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Analisi comparata dei sistemi di valorizzazione delle
risorse umane nell’ambito sanitario
Pay for Performance (P4P)

L eonardo Falduto




What Are Pay-for-Performance
Programs? [

Pay-for-Performance (P4P) programs

link compensation to results and

serve as potentially powerful catalysts for
strengthening health systems and achieving
health targets. Many developing countries
are piloting and scaling-up P4P programs to
Improve health results and meet health
Millennium Development Goals.



Pay for Performance e
Performance Contracting

Promms‘lnsures, communiﬁes) a

Goods, Other Results |
Rewards

Recipients

(Households, Service Providers [Facilities,
Health Workers], Health Programs, Local
Government, National Government)
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Figure 1. The historical foundations of the performance movement in the OECD

13905 — Performance
* Concemn to make promises and
deliver on them
¢ Measurement of results and the
use of measurements for planning
or accountability purposes
1970s — Responsiveness to elected officials
and political pricrities
# Frustration with neutrality
 Comcern that the public service is an obstacle
to political objectives
1350s - Equal access and equal treatment
+ Achve imparfialify
* Concern for reprezenfativeness
19" century - Due process and institutional continuity

+ [Diriven by the law

= Administration as a "separate world"
Source: Based on (Blum et af 2007 )




. | Sistemi P4P:

da un lato tendono a stimolare le
Organizzazioni Sanitarie al
raggiungimento di particolari obiettivi
(Performance-based Contracting)
correlando a tali Performance Il
trasferimento di una quota addizionale di
Risorse Finanziarie (provenienti dal
finanziatore), definita nel suo valore
massimo teorico, rispetto ad un valore base
trasferito su base storica o capitaria.
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EXAMFPLE: Name of recipient Public health centers

10% of historical budget to deliver @rpet services (funded by a combination of
withholding 5% of historical budget and an addmonal 5% of histoncl budge: as
pocential addidonal funds)

Amount of paymenc linked to
performance

Amount of payment not

—— 1 to risk 5% of historical budper to defwer target services

Formula for performance Performance Target Assornted Weight
payment
ez 0% norease in full Immnizzton coverape 02

eg. 20% increase in % of pregnanc women receiving at

leasc 3 prenacl cre visics o
e.p- 5% mcrease in the number of mothers wich full ol
knowledge of oral rehydration therapy )

eg. 50% of owtreach poants with at beast 3 modern family

- 0l
planning meethods
e.g. 25% reduction in the discontimuaton of family 01
planning

ez, 30% reducton i waitdng dmes for child patents 0.l
e.g., well-defined community committees with appropriate ol

= coordinadon with Mmistry of Haalth
== L

= Toml .03




« The NHI (national Health Insurance) pays the
clinics a monthly member capitation payment;
“members” are persons enrolled on a clinic roster.
Clinics, therefore, have an incentive to register as
many people as they can. Each month, the NHI
pays clinics 70% of the member capitation payment

upfront. The remaining 30% of the payment
depends on how the clinic performs on groups of
Indicators that lead to scores for:

— efficiency (70 % of the withheld amount),
— quality (20 % of the withheld amount), and

— administrative processes (10 % of the withheld amount).
If an indicator is not fully achieved, then the proportional
weight is deducted from the clinic’s total potential
payment for that month.




A very low performing clinic could
potentially receive only 70 percent of the
capitation payment (quota capitaria),
though this has not occurred. The total
potential payment Is a per capita
allotment multiplied by the number of
people registered (nell’esempio 6,3 $ *
12.000 *0,7 = 75.600 $ * 0,7 =52.920 %).
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Monthly How FPerformance | Maximum
Indicators Measured Standard Amount

(U5 dollars)

Efficiency Indicators: (707%) 15876

|. Preductivity per GP team./day Database exported to MNHI by clinic 28-36 pts/shift $3.176

2. Rational drug usage (drugs/encounter) Database exported to MHI by clinic =20 $3.176

3. Rational imaging usage (tests/encounter) Database exported to NHI by clinic <0.5 $3.176

4. Rational kboratory usage (tests/encounter) | Database exported to MHI by clinic =15 $3.176

5. Completeness of encounter forms/rostered | Survey (bi-annual survey implemented 99% forms $3.176
patients by MHI) complete

Quality Indicators: (20%) $41.536

6. Patient satisfaction: survey Survey (bi-annual survey implemented =80 patient $2268
by MHI) satisfaction

7.Medical Records compliance Random auditing of medical records 9% $2.268
compliance

Administrative Indicators: (10%) $2.268

8. Unreported encounters/activities Database exported to NHI by clinic <0.5% margin $1.134
of error

9. Data entry errors Dratabase exported to MNHI| by clinic < |.0% margin $1.134
of error

Il bonus massimo teorico & invece pari
al 30% del totale capitario: 30% di

75.600 = 22.680 $




— Dall’altro, sfruttano 1’effetto motivante
del c.d. goal setting e dei conseguenti
effetti valutativi a beneficio/carico
degli operatori sanitari (supplier) in
termini di bonus o penalizzazioni
commisurati al livello di performance
(assoluto o relativo) effettivamente
raggiunto .




Uncertainty and Doubt

THE WALL STREET JOURNAL ~ Union-Tribune.

« 60% of Americans believe there “A review of 10 pay-for-performance
are fair ways to measure and programs by PricewaterhouseCoopers
compare medical care found tremendous variation among

»  38% would support pay based how health care providers
on quality ratings while 47% were evaluated and how bonuses were
are unsure and 15% are paid, creating an administrative
opposed nightmare for providers participating

in multiple programs.”
WSJ/Harris Interactive poll February 24, 2008

conducted 2/6 — 2/8



http://online.wsj.com/home

PAP incentives are designed to encourage behaviors
that both Increase:

— demand for and use of services and

— Improve the quality and availability of those services.

. | Demand Side
Payments may be issued:

— To households or patients for a specific action (such as
delivering at the health facility) as well as

— To service providers, such as physicians, hospitals, and
health clinics, for increasing the quantity and
Improving the quality of their services.

Supply Side




Individuals or groups of public and/or private
providers can receive payments that are linked
to Increases In service utilization or
Improvements in service quality. Recipients of
performance payments can often decide how
to use the money empowering them to think

creatively about:
— how to reward staff,
— Improve facilities,
— reach communities and
— overcome system constraints.



» Choosing the type of P4P approach to use
depends in large part on the realities of
the health system and health priorities of a
country.

1. In countries with stable government
leadership, pilots or a scaled-up national
model that pays for results in public
facilities can prove to be a valuable option.




2. In a fragile state environment, contracting
NGOs and paying them based on achieved
results may prove to be a more successful
approach. If utilization barriers are primarily
on the demand side, payments can be linked to
health actions taken by users.

3. A decentralized system where the national
government wants to stimulate improved
performance at subnational levels of the
country may benefit most from an approach

that links federal to state level
transfers to results.
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Supply-side P4P interventions reward performance achieved by entities and workers involved in
organizing and delivering health care, preventing iliness, and promoting health. P4P initiatives can
motivate providers to develop innovative strategies to improve outreach that will achieve health goals,
as well as improve the volume and quality of services. Examples of rewards include the following:

¢ Financial bonuses to reward good performance and/or penalties for poor performance.
This can motivate community outreach, in particular to underserved areas; encourage more
convenient clinic hours; improve provider-patient interactions; and stimulate solutions that
reduce financial barriers faced by households.

Social, community-based, and private insurance that pays providers based on
performance.

National-to-local transfers based on results, which can stimulate local solutions that
improve provider performance and reduce financial barriers to access.

USAID

FROM THE AMERICAMN PEQPLE



Formula del bonus

» There iIs no set approach to development of a
payment formula. What is clear, however, is the
Importance of clearly specifying the terms of
payment in a written contract or performance

agreement that is signed by both recipient and

payer. Examples of payment formulas are the
following:

« 1. Payment formula: All or nothing population-
based targets:

— Total potential payment received by health facility =
95% of historical budget + performance bonus.

— Maximum potential performance bonus = 10% of
historical budget.
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M 10%increasein full
immunization of children

under 1
B 20%increase in pregnant

women receiving 3+

prenatal carevisits
M 15%increase in mothers

with full knowledge of ORT

M All facilities and half
outreach points with 3+

modern FP methods
M 25% reduction in FP drop

out rate

M 50% decrease in waiting
time for child visits

Establish committees that
coordinate with MOH




Il Finanziamento del P4P

The team can also advocate for new funding sources
to cover the award fee amount. This is likely to be the
most attractive to recipients. However, if these funds
are only available for a short period of time, the long-
run viability of the program may be threatened. It Is
possible, however, that demonstration of strong results
from P4P using external funding may provide the
evidence policymakers need to increase public
spending for health.

— Lobby donor partners for funds — many donors
are increasingly adopting a performance-based
culture.

— Lobby the Ministry of Finance for additional
funds.




Limiti -

The following problems with the implementation
of PRP are repeatedly cited across the
literature:

— PRP systems are expensive and are administratively
burdensome.

— Managers show particularistic tendencies, especially
In countries with patronage politics and a politicised
bureaucracy.

— Unions often resist the introduction of PRP schemes.

— Performance related bonuses are generally too small
to motivate in any significant way.

— It is difficult to objectively quantify and measure
performance, especially when people work in teams.



Precondizioni

— A supportive legal framework

— A strong performance assessment
system

— Good management and administration
capacity

— Adequate monitoring systems

— Good records management.




Fattori abilitantl di contesto

 Other contextual factors that will support the
Implementation of PRP include:
— High political commitment and flexible government
— Supportive trade unions
— High administrative and managerial capacity
— Stable economic growth to finance PRP
— Strong donor / government coordination

— Good donor harmonisation (to allow for pooled
funding arrangements).
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Figure 2
Quality
Framework

) ) Knowledge and
Professionalism information management

Improving
quality
in general
practice

Patient focus Competence

Financing Capacity

Acceptability

Accessibility

Appropriateness

Effectiveness
Efficiency
Safety

universital

degli studil
del piemonte|
orientale
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National POPULIS Performance HEDIS 2000 PHIS,
framework | —Canada assessment —-TUSA HIPE.
— Australia framework — UK IMESs, Pls
| - Ireland
Health improvement/outcomes
Elective preventive X
mterventions
Health outcomes of X X
care
Health/1ll-health X X X
Effectiveness and quality
Effectiveness X X X X
Quality X X
Appropriateness X X X
Safety X
Technical X
proficiency
Patient-oriented services
Acceptability X
Patient/carer X X
experience
Informed health X
choices
Health plan X
descriptives
Continuaty X
Access
Access X X X X X
Service utilisation X X X
Financial'resource management
Cost of care X
Health plan stability X
Efficiency X X X
Additional indicators
Demographic X
changes
S0C10-eConomic X X
risk characteristics
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3.2.1 Health improvement/outcomes

The public health mformation system (PHIS) contains data on three types of population health
outcome — fertility, mortality (death) and morbidity (illness). A small amount of data 1s also
kept on outcomes of care — caesarean sections. low birth weight and causes of mortality. It 1s
anticipated that the PHIS and national cancer register will enable progress on longer-term
health outcomes to be momtored at national and 1n=l_r1nlml levels m the future and will enable
closer examination of inequalities in health across the country.
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5.2.2 Effectiveness and quality

A clear distinction can be seen between indicators of appropriateness and effectiveness/quality
i the service plan indicators.

(a) Appropriateness: Indicators of appropriateness generally refer to care seftings and therr
appropriateness in terms of what 1s known about best practice, for example re-attendances
m A&E and OPD and rate of transfer of mpatients in mental health services where

treatment m the commmumty 1s more appropriate. HIPE data includes length of stay.
discharge destination and number of day cases by diagnosis related group (DRG).

(b) Effectiveness/quality: Three types of indicator relating to effectiveness/quality are seen:

(1) Indicators of success m increasmg the uptake of services, such as immuumsation and

breastfeeding rates, the uptake of paediatric surveillance and the number of foster
carers recruuted.
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5.2.3 Patient-oriented services

The findings suggest that the dimension of performance identified in other health systems but
neglected m the Irish system, at least at national and regiomal level, 1s patient
orientation/satisfaction. The need for services to be more clearly focused on the patient and the
concept of a patient-focused approach to be reflected m performance management i1s
emphasised i Framework 1 of the Programme for Prosperity and Fairness I"’LHJUI It
suggests that a patient-focused approach w vould mnclude realipmng and reconfiguring services

in a way that puts patients first; using feedback from users m the service 1']1"'111'[]]11”'1111111119115
planning process and reflecting the needs of users in team and high-level objectives; and
dev elnpm-r performance standards to monitor the level of quality of service. It proposes a
number of 'key elements of a change programme’ as possible indicators of success for the next
phase of unplenleﬂtatmﬂ of the health strategy (see Appendix 3). Examples given include
extending hours of service to the public, addwaamg waiting times, auditing patient satisfaction
and improving commuuucation.
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3.2.4 Access

Access indicators are used mn six of the seven programme areas and more extensively in some
than 1n others. Examples are seen of the concept of access in terms of distribution of services
and fair access as i the UK system. Perhaps the best examples are seen m services for older
people: the proportion of people assessed as requiring services who actually receive them
within a certain tume-frame (althﬂugh the time-frame or how it should be derived i1s not
explicit). Indicators of fawr access m prumary care include the proportion of targeted school
children covered by dental screening, and the proportion of practices having a female GP. In
services for persons with intellectual disability an objective 15 set to 1dE111‘1ﬁ needs for
specialised services and to develop appropriate responses. In services for persons with physical
disability data are required on access to additional day and residential places, additional home
support services and personal assistants, respite care and additional therapists. However, in this
area the measures used could be improved, as discussed later in thus paper. The HIPE system
contains data on referrals m terms of source of referral, area of residence and GMS status.

Indicators of access m terms of individuals obtaming the same quality of services, as
identified by Boyce et al. (1997) in Australia, are also included. Examples m the acute
hospitals area mclude waiting times for outpatient appointments and for inpatient admissions,
and warting fimes 1n the outpatient (OPD) and accident and emergency departments.
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3.2.5 Financial/resource management

Resource management

Data on resource management in IMRs mcludes expenditure, income, employment and
variance against agreed budgets.

Efficiency
Efficiency indicators are found only for child/fanuly services, environmental health and food
control areas. Examples include:

e numbers of prenuses re-inspected and average waiting time for mspection

e proportions of infra-country applications for adoption recerved that are completed and
average waiting tune

proportion of tracing requests completed within 12 months, and average waiting time from
receipt of apphcatmu to commencement of tracing.

Efficiency indicators for environmental health relate to the proportion of prenuses mspected
and target numbers for sampling. IMR data relating to efficiency mcludes data on bed use, day
cases and A&E and outpatient attendance patterns.
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Area for motivation

Define indicators of performance

Determine targets for
improvement

Describe how indicators will be measured
and validated

1. Maternal mortality (Neonatal

% of skilled supervised deliveries at

Baseline = 62%

HMIS data,

maortality) — Mothers / Health provider | health facilities Year 1=-10% Validated by Community-based data surveys
Year 2 =-8% [post natal mothers delivered by skilled
Year 3 =-7% personnel]

2. TB (Clients — H/facility + Community | % TB cure rates Baseline =71% HMIS data,

volunteers) Year 1= +5% Lab data [Smear negatives]
Year 2 = +6%
Year 3 = +7%

3. RTI/Pneumonia [HF / Care takers] Incidence of RTl/ pneumonia among Baseline = 71% HMIS data,

children <5 Year 1=-15% Community data

Year 2 = -9% [Community mapping of priority diseases among
Year 3 =-6% <5 children, KII;

incidence of coughing/ fever + fast breathing,
dyspoenea]

4. Under-5 mortality [HF / Care takers]

% children under 5 immunized

Baseline = 81%

Year 1 =+8%
Year 2 = +7%
Year 3 = +4%

HMIS data,
Community-based data [Immunization scars,
sites, client knowledge, <5 cards]

5. Malaria [HF / Care takers of <5
children]

Malaria attendance [HF]/ Fever
prevalence [Com] among <5 children;
ITN / IRS coverage

Baseline = X%

Year 1=+18%
Year 2 = +10%
Year 3=+48%

HMIS data,

Community-based data

Incidence of fever among children <5 children,
Proportion of households with at least 1 ITN or
Sprayed

=T

universita
degli studil
del piemonte|
orientale
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TABLE 2. KEY PERFORMANCE INDICATORS FOR ANNUAL BEONUS PAYMENTS
FOR BELIZE CITY PRIMARY CARE PROVIDERS,APRIL |-DECEMBER 31, 2009

Frimary Care Providers (FCFs) Target | Bonus Means of Verification
At least 90% of the GPs and nurses have received training on 0% 5% | Report from PCPs on training
protocols in the last year (Chronic Disease Management Protocols) with list of participants signatures
Percentage of dinical records with incorporated forms and B0% 5% | Audits by NHI
complete information®
System for suggestions/complaints in place Tes 5% | Facility evaluation by MHI (direct

observation)
Percentage of complaints resolved within two weeks B80% 5% | Facility evaluation by MHI (direct
observation)

At least 85% of PCP patients expressed full satisfaction™* with B5% |5% | Patient Satisfaction Survey by
regard to services received from the PCP MNHI
Percentage of women age |9-64 who had a Pap smear test in the 50% 0% | Reports from PCPs and data
last two years analysis by MHI
Percentage of pregnant women with one prenatal care visits during 50% 0% | Reports from PCPs and data
the first trimester analysis by MHI
Percentage of high-risk pregnancy cases with at least seven prenatal BO% 0% | Reports from PCPs and data
care visits during their pregnancy period analysis by MHI
Percentage of men over 50 yrs of age who had Prostate Specific I0E 0% | Reports from PCPs and data
Antigen (P5A) test a during the past two years analysis by MHI
Compliance with Medical Protocols implementation (diabetes, 5% 15% | Protocol audits by MHI
hypertensicn, and asthma)*
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PAYMENT PROCESS

The NHI makes the incentive payments to each dinic. It is up to the
clinic administration to distribute the payment; that is, each dinic can
choose how much of the payment is used to pay personnel vs. investing
in infrastructure or other inputs. In public clinics that receive a bonus,

the usual policy is for all staff to get a 3300 bonus.

(ZJUSAID

,,_W__W_d‘r FROM THE AMERICAN PEOPLE

—
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l.l Alberta Health
B Services

Performance Measures
Waiting Times — Acute Care Procedures

Coronary Artery Bypass Graft (CABG) Wait times: Percentage meeting
Target, Median Wait Time and 90" Percentile Wait Time

AHS CABG* Wait Time Performance (April 1 to June 30, 2009)
Urzent Tarzet = 1 week, Senu-Trzent Target = 2 weeks, Mon-Trgent Target = & weeks

Number of weeks | Number gf weeks by
P % Thar Mer by which 0% af which 30% af
Urgency Radng Target patienss had their patients had cheir
FHTEETY SuTgeTy

Foothalls Medical Cantre LUrgent 3 100%5 04 Lo
University of Alberia Hospital Urgent T 30% 1.1 10
Foothills Medical Cante Semi-Urgent 7 100% 14 10
University of Alberta Hospiral Semi-Urgent 0% 33 7.0
Foothills Medical Cantra Won-Urzent 4% B 157
University of Alberta Hospital Non-Urgent 13% a0 20.1

Toral : L NiA NA
“CABG only proceduras

Wait times for surgical procedures are an indicator of access to the health care system and a reflection of efficient use of
resources. Wait times are for eleciive procedures.
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l.l Alberta Health
B Services

Performance Measures
Length of Stay - Emergency and Urgent Care

Emergency Department Length of Stay — 14 high volume sites
Quarter 4 2008/09 (Jan. 1 to Mar. 31, 2009)

Paer Group

S0th percantils
Time bn Hours
ED LOS Tor

Uncomplicatsd
Canes

Medlan Thmsa
In Hours
ED LGS for

Uncomplicated
Canag

S0th percentile
Time In Hours
ED LOS for
Cormpicatad
Cazas
|7 day window)

Mgdlan
Tima In Houra
ED LOS for
Complicated
Cases

[7 oy window]

Teaching

Alberta Chiidren's Hospital

5.2

29

T4

3.7

Foothllls Medical Cenire

T.d

3.1

2.9

6.1

Urniversiy of Allpera Hospltal

7.8

3.4

20.0

5.3

Grey Muns Community Haspiial

5.4

2.0

18.4

47

Miser comdla Community Hosphal

47

1.7

127

3.8

Peter Lougheed Cenine

6.9

3.4

6.4

5.2

Rockyviaw Ganaral Hospital

5.4

21

19.4

5.1

Royal Alexandra Hosgital

11.0

449

246

7.3

Large Urban Amiulatory

Morheast Community Health Centre

3.8

2.4

1.5

3.6

Feglonal

Chinook Reglonal Hosphial

4.8

2.3

7.5

3.4

Morthem Lights Reglonal Health Centre

4.3

14

£.3

2.6

Quean Ellzabeth || Hospital

G.0

2.5

oo

3.7

Fed Deer Regional Hospital Centre

4.2

21

16.8

2.4

SuburpanRural

Sturgeon Community Hosphal

a7

27

1.1

4.1

Owerall

14 high volume she aggregate

3.8

235

15.9

4.6

The Emergency Department (ED} length of stay (LO5) is the time from when a patient is inaged until they are

discharged or enter the haspital (leave the emergency departiment).
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l.l Alberta Health

B Services

Caesarean Section Rate by Zone and Quarter

C-Section Rate
B

15%

10

Cesarean Section Rate, By Zone, 2006 - 2009

w— South  ——Calgary —m—Central —a Edmonton  —g— Noth  —a— Alberta

o vy & &5 o o c = 5
& & @ &
& & ﬁﬁh A A A AP A

Caesarsan section rates provide information on the frequency of surgical birth deliveries relative to all modes of birth

delivery. Since Caesarean section delivery increases matemal morbidity/mortality and is associated with higher costs,
Caesarsan section rates are often used to monitor clinical practices with an implicit assumption that lower rates indicate
more appropriate and more efficient care. (CIHI Health Indicators Report)

A higher rate of Caesarean section deliveres would be expected in Edmonton and Calgany because refermal centres fior high risk

pregnancies are located within these zones,
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Hospitalization Rates for Ambulatory Care Sensitive Conditions (ACSC)
measured per 100,000 population younger than 75 years of age by Zone
and Year

Alberta Age Standardized Hospitalization Rates for ACSC
Conditions

O 200506 m 2008/07 O 2007/068 O 200808

Edmaonton

Zone
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Ambulatory Care Sensitive Conditions (ACSC) are conditions where appropriate ambulatory care may prevent or
reduce the need for hospitalization. These conditions include Angina, Asthma, COPD, Diabefes, Grand Mal

Seizures/Epilephic Convulzions, Heart Faillure/Pulmonary Edema and Hyperfension.

While not all admissions for these conditions are avoidable, appropriate ambulatory care in the community could
potentially prevent the onset, control an acute episadic illness or condition, or manage these types of chronic
conditions. In addition to improving the health of the patient, this could have an impact on health spending for chronic
ilinesses in Canada.

Hospitalization for an ACSC is considered to be a measure of access to appropriate primary health care. A
disproporticnately high rate of ACSC is presumed to reflect problems in obtaining access to appropriate primary care

Here the hospitalzation rates are age standardized using Alberia Registry Population Data, Provincial Inpatient
Discharge (DAD) Abstract Data, 1821 Census Data.
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Primary Elective Knee Replacements (April 1 to June 30, 2009)
Benchmark = 26 weeks
% TharMer
Frovincial
Territorial
Benchmark
and AHS

Number of Number of

weeks by weeks by which
which 50% of | 20% of patents
panents had had their

their surgery surgery
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B Services

.l Alberta Health

FPercentile Wait Time
{April 1 to June 30, 2009)

Timeliness of Care in Tertiary Oncology Facilities (Referral to First
Consult): Percentage meeting Target, Median Wait Time and 90th

TIME PERICD 1: REFERRAL TO FIRST COMSULT - The number of days between the date that a referral was
received from a physician cutside a cancer facility (eg, family physician or surgeon) to the date that the first
consult with an oncologist cccurred. Target = 4 weeks

Humber of Number of
Hum!:er = weeks by weeks by
Eacilit Type of First ﬂiﬂﬂ % TharMer | which 50% of | which 30% of
acrity Consulr : Targer patents had patients had
their first _ -
their first tieir first
consult
consult consult
Cross Cancer Institute Medical Oncologist’ a13 T0% a0 6.1
Cross Cancer Institute Radiation Oncologist a4 T0% 27 aa
Tom Baker Cancer Centra® Medical Oncologist 05 B2% 20 6.1
Torn Baker Cancer Centre Radiation Oncodogist 484 8% 28 6.2
Total Medical Oncologist 1,518 % 22 6.1
Total Radiafion Oncologist 1,080 T2% 27 21

TIME PERICD 2: READY-TO-TREAT TO FIRST RADIATION THERAPY - The number of days from the date the
patient is physically ready to commence treatment to the date the patient receives his'her first radiation therapy.

Humber %% Meeting Number of Number of
patiefts Provincial weels by weeks by
Eacilit Type of First who Termtarial whic:h 50% of witich 30% of
acifty Trearment srared Benchmark patients had patients had
radiation fwithin 4 their first their first
therapy weeks) treatment treatrment
Cross Cancer Institute Radiation Therapy Bo5 TO.0% 2.0 L)
Tom Baker Cancer Centra” Radiation Therapy a1 TT0% 20 5.0
Total Radiation Therapy 1385 T3% 20 ad




Leonardo
Falduto

Basic salary (including
senierity premium):

“Guaranteed”
supplementsibenefits:

Performance-related
pay:

Australia’®

TT%

2018,

3%

Germany

Cumrently:09%:;
planmed 82%

Currenthy: 1%
planned to rise to 8%

15
Ireland

QE%

1%

1%

ltaly

Basic pay is the most important part of total remuneration, alsz if in some
administrations the "administration allowance”, that is different among ministries, can

reach 35% of the basic pay.

Ja pan”

BG_G6'

1348

0%

Korea

480%

51%

1%

.18
Mexico

20%

BO%%

0%

Methedands

Q0%

T%

3%

The present pay structure for civil servants is as follows:
- Basic salary: the same within each administrative group.
- Post remuneration: according to the general level of the post
- Specific remuneration: aimed at paying the special difficulty of a determined post
- Performance appraisal system: Mowadays there is only remuneration basad on
productivity of the employee. In the future, when the Basic Statute of Public Emplayees
is approved, there will be a wider appraisal sysiem.

13
Sweden

0. 3%

0.7%

0%

Switzedand ™

increase of 0-0%; on
reaching salary class
maximum 3
performance-related
bonus of up o 12%
may be paid

United Kingdom

Fay systems and setlements are now so diverse that any averages are meaningless or

not applicable

United States™

7%

22%

1%

Source: OECD Strategic Human Resources Managemsant survey — 2008,




Three Public Hospital Districts

Valley Medical Center, Evergreen Healthcare, Stevens Hospital

Report No. 1002324

November 12, 2009




The hospital districts use employee satisfaction surveys effectively

Employee satisfaction surveys provide valuable feedback and team-bulding opportunities for the hospital
Hospitals ideally should conduct employee safisfaction surveys at least every ather year. After conducting

the survey, results are presented to the staff and staff are asked to work together to develop
organizational/departmental action plans to improve. After a sufficient time has passed, a follow-up

survey will be conducted to mark progress and identity new opportunities, and the process repeats.

Allthree public hospital districts demonstrated leading practices in his area. Although Evergreen has nof
conducted an employee satisfaction survey since 2003, itis currently developing a survey for this year.

The reason Evergreen has not conducted a survey since 2003 1s leadership did not feel i could respond
to any outcomes in a timely manner due to ongoing Iniiafives.
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The hospitaldistricts have employee suggestion programs in place

Employee suggeston programs can be formal or mfomal because the mast impartant point s o develop
a CUure o st with management in which employeg ideas are encouraqed and te srong deas are

eyalated and used by the hospital, Other deas are developed by management and staff nto srong
1235 When possiol. | 1 mportant employees receive appropriate and tmely feedback o encourage

Mey ideas n the future and recogniion when thel deas are sed

| Al treg publchospralcsncts demonstated eading prafices i this area
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The hospital districts have operational compliance hotlines

A compliance hotline 1s @ phone number employees can call anonymously to report activities or practices
they believe do not meet the standards for ethics, privacy, efc. Although compliance hotlines are used

Infrequently across the industry, they are an important aspect of the fourth element in the Office of
Inspector General's Compliance Program Guidance for Nursing Facilities. The fourth element deals with

developing effective lines of communication. All three districts introduce the compliance hotline during

new employee onentation, and each year employees take a mandatory follow-up course. Valley even
encourages usage by having its CEQ record the greeting on the hotine. Management at all three public

hospital distnicts believes there is a low frequency of usage due to their culture, which allows open, two-
Way communication between management and staff.

Allthree public hospital distncts demonstrated leading practices in this area.
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2009/10 Performance Agreement Targets for President and CEO

Goal

. 200972010 3 year . Y of Bonus
Focus Performance Measure Baseline Weighti
Target Target 'O 00% | 6% | 33% 0%
Murrizer of alternate lewel of care
patients in acute care 700 550 A50 1% = 550 < 850 =700 > 700
Wait Gme in Emergency
Department for uncomplicated 5.6 hours 5 hiours 4 hvours 0% =5 :52 ;5'3 :5'3
cases (207 percentile) haours aurs urs ours
Wait Bme in Emergency
riment for complex cases 16.1 hours 14 hoars 8 hours 0% =14 hsm ;16 h}m
( ntile} s ours urs ours
Wait Bme for hip replacement = 30 =31 =32 =32
= ja0™ fle) 33 wecks 30 wesks 268 weeks 10 5 wecks wecks weeks
Dewelop incident reporting system Completed by Dii By Jan. By I;';?_Ir
{including common definitions, nfa December 31, n'a 10 3 31, March Mar. 31
approaches, ete.) 2060 XN 2010 31, 2010 2010
Seniors influenza mmuniz3tion 56% B3% 75% 10% 282% | z262% | =280% | <80%
Establish Health Advisory Councils nia et na 10% 12 - - .
Any bonas within the sustainability component is contingent on achieving Board-endorsed budget targets.
Impdement cnganizational By By By Later
stnucture with associated HR P = . Sept. | Ociober | By Dec. than
and financal delegations. and e qu“;’{.ﬂ"g" e 10% a0, 31, | 31,2009 | Dec 31,
brpdiget assignment. - L 2008 2008
By Later
Develop Board-endorsed By Jan. By
teman rescurce management n'a Er'aw n'a 10% [ﬁc‘ 1, March M:-'ag1
plan. . : 2010 | 31, 2010 r-2l.
200 ' 2010
By June 30 o s-epatE”Ir ByOct | 3
Board-endorsed Strategic Plan nia Y omme na 0% i 2 | af 2pga | e Oct
2000 31, 2003




