Health consciousness, health behaviour

Responsibility for own health

health conscious behaviour

stress prevention and treatment
Definition of the European
Commission:
kazaianita.wordpress.com/2014/07/08/e

geszsegtudatossag-egeszseg-health-
literacy

extent of health consciousness
competent help is asked
self-motivation, ability to change
Self-monitoring
Martin et. al. (zo11): Patient Activation
and Advocacy: Which Literacy Skill

Matters the Most? Journal of Health
Communication. 16:177-190

active involvement
Social-societal
collaborative skills
reliability
Martin et. al. (2011): Patient Activation
and Advocacy: Which Literacy Skill

Matters the Most? Journal of Health
Communication. 16:177-190

assertiveness, assertive capacity
Coping
handling problems and difficulties
problem-recognition and problem-solving skills
decision-making capacity
PIAAC definition: OECD Skills Outlook
2013: First Results from the Survey of

applying IT knowledge and eHealtt Adult Skills, OECD Publishing, p. 5g

Patient comeptencies
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Indicator

demographics: education

demographics: education

demographics: education
demographics: education
demographics: education
demographics: education
demographics: education
demographics: education

interview with the health
counsellor
interview with the health
counsellor
interview with the health
counsellor

interview with the health
counsellor
interview with the health
counsellor
interview with the health
counsellor
interview with the health
counsellor

interview with the health
counsellor
interview with the health
counsellor
interview with the health
counsellor
interview with the health
counsellor

interview with the health
counsellor
interview with the health
counsellor
interview with the health
counsellor
interview with the health
counsellor
interview with the health
counsellor

interview with the health
counsellor

Question

yes/no

yes/no

yes/no
yes/no
yes/no
yes/no
yes/no
yes/no
low/average/high
low/average/high

low/average/high

low/averagefhigh

low/average/high
low/averagefhigh
low/average/high

low/average/high

low/average/high
low/average/high
low/average/high

low/average/high

low/averagefhigh
low/average/high
low/average/high
low/average/high

low/average/high

low/average/high



Appendix 4: Individual health planning modules

Patient mental support module

Psychological support provided to a healthy person, a patient, and facilitation of his/her
mental health accompanied by positive feelings leads to a healthy balance of internal
processes, and healthy behaviour thereafter. It is immensely important to support the
mental health of healthy persons as well as patients with diseases in order to enhance
psychological well-being and to maintain or restore inner stability.

Mental health facilitation forms the basis for individuals—amidst difficulties, troubles,
pressures, somatic diseases and threats—to find their place in the society, and to be
able to properly deal with difficulties and changes they are exposed to.

A professional counsellor can reveal the existing mental state of an individual using a
health planning software program, and during a counselling session he/she can learn
what sort of help the patient expects to receive. The task of the counsellor is to offer
mental and psychological help to the patient along the whole service pathway. If the
professional support the individual needs is beyond the competence of the counsellor,
he/she can involve a psychologist employed by the practice group who treats the
patient within his/her competence, or, if it is needed, refers the patient to a clinical
psychologist or a psychiatrist.

Goals

I.  Secondary prevention: in the case of certain somatic diseases to identify
individuals who belong to risk groups and to recognize early-stage health-
related problems.

Il.  To ensure psychological support to patients in primary health care along the
whole service pathway, from diagnosis through care till rehabilitation.

I1l.  In GP practice groups, with the help of a psychologist to screen patients with
psychiatric disease who cannot be treated efficiently in primary health care,
hence, they need additional intervention from a clinical psychiatrist.

IV. To relieve primary health care of patients who can only be treated efficiently
at this level after they have undergone appropriate psychological or psychiatric
treatment.

Expected outcome of the support

Support and counselling provided on the service pathway helps patients understand
what role mental, life style and health behavioural factors play in the development and
progress of their disease, and also patients can become aware of the importance of their
responsibility. Thereby, their recovery can be quicker and more efficient, and the costs
of the health care system can be reduced substantially.

Mental support helps individuals stimulate their inner strength, sources and coping
capacity for a faster and more efficient recovery.

142



Encouragement and mental counselling is provided by a specialist with corresponding
competences, and thus collaboration and adherence are facilitated, customer
satisfaction is improved and confidence in the health care system and its actors is
enhanced substantially.

Individual’s capacity and state of health improves or remains on the expected level,
and as a result, his/her capacity to work is facilitated.

Responsible person

Individual, patient

Supportive relatives or friends
Health counsellor

GP

Psychologists

Wider environment, such as colleagues, church, state

The process of support provision

1.

Healthy individuals or patients are asked to fill in a general status survey, on their
own or with the help of a health counsellor, which includes psychological scales,
short versions of the BECK depression and BECK anxiety inventory, and the
Paykel life events scale.

Recommendation is made on the outcomes of inventories and scales where patients
should be referred.

If patients, according to mental health scales revealed symptoms and risks, fall into
a risk group, it is the task of the health counsellor to provide customized
psychological support to the patient in counselling sessions over the entire service
pathway.

The role of the GP is limited to a short, 5-minute intervention during which he/she
seeks for information and attempts to strengthen the motivation of the individual.

If the individual falls into a risk group which is beyond the competence of the
health counsellor, in consultation with the GP, the case is referred to the
psychologist of the practice group. The psychologist with the use of questionnaires
and rating scales (TEMPS-A, IRS, etc.) assesses the condition of the individual,
and then provides additional mental and psychological support.

The task of the psychologist of the practice group is to define the role of
psychological, life style and health behavioural factors in the patient’s disease—
experience of symptoms, progress of illness—to facilitate the personal
responsibility and active engagement, and to strengthen the self-efficiency and
coping capacity of the patient.

The psychologist, with the help of exploration, anamnesis, questionnaires and
rating scales, conducts a psychological assessment, and if necessary, a motivation
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interview with the patient, and thereby individual barriers, health-related
individual values, the level of personal responsibility, motivation, self-activity and
perceived social support are explored.

8. If the patient sustains serious mood disorders, anxiety, psychotic or addictive
problems, the psychologist refers the patient to a clinical psychiatrist who will
decide if the patient needs drug treatment or psychological clinical care, it is the
task of the clinical psychologist to decide about the form of clinical psychiatry.

Social support module

Social support means support provided by the immediate and wider social environment
to the individual. In the immediate environment, family and friends can offer support,
while in the wider environment it is the workplace, the residential area and also the
state itself.

Positive social support plays an important role in the recovery process and adherence
to healthy life style. It has long been known that support from family and friends exerts
positive emotional effect on people. Furthermore, evidence suggests that not only
feelings are affected but also the physical state. Research findings from 2010 suggest
that people without social support are 50% more likely to die from the disease than
those who receive strong support [Blue2010].

The strength of social relationships and social support can also take on high importance
in chronic disease management [Gallant2003]. As the environment can help patients
adhere to medical recommendations, the collaboration is also enhanced between
patients and physicians. The environment can also help the patient live the
recommended lifestyle by accompanying the patient to the physician, to the pharmacy
or doing the shopping or cooking. Apart from emotional encouragement, the
environment can help the patient adhere to the treatment and keep attention. Besides,
attention has to be paid to the responsibility of the patient, that he/she does what he/she
has to do, and does not abuse the support he/she receives.

Goals

To support patients’ self-management

To facilitate recovery as early as possible

To provide increased attention and care for socially disadvantaged patients
Expected outcome of the support

To maximize health value

To facilitate the recovery process and to decrease its duration

To improve social circumstances
Responsible persons for the process

Individual
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GP

Health counsellor
Family

Friends

Social sector

Local governments
State

Civil sector

Workplaces

The process of support provision

1.

It is the joint responsibility of the health care system and the social system to assess
the social circumstances of the patient, that is, to make an anamnesis. It is equally
important that health assessments address both social and mental problems.

If such problems are detected, inclusion of individual’s environment could be next
step. This means involvement of family members, friends or the workplace, all of
them can be equally important actors in the process.

The local government of the residential area where the individual lives can offer
various community-based and health-related programmes, and thereby
individuals’ faster integration and recovery can be facilitated.

It is responsibility of the civil sector, patient organizations and other interest groups
to represent patients’ interests but additionally the responsibility for organizing
community-based programmes and providing social support also rests with them.

If the assessment reveals unfavourable social circumstances, it is the task of the
social system to provide instruments for individuals to enable them to manage
themselves and to maintain the recovery process.

Algorithm of regular physical activities

Regular physical exercises are the most easily available tools of prevention, therapies
and rehabilitation. Some forms of motion exercises are available for everybody with
minimal financial investment or even without any investment. Activities are
decreased, independent from age and sex, mainly by lack of endurance, or by an
inappropriate estimation of time and its necessity required to remain healthy. Without
leaving their home, or even their bed, individuals can train or strengthen their muscles.
Apart from improving the performance of the body, increasing strength and thereby
reducing the risks of diseases, individual or group sports activities can be a source of
happiness and success that can help prevent depression.

Goals
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To recommend physical activities, to inform about types and usefulness of
physical activities, and to endear activities to the individual.

To find the most appropriate motional exercise(s) in line with the condition and
socio-economic circumstances of the individual.

To introduce regular physical activities into the everyday life of the individual.

To maintain physical activity of the individual through encouragement and
regular monitoring.

Expected outcome of the support

The individual can identify the optimal motion exercise(s) for himself/herself.
Regular physical activities are becoming essential part of his/her everyday life.

The individual receives the necessary motivation and advice from a health care
worker.

The capacity and the medical condition of the individual improves or remains
on the expected level.

Responsible person

Individual

GP and practice nurse
Specialist

Physical therapist

Health counsellor

The process of support provision

1.

Subsequent to the general status survey, individuals are categorized according to
their condition.

Accordingly, they are divided into groups: (1) group of healthy people or low-risk
group, (2) group of sick people or patients with symptoms or high-risk group.

After that, the physical capacity of the individual is assessed.

If the individual is active, then he/she is motivated, encouraged to continue. In the
case of sick people, people with symptoms and high-risk individuals,
encouragement is complemented with counselling, advice is given about disease-
specific physical activities to enable individuals to choose motion exercises of the
right type, intensity and duration in line with their medical condition.

If the individual has the opportunity, eHealth (e.g. websites, applications, smart
phone applications) support is also recommended.

If the individual is physically inactive, we attempt to reveal whether he/she wants
to change.
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10.

11.

If yes, (1) counselling is offered on general physical activity to the group of healthy
people and low-risk group, and (2) to the group of sick people, patients with
symptoms and high-risk individuals counselling is provided about disease-specific
physical activities.

If the individual does not want to change, we attempt to uncover the underlying
reasons and to facilitate physical activity.

If the individual becomes motivated and open, he/she will receive the
corresponding counselling.

If the individual refuses to collaborate, his/her medical condition will be monitored
regularly during the visits.

The condition of individuals who are active or accepted counselling is also
monitored regularly.

The process can be influenced positively by the support provided by professionals or
family members, but it is important to emphasize that both short-term and long-term
goals are to be achieved by the individual.

Algorithm of healthy nutrition

Goals

To provide assistance for the GP and the health counsellor that individuals
receive tailored advice on nutrition.

To call the attention of the GP and the health counsellor that at a certain point
a dietician has to be involved into the treatment of the individual.

Based on easy yes/no questions, to enable the GP and the health counsellor to
make decision about the treatment of the individual.

To make the nutrition algorithm applicable also to healthy and sick people.

To place greater emphasis on eHealth support than before. Using yes/no
questions, the algorithm helps the GP select which eHealth tool to recommend
to the individual, and additionally the algorithm recommends special tools to
the GP.

Expected outcome of the support

Individuals who have not been given counselling on nutrition but would have
needed it, will also be offered this type of counselling.

The number of healthy-eating individuals starts to increase.

Due to customized counselling, the rate of overweight and undernourished
individuals will decrease.

Responsible person
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GP
Health counsellor
Dietitian

Individual

The process of support provision

1
2
3
4.
5
6
7

Nutritional status survey
Dietetic counselling

eHealth support

Education of the individual
Education of family members
Dietetic monitoring

Regular status monitoring

Algorithm of eHealth support

Goals

Due to the development of information technology, support tools are available in the
physician-patient relationship that

are designed to help the patient to become reasonably informed and
knowledgeable concerning his/her condition and disease; his/her knowledge
can be checked and controlled (e.g. eLearning);

thereby collaboration between the patient and the service provider, joint
decision-making and health goals achievement are facilitated.

As a result of monitoring physiological attributes of patient’s condition and
tracking health-related goals, patient independence is improving, he/she feels
responsible for his/her condition, and long-term motivation and therapy loyalty
are improving.

More efficient service management, efficient patient-service provider
encounters, simpler and more direct communication can be provided.

The entire co-creational sphere can be created on a joint platform, particularly
by the creation of the customer sphere and the joint sphere in detail, which
increases the opportunity to generate value-in-use health value.

The elaborated support algorithm is designed to help medical profession to select a
proper tool from the available eHealth tools which is in line with

1. the condition, the disease(s) of the patient,

2. his/her attitude to health maintenance,
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3. available IT techniques, and

4. patient’s skills to use them,

and that can support the patient in the process of prevention, therapy, and care, and
achieve his/her health-related goals in the long term.

Expected outcome of the support

Improving physician-patient communication and relationship
More efficient monitoring

Improving compliance and adherence

Responsible person

GP
Specialist
Health counsellor

Practice nurse

The process of support provision

1.

The question is whether the individual is dealing with health maintenance or not.
In either case, if the individual is willing to accept the help and information e-
Health tools can be offered as support.

Information is collected about the availability of IT and communication tools:
landline phone, mobile phone, home Internet, smart phone or any body-worn
device. At this point, a validated questionnaire concerning the use of the Internet,
the PERQ competence test is used that reveals the patient competence in and
attitude to the use of these tools.

To learn whether training is needed in the use of the tool. Based on the
questionnaire results, it can be defined if the individual needs digital education or
not.

Based on the available or planned tools, as well as on individual’s condition,
health-related goals and disease, decision can be made which type of eHealth
support and tools can be recommended concerning general and disease-specific
information, physical activity, diet, behaviour change, mental health, therapy
loyalty and social support.

Module to support loyalty to drug therapy

Efficient collaboration between the physician or another health care provider and the
patient is a key element of chronic disease management. An essential element of this
collaboration is the therapy loyalty in which individual-centredness is emphasized on
the service provider side, and adherence and loyalty to the therapy on the individuals’
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side. Therefore, therapy loyalty includes closely interrelated drug and non-drug
therapies as well as lifestyle activities. The current module will describe the process
that supports therapy loyalty.

Goals

To initiate a process between the individual and the physician or another health care
provider in which individual’s loyalty to drug therapy is created and strengthened from
the very start of disease management process. Subsidiary goals of the process:

I.  To facilitate effective collaboration between the individual and the health care
provider in the disease management process.

Il.  To take the individual needs of the patient into consideration, and to tailor
his/her therapy.

[1l.  To encourage the individual to become actively involved in the health
development process, and to take responsibility.

IV.  To ensure continuity and integration of support that is developed in line with
individual needs.

Expected outcome of the support

The physician adapts the drug therapy to the needs, circumstances and
opportunities of the individual, thereby the therapy loyalty can be maintained
and increased.

The awareness of the individual concerning his/her medical condition develops
and improves.

Accordingly, adherence to medication and self-management capacity to
prevent deterioration in medical condition is improving.

Individual’ life quality improves.
Therapy effectiveness is enhanced.

The use of health care resources is optimized (e.g. hospital admission is
avoided, number of physician-patient encounters is decreased).

Responsible persons
Individual
GP and practice nurse
Specialist
Pharmacist
Health counsellor
The process of support provision
1. Joint decision-making between the physician and the individual is the first and

essential step in the process to support loyalty to drug therapy. In this process,
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10.

11.

12.

individual needs (e.g. working conditions, schedule, psychological, social and
economic background) are assessed, on the basis of which tailored medication can
be developed, which can be the basis of efficient physician-patient collaboration.
Accordingly, the process becomes individual-focused.

After having chosen the customized therapy, the second major step is to educate
and inform the individual about medication (e.g. how to take medicine, side effects,
contraindications), what to do when medical condition deteriorates, and to train the
individual how to use the corresponding tools to fight the disease.

The next step is to request feedback from the patient, to check if information
received is understood and digested.

At this stage appears the first decision-making point in the process: whether the
individual has understood the received information, and whether he/she knows
how to use the tools. If the answer is no, the individual returns to the patient
training phase; and if the answer is yes, the process continues.

When in the framework of joint decision-making, therapy has been customized,
the patient has been trained and feedback has been received about the
understanding of the information given, self-management elements of the drug
therapy will be recorded in the action plan part of the individual health plan.

After that, the patient takes the prescription to a pharmacy. Here comes the second
decision-making point of the process: has the patient visited the pharmacy, and has
he/she bought the prescription drug?

If the answer is yes, drug therapy appears in the process as a support element, by
which the continuity and integration of therapy loyalty is facilitated.

After that, the drug therapy begins supported by various eHealth tools.

At regular intervals, depending on the nature of the therapy and the disease,
individual’s loyalty to drug therapy is assesses and monitored. To this purpose,
there are several methods, such as counting pills, persistence, that is, assessing the
continuity of drug intake (MPR, medication possession ratio), and questionnaires
(e.g. MMAS, Morisky Medication Adherence Scale) among others.

At this phase of the process comes the third decision-making point: has the
individual been loyal to the self-management component of the drug therapy
included in the individual health plan?

If the answer is yes, the process supporting loyalty to drug therapy continues, and
phases for monitoring are being built in.

If the answer is no, reasons of non-adherence, which can be intentional and
unintentional, are explored. In the former case, the individual intends not to buy
the prescription drug, or not to take the prescribed medicine(s) appropriately. In
the latter case, the reason lies in forgetfulness or lack of attention.
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13. Having explored the reasons of non-adherence, tools are selected to support the
improvement and modification; tools can be:

a) Behaviour therapy, motivation (which can be connected with: a
psychological support module, social module)

b) Phone-based tracking
c) Information and education provided for the patient

d) eHealth support, reminders (that can be connected with: eHealth support
module)

e) Adjusting medication

f) To encourage non-medication therapy (which can be connected with:
giving-up-smoking, diet or physical activity modules)

14. When they have been selected, they are recorded in the action plan part of the
individual health plan. The individual follows, implements and builds them into
his/her everyday life.

15. At certain intervals, individual’s medical condition is monitored. In this case, the
fourth decision-making point appears: is there a need for change in the therapy?

16. If the answer is yes, the process joins the joint decision-making sub-process, and
continues thereafter.

17.1f the answer is no, the process can take two directions. In the first case,
prescription is written out again, and the process arrives to the first decision-
making point. In the second case, individual’s loyalty to drug therapy will be
assessed.

Key elements of the process are the following: joint decision-making, patient
education and information, request for patient feedback, recording what has been
agreed upon in the individual health plan, monitoring and assessing loyalty to drug
therapy, uncovering reasons of accidental non-adherence, selecting and recording
effective support solutions in the individual health plan, and continuous monitoring of
individual’s medical condition.
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Appendix 5: Structure of community health care services

Methodological, supportive and developmental institutions of local health care
services

System-level management of local health care services can be best performed on a
three-level governance and supportive system in which national health care services
are managed in a uniform and coordinated way. Considering established decision-
making structures, the legal background of which defines national, county and district
levels, and taking account of the operational efficiency, the structure should be devised
correspondingly to the national, county and district levels. This structure is based on
the efficient use of the required competences, that is, various competences are
distinguished, such as analyst, methodology developer and local executive, public
health, health counsellor and health developer. The aim is to provide the necessary
knowledge, expertise and skills to perform the required tasks efficiently at national,
county and district level. Certain tasks may appear at every level, such as quality
assurance, however, various levels imply various quality assurance tasks and
processes.

Correspondingly, three levels of division of labour can be distinguished:
National level

In order to ensure integration at national level, professional groups in local health care
are backed by uniform methodologies and governance. Key tasks to be developed in
accordance with health development and health maintenance approach:

e Centre for health development methodology and competences;

e Centre for methodology of professional health management guidelines and
competences;

e Centre for competences, health counselling, individual health planning,
methodology development and control;

e Centre for community health planning competences, quality assurance and
methodology development;

e Professional quality assurance of local health care services;

e Methodology and analytical centre for local service journey management and
health care services;

¢ Monitoring, information analysis and dissemination, decision-making required
by health protection, health development and disease prevention services.

Regions, composed of one or more counties, perform their tasks with the support of
the national background.

Regional tasks can be described by the following key elements:

e Analysis, data interpretation, indicator handling—tasks the related knowledge
of which is placed in a knowledge centre;

e Health services management tasks that provide a network system among
services of different levels and from different service providers, and thereby
play a crucial role in making the necessary services capacities available in the
required amount;
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e Collaborative coordination that plays a key role in ensuring uniform
management at district and county level, as well as across counties regarding
health care services, and thereby, together with service managers, they play a
significant role in increasing efficiency.

e Quality assurance the aim of which is to reduce health inequalities, to monitor
and follow up process management, to regularly monitor users’ satisfaction,
and to suggest corresponding improvements.

Local tasks adjusted to the community level of one or more districts

Regarding the structure of local health care services, their task is to support and
manage structural changes together with attitude shift. Accordingly, the scope of their
tasks is very broad:

e To be involved in community-based health planning;
e To support and facilitate structural changes of primary health care;
e To improve and distribute the methodology of health counselling;

e To provide support to develop and perform preventive actions at praxis group
level;

e Tosupport and facilitate care service development and delivery at praxis group
level;

e To incorporate mental health care into the health care system, and to provide
access to this kind of services;

e Todevelop primary and secondary preventive programmes to suit social needs;

e To present the approach of ‘health in local decision-making’, relationship
management;

e To create operational health management processes locally;

e Quality assurance of local services aiming to satisfy professional, process-
related and effectiveness criteria.

An essential structural component is that community-based management and
planning services being part of local health care services are provided
systematically within an organizational structure, and thus, decision-making
delegated to community level is coordinated with strategic development directions.

Development of local health care services

The current model of primary health care will not be able to satisfy the increasing
needs and demands in the future. With the aim of relieving the burdens of inpatient
health care, and giving more emphasis on primary health care can lead to a situation
in which primary service providers are heavily overloaded. Service quality and
efficiency may also be affected adversely if financial resources allocation and
information flow are inappropriate.

It is essential to expand community-based health care services, to improve quality, to
restructure primary care funding—in line with development goals—to apply eHealth
technologies and to strengthen services coordination in order to develop the system of
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community-based health care. Providing support for the management of primary
services is also an important field.

Expansion of community-based health care services
Expansion of primary health care services include:

e Strengthening the role of primary care in prevention, public health care and
health development;
e Providing certain specialist services in the framework of primary care;
e Building connection between primary care and community-based services;
¢ Involving patients, individuals into treatments, providing support for them in
managing their medical condition.
Apart from making the health care system more efficient by removing the burden of
inpatient care, these developments were also instrumental in adjusting services to
needs and demands, as well as in preventing and treating in chronic diseases.

Multidisciplinary teams including general and specialist expertise, covering various
professions and specialties, allow for expansion of primary care services and
adaptation of services to individual needs and demands. Particular emphasis should be
placed on education and training to provide workforce for primary health care services,
as well as to define the appropriate expertise composition of the groups including
various professions and specialties.

Strengthening the community nature of primary care includes the integration of
services provided by primary care, mental health care, home care and social care;
furthermore, inviting customers to broader societal networks, and employing health
care trainers who are not yet part of the formal health care services. Another reason to
explain the necessity is that many problems of patients are related to social isolation
and to factors that are not related directly to health care. It is important that patients
are informed about such services of the primary health care system, and are referred
to the relevant specialist. It is important to emphasize the role of informal caregivers,
especially in the case of old patients and patients with chronic diseases, or perhaps
with multimorbidity; it is recommended that the relationship between patients, service
providers and informal caregivers are strengthened, and integrated partnerships are
created.

Patients should be encouraged to identify their treatment goals, and to manage their
condition and treatment where and to what extent it is possible. Emphasis should be
placed on service-related goals and aspects patients regard as important.
Correspondingly, patients should be allowed to participate in the decision-making
process about changes made in their therapy and lifestyle; and primary health care
should be supportive and encouraging, and should provide consultation.

Quality improvement of community-based health care services

Quality improvement of community-based health care requires comparable indicators
to measure and monitor service performances continuously, and additionally, to use
financial instruments aiming to enhance the quality of services. It would be easier to
compare the performances of service providers if primary health care providers
released real-time information about the quality and the outcomes of their services.
Apart from medical and biological indicators, it has become essential to introduce
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indicators about health-related goals, and in broader sense, about the life and lifestyle
of customers. An essential component of the investigation into the efficiency of
integrated services is to use health experience type of quality indicators, and—as the
analogy between consumer market forces suggests—it can be expected that correlation
will be found between health experience, therapeutic engagement and health co-
creation.

Development of service coordination

Most European countries made efforts to improve services coordination which still
remains one of the major problems of health care systems. International cases suggest
that instead of individual practices group practices or multidisciplinary groups of
service providers should be encouraged. These operation models are instrumental in
clearer separation of roles, improved patient information, enhanced collaboration
between service providers, and thereby coordination. A highly important aspect is that
if outpatient care services are becoming far too centralized, that is, if they reach a
higher service level automatically, access will be difficult for some of the patients, and
thereby health value will suffer considerable loss.

The integrative efficiency of primary care can be substantially increased by a case
manager employed by group practices, the case manager is responsible for the
coordination of patients in the health care. It is preferred that instead of an
administrator, the patient contacts a senior physician or a nurse who can decide about
what to do at the earliest stage of the treatment process.

Individual service plans prepared with the involvement of health care specialists who
are responsible for the treatment of the patient can considerably contribute to a
coordinated health care among various institutions, and also among health care,
mental care and social care.

Local management of community-based health care services

During the trial I created a test market and built up a network of community-based
health care services in 20 places in various Budapest districts, in the metropolitan area,
in large cities and larger administrative districts. In every area | invited GPs and
qualified workers, who worked together, to help to test the field operation. The trial
took place between February and November 2015, 2078 GPs were involved per area,
community-based health care services were managed by community-based health care
offices, each consisted of 5 members, and during the development programme these
teams were continuously trained, coached and supervised in health care delivery.
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Budapest 1 Budapest 1X
Budapest 2 Budapest XI
Budapest 3 Budapest X1
Csornai Csornai Kapuvari Téti
Debreceni Debreceni
Hevesi Flizesabonyi Hevesi
Hodmezbévasarhelyi  Hodmezdvasarhelyi Makoi
Kazincbarcikai Edelényi Kazincbarcikai
Kisk6rosi Kalocsai Kisk6rosi Kunszentmiklosi
Papai Papai Zirci
Pasztoi Balassagyarmati Pasztoi Rétsagi
Pécsi Pécsi
Siofoki Fonyodi Siofoki Tabi
Szarvasi Gyomaendrédi Oroshazi Szarvasi
Szegedi Szegedi
Szombathelyi Készegi Szombathelyi
Tamasi Dombovari Paksi Tamasi
Tiszafiiredi Karcagi Kunhegyesi Tiszafiiredi
Vésarosnaményi Fehérgyarmati Viésarosnaményi
Zalaegerszegi Lenti Zalaegerszegi

Community-based health care offices and the administrative districts they were
involved.

Experiences and outcomes suggest that the following key aspects have to be
considered when community-based health care is delivered locally:

To provide equal access;

To reduce health inequalities,

To create a community structure;

To define the task to be performed;

To set goals to be achieved and to follow how they are being achieved;

To define the concept where and how to create organizational units that have
already been operating;

To define conditions of methodological support;

e To deliver efficiency and effectiveness;

e To implement according to size.
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The tasks of community-based health management are various in terms of level:
planning, support, quality control, quality development, day-to-day organization and
management. To be able to carry out these tasks efficiently, it is necessary to define
the optimal community size and structure. In accordance with the level of
organizational and service-related tasks of health development offices, districts
seemed to be the relevant level for the establishment of offices. The management and
supportive functions of community-based health care, in compliance with the
requirements of effectiveness and cost-efficiency, were defined on the basis of the size
of the population, and covered several administrative districts. Task accomplishment
required that two approaches are harmonized, as everyday tasks and services of public
health and health development also have to be optimized. This is important because
resources required to accomplish tasks have to be in line with the size of the
population. Equal access requires a uniform structure, and community-based health
care should be managed uniformly in terms of central planning, support and quality
assurance to which a network of managers and service providers is attached as a
satellite.

The planning and supportive tasks of the centre can be fulfilled efficiently at local level
through the system of ‘satellite service provider units’ that provides supports and is
incorporated into the local network of relationships. A loose connection is established
along efficiently structured competences, and this structure can provide what the
community and the service provider system needs at all level to be able to operate
efficiently. It is important to emphasize that this structure can be applied for a district
with large population size, and also for a set of districts with small population size. In
the case of districts with larger population size, the size of the central structure can
remain, there is no need to expand because the emerging tasks do not need more
resources However, the number and the staff of the ‘satellite service provider units’
can be increased. This way, an equally strong system can be established applying the
same competences and providing equal access. The above structure describes the
organization of a local, community-based health care unit (office) in which tasks and
competences appear on the appropriate level.
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Appendix 6: Method of the Shapley-value regression analysis

An attempt was made to define the effect of the exchanges in the entire co-creational
sphere by measuring transactions, both quantitatively and qualitatively, and
particularly the health experience (customer experience), and additionally by carrying
out correlation analyses.

| apply the Shapley-value regression analysis to investigate what effects exchanges
can exert on health value changes in the complex, network-type transaction sphere;
this analysis of all regression analyses assesses the contribution of each collaborative
actor to the achievement of the stated goal the most accurately. The technique was
originally developed by Lloyd Shapley applying cooperative game theory in 1953, and
since then it has been widely used in market research, e.g. brand value driver analysis,
modelling impacts of marketing mix, industry purchasing model, optimization of
product development [Lieberman2015].

[
\

Example for impact assessment of the community network transactions.

Regression
values

r0.694

rZ0.700

rZ0.796

rz0.681

rZ0.516

According to the methodology of the original game theory analysis, the Shapley-value
is the expected average marginal contribution of an actor, taking every possible
combination into consideration. Market research findings revealed that this analytical
methodology is a reliable technique to define value contribution of interrelated
impacts.

The Shapley-value regression analysis—as the example below shows—provides
estimates of the individual contribution of each variable taking every possible
combination into consideration.
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Process of the Shapley-value calculation on a medical health value example

Each community-based health sphere as individual co-creational spheres associated
with certain health-related tasks can be followed by regular measurements and impact
assesment, and so can their sub-spheres: customer sphere, joint sphere and provider
sphere. From the perspective of a service provider, or a group of collaborative service
providers, competences and their implications are either direct, that can be controlled,
or indirect, that are controlled by customers and potential customers, as well as
influencer and service providers who can exert influence on customers but are not
involved in the collaboration. Accordingly, from the standpoint of service providers
competences and exchanges can be divided into directly influencing and indirectly
influencing ones.

The model provides an opportunity to deal with each of them in a uniform system, and
analyze their contribution to health value generation. Thus, available resources will be
allocated according to the extent of individual health-value contribution of exchanges
accomplished by each competence. This facilitates the efficiency of the whole,
individual-centred health co-creation sphere both from quality assurance and
innovation standpoint.
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Introduction of the network effects of the community-based health experience model
in the example of the trial process ‘Don’t get broken again!’

More detailed correlation tests and targeted tests can unambiguously demonstrate
which competences, based on their potential, can contribute most positively to value
generation, and which competences need to be changed or improved in the process of
value-in-use value creation process of the competence. It will be apparent that within
the network, which competences are weak actors or perform weakly in the
collaboration; and comparative surveys into community-based spheres can define
development needs accurately; furthermore, best practices can easily be selected from
health-value creation sub-processes.

Forecasts can be made on a multi-annual data series to estimate the transactional needs
at the level of local competences for a defined period, and thus guiding values can be
produced to capacity planning, competence development and training.
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Appendix 7: Online questionnaire for GPs on health counselling

o Have you received/read our letter addressed to GPs about the purpose and

benefits of health counselling and the job of health counsellors?

yes/no

o Please tell us what initial impressions you got about the health counsellor you

work with in the project?

open question

« Ifour colleague has already started to work, what did you or your practice nurse

say to convince individuals to collaborate with our health counsellor

colleague?

open question

« In your view, what are the essential skills and attributes a health counsellor

should have?

open question

« Have you received feedback from individuals about the work they had with our

health counsellor? If yes, how do you assess it?

open question

o Allin all, how do you rate the job of our health counsellor on a 7-point scale

(where 1 = very poor, 7 = very good)?
1 2 3 4 5 6 7

« Do you have any recommendations concerning the job? Would you share them

with me?

open question
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Appendix 9: GPs questionnaire on therapeutic exercises

Survey into therapeutic exercises in a group setting among GPs involved in the trial
for osteoporosis. Online questionnaire.

1.

How did patients feel about the counselling with the physical therapist and the
opportunity to participate in group exercise?

1. Supportive
2. Neutral

3. Negative
To what extent was it difficult to convince individuals to participate in group
exercise?

1. Very difficult
2. Somewhat difficult
3. Easy

4. Very easy
Group exercise was provided near where individuals live. Did it make easy for
them to participate in the classes?

1. It made it easy for all of them.
2. It made it easy for most of them.

3. It made it easy for some of them.
To what extent was your and your colleagues’ job made easy that a professional
physical therapist was assigned to deal with patients?

1. It was made very easy
2. It was made mainly easy
3. It was made somewhat easy

4. It was not made easy at all
Based on feedback, to what extent did patients understand the purpose of the
group exercise?

1. They fully understood it
2. Most of them understood it

3. Most of them did not understand it
Based on feedback, how did patients feel about the benefits group exercise
delivered to them?

1. Very beneficial

2. Rather beneficial

3. Somewhat beneficial
4. Not beneficial at all

5. No helpful feedback was given
How many participants of the group exercise did/do the motion and other
exercises they had/have learned during the classes regularly at home?

1. All of them do the exercise
2. Most of them do the exercises
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3. Some of them do the exercises

4. No helpful feedback was given
8. How does group exercise as a patient training technique support your
professional job?

1. Entirely
2. Mostly yes
3. Mostly not

4. Not at all
9. Does patients’ participation in group exercise increase their commitment to
protect their health?

1. Entirely
2. Mostly yes
3. Mostly not

4. Not at all
10. Based on your experience, do you intend to recommend group exercise to more
of your patients?

1. Yes
2.No
3. 1 do not know yet
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Appendix 10: Study questionnaires

Customer experience — ConX questionnaire

Koszonjuk, hogy idét szakit kérdsivink kitoltésére!
IKérjuk, valamennyi kérdésnél jelolje be az On véleményéhez legkazelebb alla vilaszt! Vilaszanak bejelolése utin a Kovetkezd" (>»>»)
gombra kattintva léphet tovabb a kévetkezd kérdésre.

Az elmilt két hétben az aldbbi események szerepelhettek az Eqyéni Egészségtervében.

Kérjiik, jelofie be azokat, amelyeken részt vett, illetve amelyeket megvalositott az elmult ket hétben!

El

Taldlkozé haziorvossal

Talalkozo praxisnévérrel

Talalkozo egészség-tandcsaddval
Diétas tanacsadds

A webbeteg hu hasznalata

Egyéni Egészségterv online program
Esésmegelfizés torna

Gyégytorna

Talalkozd reumatolagussal

JooooodgoQon g
oo g

Csonts(riség-vizsgilat

Az Egyéni Egészségtervében szerepl§ és megvaldsult események lehetnek emlékezetesek vagy kevéshé emlékezetesek
(Emlékezetesséq), és pozitiv vagy negativ benyomast is kelthettek Onben (Benyomas).

Arra kérjilk, hogy értékelje az eseményeket emlékezetesség és benyomas szempontjaball Ertékelését Gigy teheti meg, ha az egyes
események ikonjdt a mezé azon teriletére hizza, amely leginkabb tikrézi érzéseit.

= Ha az esemény nagyon emlékezetes volt (erds és élénk emlék), hizza az esemény ikonjat a mezd felsd részére, oda, ahol 2z
legjobban kifejezi az esemény emlékezetességét! Ha nem volt emlékezetes (gyenge vagy felejthetd emlék), hizza az esemény
ikonjat a mezo also részére!

= Hasonloképpen, ha az esemény pozitiv benyomast keltett Onben, hiizza az esemény ikonjat 2 mezd jobb felére! Ha az esemény
negativ benyomast keltett Onben, hiizza 3 mez§ bal felére!

Arra kérjuk, értékelje Egyéni Egészségtervében szerepld és megualdsult eseményeket!

Minden esemény ikonjat hiizza a mezd azon pontjara, ami a legjobban kifejezi az esemény emlékezetességét (fent vagy lent) és az
esemény 3ltal keltett benyomast (jobbra vagy balra)!

Kérjik, az osszes esemeny ikonjat huzza a mezd terdletére!

Talalkozé haziorvossal

Gyenge/
felejthetd
Negativ Semleges
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Az On szdmdra leginkabb pozitiv és emlékezetes esemény: Taldlkozd hiziorvossal

Miért pont ide helyezte az eseményt? Mi volt az élménye az eseményen?

Az On szamara leginkabb negativ, de emlékezetes esemény: Esésmegeldzés torna

Miért pont ide helyezte az eseményt? Mi volt az élménye az eseményen?

Készonjik valaszait, j6 egészséget kivanunk!
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Health experience questionnaire

Kaszonjuk, hogy id6t szakit kérdéivank kitdltésére! Kérjuk, valamennyi kérdésnél jelélje be az On véleményéhez legkozelebb all6 valaszt!
Valaszanak bejeldlése utan a Kavetkezd" (>>>>) gombra kattintva léphet tovabb a kévetkezd kérdésre.

Milyen az On egészsége altalaban?
() nagyon jo
6

) kielégitd

\_Jrossz
\._J) nagyon rossz

() nem tudom

Véleménye szerint On mennyit tehet az egészségeért?

() nagyon sokat tehetek

() sokat tehetek

) keveset tehetek

() semmit sem tehetek

() nem tudom

Milyen gyakran mondja el masoknak, mennyire j6 a hdziorvosa?
{_)soha
() nagyon ritkan

() idénként

) gyakran

() nagyon gyakran

Milyen gyakran mondja el masoknak a haziorvosanal tapasztalt problémait?
{_)soha

() nagyon ritkan

idénként
) gyakran

() nagyon gyakran

Amennyiben egy baritja vagy ismerdse kérdezné Ont, milyen valdsziniséggel javasolna a hiziorvosat?

() egyaltalan nem javasolnam

' inkabb nem javasolnam

() taldn javasolnam, talin nem javasolnam
() inkabb javasolnam

() biztosan javasolndm

Milyen mértékben ért egyet az alabbi allitasakkal?

egyaltalan nem értek  inkabb nem értel tabbé-kevesbé inkabb teljes mértékben
egyet egyet egyetértek eqgyetértel egyetértek
A haziorvosom pont megfelel nekem. )
A haziorvosom értékes iigyfélként
kezel engem. e - -/ o/ o/
A haziorvosom régéta az orvasom. )
Koénnyen egyiittmikadom a
haziorvosommal. — -/ p / _/

Megbizom a hdziorvosomban.
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Az egészségiigyben kit tekint az On elsddleges partnerének?

() haziorvost

() szakorvost

ismerds orvost

)ismerds szakembert

() gyogyszerészt

egyéb egészségugyi szakembert, éspedig l:l

Az egészségmegdrzésével kapcsolatos tanacsokért milyen valdsziniséggel fordulna haziorvosihoz?

) egyaltalan nem valészind

() inkabb nem valészind

() tébbé-kevésbé valdszind

() inkabb valészind

() nagyon valodszind

Milyen mértékben ért egyet az alabbi Allitisokkal?

egyaltalan nem inkabb nem
értek egyet értek egyet
A haziorvosom egyénként kezel engem, nem egy —
betegként a sok kozdl. - o
Szomord lennék, ha mas lenne ezentdl a
haziorvosom. o o

J6l érzem magam, hogy 6 a haziorvosom.

Figyelemmel kisérem a haziorvosom sorsat. () ()

Mennyire érzi magat tajékozottnak az egészségi allapotaval kapesolatban?

tobbé-kevéshé inkabb

egyetértek egyetértek

Kérjik, vdlaszat 1-tol 10-ig tartd skaldn drnyalja, ahol az 1 = egyaftaldn nem; mig a 10 = teljes mértékben!

()1 - egyéltaldn nem érzem magam tijékozottnak
2

()10 - teljes mértékben tijékozottnak érzem magam

Mennyire ért egyet azzal, hogy kézben tudja tartani csontritkulasat?

Kérjik, vdlaszat 1-t0l 10-ig tartd skaldn drnyalja, ahol az 1 = egydltaldn nem; 10 = teljes mértékben!

()1 - egyéltaldn nem
2

(3

L4

@s

6

o7

Os

9

()10 - teljes mértékben

[Koszonjuk valaszait, jo egészséget kivanunk!
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User experience — UX questionnaire

Koszonjuk, hogy idét szakit kérdéivank kitoltésére!
Kérjuk, valamennyi kérdésnél jelolje be az On véleményéhez legkozelebb allé valaszt! Valaszanak bejelalése utan a Kovetkezd” (>>3>)
gombra kattintva léphet tovabb a kévetkezd kérdésre.

0On az elmilt iddszakban kézhez kapta az Esésmeqgel8zés tajékoztatdt. Kériik, jelélje, mennyire ért egyet az aldbbi Allitisokkal a
tajékoztatdval kapcsolatban!

Egyaltaldannem  Nem értek  T&bbé-kevésbé Teljes mértékben
értek egyet egyet egyetértek Egyetértek egyetértek

A tajékoztatd lehetfvé teszi, hogy megtanuljam a torna
alkalmazasat anélkiil, hogy sokat kellene gondolkodnom.

Kellemes kihivds volt a tdjékoztato hasznélata.

Amikor hasznalom ezt a tijékoztatot, mindig azt kapom téle,
amit akarok.

A tajékoztaton latszik, hogy magas minBséget képvisel.

Ertem a t4jéh 6ban t kifejezé s abrakat.

A tajékoztatd nyoman a torna rendszeres alkalmazdja akarok

lenni.

A tdjé il P azok a tulaj i vannak,
amelyekre sziikségem van.

A tijékoztatonak és a torndnak érdekes, (] jellemz6i vannak.

Az ismeretek és informaciok mindig ott vannak, ahol vdrom,

hogy legyenek.

A tdjékoztatd megfelelf nekem.
A téjékoztatd nyoman a torna kiprobalasa izgalmas volt.

Tetszik a tajékoztatd kinézete.

Készonjik valaszait, j6 egészséget kivanunk!

Curative experience questionnaire

Please, evaluate each statement according to your own experience, where
1=totally disagree, 2=disagree, 3=both agree and disagree, 4=agree, 5=totally agree

My patients

— recommend me to their acquaintances.

— live as active as non-ill people.

— can live without limitations.

— have good therapy adherence.

— can stay active as long as possible.

— come regularly back, so they are well controlled.

R el
NN NN
WwWwWwwwww
AP PD
o1 o1 O1 01 O1 O1
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Fall risk questionnaire

Tesztalany:

Datum:

Felvételi datuma:

Kitolt6 személy: haziorvos, praxisnévér, egészség-tanacsadd

Karikdzza be a megfelel6 szamokat, majd ismételje meg a felmérést 6 havonta, illetve minden
elesést kbvetben!
Ha a pontszam magasabb, mint 7, beavatkozds és gydgyszerelés szlikséges.

ESESI anamnézis 3-5 hénap
mulva
Mozgaskészség: fennjard, dgybanfekvd, A megfelelé
jarokeretet hasznald, kerekesszéket hasznald vdlaszt, vdlaszokat
huzd ala!
Esések szdma havonta 1- vagy 2 2
To6bb, mint 2 esése van havonta 8
Eséssel kapcsolatos térése (datummal) 5
Ortosztatikus hipotdnia 2
Syncope/szédiilés 1
Erzékszervi karosodas:hallascsokkenés (1), csokkentlatas 0-3/3

(1) afazia(1)

Bizonytalan vagy csoszogé jaras

Zavartsag/delirium/dezorientacié/karosodott gondolkodas

NIN|N

Agitaltsag/megnovekedett szorongas

Kroénikus fajdalom szindréma 3

Gyogyszerek: kardidlis(1), antihipertenziv(1), 0-16/16
diuretikum(1), antipszichotikum vagy metoclopramid(2),
altatd(2), antidepresszans vagy antihisztamin H1 vagy H2
blokkold(2), szorongdasolddk, kivéve buspiron(2),NSAID(1),
narkotikus analgetikumok enyhe(1) mérsékelt(2),
antikonvulzivumok(1), izomrelaxansok(1)

Diagndzis: inkontinencia: széklet (2), vizelet (2) 0-6/6
anémia (2)

Kardialis betegségek: ritmuszavar (1), szivelégtelenség(1) 0-2/2

Neurolégiai/pszichiatriai betegségek: demencia(1), 0-4/4
parkinsonizmus(1), epilepszia(1), stroke(1)

Mozgasszervi betegségek: artritisz(1), gipszsinkotés(1), 0-3/3
protézis(1)

Osszpontszam:

Riziko kategoridk:
Kis: 0-3 pont
Kdzepes. 4-7 pont
Magas: 8 pont tdl
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FRAX calculation

KEZELT BETEG Legalabb 1 eve folyamatosan aktiv csontnitiulas ellen: kezelésben részesul

FRAX kerdoiv

Kor: ___ / Sziletesi datum: [&v] [hozap] __ [nap]

Nem: 0o Testtomeg: kg Testmagassag ____cm

Korabbi csonttores: igen /  pem

Szillonel csipotaji tores: igen / nem

Jelenleg dohanyzik: igen /  pem

Glukokortikoid terapsa: igen / nem

Rheumatoid arthritis igen / mpem

Masodlagos osteoporosis igen / mem

Alkohol >3 egyseg naponta igen / mem

Combnyak BMD: giem® / DXA tipus: | GE-Lupar Hologic Norland

Vagy

Combnyak T-score:

Magyarazatok:

Korabbi csontidrés Korabbi csontitrés: feindifvorban tortént csontitrés, mely vagy spontan tortent,
vagy olyan foki iraumabdl, mely egészséges egyeneken nem ckozoft volna

Szuonel csipotajl res Tartent-e csipotaj 10res a beteg sz0leingl?

Glukokorikold terapla Jeidle a3z valaszi, ha a jelenieg sZsziémas guikokortkoid
mﬁwmmwm@ma
wﬂm’ ideig legalabb napi S mg preanizoion (vagy

Rheumatold arthris Jeije 3z Jgen” valaszt, ha a beteget meumatold arthritiss2ed dagnosziizatak.

Masodagos Csle0porosls Jeidie az Jgen® valaszt, ha a az osteoporosissal szorosan Ceszefiggd
petegseg al fenn. llyen pi az -6 (Nzulin depengans) dlabetes;

Imperfecta feindmekben; hosszabb fennalid, kezeletien
hypogonadlsmus menopauza (45 éves kar
eidlt); kronikus autapiaksag mzm [

Alkohol =3 egység naponta | Jeddle az Jgen” valaszl, ha a beteg 3 vagy 10bD egység alkoholt fogyaszt
naponta. Egy egyseg kb. £-10 g alkohoR jelent, ami megfelel egy pohar (3 d)
samex, 3 d Wmeny Rainak, vagy kb. 1 d bomak.

Combnyak BMD Irja be a combnyakon mért csonts0riseget (giom’-ben). majd jeltije a
meénéshez hasznait DXA miszer tipusal.
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Examination test sheet
Név:
Vizsgdlat datuma:
Timed Up and Go teszt:

Mozgasprogram elején:

Mozgasprogram végén:

Functional Reach teszt:

Mozgasprogram elején:

Mozgdasprogram végén:

Maddositott Romberg teszt: (tandem-allas)

Mozgasprogram elején:

Mozgdsprogram végén:

Hasznal-e jarasi segédeszkozt, ha igen mit?

Testsuly: Testmagassag: BMI érték:
Elesések szama: az elmult harom hénapban: kovetkezé harom hénapban:___
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Appendix 11: Excerpt of the study protocol

KIVONAT A TUKEB BEADVANYHOZ KESZULT VIZSGALATI TERVBOL

Vizsgalat cime: Lakdhelykozeli Egészségszolgdltatas Megvaldsitasi Teszt a kiemelt
kormanyzati programként meghatarozott TAMOP-6.2.5.-B-13/1-2004-0001
"Szervezethatékonysag fejlesztése az egészségiigyi ellatorendszerben - Teriileti
egyiittmiikodések kialakitasa" program keretén beliil

Vizsgalatvezetd: Dr. Horvath Ildiko, Orszagos Koranyi Thc és Pulmonoloégiai Intézet
Megbizé neve és elérhetdsége: Allami Egészségiigyi Ellaté Kozpont, Budapest, Diés arok 3.

1. Rovid 6sszefoglalo

7

A programban kidolgozasra keriilt az alapellatds megerdsitésének mdédszertana, a
Lakdhelykozeli Egészségszolgdltatds, amely a betegségek kezelése helyett a
megel6zésre és a gondozdasra helyezi a nagyobb hangsulyt. Egy egyén (paciens)
szamara olyan szolgaltatasokat nyujt, amely egyéni egészségterven alapul, és
szolgaltatasi terveket fogalmaz meg. Ezek egyéni szinten szakmai projekttervként
miik6dnek, amihez az egyén haziorvosa szakmai szolgaltatdi csapatot delegal. A
feladatok elosztdsa kompetencialapon torténik a szubszidiaritas elvét kévetve,
minden esetben a klinikai szakmai irdnyelvekre alapulé egészségszervezési szakmai
iranyelvek altal meghatarozott lehetséges kezelés folyamatok személyre
szabasaval

Jelen vizsgalat célja adatokat gy(ijteni a miikodés tesztfazisaban annak érdekében,
hogy az Uj rendszer modellezésével bemutassuk egészségértékbeli nyereségeit,
valamint a koltségek atcsoportositasanak lehetdségeit.

2. Hattér
Az Gj alapellatasi modell, a Lakdhelykézeli Egészségszolgaltatasok rendszere a

kozosségi szinten relevans egészségiigyi és hatarteriileti szolgaltatok funkcionalis
(horizontalis, vertikalis és interszektorialis) integraciéjara épul, amelynek gerincét az
egészségligyi jarébeteg-ellatas jelenleg is mikods intézményei (egészségligyi alapellatas
— haziorvosi, hazi gyermekorvosi, fogaszati, Ggyeleti és védénéi ellatasok, otthoni
szakdpolds; jardbeteg szakellatds, gondozdintézeti elldtdsok, gydgyszerellatas,
egészségfejlesztési ellatasok) adjak, kiilonos tekintettel a haziorvosi ellatdsra és a
jardbeteg szakellatasra. Ehhez illeszkednek azok az Uj egészségligyi ellatasi formak,
amelyek korabban nem mdkodtek, esetlegesek vagy alulfejlettek voltak (elsGsorban az
egészség-megel6zés és a prevencid terlletén, de ide tartozik a virtudlis térben
megvaldsuld szolgdltatasok fejlesztése is, valamint minden innovativ, hianypdtld
szolgdltatasfejlesztési program), tovabba az egészségligyi ellatasokkal egységet képezd

hatartertleti szolgaltatasok is (pl. szocidlis ellatas).

A funkcionalis integracid lépésrdl lépésre valdsithatdé meg. AlapvetSen a kozosségi

kezdeményezésekre tamaszkodik, melynek jogszabdlyi lehetGséget és finanszirozasi

179



Osztonzést sziikséges biztositani. EzentUl nagy sziikség van az OnszervezG6dés
folyamatanak tdmogatdsdra annak érdekében, hogy valdban a kozosségi igényeknek
megfelel6 szolgdltatdsok keriiljenek kialakitasra. Az integracié végterméke a szakmai
kozosségek hatékonyan mikodé formaja, amely a kdzosségi szintl egészség apoldsaért

felel@s integralt szolgaltatdsi egység.

A kis kozosségek egészség-szolgaltatasi alapegységeit tamogatd egységek a kozosségi
egészségszervezési kozpontok: ezen kozpontok a kdvetkezs szolgdltatasokat nyujtjak az

egészségdpolasi egységeknek:

® kozOsségi szikségleteknek és hatékonysagnovelésnek megfelels fejlesztési iranyok

meghatarozasa

® operativ m(ikbdési tdmogatas
e azelldtasok folytonossaganak biztositasa érdekében a betegutak monitorozasa, az

ellatasok szervezése

® népegészségligyi kompetencian és egészségkommunikdacids ismereteken alapuld

egészségfejlesztés
® részletes kozosségi egészségtervezés
® indikator alapu eredményesség elemzés és értelmezés
® egészségszervezés, interszektorialis integraciods tevékenységek 6sszehangolasa

® mindségbiztositas

3. Avizsgdlat célja
Az egészségterven alapulo szolgaltatasok hatasat vizsgaljuk hét
pacienscsoportban.

1. Egészségesek egészégterve témadaban az egészségélmény valtozasat.

2. Diabétesz és diabétesz gyanu témaban a testtomeg, HbA1C, és
egészségélmény valtozasat.

3. Osteoporozis témdaban esésmegelGzés hatasat az esések szamara,
valamint az egészségélmény valtozasat.

4. Gyermekek kardiovaszkuldris rizikdsziirés témaban az adatgyiijtés
teljességét és a sziil6 egészségélményének valtozasat.

5. COPD témaban a CAT érték valtozasat, a dohanyzas révid tavon mért
abbahagyasat és az egészségélmény valtozasat.

6. Onkoldgiai éberség témaban eml6rak esetében az emlé 6nvizsgalat
oktatasa nyoman megvaldsulé onvizsgalatot és az egészségélmény
valtozasat;
colorectalis tumor esetében a gyanu felismerését kdvetd onkoldgiai
centrumba kiildések szamat és az egészségélmény valtozasat

7. Stroke esetében a rehabilitacio igénybe vételének hatasat a beteg
allapotara
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4. A vizsgalat elrendezése
a) Onkontrollos vizsgalat a bevonas, 3 hénap és 5 honap elteltével végzett
mérésekkel za 1. — 5. témakban
b) Aktiv és kontroll 6sszehasonlitasa
5. Vizsgalati centrumok
900 haziorvos orszagosan 6nkéntes jelentkezés alapjan
6. Vizsgalati alanyok
6.1. Bevont betegek szama 50.000
6.2.Betegbevonas maddja, betegtajékoztatas és beleegyezés
A haziorvos von be pacienseket a sajat praxisabol
a) egy témadban az aktiv karban az 1.- 6. témadban
b) egy masik témaban a kontroll karban az 1. — 6. témaban
c) 7. témaban cask aktiv karos bevonas torténik
7. Avizsgélat id6tartama
2015. aprilis 1. -2015.szeptember 3.
8. Vizsgalat mddszertana és menete

8.1. COPD
Cél: A kifejlesztésre keriilt COPD egészségszervezési szakmai irdnyelv alkalmazdsanak
hatdsvizsgdlata a benne szerepl6 kulcskezelések személyre szabdsaval.

Menete: A bevont betegeknek egészégtervet készit a haziorvos, amihez kezelési tervet
rendel a beteg szikséglete, a tesztben helyileg rendelkezésre all6 szolgdltatas -
mozgasprogram vagy pszichoterdpids csoport — és a beteg egylttmikodése szerint. Ezt
kovetSen a kezelési terv megvaldsuldsat és az indikatorokat kovetjik 3 és 5 hdnap elteltével
torténd ellen6rz6 mérésekkel.

Beavatkozas: Egészségterv készitése, ehhez kapcsoldddan kezelési terv készitése, csoportos
mozgasprogram vagy dohdnyzds leszokadst tamogatd pszichoterdpids csoport, dohanyzas
leszokas telefonos program.

Csoportos mozgasprogram alteszt

Dohanyzas leszokast tdmogato pszichoterapias csoport alteszt/Dohanyzas leszokas
tdmogatas telefonon keresztiil alteszt

Bevont egyének szama (csoportos mozgas alteszt): teszt csoport: 1,600, Kontroll csoport:
1,600

Bevont egyének szama (dohdnyzas leszokast tdmogatd pszichoterdpids csoport
alteszt/Dohanyzas leszokas tdmogatas telefonon keresztll alteszt): teszt csoport: 1,600,
Kontroll csoport: 1,600

Bevonasi kritériumok:

e COPD-vel diagnosztizdlt egyének (lakdhely szerint a praxisk6zdsségekhez
tartozo pdciensek)
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e COPD-vel diagnosztizalt egyének, akik dohdnyosok (lakdhely szerint a
praxiskdzosségekhez tartozo pdciensek)

Kizarasi kritériumok:

o |V-es fokozatu COPD-s egyének

Workflow:
Tevékenység Adatfelvétel modja Tesztcsoport Kontroll csoport
Vizit 1/Bevonas/0 hénap
Gyodgyitd élmény kérdGiv 2 X
CAT 2 X
Beleegyez6 nyilatkozat 2,3 X X
Egészségélmény kérdbiv 1 X X
Vizit 1 és Vizit 2 kozott
Csoportfoglalkozason valo részvétel -
online jelenléti iv 4,5 X
Dohdnyzas leszokast rogzit6 napld 1 X
mozgas napld 1 X
Esemény percepciojat mérd kérdbiv 1 X
User experience kérddiv (inhalator) 1 X
Vizit 2/3 hénap
Gyogyitd élmény kérddiv 2 X
CAT 2
Egészségélmény kérdbiv 1 X X
Vizit 3/5 hénap
Gyogyitd élmény kérddiv 2
CAT 2

onkitoltés kérddivazegyén altal
haziorvos

praxisnévér

tudégondozd

gyogytornasz

8.2.Diabetes

U A W N R

Cél: A kifejlesztésre keriilt egészségtervezd program alkalmazasanak hatasvizsgalata.

Menete: A bevont betegeknek egészégtervet készit a haziorvos, benne cselekvési tervvel. Ezt
kovetéen a cselekevési terv megvaldsuldsat és az indikatorokat kovetjik 3 és 5 hénap

elteltével torténd ellen6rzé mérésekkel.

Beavatkozas: Egészségterv készitése, ehhez kapcsoldddan cselekvési terv készitése. Ennek

részeként a www.kaloriabazis.hu oldal alkalmazdasdval az 6nmonitorozas tamogatasa.

Egészséges, de gliikdz intolerancidra hajlamos egyének kisz(irése és ordlis diabetikummal
kezelt egyének kockazatanak csokkentése Gnmanagement program bevezetésével és

magasfoku beteg edukdcié alkalmazasaval

Bevont egyének szama teszt csoport: 3,300, Kontroll csoport: 3,300
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http://www.kaloriabázis.hu/

Bevalasztasi kritériumok:

2-es tipusu cukorbetegek, 18-65 év kozott

egészséges egyének, 18-65 év kozott

Kezelt, egyensulyban lev6 T2 diabetes mellitus (gyégyszermddositas nem volt az
elmult 3 hdnapban)

Ehomi vércukor: 3.9-7.2 mmol/I kériili, étkezés utan <10 mmol/I kériili, HgAlc: <7
% kozott (fontos a kielégitS szénhidrathdztartas, hiszen a vizsgélat alatt a
gyogyszeres terapian nem kivanunk valtoztatni, inzulint nem indithatunk)

Diétas vagy oralis antidiabetikumon 1évé betegek (metformin;
metformin+sulfanilurea, DDP4-gatlok, stb.)

BMI 25-30 kg/m2 kozott
A beteg rendelkezik szamitdgépes elérhetfséggel, szamitdgépes alapismeretekkel,
készség szinten kezeli az Internetet

Kizarasi kritériumok:

Inzulinos (analég vagy human) 2-es tipusu cukorbeteg

1-es tipusu cukorbeteg, terhességi diabetes, egyéb oku diabetes (pl. pancreatogén,
gyogyszer indukalta, endokrin betegséggel 6sszefliggs, MODY, stb.)

rossz complience (nem jar kontrollra, nem vezeti a vércukornapldjat, stb.),
elégtelen szénhidrathaztartas (éhomi vércukor > 7.2 mmol/l, étkezés utan > 10
mmol/I, HbAlc > 7 %)

kérel6zményiikben ISZB, angina pectoris, sulyos ritmuszavar (pl. pitvari fibrillatio)
(nincs nyugalmi falmozgdszavar, EF>50 %)

kérel6zményében szerepel AMI, CABG, stent, bypass

diabeteses proliferativ retinopathia (egy éves szemészeti lelet)

sulyos diabeteses nephropathia vagy egyéb oku sulyos veseelégtelenség (GFR>45)
terhes, szoptat

majelégtelenség (GOT, GPT normdlis)

ismert pajzsmirigy betegség (sTSH normalis)

egyéb endokrin betegsége van (pl. acromegalia, Cushing-szindréma,
phaeochromocytoma, hyperthyreosis)

sulyos genetikai betegsége van(pl. Down-sy, Klinefelter-sy, stb.)

Antikoagulanst (kumarin, LMWH, Xarelto/Pradaxa) szed

Immunmodulans, immunszuppresszans gyégyszert szed

(aktiv) daganatos betegsége van

autoimmun betegsége van

sulyos, elérehaladott COPD-je (FEV1>50%) van

sulyos diabeteses polyneuropathia, sulyos avtg-i érszikilet van(pl. amputalt 1ab,
sulyos alsévégtagi fekélyesség, stb.)
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Workflow

Tevékenység Adatfelvétel médja Tesztcsoport Kontroll csoport
Vizit 1/Bevonds/0 hénap
Gyogyité élmény kérdbiv 2
Beleegyez6 nyilatkozat 2,3
Egészségélmény kérdbiv 1
Egyéni egészségterv Findrisc kérddivvel
Laboradatok rogzitése
Vizit 1 és Vizit 2 kdzott

X | X [X |[>x |Xx

Esemény percepcidjat mérd kérddiv 1 X
User experience kérdGiv 1 X
Vizit 2/3 hénap

Gyogyitd élmény kérdbiv 2 X
Laboradatok rogzitése 2 X
Egészségélmény kérdbiv 1 X X
Vizit 3/5 hénap

Gyogyitd élmény kérdbiv 2 X
Laboradatok rogzitése 2 X
onkitoltés kérddivazegyén altal 1

haziorvos 2

praxisnévér 3

8.3.Egészségesek egészségtervének elkészitése
Cél: A kifejlesztésre kerilt egészségtervezd online szoftver alkalmazasdnak hatdsvizsgalata.

Menete: A bevont egyén egészégtervet készit egyedil és/vagy a haziorvosa tdmogatésaval,
benne cselekvési tervvel. Ezt kovetSen a cselekevési terv megvaldsuldsat és az indikatorokat
kovetjik ellenGrzé mérésekkel.

Beavatkozas: Egészségterv készitése, ehhez kapcsoléddan cselekvési terv készitése. Az
egyént az OEFI altal rendelkezésre bocsatott és az egészségtevezd szoftveren keresztill
elérhetd egészségfejlesztési dokumentumokkal tdmogatjuk.

Egészséges egyénekkel dllapotfelmérd kérdSiv és egyéni egészségtervek kitdltetése.
Egészséges egyénekkel pszichoszocidlis kérdbiv kitoltetése. A kitdltés tdmogatasa. Személyes
talalkozo keretében a kitoltés utan kdvetése tanacsadassal/coachinggal.

Bevont egyének szama teszt csoport: 10,000, Kontroll csoport: nincs
Bevalasztasi kritériumok:

o amagukat egészségeseknek vald egyének
Kizarasi kritériumok: nincs
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Workflow

Tevékenység Adatfelvétel modja Tesztcsoport
Vizit 1/Bevonas/0 hdonap
Gyoégyité élmény kérdGiv 2 X
Beleegyez6 nyilatkozat 2,3 X
Egészségélmény kérdGiv X
Egyéni egészségterv 1 X
Pszichoszocidlis kérdGiv 4 X
Vizit 1 és Vizit 2 kozott (bevonas utan 1 héttel)
User experience kérdéiv 1 X
Vizit 2/3 hénap
Gyoégyité élmény kérdGiv
Egészségélmény kérdGiv
User experience kérdéiv 1 X

onkitoltés kérddivazegyén altal
haziorvos

praxisnévér

A W N e

pszicholdgus

8.4.Kardiovaszkularis rizikdsz(irés iskolaskorban
Cél: A kifejlesztésre keriilt egészségtervezd program alkalmazasanak hatasvizsgalata.

Menete: A bevont gyermekek szamara allapotfelémérést készit a haziorvos az egészégtervet
részeként. A gyermek és a szil6 a csaladi kértorténetet kiegésziti az egészségtervben. Ezt
kovetéen a haziorvos elvégzi a kardiovaszkularis kockazatbecslést, felméri a sziil6
egylttm(ikodési hajlanddsdgat és cselekevési tervet készit a gyermek részére. A
kockazatbecsléshez rendelkezésre allé adatok és informacidk teljességét vizsgaljuk.

Beavatkozas: Kardiovaszkularis kockazatfelmérés és cselekvési terv elkészitése.

Alapvet6 cél egy jol haszndlhatd adatbazis Iétrehozdsa a sziil6 aktiv bevondsaval, amely a
teljes csaladra vonatkozd és fellelhet6é anamnesztikus adatokra épitve felméri a paciensre
vonatkozo kockdzatokat, majd végigkiséri életét és elérend6 célt hataroz meg egy cselekvési
terv alapjan.

Alapot teremt a gyermekkori prevencids tevékenységek lakdhelykdzeli megvaldsitasara
minden telepiilés tipus esetén.

Fontos a haziorvosi alapellatds keretében végzett egészségi allapotfelmérés, kotelezd
életkorhoz kotott szlrévizsgdlatok modszertani fejlesztése a sziil6k és gyermekek egylttes
aktiv kdzremUikodésével.

Nem cél az elkésziilt egészségterv betartasanak kovetése

Bevont egyének szama teszt csoport: 3,300, Kontroll csoport: 3,300
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Bevalasztasi kritériumok:

o Iskolaskoru gyerekek és szileik
Kizarasi kritériumok: nincs

Workflow
Tevékenység Adatfelvétel modja Tesztcsoport Kontroll csoport
Vizit 1/Bevonds/0 hdnap
Gyoégyité élmény kérdbiv 2 X
SzUl8i beleegyez6 nyilatkozat 2,3 X
Egészségélmény kérdGiv 4 X
Anamnézis, életmadd és allapot kérddiv 2 X
Vizit 2/2-6 hét elteltével
Bevonhatdsag kérdGiv 2,4,5 X
Egyéni kockazati egészségterv készitése 2
Egészségélmény kérdGiv 4 X X

onkitoltés kérddivazegyén altal 1
haziorvos 2
praxisnévér 3
szilé 4
gyerek 5

8.5.0nkolodgiai éberség
Cél: Az eml6rak és a colorectalis tumorok minél korabbi felismeréséhez rendelkezésre allé
egy-egy eszkdz gyakorlati alkalmazasanak vizsgalata.

Menete: EmIGrak esetében eml6 Onvizsgalat oktatasa a praxisban, colorectalis tumor
esetében tumorgyanu tiinete esetében azonnal onkoldgiai centrumba kiildés.

Beavatkozas: EmI6rak esetében emld onvizsgalat oktatadsa, colorectalis tumor esetében a
haziorvosnak adott tumorgyanu tlinetlista szerint onkoldgiai centrumba kiildés.

A teszt célja, hogy noveljik az onkoldgiai éberséget a colorectalis és emlérak rizikéval
rendelkez6 betegségcsoportokban. A tesztben figyelemfelhivasra, paciens edukaciora és az
érintett korcsoportok szlirési hajlanddsaganak mérésére keril sor. A teszt varhatd
eredményterméke a felismerés és a diagndzis kdzotti idé leroviditése illetve a praxison beliili
szlirési részvétel elGsegitése.

A tesztnek nem célja diagndzis feldllitdsa illetve a rizikdval nem rendelkez6 egyének
vizsgalata.

Bevont egyének szama teszt csoport: 4,000, Kontroll csoport: 4,000
Bevalasztasi kritériumok:

o emld6rakkal kapcsolatban a 25 év feletti n6k
o colorectalis daganattal kapcsolatban a haziorvosnal megjelent egyének
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Kizarasi kritériumok: nincs

Workflow
Tevékenység Adatfelvétel modja Tesztcsoport Kontroll csoport
Vizit 1/Bevonds/0 hdnap
Gyogyitd élmény kérdGiv 2
Beleegyez6 nyilatkozat 2,3
Egészségélmény kérdbiv 1
EmlG6rak - onvizsgalat tanitas
rogzitése(tortént/nem tértént) 2,3 X

Colorectalis daganat: a Szent Istvan
Koérhaz altal készitett tinetlista
kovetésének rogzitése (tortént/nem
tortént) 2,3 X
Vizit 2/3 hénap

Gyoégyité élmény kérdbiv

Egészségélmény kérdGiv 1 X X
onkitoltés kérddivazegyén altal 1
haziorvos 2
praxisnévér 3

8.6.0steoporosis
Cél: A kifejlesztésre kertilt egészségtervezd program alkalmazasanak hatasvizsgalata.

Menete: A bevont betegeknek egészégtervet készit a haziorvos, benne cselekvési tervvel. Ezt
kovetéen a cselekevési terv megvaldsuldsat és az indikatorokat kovetjik 3 és 5 hoénap
elteltével torténd ellenérz6 mérésekkel.

Beavatkozas: Egészségterv készitése, ehhez kapcsoldddan cselekvési terv készitése. Ennek
részeként esésmegel6zés torna megtanitasa és az 6nmonitorozas tdmogatasa.

,NE TORJ UJRA! Az osteoporosis talajan kialakul6 térések prevencidja

A vizsgalat célja, hogy az osteoporosis diagnosztikdja és terdpidja témaban megsziiletett
szakmai protokollon alapulé és az adott egészségszervezési szakmai irdnyelvben
megfogalmazott |épések egy meghatarozott szakaszanak a gyakorlatban lekdvessiik.

A vizsgalat soran 2.500 egészségterv részben 6nalld illetve tamogatdssal torténd elkészitést
és az erre a célra kifejlesztett online fellileten torténd rogzitését tervezzik. A vizsgalatban, az
egészségtervek mellett az egyéni aktivitdst rogzité egészségnapld is alkalmazasra keril, ami
szintén online fellileten lesz rogzitve az egyén dltal, sziikség esetén a csaladtagok
tdmogatasaval.. Az abban rogzitend6 egyéni aktivitdsok a napi mozgdsra, étkezésre és
életvitel teriiletekre irdnyulnak, akdr egyéni akdr csoportos formdban valésulnak meg.

Dokumentaljuk a teszt csoportokban alkalmazott gyoégyszerelést, a teszt idGszakban
felkeresett szakellatasokat és az ott elvégzett beavatkozdsokat.
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Csoportos és megfeleld kritériumok fennalldasa esetén egyéni gydgytorna foglalkozasokat
inditunk minél tébb egyén részére, heti gyakorisaggal.

Meérjiik az egyének mobilitasat és az esések el6forduldsat a teszt idGszak elején és végén. A
teszt id6szak rovidsége ellenére e két mutaté tekintetében kimutathatd javuldst varunk a
megfelel§ aktivitast mutatd egyéneknél.

Bevont egyének szama teszt csoport: 3,300, Kontroll csoport: 3,300
Bevalasztasi kritériumok:

o 65 év feletti nék, és férfiak,

ismert osteoporosis diagnodzissal, akiknél még nem volt torés

o ismert osteoporosis diagndzissal, akiknek mar ezzel 6sszefliggésbe hozhatd
tipusos torése volt

o akiknek az elmult egy évben, kis er6behatdsra lezajlott térése volt
(osteoporosis kockazat)

o

Kizarasi kritériumok: Nincs

Workflow
Tevékenység Adatfelvétel modja Tesztcsoport Kontroll csoport
Vizit 1/Bevonas/0 hénap
Gyogyito élmény kérddiv 2 X
Beleegyezd nyilatkozat 2,3 X
Egészségélmény kérdbiv 1 X X
Allapot felméré kérdGiv 2,3 X
Egyéni egészségterv plusz specidlis
kérdésekkel 2,1 X
Gondozasi, kezelési terv 2
A tesztelés soran alkalmazott szakmai
kalkulatorok, felmérd-tesztek, prébak 2 X

Vizit 1 és Vizit 2 kozott
User experience kérd6iv (1 hét elteltével)
Esemény percepcidjat mérd kérdGiv

Egészségnaplé —a gondozasi tervben
meghatdrozott szolgaltatasok

miikodtetése, egyéni aktivitas rogzitése 1 X

Vizit 2/3 hénap

Allapot felmérs kérdGiv 2

Gyogyito élmény kérdbiv

Egészségélmény kérdbiv 1 X X
Vizit 3/5 honap

Allapot felmérs kérdGiv 2 X

Gyogyito élmény kérdbiv 2 X

onkitoltés kérdbivazegyén altal
haziorvos

praxisnévér
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8.7.Stroke rehabilitacio
Cél: Esetleirasok feldolgozasaval és a betegek aktualis funkciondlis allapotanak felmérésével

vizsgalni a kilonboz6 jellemzé rehabilitacids szolgdltatdsi utak hatdsat a funkcidkra.

Menete: A haziorvos a nala lévé betegdokumentacié alapjan esetleirdst készit, amit
lehet6ség szerint kiegészit a betegnél 1évé informdcid, pl. intézeti zardjelentés alapjan,
valamint elvégi az allapotfelmérést.

Beavatkozas: Allapotfelmérés, adatgy(jtés. Ebben az altesztben nincs két kar.

A teszt f6 célja a stroke betegek kezelésével kapcsolatos rehabilitacios sziikséglet felmérése
valamint javaslat tétel a szolgdltatasi hianyok megsziintetésére. Tovabba ahol redlis, ott
célunk mérni a rehabilitacid egyes elemeinek egészségi allapotra gyakorolt hatdsat is.

A projektnek nem célja rehabilitacios szolgdltatast szervezni az elkésziilt egészségszervezési
irdanyelv alapjan.

Bevont egyének szama teszt csoport: 5,800, Kontroll csoport: nincs
Bevalasztasi kritériumok:

o lakdhely szerint a praxiskozosséghez tartozd poszt akut stroke betegek

Kizarasi kritériumok: nincs

Workflow
Tevékenység Adatfelvétel modja Tesztcsoport

Vizit 1/Bevonas/0 hdnap

Beleegyez6 nyilatkozat 2,3 X
Esetnapld: stroke-on atesett betegek

historikus kovetése 2,3 X
Allapot felméré kérdGiv az elérhetd

betegekné 2 X

onkitoltés kérddivazegyén altal
haziorvos

praxisnévér

9. Adatok kezelése

9.1.Betegek azonositasa

A betegek TAJ szamat rogzitjlik és hatjegyl egyedi azonositot kapnak, amelynek elsé két
jegye a foldrajzi teriileti egységet, a harmadik és negyedik jegye a teriileti egységen beliili
haziorvost, az 6todik és hatodik jegye a haziorvosndl bevont bevont egyén sorszamat
jeloli. A hatjegyl azonositd alapjan torténik a kilonb6z6 adatbeviteli fellletek
adatbazisainak kommunikacidja és egyesitése
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9.2.Adatgy(ijtés mddja, adatbazis

Az adatokat online elérhet6 kérdGivekkel és (irlapokkal gydjtjik. Ezek az egészségtervez§
szoftver a kezelési tervezd szoftver, a projekt webiroda Grlapja és online kérd8iv szoftver.
Az adatbdzis az AEEK infrastruktarajan készil.

A teszt lezdrasat kovetSen az OEP adatbazisdbdl bekérjik az egyéni szintl ellatasi
adatokat 24 hénapra visszamendgen.

9.3.Személyes adatok védelme, személyes adatok kezelése
A személyes adatok védelmét és a személyes adatok kezelését az AEEK erre vonatkozd
szabalyzatai szerint végezziik.

10. Eredmények értékelése

A meghatdrozott indikatorok alapjan értékeljik egyéni szinten

a kezelési, illetve cselekvési tervek megvaldsulasanak mértékét;

a bevonaskor és harom hdénap elteltével mért egészségélmény valtozast;

a bevonaskor, harom hdénap elteltével és 6t hdnap elteltével a mért medikalis mutatok
valtozasat;

valamint

altémanként az aktiv és kontroll karok kdzotti eredménykiilonbségeket;
osszefliggésvizsgalatokkal az egyes egészségszervezési megoldasok hatdsat;

és ezek mellett dinamikus modellezéssel hatdsbecslét végiink.

11. Etikai elvek

11.1. Etikai Bizottsag
A TUKEB engedély birtokaban indul el a vizsgalat és a Helsinki deklaracié betartasra
kerdl.

11.2. Beleegyez§ nyilatkozat

Minden beteg irdsos beleegyezést ad, valamint a beteg barmikor, indoklas nélkal
visszavonhatja beleegyezését.

11.3. koltségtérités
A bevont egyének nem kapnak koltségtéritést.

12. Mindségbiztositas
A kérdbivek programozdsa tamogatja a mindségellen6rzést, az adatok
konzisztencidjat ellendrizziik és jellemezzik.

13. Publikacié

A projekt eredményeit a zarédokumentdcidban adjuk kozre teljes terjedelemben. A
szakmai és nyilvdnos kommunikaciérél az EMMI Egészségligyért FelelGs
Allamtitkdrsaga dont.
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