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In keep six honest servings-men
(They taught me all | know);
Their names are What and Why and When

And How and Where and Who

Kipling
(The Elephant's Childust so stories 1902)



ABSTRACT

This thesis analyses a research and developmgatipom hip fracture care that
was conducted between 2006 and 2010 at the Kakalibsiversity Hospital,
Stockholm, Sweden. The thesis is a case studyi®ictiange project that was
intended to decrease the time to operation forfaigture patients, to discharge
these patients within 5 days of admission and tpaswer these patients in their
post-operative care. Two sites of the hospital wesed: at Huddinge, the
patients formed the study group; at Solna, theepttiformed the control group.
The general aim of the thesis is to advance ouwledyge of the facilitators and
hindrances in organisational change by studyinghipefracture project. The
thesis presents four studies that arose from thjeqir

Study lis a patient register study that describes theodeaphic characteristics
of hip fracture patients and characteristics ofrthespital care in Stockholm
County in the years 1998-2007.

Pettigrew and Whipp’s framework for managing chandgescribing context,
process and content, was used as the basis ohdhgsia in Study Il and Study
M.

Study llis a case study that analyses the change prajetiat improving hip
fracture care in terms of the factors that fa¢éithor hindered its outcomes. This
study examines the dimensions of process and dontex

Study lllevaluates the outcome of a novel intervention@gagr that used a new
post-operative rehabilitation programme aimed ditepaempowerment. This
study examines the dimension of content in stratelgange.

Study IVcompares the costs and outcomes of the study gvibghose of the
control group resulting from the two ways of orgamg hip fracture care. This
study compares lengths of hospital stay and, u#finge costing measures,
compares direct medical costs of such care.

The thesis reaches the following conclusions:

Between 1998 and 2007, in Stockholm County, the bmimof hip fracture
patients and the length of their post-operativeptialsstays were constant even as
the numbers of elderly persons increased consiyer@verall, the ratio of hip
fracture patients to the general population deextay 16% in these years.

The attempt to redesign the care process at admiskcreased the time to
diagnosis and the waiting time because the nursegewthe referrals to
radiological examination. However, there was naaase in the rate of patients
operated on within 24 hours of admission.

A coordinated care model based on an individuattgighed, post-operative
rehabilitation programme that included patient ewgronent reduced the length
of hospital stay, led to earlier returns to prei@d&at housing, and was less costly
than fragmented car€@n the fifth day for dischargewas an overly optimistic
goal. Hip fracture patients cannot easily be coegban hip replacement patients
even though the surgical methods in many casesimuitar. The findings may
have implications for initiatives that are intendedoptimise the organisation of
care. It requires evaluation of improvement iniies, including the extent of top
management commitment and the use of championshamge agents. The
participation of all involved in such initiatives @ssential.
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1 PROLOGUE

| have never planned my career. It has been myk'afdife”. Many opportunities have
come my way, and | have seized some of them. Irbegavolved in this research and
development project because of such an opportuliityas a privilege to study the
project from the beginning even though | was nebived in the planning. | believe
my participation strengthen the research. In fdciind the research so fascinating that
it is the subject of my thesis.

| have extensive health care experience from mykvesr a physiotherapist. | have
worked in a geriatric ward, as a private pract#ioand, for many years, as a head of a
primary care department. After those twenty yedrsvark, | took a position as an
administrator in the central administration of ®@ckholm County Council. In this
position, | had to learn new things and see healttd health care from another
perspective. | worked closely with the politiciaasd with general health and health
care issues, mostly those issues related to réhtbit. In all my work and different
positions, | have been concerned with improving dadeloping health care. And |
have learned a lot. Making changes in health caspecially in organisation, is a
challenge.

In 2006, the initiator of a hip fracture care masragnt project invited the Medical
Management Centre at Karolinska Institutet, Stotkhtm provide a researcher who
could take part in, study and evaluate the hiptdireccare research and development
project. The reason for including a researcher twdsarn more about implementation
and change processes in a complex health careisagan. | was fortunate to be the
researcher given this opportunity.

My responsibility as researcher was to follow, dés; explain and evaluate the
changes, the outcomes and the factors that eithelitdted or hindered the
implementation of the programme.



2 INTRODUCTION
2.1 AN INITIATIVE TO IMPROVE HIP FRACTURE CARE

On the fifth day most patients who have had hip frature operations ought to be
able to leave the hospital.

In 2006, an orthopaedic surgeon at Karolinska Usitse Hospital Huddinge,

Stockholm, Sweden, launched a research and devetdppnoject with the aim of

improving the care of hip fracture patients. Speaily, the focus was on introducing
patient empowerment in a personalised rehabilitaioppgramme, reducing the time
from admission to surgery, and providing patientsl @heir relatives with more
information on the care process.

Because of the increased risk of death for hiptdrac patients, from a human
perspective it is essential that their care be wealanised and competent. Moreover,
from a societal perspective, such care should ladsgost effective. There are more
hospital days because of osteoporosis-related#gures than ischemic heart-diseases,
breast cancer and prostate cancer combined; theralraost as many days for such
fractures as for stroke patients (1).

The project leader set the 5-day goal and wrotthéninformation provided to the
patients and their relatives: “We want to improaeecby letting the patients become
more involved in and more responsible for their awhabilitation”. Thus, his wish
was to empower the patients for some aspects infbst-operative care.

In Sweden, on average, the hospital stay of hifacement patients is five days. The
project leader thought that this patient group waated in much the same way and
with the same surgical methods as the hip fragiatients.

2.2 HIP FRACTURE

The care context for hip fracture patients in Swegeregulated by the Health and
Medical Care Act (SFS 1982:763, 28) that states ttha entire population have the
right to a high standard of health and medical cereequal terms. According to the
National Board of Health and Welfare (NBHW) (SOSE®6:24) in Sweden, good
health care should be available to everyone aaugrth their needs. Furthermore,
patients should take part in both the planning dadision making as far as their
treatment and care.

The cost to the Swedish health care system fronfragiure patients is significant.
These patients, who require 25% of the orthopasdigery hospital days, are the
largest patient group in departments of orthopasaligery (2). In a global perspective,
over 200 million individuals today are estimatedstdfer from osteoporosis (3, 4), a
condition that puts elderly persons at high riskipffractures. Today the population in
the Nordic countries is at the highest risk le%lq), and the risk grows exponentially
after people reach the age of 50 years (7). Ink&tm, the number of elderly people



is increasing, and the public health reports es@naa increase in the number of hip
fractures (8, 9). Several studies on hip fractare ceport on the efforts to reduce costs
(10-13). Many efforts have been made to improvehtpdracture care in Sweden. One
such effort was the issuance of new guidelinesijpfracture care in 2003 by NBHW
(14).

Hip fracture is the generic name for fractureshefproximal femur, shown in Figure 1.
The fracture, which is often the result of a falla person with osteoporosis, is a
significant cause of morbidity and mortality in teklerly (15, 16). In Sweden, each
year about 18,000 individuals suffer of hip fraetiWomen have nearly three-fourth of
all hip fractures. The mean age of women with hgetlures is 82 years. Since the year
2000, the trend is that men are sustaining morddujures. Today, men have around
30% of all hip fractures (17).

Neck

Intertrochanteric

Subtrochanteric

Figure 1. Modes for different types of femur fraet cervical fracture, femur neck
fracture (ICD-10 classification S 72.0) trochargdracture, intertrochanteric fracture
(S 72.1) subtrochanteric fracture (72.2)

Hip fracture is an acute injury. More than 90% ipf thactures occur as a result of falls,
most of them by people over 70 years of age. Ristofs for falls in the elderly include
advanced age, medication use, cognitive impairraadt sensory deficits (18). Most
falls occur as people go about their daily acegtat home (19). Because patients with
both a hip fracture and impaired cognitive abititgy not be treated optimally in acute
care, it is important to identify these patients vasll as counteract their acute
confusional state (13, 20). Acute confusional staieéhich affect between 30-60% of
all hip fracture patients, are common complicaticeiated to hip fractures (21, 22). A
common mental test for assessment of cognitivetiimaised in most hospitals in
Sweden is the Short Portable Mental Status Quewstios (SPMSQ), which is also
called the Pfeiffer-test (23). Patients with a figcture have a higher mortality rate in
the first half-year following the fracture than tah groups (3, 24). Between 14-36%
of all hip fracture patients die in the first yesdter the hip operation, and men have a
higher death rate than women (25, 26).



In Sweden, the Swedish Association of Local Autiesiand Regions (SALAR) is
responsible for the central administration of mibwan 50 national quality registers. The
medical profession established these registerg;hndnie unique resources in Swedish
health care, in order to support quality improvemenclinical work. The national
quality register for hip fractures, which beganlBB8, is called the Swedish National
Hip Fracture Register (Rikshoft-SAHFE). The registentains various details about
the patients, such as age, sex, the fracture, pleeation, length-of-stay cognition,
accommodation, etc. The register contains the teesil four-month and one-year
follow-ups with information on, for example, surgerehabilitation, complications and
self-reported quality of life.



2.3 REVIEW OF THE LITERATURE
2.3.1 Organisation of hip fracture care

There are a number of innovative models for the capatients with hip fractures that
are used in various countries. These models hage developed and implemented
over many years with the first randomised contratlg performed more than 30 years
ago (27). The models, which are heterogeneous eegldntly a combination of
different models, are differentiated primarily byetroles assigned to the involved
professionals. The construction of the models dép@more on the available resources
and the local organisations than on the eviden8g [Ris a challenging task to draw a
conclusion about which model or organisation isno@k or superior in terms of patient
or economic outcomes. However, the traditional foradn service organisations of
prioritising staff needs over consumer needs islamger acceptable. It is time to
research the way we organise and deliver suchcesr{(29).

The treatment results and the resource utilisationip fracture care may be closely
connected to each country’s health care organisaffor example, in one country,
acute care may be separated from rehabilitationigh@rovided by another institution.
In other countries, all patient services may beigex in a coordinated “chain of care”
in which several medical and surgical specialitigslus orthopaedic surgery, general
medicine, geriatrics and rehabilitation — are lochileom one hospital to another in
different combinations.

Several authors have described different organisatiodels for the hip fracture patient
group. However, it is difficult to draw any genecainclusions from this research (12,
30-34). Some studies support the implementatio®hoGeriatric models of care
while others support multidisciplinary patient palys. There are also studies that
argue that older patients who are transferredterteary care facility for treatment of
acute hip fractures experience poorer outcomes ritbartransferred patients (31-33).
Better patient outcomes have also been found whéenps experience co-managed
care. For example, such research suggests that fmalture patient who is over 65
years old should be considered a complex patigherahan only an orthopaedic
patient. The explanation is that a hip fracturanrelderly frail individual may result in
complications that are best handled by a geriatridResearch also recommends that a
hospital should have a minimum of 100 hip fractiwmageries annually (35).

Figure 2 presents examples of different models@grated care for the management
of hip fracture patients.

Further studies of hip fracture care are neededusecit seems there is still a difference
of opinion on how to identify and organise the beays to improve the quality of hip
fracture care.



Pre-operative Post-operative Post-operative Rehabilitation
rehabilitation in association
with fracture

A Traditional model-Orthopaedic ward Geriatric ward or
Rehabilitation
unit

Orthopaedic surgeon’leadership”
Consultative medical service on request

Geriatric ward or
Rehabilitation
unit

B Consultant Team- Orthopaedic ward

VIV

Orthopaedic surgeon’Leadership”

C Interdisciplinary Care/Clinical Pathway- Orthopaedic Geriatric ward or
ward Rehabilitation

No leading’Leadership” Healthcare unit
Professionals with specific responsibilities

D Geriatric-led fracture service- Geriatric/rehabilitation ward

E Geriatric Co-managed care/OrthoGeriatric unit

No leading’Leadership” Healthcare Professionals with specific
responsibilities

Geriatric "Leadership”( geriatric interdisciplinary team)
Orthopaedic surgeon consultant

Figure 2. Examples of different organisations ¢égnated care for the management of
hip fracture patients. Adapted from Giusti (28)



2.3.2 Change, improvement and implementation resear  ch

In many reported attempts to improve patient cameny approaches have been
proposed. However, it is unclear if any of thesprapches is more effective than
others. It is possible to change behaviour, buthsohange generally requires
developing approaches tailored to specific settiagd target groups (36). When
planning complex changes in health care practmesiderations of various kinds need
to be addressed. The nature of change, its comiectthe characteristics of the
professionals and patients should all be consideréte planning stages (37).

@vretveit (38) argues that concepts and theorms fiesearch on change are useful in
planning, implementing and evaluating redesigneaglthecare systems and processes.
This change management literature, which has d@tsro organisational development,
has also given rise to action research, which igpgmoach useful in evaluating change
initiatives (38, 39). Such literature also emphesithe importance of top management
engagement, broad participation of those involvadl @fected by the change, the use
of champions and change agents, and the importdrezely success (38).

Shortell (40) says any modification in an organgs®l structure or behaviour, new or
not new to the organisation, is a change. Innomatiplies change, but not all changes
involve innovation.

Kotter and Grol have interesting ideas on changkiaplementation models. Kotter

(41) uses an 8-step model: developing urgencydiogila guiding team, creating a
vision, communicating for buy-in, enabling acti@neating short-term wins, don'’t let

up, and making it stick. Each step has three phdsesfirst is ‘creating a climate for

change’, the second phase is ‘engaging and enatblengvhole organisation’, and the
third phase is ‘implementing and sustaining thengea For Kotter, change has both a
situational and an emotional component.

Grol (42, 43) writes that the various approacheyg pravide different perspectives on
optimal care. He argues that it is not realistiexpect that one approach can solve all
the problems in health care delivery because otctmplexity of improvements and
changes. There is no evidence that any of the popobdels of improving clinical
performance is superior to others. According tolQradels must be integrated and
bridges built if health care is to be effective.

Grimshaw et al. (44) note the increasing recogmiobthe failure to translate research
findings to the importance of using active dissation and implementation strategies.
Although there is a growing body of research on é#fiectiveness of different

implementation strategies, such strategies arealays easily accessible to policy
makers and professionals. In their overview of esysttic reviews of professionals
behaviour change interventions published betwedd6 Ehd 1998, Grimshaw et al.
found that 41 reviews covered a wide range of watetions and behaviours. They
found that, in general, passive approaches areraBn@effective and unlikely to

result in behaviour change. Most other interversti@re effective only in some
circumstances; none is effective under all circamsts. Multifaceted interventions



targeting different barriers to change are morelyikto be effective than single
interventions.

Guidelines implementation has been researched én stady of new scientific

knowledge or successful strategies used to changfesgional practice. Grol and
Grimshaw (36), who have comprehensively summaribedresearch, identify three
types of barriers to change: the practice enviroim@rganisational context),

prevailing opinions (social context), and knowledgad attitudes (professional
context). Successful measures are expert consuakatiinteractive small group

discussions, reminders, and computerised decisippaost (45). Changes of practice
have been promoted by professional opinion leadeid supported by access to
continually updated knowledge databases. Thesegebamave utilised experts,
emphasised measurement and offered advanced infcsmsupport (46). Other

influences on provider performance and patient mwogs are organisational and
financial structures, the high burden of work amel poor work coordination (47). The
best prospects for practice change stem from arsedited learning process with an
experienced problem as a trigger. When the focos ia professional’s own practice,
especially in comparison with the practice of cadjees, a professional is open to
advice from another professional expert. In additio this “mental unblock”, other

requirements need to be met. The work organisatieeds to be supportive, not
obstructive. Routines and standards need to bestadjuto the new behaviour.
Responsibility and incentives need to facilitata, mnder, the change.

Quality management approaches have traditionakyd ygocess-oriented techniques
and models to make improvements in in-patient sgséems. Such approaches, which
are considered appropriate for health care angdbent pathway framework, include
Total Quality Management (TQM), Continuous Qualitpyprovement (CQI) and
Business Process Re-engineering (BPR) (48-50).h&natell-known approach is the
Plan-Do-Study-Act cycle that Berwick and Nolan (52) and Batalden and Stolz (53)
describe. This cycle is sometimes also called ttealBhrough Model. Lean production
or lean manufacturing, the generic term for thecfayProduction System, is one of the
most recent improvement theories from industry tlsatbased on a production
philosophy that evolved in the automobile industfiis philosophy, as applied in
recent years to health care organisation, aimistérdeliver patient-centred care -- the
right care to the right patient at the right tinte.second aim is to reduce or eliminate
waste of time and waste of materials (54, 55).

Greenhalgh et al. define the characteristics afvation in health care service delivery
and organisation as follows: “a set of behaviotoatines and ways of working” (56),

along with “administrative technologies and systewisich are linked to providing or

supporting health care, implemented in a planneg aad discontinuous with previous
practice and perceived as new by a proportion gf dtakeholders, and directed at
improvement” (57). This definition makes “innovat&d a concept closely related to
quality improvement and change management becheasenovations may only be

new to the implementing organisations and therefpareeived as new only to them.
Greenhalgh et al. (56) point that there is a canseron the strategies useful in
promoting individual change among professionals thetr practice. The challenge is
to better understand how organisation-wide chamgehieved.



2.3.3 Outcomes of hip fracture care

A commonly used measurement of outcomes in higuraaare is the length-of-stay

(LOS). The National Quality Forum (NQF) uses LO®oag others, as a quality

indicator. LOS is also often used in studies tloabgare different methods and ways of
treating in-hospital patients (58).

The waiting time for surgery, which differs sigodintly among countries, is an
outcome measure that reflects the difference inr thealth care organisation. In
Sweden, the NBHW guidelines for hip fracture cageommend that hip fracture
operations be performed within 24 hours of admissla many other countries, 48
hours is the recommended time frame.

When evaluating health care interventions, it ipontant to try to capture the patient’s
opinion of his/hers health-related quality of lifdealth-related quality of life is one
important measure that is used to evaluate the fugdtkalth care interventions. The
measure of the patient’s opinion of how he/shesfeshy be added to other, more
medically oriented outcome data (59). One commardgd instrument is EQ-5D
because it is short and easy for patients to hae®5D is the first part of the
instrument EuroQol, which is a standardised, n@eale specific instrument (60). EQ-
5D has five dimensions: mobility, self-care, uswaalivities, pain/discomfort and
anxiety/depression. Each dimension has three l@fedeverity. EQ-5D has been used
in several clinical studies with hip fracture patge(11, 61-63) and with patients with
other health problems or diseases (64, 65).

Measures for mortality and survival rates must &edted with caution. It is difficult to
draw credible conclusions from small amounts ofadand from short-term
interventions.

2.3.4 Costs of hip fracture care

Because health care resources are limited, theratusally an interest in assessing the
value received for money spent on health carenreatt programmes and organisation.
The economic impact of hip fractures on health ¢@® been studied in several ways
over the years (10, 11, 66, 67). The costs andecuesices of alternative treatment
strategies, which can be compared using econonhitiladons, are often evaluated

based on a synthesis of data from a range of saurcsituations where two treatment
options under consideration are identical from inicdl perspective, the evaluation

becomes a comparison of costs only (68).

Health care costs are usually extracted from adsowith often little attention paid to
what is required in order to make comparisons anmoggnisations. Cost estimates and
evaluations have been developed and refined oeeyehrs. The crudest measure is
average ward-specific cost per bed day (CPB). ta@asure is calculated by dividing
the sum of costs for a department by the numbbedfday used.



Another measure, introduced in Sweden in the mBDB49is the diagnose-related group
(DRG) system. In this measure, the costs of indadidpatient care episodes are
recorded with an appropriate share of the overirezhaded (69).

A third measure is health costs per patient pee episode (CCP). Since 1999, the
Swedish Association of Local Authorities and Regidi®ALAR) has overseen a
project in which the aim is to introduce this methor calculating health care costs. To
date, in Stockholm, only in-hospital care at thetachospitals is included in this
measure (70).

For the funder’s point of view, price is the paréenef greatest interest. Prices agreed
on in contracts or set by funders in tariffs mdie ¢osts to the funders predictable.

To my knowledge, no recent studies report compasisof different methods to
calculate hip fracture care costs.

2.3.5 Conclusion

The organisation of hip fracture care is stronghynrected to the health care
organisation in a country. Several studies show #derly hip fracture patients
transferred for rehabilitation after acute hip fuae surgery have poorer outcomes than
non-transferred patients (12, 30-34). On the whadeydinated care seems to produce
better patient outcomes.

All initiatives to improve patient care or to inrade in a health care organisational
structure are changes. Although many change mddeis been developed, it is still

unclear if any improvement model is more effectwel efficient than others. There are
complex social interventions, and the interplayueein context, content, process and
outcome must be carefully described and evaluated (

There are several outcome factors for hip fractare. These factors include hospital
length-of-stay (LOS) used as a quality indicataitimg time to surgery, mortality rates
and the patient’s opinions of their health-relagadlity of life.

Costs can be calculated in different ways - examate the average ward-specific cost
per bed (CPB), diagnose-related group (DRG) systedhcare cost per patient (CCP)
and tariffs.

Few, if any, recent studies have combined all ttsgg®oaches in the analysis of the
effort to improve hip fracture care.
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3 AIM AND OBJECTIVES

3.1

GENERAL AIM

The general aim of the thesis is to increase oowledge about how organisation and
processes of care can be changed and improvedrgyhip fracture care as a case.

3.2

1.

SPECIFIC OBJECTIVES

To describe the changes in the demographic chasdicie and utilisation of
hospital care for hip fracture patients in Stockih@ounty in the years 1998-
2007. (Study I)

To describe and explain a programme of changespoove hip fracture care
and outcomes, and the factors that either faattaor hindered the
implementation. (Study I1)

To evaluate the effect of a novel intervention apph with an individually
designed, post-operative rehabilitation programmened at patient
empowerment. (Study 111)

To compare two ways of organising hip fracture darean in-patient episode

taken into consideration the effect on length-af¢sand direct medical costs
calculated using three different measures. (Stuly |
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4 OVERVIEW OF THE THESIS

On the fifth day:
Improving hip fracture care

A study of processes, costs and outcomes

Study |

Background

Changes in
care utilisation
of hospital care
among hip
fracture
patients in
Stockholm
County during
1998-2007

Study |l

Process, contex

Study 1l

Content

A case study of
the project and
programme of
changes to
improve hip
fracture care
and outcomes
in a Swedish
university
hospital

An evaluation of
a rehabilitation
programme
including
empowerment

Study IV

Costs, outcome

A comparison
of different
ways of
organising hip
fracture care
with aspects of
impact on
length of stay
and medical
costs

Figure 3. Overview of the different componentshef thesis
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5 MATERIAL AND METHODS

In this thesis | have used a mixed methods deSiga.research designs, interventions,
data and data analysis methods of the four stadeeshown in Table 2 on page 20.

5.1 STUDY SETTING

The research and development project analysed i thiesis took place at the
Karolinska University Hospital, the largest univréiospital in Stockholm that serves
a population of about two million people in the &iaolm County. The hospital has a
tripartite mission: research, education and clinazae. The hospital is a result of a
merger between the Karolinska Hospital and Huddigieersity Hospital. Today, the
hospital has two sites, 30 km apart, one northto€k®olm in Solna and one south of
Stockholm in Huddinge. The hip fracture researcd development project was
conducted at the site in Huddinge; the Solna s#és used as a control for the project.
The site in Huddinge is the only university hodpitathe county that has a geriatric
department. The orthopaedic department is dividettvden the two sites, and both
sites use the same surgical protocol and methods.

The organisation of hip fracture care differs betwéhe two sites (see Figure 4). The
main difference in the care organisation is thaHatldinge the patients stay in the
hospital throughout the whole care episode whigepiitients at Solna are transferred to
another medical facility for rehabilitation aftefeav days in the orthopaedic ward.

Huddinge A&E G

w
N w
GW Discharge
SolnaA&E ow > ”RI i<ch
q Discharge
RD W Discharge

Figure 4. The different patient pathways at the dilngle and Solna sites
Abbreviations: A&E=accident and emergency departi@W=geriatric ward,
RD= radiology department, OpT=operation theatr&¥~0rthopaedic ward,
RI =rehabilitation institution

Discharge
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5.2 THE INTERVENTION OF THE RESEARCH AND DEVELOPMEN T
PROJECT

The project, which aimed at improving hip fractware, introduced three distinct
interventions at the study site: a redesigned jgareess involving the geriatric ward, a
programme for patient empowerment, and the digtabwf an information package to
patients and relatives. It was not the aim of thgegt to reduce the time from pre-
operative arrival to the emergency departmentfiorediagnosis to surgery.

Patients at the Huddinge site were admitted t@énmtric ward and then transferred to
the operation theatre for surgery. Post-operatjy&yients were assigned to one of four
rehabilitations care tracks. An attending geri@ricevaluated each patient’'s medical
condition according to the American Society of Asthesiologists (ASA) classification
(72), and made a clinical assessment of the patiecdgnitive function. The
geriatrician was assisted by an occupational tligtragho evaluated the status of the
patient based on his/hers pre-accident situatiah @n an activity for daily living
(ADL) taxonomy (73). Based on these assessmentsaamahlity of life assessment
(EQ-5D) (74, 75), the patient and the geriatriagneed on which care track suited the
patient best. The intended rehabilitation plan prasented to the patient as a contract.

Track 1: Essentially healthy patients (ASA 1-2)theut cognitive dysfunction. The
aim was to return the patients home on thel®y after surgery.

Track 2: Physically more fragile patients (ASA 3-d)ithout cognitive dysfunction.
The aim was to return the patients to home on thae9 after surgery.

Track 3: Patients living in a nursing home or otimstitutional accommodation. The
aim was to return the patients to the same inistitusn the 4 day where mobilisation
would continue.

Track 4: Patients who came from their own homestpbaause of the social situation,
could not return home safely. New housing (i.e. iadion to an institution) and
combined community services had to be planned.

The empowerment programme followed principals distadd by the World Health
Organisation (WHO) (76) that consist of eight glirtks for good interaction. The aim
of the programme was to support the autonomy op#ieents and to counteract their
negative feelings such as fatigue and weaknessndparone-year period prior to the
start of the programme, the staff members at thi@tge ward were trained in how to
support empowerment by coaching and supervisioa.plinpose of this training was to
help the staff members become confident in theofiske new approach. The WHO
guidelines were used in training the staff memb@isecome more sensitive and aware
of the patient condition and needs. The goal wassttie staff members should serve as
collaborators and coaches to the patients ratherdb caregivers.

An information package was developed and distribuie the patients and their

relatives. The information described the four réitabon care tracks in detail. A
drawing showed the fracture and indicated the a@dnosteosynthesis. If the patient
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had cognitive problems the information was phraseah adjusted way. In these cases,
more detailed information was given to the relative

5.3 STUDY DESIGN

In social science research, the researcher magasgestudies, experiments, surveys,
narratives and analysis of archival informationveal frameworks for evaluation and
analysis of changes and development work have edldlve attempts to highlight the
complexity of health care organisations.

To capture the complexity of innovations in healtre, | used a case study research
design in Study Il (77). The Pettigrew and Whipg)(itamework was used. The data
analysis was based on qualitative basic contetys8479). The same framework was
also used in Study Il (Figure 5).

Yin (77) describes a case study as a researchegrahat comprises an all-

encompassing method covering the logic of desigia @ollection techniques and
specific approaches to data analysis. Yin defineasg study as an empirical inquiry
that investigates a contemporary phenomenon witkimeal life context, especially

when the boundaries between the phenomenon andxtare not clearly evident.

According to Yin, case studies can be based omaryf quantitative and qualitative

evidence and must always include direct and detaitservations as evidence.

Pettigrew and Whipp (78) introduce three dimensitmghe research on strategic
change: content, process and context. The contemtndion mainly aims at the
“What” that is to be developed and achieved. Tleegss dimension provides the path
for the implementation of the procedures and methegkbd to achieve the goal. The
context dimension concerns the internal and exteemaironments, that is, the
“Where” of the process Pettigrew and Whipp empleadise importance of the
continuous interplay among these strategic dimesdior success. They argue that the
implementation of change is an iterative and cutivdaeformulation process in which
successful change is the result of the interactiomong these strategic dimensions.
They state that it is important in the analysistioé change process to report the
outcomes as well. Based on their substantial eospiresearch, Pettigrew and Whipp
also describe some interrelated factors relevanthé successful management of
change: a positive environmental assessment, huresources, and an overall
consensus for change.
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Process (how)
s Change manager
¢ Models of change
s Formulation/ Implementation
e Pattern through time

External
s Fconomic
» Political
e Social

Content (what)
e Assessment of choice products/

services
¢  Objectives and assumptions

v

Internal
& Resources
o Capabhilities
s Culiure
¢ Politics

Context (why)

Figure 5. A model of strategic change and competguccess
Source: Pettigrew, A. and Whipp, R. (1993), Mangditnange for Competitive

Success, Oxford: Blackwell
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5.3.1 Study |

Study | was an epidemiological study, utilisingistgy data. The Patient Care Register
(PCR) from the Stockholm County Council that compiand store care utilisation was
used. In the register, close to 100% of hospited ¢ covered. Diagnoses are coded
according to the International Classification ofs@&ises, 10 edition (ICD-10).
Procedures are coded according to the Nordic Gitzegsdn of Surgical Procedures
(NCSP). The Stockholm County Council uses the @atalior mandatory reporting to
the NBHW and to the National Patient Registers el a& to the Swedish Association
of Local Authorities and Regions. Some of the dddtained from the Stockholm PCR
was compared with data from the Swedish National Facture Register (Rikshoft-
SAHFE). The study period was the years 1998-200i&nGes in demographic and
clinical characteristics data were examined.

5.3.2 Study I

A case study design was used in Study Il. Yin (@¢pmmends such a design when the
investigator is looking for answers to “How” and WY questions, when the
investigator has little control over events, anéwkhe studied phenomenon is within a
real life context. The design is commonly used ualgative inquiries where the
intention is to capture the implementation procesStudy 1l, the questions concerned
the programme theory, the perception of the patibpthe staff members, the effect on
guality of the patient care, and the facilitatimgl dnindering factors for care.

5.3.3 Study Il

Study Il was a prospective comparative study tbescribes the research and
development project from February 2009 through dgn2010. A total of 503 hip

fracture patients, aged 65 years or older, wer¢henstudy that was made at the
Huddinge and Solna sites. Huddinge patients wesatdd according to the new,
specially designed rehabilitation programme in geeiatric ward (the study group).
Patients at Solna were treated in the orthopaedia veand followed departmental
routines in the post-operative process (the corgroup). The effects on LOS, the
return to previous housing, and the mortality ve¢ee studied.

5.3.4 Study IV

Study IV was a cost and outcome analysis with #meespatient groups as in Study Il
The costs were estimated using the three differalculation approaches: CPB, DRG
and CPP (see Section 2.3.4). A comparison was moAtlee two different ways of
organising hip fracture care taking into considerathe effect on direct medical costs
for an in-patient episode, on LOS and on the petiérealth-related quality of life.
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54 ANALYSIS
5.4.1 Statistical methods

An overview of statistical methods used in Study Is presented in Table 1.

Table 1. Overview of statistical methods used unlgt-1V

Study | | Study II*| Study Ill | Study IV
Chi-squardy 2 X X
Chi-square for trend X X
Independent t-test X X
Regression analysis X
Mann-Whitney test X
Friedman’s test X
Standardisation with | X
the direct method

* Study Il was based on qualitative data, whersddicontent analysis and
triangulation.

In study [, the annual incidence figures were dated using the direct method. The
principle of direct standardisation is that age a®k group rates of the study
population are applied to the standard populatidre hip fracture population was
weighted with weights that were proportional to #ge and sex distribution of the
Stockholm County population.

Study llI, the nominal variables of sex, fractuypda and mortality were tested by chi-

square test, and the ordinal variables age byhhsquare for trend. An independent t-

test was employed to compare the LOS at the tves.ditevene’s test was used to test
the assumption that each group has the same vayiand the Mann-Whitney test was

performed when violated. All tests were two-sid&dogistic regression analysis was

made to examine the relationship between deatm asi@ome variable and age, sex
and type of hospital as the explanatory variables.

In Study IV, the Mann-Whitney test was used to exanthe differences in HRQoL
measured by EQ-5D between the Huddinge and Sdkw Biy using Friedman'’s test, |
observed that the distributions of the differenneinsions were not the same in the
three time periods.

The statistical analysis was performed using SRS fbr Windows software (SPSS,
Chicago, lllinois).
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5.4.2 Content analysis

Weber (79) says that content analysis is a reseaethod that uses a set of procedures
to make valid references from text. This method banused for many purposes to
reflect cultural patterns of groups, institutionssocieties, and to describe trends in
communication content. A central idea in conteralysis is that the many words in a
text are classified into fewer content categori&erds and phrases classified in the
same category are presumed to have the same meAnguyding to Weber, after the
coding in categories, the researcher interpretsexypthins the results using relevant
theories. Content analysis can also be defined eesse@arch method for subjective
interpretation of content of text data through atewatic classification process of
coding and identifying themes or patterns.

In study Il, a basic content analysis (77, 79-8&Bswsed for all interviews. Content
analysis classifies textual material, reducingoitmiore relevant, manageable bits of
data. The interviews were transcribed word by ward read through in order to obtain
an understanding of the text. Thereafter, the t#as coded and grouped into
categories. The data were organised into categang<lassified according to the three
main themes of Pettigrew and Whipp’s framework.€ehsure trustworthiness of the
findings, two researchers independently read thdirfgs and then jointly discussed
them in relation to the original texts. In this s&, NVivo 8.0 software was used.

5.4.3 Triangulation

Triangulation refers to the use of more than or@geh in the analysis of data. The
methodology is often used in social and behaviawsgarch. Webb (82) writes: "Once
a proposition has been confirmed by two or morepethdent measurement processes
the uncertainty of its interpretation is greatlguweed. The most persuasive evidence
comes through a triangulation of measurements psesg Data triangulation and
methodological triangulation were used to compata drom different sources and to
compare identified patterns. For instance, intevviata were compared to data from
plans, the project leader’s goals, clinical guitkei and minutes from meetings. These
comparisons were made to establish the consisiaragta (cross-data validation) (29,
82, 83) to minimise the undue influence of singléadet, and to reduce researcher bias.

5.5 ETHICAL CONSIDERATIONS

The four studies were conducted according to thésikke Declaration and were

approved by Stockholm Regional Ethical Review Boddcording to Swedish law

(SFS 203:460) approval from the relevant ethicsrmdtee is required for research that
may have a physical or psychological influence o participants. In Study I, all

interviewees agreed to participate in the reseaftiey were informed about the
voluntary nature of their participation and theght to decline to participate. Data are
presented so that individual participants remaiongmous. Quoted remarks used in
the reports do not include information that couléntify the interviewees. In the

instances where the position of an interviewee ngjue and therefore might be
disclosed, the interviewee gave his/her conselne tieatured in the case description.
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Table 2. Compilation of designs and methods usdideiiour studies.

Study Design Intervention

Study 1 Epidemiological No

No ticking time bomb Register study

Study I Mix methods single| Introducing

Context challenges the | case study empowerment in a new

champion

personalised
rehabilitation programme
and a new patient

pathway
Study 1l A prospective Introducing
Empowerment - A way to comparative study | empowerment in a new
IMProve.........ccovvenne.. personalised

hip fracture care?

rehabilitation programme

Study IV
Coordination pays

Cost and outcome
analysis

Introducing
empowerment in a new
personalised
rehabilitation programme

Cont. Methods Data analysis Time
Study 1 Register data Descriptive data 2008-09
analysis direct method
Study I Interviews Pettigrew and 2009-10
Archive data and Whipp’s strategic
performance statisticschange model
Quialitative content
analysis
Triangulation
Study 1l Length of stay Pettigrew and 2009-10
Mortality Whipp’s strategic
Ability to return to change model
previous housing Statistical evaluation,
Chi 2
Independent t-test
Study IV Cost per bed day, Economic comparison20011
DRG, Statistical
Cost per patient calculations,
Length of stay Mann-Whitney test
EQ-5D Friedman'’s test




6 FINDINGS
6.1 THE FOUR STUDIES SUMMARISED

6.1.1 Study I: Hospital utilisation by 28,528 hip f  racture patients
in Stockholm County during 1998-2007

The study identifies all acute hospital care fqr fiactures in the region. In Sweden,
people with hip fractures make up the largest pagieoup in Orthopaedic departments,
utilising 25% of in-hospital days.

The Swedish NBHW guidelines recommend surgery wifld hours of admission for

hip fractures and make suggestions regarding nsaboin and active rehabilitation of
hip fracture patients. The guidelines also sugpgestentive actions and treatment for
hip fractures and osteoporosis.

The register in the study is a central patient cagester (PCR) that can be used to
perform population-based, diagnosis-specific tirmges analyses. Hospital care has
almost 100% coverage in the register. The studstiites all patients from 1998 to
2007 who had a hospital stay due to a hip fragi@B-10 codes S72.0,S72.2,572.2)
and had undergone hip surgery (NCSP codes NFB@GRENFJI39-99). Hospital stays
that occurred immediately after the acute-care eHasy., during rehabilitation or
geriatric care) were also identified and includedhe episode of care. This data was
compared with data from the Swedish National Hipctire Register (Rikshoft-
SAHFE). The comparison revealed no major differermween the two datasets.

The study shows that 28,528 hip fracture patiengsewhospitalised in Stockholm
County in the years 1998-2007. During these yeties, population of Stockholm
County increased by 10.5%. The annual populatgurds for Stockholm County were
obtained from official County statistics. Age- aseix-standardised annual incidence
figures were also calculated.

The study covers all hip fracture patients in aypajpon that represents some 20% of
the population of Sweden. The annual number offriaigture patients was constant in

the years of the study. The average age of aletpatients was 80.4 years. The study
revealed a small decrease in the number of hipuire€ among women 65-74 years of
age and a larger decrease among women 75-84 yfeage.oFor men and women 85

years and older, the number of patients varied-tgegear, but there was no trend

suggesting an increase in the number of hip frastthmong men, there was a slight
increase in the group 85 years and older; thisas® was a deviation from the general
trend. During these years, it was an increase of ane women 65 years or older in the
population in Stockholm County but the standardiserndence decreased by 16%

(Figure 6).

The analysis of the two alternative surgical treattrmethods for hip fractures reveals

an increase in hip replacements and a decreasg#tdnsynthesis. The average length-
of-stay decreased by 1.4 days, in acute care aepats. Therefore, the utilisation of
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acute hospital care for hip fractures decreasedusec of shorter hospital stay.
However, if in-hospital rehabilitation or geriatgare immediately following the acute
hospital stay is included in the calculation, tiverage length-of-stay for in-hospital
care increased by 1.3 days.

The age- and sex-standardised mortality rate deedeaver the 10-year period of the
study. There was a marked decrease in in-hospuéiaiity rate with a tendency for a
reduction in the mortality rate at 4 and 12 morther discharge.

Some researchers in Sweden have reported simi@eaes in the number of hip
fractures, but researchers and public authoritiestiher countries have reported an
increase in the number of hip fractures. It is fmssthat the Stockholm County
Council's intensification of its programme to praveaccidental falls and to treat
osteoporosis may partially explain this positiventt. Overall, the average length-of -
stay in orthopaedic departments in Stockholm Cquasywell as in Sweden, has
gradually decreased. This is a remarkable trengidering the continued increase in
the number of elderly people in the population.

The conclusion is that the number of hip fractupesients has remained constant
during the period of this study. However, becausthe increase in the population in
the same period, the ratio of hip fracture patieitsthe general population has
decreased. The length of hospital stay for hipt@r@cpatients has generally decreased.
There has also been a decrease in the mortalgyrrdhe hip fracture group. As far as
surgical intervention, there has been an increasapi replacements and a decrease in
osteosynthesis.

18.0

17.0

16.0

15.0 4

14.0

Number per 100,000 inhab

13.0

12.0

1998 1999 2000 2001 2002 2003 2004 2005 2006 2007

Figure 6. Proportion of hip fractures in Stockh@wounty 1998—-2007 per
100,000 inhabitants, standardised by age and sex

22



6.1.2 Study II: Context challenges the champion:
Improving hip fracture care in a Swedish university hospital.

Many change project studies report short-term tffebut few studies report
organisation-wide success. Some studies reporvaralb 70% failure rate in change
programmes. Given these generally negative resofigjion leaders’ and change
agents’ support for change is particularly impdrtarprofessional organisations.

The study describes and explains the design andemamtation of the change
programme aimed at improving hip fracture care #@&sdoutcomes. The specific
research questions were: 1) What were the assumsptio “programme theory”
underlying the improvement initiative? 2) How dhktinitiative affect the quality of
patient care? 3) How did the initiative affect therception of personnel about hip
fracture patients? 4) Which factors facilitatechordered the initiative.

The study covered the years 2006 to 2009. A mixethaus case study design, based
on Pettigrew and Whipp’s framework for strategi@mfpe, was used. Following this
framework, data were collected on tbententof the initiative, theprocessof the
initiative, and the organisationaontext of the initiative. In addition, data were
collected on the intermediate and fioakcome®f the initiative.

The primarycontentof the initiative was the introduction of patierhpowerment in a
new, personalised rehabilitation programme. Anoéispect of theontentwas defined
as the effort to reduce the time from patient adimisto hip fracture operation. The
project team members called the planned redesiggigeht pathway the “Jungle Path”.

The processof the initiative referred to the actions taken thg project leader, the
project team members and others in implementing ihdiative for the pathway
redesign and patient empowerment. These actions in@nded to reduce the time
from admission to operation, and to advance paéegrgowerment over post-operative
care.

The context of the initiative was the large university hospitahere some staff

members supported the change while other staff rasmtesisted it. For the two
groups past experiences in development work, agidlish to help a neglected patient
group added nuance to tbentext

The outcomesof the initiative on process quality were measussdhe proportional
rate of hip fracture patients operated on withirh@adrs of admission.
The findings of this study reveal the limits on Wl enthusiastic and respected

project leader and project team members can acmeattempting a change initiative.
The findings provide the following answers to thegarch questions:
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1: Which assumptions or “programme theory” guided itigative?

The project leader used a “programme theory” basetthe assumption that the data on
the poor prognosis of hip fracture patients andctirecern about the low priority given
to their treatment would stimulate others to tak#ioa. This assumption, while
intuitive, seemed consistent with what is knowmaaffective strategy.

2: How did the initiative affect the quality of patierare?

The population of hip fracture patients operatedtha@vd-hour timeframe increased only
slightly. However, the evidence suggests that exdbe nursing staff paid more
attention to this patient group, there was an imgneent in the quality of care.

3: How did the initiative affect the perception of ga@mnel about hip fracture patients?
There is evidence that nursing staff recognisesetipatients were a “forgotten group”,
and that insufficient attention was paid to requieat to treat the patients within 24
hours of admission. The “Jungle Path”, as the paathway was named, and the
discussions it initiated led to an increased fanughis patient group.

4: Which factors facilitated or hindered the initiagiv

The most important facilitating factors relatedtte project leader: his dedication to the
project, his seniority, and the professional respmhers had for him. Additional
facilitators were the authorisation of emergencke aaurses to order analgesics and
radiology examination and the use of a largely Istalmulti-professional care
improvement team. Hindering factors were the latknformation on the guidelines
and the criticism concerning their evidence bade hany competing development
activities that took place in parallel with the jeii in a hospital of large size may also
have been hindering factors.

The research and development hip fracture projaat loe contrasted with a top
management-driven initiative at the hospital thegdia structured change model based
on lean management principles. That initiative,clhalso involved local improvement
teams, had a corporate support unit that devel@dithe command with regular
reporting to top management. By contrast, the Ingctire project was a clinical
research and development project, initiated by r@oseorthopaedic surgeon who
formed a highly dedicated team of clinical staffovtever, this team did not use
sophisticated methods and did not have formal aityito require other departments to
make changes.

The change approach, which was led by a projedeleavho was a “physician
champion,” may be described as a “bottom-up” apgroble did not include a patient
pathway sub-project in the research proposal. Dith” and “growth” of the “Jungle
Path” was thus an emergent rather than a planm@dagh to organisational change.
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6.1.3 Study Ill: Empowerment: A way to improve
post-operative rehabilitation for patients with hip fracture?

This study describes the rehabilitation programme i¢gs results measured as LOS,
mortality rate, and return to previous accommodatla the research on potential of
patient empowerment, previous studies have shoantliere is a need to attend to
each patient’'s resources when developing apprepr&ttabilitation programmes. In
this research and development project, patient erapoent was defined as “gaining
control over and mastery of daily activities ainmsdhe same level of daily activities
after rehabilitation as before the hip fracture”.

The new specially designed rehabilitation progranainiduddinge included: 1) Patient
empowerment supervised by the nursing staff, 2sdrelised rehabilitation care
tracks: and 3) An information package providedht patients and their families. The
empowerment programme followed the principles distadad by WHO that
recommended eight guidelines for good patient acteon. The aim of the
empowerment programme was to support patient amtgnéo counteract negative
patient feelings such as fatigue and weaknesstcanelp patients achieve their highest
rehabilitation potential.

The primary effect variable was LOS, defined a ‘time in emergency hospital and
rehabilitation in direct connection with the hipdture”. Patients at the intervention site
(Huddinge) were discharged after rehabilitatiorthia geriatric ward directly to their
post-hospital accommodation. At the comparison(Sit#na), a rehabilitation period in
an outside institution was routinely included ire thost-operative care. The results
show that the observed LOS was significantly longealmost 4 days — at Solna
although there was very little variation in LOS amgdhe age groups. Empowerment
did not affect mortality rate. There was a sigm@ifit difference in the “return to the
same housing as before fracture” between the gr@@d of patients from Huddinge
returned to the same housing compared to only 808ateents from Solna.

The application of the Pettigrew and Whipp framéwéor strategic change in the
analysis of the data gives a picture of toatent, process, and conteas well as the
outcomes.

The contentof the strategic change was the redesigned retadioifi programme with
its emphasis on empowerment, rehabilitation carekr and the information package,
all within one entity. This study found that theogramme with coaching in new
behaviours, built on a WHO programme for improvinggraction between caregivers
and children, also was appropriate for interactomtween caregivers and elderly
patients.

The processof strategic change was the application of thg@mmme in post-operative

rehabilitation. Each patient was encouraged to takenmand of his/her own

mobilisation according to his/her ability. In order achieve the stated objective, all
staff groups supported and coached the patients.
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The contextof the strategic change was the difference in caganisation between

Huddinge and Solna. The coordinated rehabilitgtiimyramme (at Huddinge) emerged
as superior to the fragmented rehabilitation pnogna (at Solna). Patient

empowerment and personalised treatment may hegnfsato "return home” sooner.

The outcomef the strategic change revealed a reduction i§ b® almost 4 days at
the Huddinge site compared to the Solna site. Togeg leader’s original assumption
was that the hip fracture patient group would rddenpatients admitted for elective
osteoarthritis hip surgery with a target LOS ofdysl However, as a group, hip fracture
patients are not easily compared to hip replaceipetignts who have elective surgery,
even though the surgical methods for the two groames similar in many ways.
Nevertheless, it appears that the empowerment gmoge helped decrease LOS
significantly as well as supporting patients taretto previous housing.
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6.1.4 Study IV: Coordination pays: A comparison of costs
and outcomes of two ways of organising hip fracture care

This study reports on costs and outcomes analysisvw ways of organising hip
fracture care. It is known that the care of higtivae patients consumes a significant
share of health care expenditures, but less kndwoutathe effects on treatment
outcomes and resource utilisation of different wafysrganising that care. Acute care
for hip fractures may be separated from rehabomathat is performed in another
institution. In other situations, the full episodecare may be provided in the same
location.

The objective of this study was to compare theseways of organising hip fracture
care, in particular the effect on direct costsdnrin-patient episode, length of hospital
stay, and the health-related quality of the pasdiié.

Accounting methods may differ among hospitals ambrag regional and national
health care systems. Costs may be calculated acgaia the average ward-specific
cost per bed day (CPB), according to cost itenecaied to the costs per patient per
episode (CPP) or according to the cost of diagnelsg¢ed group categories (DRG). To
my knowledge no previous studies have comparede ttdierent methods of
calculating costs of hip fracture care.

In this study, costs for the complete care episedee estimated using three costing
methods: CPB, CPP and DRG. All three costing methiocluded the most important
cost items. Costs of hip fracture care have notipusly been calculated in Sweden
with these different costing methods for completeeepisodes.

A measure of the outcome of a medical procedutigeismprovement in health-related
quality of life (HRQoL) taking the patient's pergpige into consideration. In this
study, the health status profile, EQ-5D, was usedngke this measurement. The
patients’ reported health-related quality of lif@svmeasured at admission, and at 4
months and 12 months after hospital discharge.

At Huddinge, where the orthopaedic surgeons anidtgerans worked together, there
were positive effects on LOS and cost of care. fifile@ngs of this study show that the

coordinated care model at Huddinge resulted irgaifsgtantly shorter LOS (3.9 days

shorter) than the fragmented care model at Solma distribution of in-hospital days is

shown in Figure 7. The findings also favour therdowated care model at Huddinge
because of the reduction in costs, which ranged 886 to 42%, depending on costing
method used. The cost of care at the rehabilitatiors per day was significantly lower

than at the geriatric departments at the otheritadspSome of the costs variations
indicate selective referral patterns. Patients wiihor medical needs at Solna were
presumably sent to rehabilitation units while patgewith greater medical needs were
sent to geriatric departments. That routine maylagxpvhy LOS was shorter in the

rehabilitation units than in the geriatric depantitse
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The calculations revealed a broad range in the afoatcomplete care episode: from
SEK 76,288 (EUR 7,183) to SEK 130,699 (EUR 12,307he largest cost difference
(42%) was observed using the CPB calculation. Hewe9PB is a rough measure and
does not account for differences in the patient;mikich can differ significantly
between a geriatric department and an orthopaegartiment.

The DRG cost for the complete care episode at hhggdivas 27% lower than at Solna.
Based on DRG payments, the fragmented model ataSebs 37% more costly
compared with the coordinated care model at Hugdowgr the complete care episode.
This difference was far lower (9% difference) wHeRP was used, indicating that a
more precise costing method reduces the cost eliffiat. The costing of treatment and
care, like “product costing”, relies on cost estimras and cost allocation rules based
on conventions. Therefore, they do not reflect €tieosts”. On the other hand, the
consistency in differences among the three costiathods as applied to the two care
models strengthens the argument that the coordimatelel at Huddinge is more cost
efficient than the fragmented model at Solna.

As calculated by the three costing methods, thedooated care model at Huddinge
was neither inferior nor superior in terms of qyabf life measured by EQ-5D. The
patients at both sites felt that their health-ezlatjuality of life had deteriorated one
year after the fracture, which is understandahiergthe advanced age of the patients.
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/7 DISCUSSION

The main findings of the four studies are:

The background, Study |, revealed that between 2998007, the rate of hip fractures
declined by 16% while the number of hip fracturdigras and their utilisation of
hospital services remained constant even thougalibelute number of elderly persons
and the proportion of at-risk, elderly personsha population in Stockholm County
grew considerably.

The initiative to redesign the care process at ssion shortened the time to diagnosis
and the waiting time to radiology department beeathe nurses wrote the referrals.
However, there was no increase in the rate of matieperated on within 24 hours of
admission.

A coordinated care model based on an individualiysied rehabilitation programme
that included patient empowerment reduced the tenfhospital stay, led to earlier
returns to pre-accident housing, and was lessycibsth fragmented care.

Health care quality improvement programmes are @@xngocial interventions. They
can only be properly evaluated and understood ef ititerplay between context,
content, process and outcome is well describedegatliated (71). Pawson and Tilley
(84, 85) state that whether the ideas in changgramame have sustainable effects or
not depends on i) the individual capacities of thange agents/project leader, ii) the
interpersonal relationship in the group responsibtethe change effort, and iii) the
institutional balance between the organisationthedvider infra-structural system. All
these aspects were taken into consideration irugleeof the Pettigrew and Whipp
framework in this research. | use the frameworlarnattempt to bring the bits and
pieces of my findings together.

7.1 CONTEXT

The Karolinska University Hospital, which is thegdest university hospital in

Stockholm, serves a population of about two millpmople in the Stockholm County.
The hospital has two sites: Huddinge and Solndhik research, Huddinge was the
study site and the Solna site was the control siteddinge is the only university

hospital in the county that has a geriatric depantnn the hospital. The university
hospital orthopaedic department has activitieoHt bites.

7.1.1 The size of the hospital

The size of the hospital may have been a compligdtictor. There were six different
departments involved in the change process aimempeatating on the hip fracture
patients within 24 hours of admission. Shortelle(86) report that larger hospitals are
less likely to have group-oriented cultures thapkasise teamwork, empowerment and
related attributes. Such attributes, which are kndav promote staff involvement in
change processes, contribute to the success opsocbsses.
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As the hip fracture research and development projexs on-going, the newly
appointed chief executive officer (CEO) of the HKerska University Hospital

launched a lean thinking-inspired process improvenpeogramme in the hospital.
That programme was carefully planned, methodoldlgiadgorous and top-down

driven. The hip fracture project, which was incsetet with this approach, was
eventually terminated. It is obvious that contexhich was an extremely important
consideration, should be considered in the analysis

7.1.2 Development of the need for hip fracture care

The utilisation of hospital care because of higtitees seems to have stabilised at the
same level after the turn of the millennium in &twwm County. The predicted
increase in hip fracture cases also seems to leaedldd. Given that the size of the
patient group is still very considerable — the iskigher in the Nordic countries than
elsewhere (5, 6} is important to find an organisation that prasdefficient treatment
and high quality care. There are other importaiiaiives that can reduce the risk of
hip fractures e.g. prevention of osteoporosis afld but those initiatives are outside
the scope of my study.

7.1.3 Organisation of hip fracture care

New care models have been developed in the hofiednig the best care for various

geriatric patient groups (28) (see Figure 2 for samhthese models). The hip fracture
care organisation at Huddinge is most similar todMaD in Figure 2, and the hip

fracture care organisation at Solna is most sindavodel A in Figure 2. The fact that

the same hospital has different organisations at ttho sites has a historical

background. Huddinge, unlike Solna, has a geriatepartment in the hospital that
provides acute care. At Solna, by contrast, acare ¢s separated from geriatric
rehabilitation. It should be noted that local origation and resources are often the
foundation of a care model, but they do not, howegwevide the best evidence of the
actual care (28). It is the professionals in thgaaoisations who primarily define the

models.

New surgical methods and technological advance® hed to specialisation and
increased organisational fragmentation in hosmigse. Such methods and advances
have also meant that patients often have to wamgloves between departments and
wards (87, 88). The project leader’s goal in thigjgrt was to reduce this situation of
long waiting times. Such delays indicate poor duain health care and have no
beneficial effect on patient outcomes. The resealatws that many attempts have
been made to streamline the patient’s journey tilvahe hospital, but few seem to
have been successful (89).

7.2 CONTENT

The most important content in the hip fracture damprovement initiative was the
development of the new, personalised rehabilitghimgramme that introduced patient
empowerment. The intent of the rehabilitation paogme was to strengthen the
patient’s position and to shorten the patient’spitak stay. The principals used in the
empowerment programme were established by WHO. giieelines for these
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principles were designed to strengthen the interadietween mother and child, but
they were so general that they suited this eldgdup of hip fracture patients.

Personalisation of rehabilitation programmes maw lveay to take advantage of each
patient’s ability in a respectful way. Such prograes improve both patient care and
patient outcomes. The information package giveguatents and their relatives was one
element of the programme. Informing the patientwdfat is happening in his/her

situation helps the patient, as the main charaaker command of his/her rehabilitation.
Although this research showed that patient empowetndid not seem to have an
effect on patient’s quality of life as measuredtiy EQ-5D scale, it is still reasonable
to assume that the empowerment is of great valtretbgatients and to staff members.
Other research supports this conclusion (90-92).

One of the objectives of the work with the patipathways through the hospital was to
achieve the goal of the national hip fracture gings that recommend an operation
within 24 hours of admission. We, as health caodgssionals, say we comply with the
principles of evidence-based medicine. The guidslin Sweden are based on medical
evidence and on medical optimisation for the padieAind here we can get into trouble
because much of the research about time to sufgeinyp fracture patients comes from
researchers in other countries with different lneatire systems and with different
routines and structures of hospitals and mediggmsations. The many reports from
other countries, which claim 48 hours is acceptah#e led to discussions among
Swedish orthopaedic surgeons about what “evideased means. My interviews
disclosed that many of the interviewees, both mlegss and nurses, did not even know
that the Swedish guidelines existed. It has noh beeestigated whether this lack of
knowledge is the result of poor information or of atitude that the information is
unimportant. As long as the profession has diftepinions about the evidence, the
guidelines will not be implemented.

7.3 PROCESS

The processes of change were the actions takemelyroject leader, the project team
members and the clinical staff in their plan foe thathway redesign and patient
empowerment. A number of activities were launcmedinly by the project leader, but
also by a dedicated and active project team. Indbechigh cohesion and continuity of
the project team combined with an extensive netingrky the project leader to raise
interest generally for the patient group and thrasaof the initiative were important
features of the process. The project team trigdd@ase its credibility by referring to
national guidelines that supported the aim of thgative. Yet the lack of “method”
stands out in the analysis of the process.

7.3.1 Project leader

The Pettigrew and Whipp framework was useful innexéng how context of the
process improvement change affects what can antbtée achieved, and the ability
of a project leader to achieve such change. Thadwnork showed that while an
energetic and respected clinician/project leadarldcachieve some changes, the
context both facilitated and hindered that achiesm
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The study revealed that the project leader coutdngonicate a forceful vision, could

engage many clinical staff members, and could erttad conditions for some change
in the patient pathway. However, without an ovdrarg and clear plan that the top
management and staff members would actively supgwet chances of making the
change successfully were limited. Clinical guidedinwere insufficient to convince

other key clinicians to support the change.

It is possible that the lack of more systematicjgmb management method and
continuous improvement methods contributed to @ilare to achieve the project goals.
However, it is also possible that had such metlads used, it would still have been
difficult to overcome the orthopaedic surgeon’sistasice to change in their work
practice.

The project leader took a broader role than a &pohange agent and was more
actively involved in the details of the change. dilé not originally include the patient
pathway sub-project in his research proposal. [Qutire first year of planning, he
realised it was necessary to reorganize the caoeder to achieve the overall aims of
the project.

The interpersonal relationship in the project growgs excellent and many difficult
issues were solved quickly and smoothly, such esitinses’ referrals to the radiology
department. This result shows that it is imporfanthange leaders and trusted change
agents to lead change processes in professioraisagions (93). However, while the
project leader communicated his vision clearly tnreteby engaged many clinical staff
members, he was unable to convince his collegdg -otthopaedic surgeons — to
prioritise the operation for the hip fracture patigroup. The goal of time to surgery
for hip fracture patients of 24 hours was not agtike

The project leader as a change agent was a “chamfdamschroder (94) states that
“champions” typically create conditions for chargeprotecting those involved from
organisational rules and systems that may be bsriy building support for new
practices, by facilitating the use of organisatioraources and by promoting coalitions
of stakeholders. These were all actions takentinély by the project leader.

The project leader did not use any of the estadisthange models. He often worked
ad hoc, dealing with the situations as they rose.ukked his enthusiasm as a driving
force for change. Yet some of his actions were dédiberative in that they resembled
the actions described in the change literaturejcpdarly by Kotter (41). The project
leader followed the eight steps in Kotter's modidtveloping urgency, building a
guiding team, creating a vision, communicating bay-in, enabling action, creating
short-time wins, don’t let up, and making it stick.

7.3.2 Striving for change

Two change initiatives were made in the researchdmvelopment project. The first
attempt at the geriatric ward — the patient empoveet — was carefully planned and
implemented as an educational programme that @éhaltbhow to empower hip fracture
patients in their rehabilitation. The new rehadildn programme with the four care

32



tracks was also personalised with its adaptatiomstient abilities and needs. The staff
members, who were very dedicated, said that asrdbelt of the empowerment

training, they had a more positive image of theepatgroup. The second attempt — the
patient pathway — called the “Jungle Path” — baghen the project leader realised that
the process from admission to operation to theageriward had to be reorganised if
waiting times for surgery were to be reduced. ThiglgJines recommendation of an

operation within 24 hours of admission after hgcture incident had not been met. A
team of representatives from the six involved diepants participated in the process.
The process from admission to diagnosis was suctlgsseorganised, but there was

no change in the later stages because the centaat alid not agree to the 24-hour
recommendation. Interestingly, earlier initiative#sthe same hospital to improve hip
fracture care were also unsuccessful (95, 96).

Grol (42, 43) argues that, because of he complaxityealth care, it is not realistic to
expect that there is one method for improving lheedire that can solve all problems.
There is no evidence that any of the popular mddelsnproving clinical performance
IS superior to others.

Grol and Grimshaw (36) have comprehensively sunsedrihe literature on guidelines
implementation. In this summary, they identifiedeth types of barriers to change: the
practice environment (organisational context), pileyg opinions (social context), and
knowledge and attitudes (professional context). akrier may also result from the
guidelines’ lack of credibility (97). Both sociahé professional barriers were evident at
Huddinge. The best prospects for practice changa $tom a self-initiated learning
process, with an experienced problem as a triggesponsibility and incentives need
to facilitate, not hinder, the change (43)

According to Ham (98), “The implications is thatadjty improvement initiatives have
to be applied in a way that recognises the disti@adeatures of hospitals, particularly
the autonomy of physicians”. There are sourcesrdqairt a failure rate of 70% in all
change programmes initiated (99).

Despite the growing body of research on the effentss of different implementation
strategies, the explanation for this high rateailfife may be that change programmes
are not always easily accessible to policy makedspgofessionals (44).

7.4 INTERMEDIATE AND PATIENT OUTCOMES

The original goal of the research and developmmsjegt analysed in this thesis was to
enable hip fracture patients to take active rolgheir rehabilitation and to begin

mobilisation earlier. The second goal that ememd@uhg the project was improving

the care process in order to reduce time to operafihe empowerment programme led
to shorter length-of-stay, a higher proportion afignts returning home earlier, and
lower costs compared to the traditional model of fnacture care. The “Jungle Path”
meant that the patients were diagnosed soonerdditian, staff members came to
realise the importance of paying close attentioth&ohip fracture patients. However,
the proportion of patients operated on within 2drsalid not increase.
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The hip fracture population is, on the whole, didend fragile. Many of these patients
have co-morbidities that require geriatricians &otipipate in their care. In this study,
the outcomes were better in the care that was cagea by geriatricians and
orthopaedic surgeons. Other research reaches the sanclusion (30-34). For
example, Miura et al.(12) have shown beneficialiltsson both length-of-stay and
costs in a before-and-after study of a geriatribéghhip fracture programme.

7.5 BRINGING IT ALL TOGETHER: FINDING EXPLANATORY
MECHANISMS

The findings from Study I, 1l and IV are report@u previous sections of this thesis
according to the Pettigrew and Whipp framework untie headings of context,
content, process and outcomes. (Study | set theedmeanalysing how challenging hip
fractures are to the health care system.) What tthedsig picture look like?

Macaulay et al. (100) write that realist evaluatimmeview is “a qualitative approach to
synthesising qualitative, quantitative, and mix4moels evidence from programme
interventions”. More specifically, such evaluatimrgeviews look fomechanismghat
can tie the interventions to context and outconmswaring the questions of “what
works, how, for whom and in what circumstances”, (88). Next, emulating the
process of a realist evaluation, | identify the kegtures or activities under each of the
four headings in Pettigrew and Whipp’'s frameworkd aiscuss how they are
interrelated and suggest concepts from the chareygagement literature that form
candidate explanatory mechanisms. That big pictutieistrated in Figure 8.
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EXPLANATORY MECHANISMS

CONTEXT

University hospital
— large and complex

CONTENT ¢ Planned change

Empowerment education
Information

Rehab tracks

CEO initiated process
improvement initiative

Co-located orthopaedic
surgery and geriatric unit

Physician champion

/ / Creating commitment

Demonstrating the
importance of caring for

4| Emergent change

Care pathway the patient group
Resistance to change
--------------- \\
[ :
i Organisational |
| it I Controversy
! com PIQX| Y 1 concerning the
PROCESS /\ ________________ ’:' guideline evidence
Jungle pathway
- process improvement team
Departments:
Anesthesia OUTCOMES
gm?r%:fncy No increase in proportion of
erame patients operated within 24 hrs
Surgery
Orthopaedic
X-ray

Reduced LOS
Cost savings
Education of geriatric ward staff No benefits in terms of HRQoL

\_/‘

Figure 8. Explanatory mechanisms

The key content or programme intervention were dlmpowerment programme, the
four rehabilitation care tracks at the geriatripai@ment, and the initiative to redesign
the patient pathway for hip fracture patients fragmission to surgery.

The process - how the programme interventions werrmed — had two main parts.
An educational programme at the geriatric departrmeativated and trained staff
members to engage in patient education and supplogt.programme also provided
information to patients and relatives, adapted @acheof the four post-operative
rehabilitation tracks.

The educational programme was part of the origies¢arch and development project
that the project leader proposed. During the implatation of the project, he noted that
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the waiting time from admission to the emergencydwa surgery exceeded the time
limit recommended by the national guideline for Hipcture care. In the hope of
shortening that time, he redesigned the patienhwat so that it involved all
departments participating in the care. To that &edformed an improvement team of
clinicians involved with the care of hip fracturatients.

The context was a large university hospital witlo tsites. At one site, a geriatric ward
— specially organised for rehabilitation for elgesihd often frail patients with multiple

conditions — was co-located with the orthopaedgadenent that was responsible for
the hip fracture operations. Meanwhile, the hospgitBO launched a hospital-wide
“flow project” aimed at improving patient care pesses, beginning with the
emergency department processes.

As described next, | could document several outsoohéhe research and development
project. The patient pathway redesign was aimedceasing the proportion of hip
fracture patients operated on within 24 hours. Toal was not achieved. The analysis
of hip fracture care in the project compared tcapproach over the full care episode
revealed a reduced LOS and lower costs as caldulayethree different costing
methods, but no benefit in terms of self-reporteshlth-related quality of life.

The empowerment programme was carefully planned mmglemented as an
educational programme for the geriatric ward staéffe programme was planned
approach to change (101). In contrast, the decistodaunch the care process
improvement effort at the six involved departments made during the project. The
project leader named the initiative the “JunglehPand is best described as an
emergent approach to change (101).

The coordinated care at the geriatric ward presiynmahde it easier to introduce the
empowerment education programme and likely cortethio the positive outcomes,
measured over the full episode of care. Howevecalse the introduction of the
hospital-wide process improvement initiative inteefd with the emergency ward
process redesign attempt, the initiative’s goalsew®t reached, and eventually the
initiative was terminated. In addition tacampetingchange initiative, theomplexityof
the hospital organisation very likely explainedcstfailure.

The project leader's high profile aschange agentvas central to both the change
initiatives in the project. “Champion” is a morecatate description of the project

leader, given the dedication he inspired amongsta# — and also among the other
involved departments. In addition, he championedniportance of paying attention to

this frail patient group with its alarmingly highamality rate. These change initiatives

were also met bghange resistancesspecially among some influential orthopaedic
surgeons. Such resistance had a significant effegatjcularly on the care process

initiative.

In summary, this thesis shows how, in an orgamsatf high complexity, both

planned and emergent changes may occur. Plannetgehases the beneficial
conditions created by the co-location of activitieseded to produce a positive
outcome; these activities are greatly enhanced bgspected clinical leader — a

36



champion. Through such planning, it may be possibleovercome some of the
resistance to change that evolves among key sthalegbo

7.6 METHODOLOGICAL CONSIDERATIONS

This thesis scrutinises a case — the organisationipofracture care in a Swedish
university hospital. In the research, a mixed agginoof both quantitative and
qualitative research methods was used. The caalsdsa collection of four studies,
each of which applies a different study design.

Study | analysed in-hospital care for hip fractpagients in Stockholm County during
1998-2007. The data for the study is from the habkgischarge register (“patient care
register”, PCR) that lists all hip fracture patgeadmitted to regional hospitals during
those years. Consequently, the differences amoegaad gender groups and the
development trends observed are factual. The cgeevhthe region’'s PCR is as close
to 100% as can be practically achieved becausesfiitals and care providers, which
are funded by the county, are required to repothé¢oregister. Other researchers have
found that the accuracy of the PCR information ighh The main diagnosis (hip
fracture) is very reliable.

However, there are indications of underreportingsetondary diagnoses such as
dementia or delirium that require a higher degffezace. As the PCR is the data source
for diagnose-related payments to the providerseti®ea strong financial incentive to
improve the reporting of all diagnoses, especialgondary diagnoses. Despite the
possibility of underreporting, because the PCR aiastinformation on all in-hospital
care, gross hospital care utilisation figures artedistorted.

In order to assess the generalisability of the RfaR for Stockholm County to the

whole of Sweden, the PCR statistics were compartdtiiose recorded in the national

quality register. This register reports hospitdisation per hospital throughout Sweden
(thus, it is possible to compile regional aggregjatd weakness of Study | is that long-
term or residential care is not included in the P&Rthose forms of care are the
responsibility of municipalities (local authoritjesiot the counties. Because there is
some overlap between rehabilitation and recoveer alrgery in acute care hospital
wards and long-term care institutions, there isisk that the discharge register

information slightly underestimates total rehahtiin utilisation during the acute care
phase.

In Study I, a single case study was used. Themale for such study is that it makes
an in-depth investigation of a situation possiliee improved care model for hip
fracture patients has both unique and generaktrdtie empowerment programme,
which was aimed at a group of elderly and mostgife patients and included the four
rehabilitation care tracks, was novel. The int@atio reduce waiting times for surgery
in the emergency department represents a typicaleps improvement project. In a
case study, it is essential to describe the cHagvents as comprehensively as possible
by collecting data from several sources and frormympoints of view (data and
methods triangulation). In this study, the datarsesi were documents (e.g., formal
reports, minutes of meetings, and interviews) artiggpant observations.
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A single case takes place in a specific contexg,libe Karolinska University Hospital,
Stockholm, Sweden. Yin (77) underlines that casediss rely on analytical
generalisation rather than statistical generatisatiHere | applied analytical
generalisation to link the results to relevant the¢lowever, as Yin also notes, the
advantages of the case study method make it arméfenethod when studying
complex social interventions. By applying analticeluction empirical patterns and
explanations can be generated — taking into acdbergpecial conditions identified in
the case — that might be used to inform decisionsomparable situations. Flyvbjerg
(102) also argues that “the force of example” idarestimated. All in all, generalising
the findings from the case to other settings regugareful consideration. Additional
exploratory studies that use a variety of resear@thods should increase our
understanding of successful strategies for impgppiatient pathways.

Study lll, a novel hip fracture care model was cared to standard hip fracture care in
a prospective study. The university hospital, whbeestudy was conducted, performs
orthopaedic surgery for hip fracture patients ap tsites. Thus, it was possible to
compare patient care at the two sites. As the taddms one uniform catchment area,
patients were not systematically directed or setedb either of the two units. A
comparison of patient demography and clinical attarsstics at the two sites revealed
no significant differences between them. Both qudealic surgery units were part of
the same clinical department, had the same ordmmah culture applied the same
surgical procedures. Hence, the probability thegisal and care practices would differ
between the two sites was small.

There were two main differences between hip fractare at the two sites. The first
difference was the use of the patient empowermegramme at the geriatric ward at
the study site; the second difference was thatgdmatric ward at the study site
cooperated closely with the orthopaedic surgeons.

The outcomes variables in this study were the lepfistay (a process indicator), the
mortality rate and ability to return to pre-fragunousing. Length-of-stay is an exact
measure, calculated as time between admission @ctiatige dates. As the study
included all hip fracture patients treated at the sites during the study period, the
difference observed in length-of-stay was corrébe study revealed no difference in
mortality rates at the two sites. The study rewkalsignificant difference in ability to
return to pre-fracture housing. A limitation of shcomparative study is that the
patients were not randomly selected to receivanrest at either site. However, this
seems a minor problem since the only significaffexdince between the two sites as
far as hip fracture patients are related to the oavdel studied.

Study IV was a cost and outcome analysis of themwedels for organising hip fracture
care at the two sites. The study uses the samenpatata as Study Ill. Outcome
measures were length-of-stay and self-reportedttieglated quality of life. Three
costing methods were used to compensate for thehaic“product costing” (the cost
of patient care episode) is an approximation. LUemdtstay was computed as in Study
lll. HRQoL was assessed using the EQ-5D survey fibieth many studies have shown
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to be valid and reliable in different contexts asraational borders. The calculation of
the costs of patient care episodes relies on stistaions and cost allocation rules and
does not use “true costs”. However, the consistestlts from the three costing

methods justify the conclusion that a systematitedince between the two care
models exists. A limitation of the study concernthg cost calculations is that the care
episodes do not include the rehabilitation providdigr discharge in long-term or

residential care, the responsibility of municipait This omission may underestimate
the costs of the acute care episode, but theren@rimdications that the omission

distorts the comparison between the two sites.

Study Il and IV compared two organisational modelscare as part of a “natural”
rather than strict controlled experiment. The twoades analysed total patient
populations at both sites. Although no differenaese found as to patients’ sex, age
and type of hip fracture at the two sites, a randed) controlled trial is needed to
firmly establish whether the indicated results ba benefits of the coordinated care
model are valid. The intervention was carried autthe specific context of the
Karolinska University Hospital, Stockholm, Sweddierefore, the findings of this
thesis may not be duplicated in other settings.ebeless, the case study analysis,
Study I, provides specific information about whicbntext factors and features of
implementation process should be taken in accotenvapplying the coordinated care
model elsewhere.
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8 CONCLUSION
8.1 ON THE FIFTH DAY

On the fifth day for hospital discharge was an kyeptimistic goal. The original
assumption in the project was that some hip frachatients would resemble patients
admitted for elective osteoarthritis hip surgeryfas as LOS. It was found in the
project, however, that hip fracture patients caneasily be compared to hip
replacement patients who have elective surgery gvaigh the surgical methods are
similar. The hip replacement patient mentally prepdor surgery and for a hospital
stay; the hip fracture patients does not haveutkery of such preparation.

8.2 CHANGE STRATEGIES

The findings indicate that a “bottom-up” changeatggy, implemented by an
enthusiastic project leader who acts as a clirffidampion”, can draw attention to a
neglected group of patients. In this study, thggatdeader successfully assembled a
group of clinical staff members from different degpsents who were willing to work
for the same goal — a better care for an eldenygile patient group. Several
improvements were achieved such as rapid refernadiology and rapid diagnosis of
the fracture. Moreover, a new, personalised reit@nin programme was developed
that was administered by staff members who had treered to empower patients in
their own rehabilitation.

The major problem with implementing the changetsty was the orthopaedic
surgeons’ resistance to the recommended 24-hodelge for the time between hip
fracture diagnosis and operation. This resistaeesned to arise from the results of
evidence-based medicine that showed a 48-hourlgqedeas acceptable.

8.3 IMPLICATIONS FOR CARE

The findings of this thesis show that a coordinatedlth care organisation for hip
fracture patients, compared to fragmented, regultborter length-of-stay, supports the
introduction of individual rehabilitation and isskecostly. Such coordinated health care
can be developed in clinical practice and needafiett the whole hospital structure. If
the treatment of hip fracture patients is to imgrahen the entire continuum of care at
a hospital must be strengthened. This requirestapagement support.

The findings of this thesis may have implicatioos dther initiatives that are intended
to optimise the organisation of hip fracture c&ech optimisation requires evaluation
of improvement initiatives, including the extenttop management commitment and
the use of champions or change agents. The paitimipof all those involved in such
initiatives is essential.
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8.4 SUGGESTIONS FOR FUTURE STUDIES

During the time | studied this research and devalq project and wrote this thesis,
many new and relevant questions have been posedt aplementing change
initiatives and about hip fracture care.

Does change saturation make further changes miiclt

How do we find the mechanisms that can facilithie $haring of knowledge
and programmes that improve hip fracture care?

What kind of programmes will engage and empoweepe?

How will an empowered patient effect the futureltieeare organisation?

How can we learn which organisation is most berafio patients?

This thesis focuses narrowly on an in-hospital gamgect. Other researcher may
seek answers to these broader questions.

‘NOTHING CHANGES UNLESS BEHAVIOUR CHANGES”

Andrew Pettigrew
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8.5 SAMMANFATTNING PA SVENSKA

Som forskare pa Medical Management Centre, KaiainBstitutet, Stockholm,
Sverige blev jag inbjuden att ta del i, studera utsfirdera ett hoftfrakturprojekt. Syftet
var att [ara mer om implementering av férandringspsser i en komplex organisation.
Det dvergripande malet for avhandlingen ar attkikeskapen om hur organisation och
vardprocesser kan andras for att 6ka vardkvalitélestrerat genom varden av
hoftfraktur patienter. Som exempel anvandes ettiekfosom genomfordes pa
Karolinska Universitetssjukhuset, Huddinge. Syftebed projektet var att
omhandertagandet av patienter med hoéftfraktur ekuibrbattras genom ett
individualiserat rehabiliteringsprogram dar toneiktlades pa att lata patienten behalla
sin sjalvstandighet.

Patientgruppen kraver stora resurser inom sjukvargpeciellt inom ortopedin.
Majoriteten av patienterna ar éver 65 ar och mednedelalder pa 85 ar. Antalet
hoftfrakturer har varit konstant under en 10 ansogetrots att Stockholms befolkning
stadigt 6kat och att antalet aldre blivit fler. Digheten ar mycket hog, 14-36 % av alla
patienter ar doda inom 12 manader.

| projektet gjordes forsok att forbattra vardkedjane pa sjukhuset sa att patienterna
skulle bli opererade i enlighet med Socialstyredssegkommendationer dvs. inom 24
timmar. Hypotesen var att patienterna skulle kuskravas ut till det boende de kom
ifrAn inom 5 dagar. Det innebar forkortad vardtitiket i sin tur skulle leda till battre
genomstromning pa sjukhuset. For att starka patieat genom “empowerment”
uppmuntrades de av personalen till att vara sgitiga i vardsituationen. Mekanismer
som underlattade inférandet av programmet var dnsestisk projektledare/ “en
eldsjal” och en engagerad och positiv personal spplevde att patientgruppen var
viktig och att varden kunde forbattras.

Ett brett spektra av bade kvalitativa och kvarititatlata om organisation, processer,
patienter, personal och kostnader insamlades oclysmmades. Som jamforelse
anvandes Karolinska Universitetssjukhuset, Solmgafisationen av varden skiljer sig
pa sa satt satt varden ar sammanhallen i Huddivgepdtienten vardas hela perioden
pa geriatriska kliniken inne pa akutsjukhuset. InSov/ardas patienterna forst pa den
ortopediska vardavdelningen nagra dagar direkt efperationen och skrivs darefter
antingen hem eller till rehabiliteringsenhet elieriatrisk klinik bagge dessa typer finns
utanfor akutsjukhuset. Skillnaden i organiseringegtgs i kostnaderna. Den
sammanhallna varden visade sig vara mindre kosisaten uppdelade.
Kostnadsberakningarna gjordes pa tre olika satttriéos per varddag, det groévsta
mattet, Diagnos Relaterade Grupper, en berdkningdgsom anvands vid ersattning
till sjukhusen och Kostnad per patient, den mestlgeade berakningsgrunden. Alla
tre berdkningssatten gav samstammigt resultat.

Projektet visade en minskning av vardtiderna. 8&den mellan Huddinge och Solna
var 4 dagar. Nagra minskade vantetider till operatunde inte pavisas inte heller
nagon paverkan pa dodligheten. Patienternas egettnisky av halsorelaterad
livskvalitet visade ingen skillnad mellan sjukhuseRlera utvecklingsprocesser
startades pa Huddinge under samma period. Detastich mest genomgripande var
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sjukhusledningens flédesprojekt som i forsta stageefattade alla akutprocesser.
Hoftfraktur projektet kom att delvis ingd i flodesjektet men inte
rehabiliteringsprogrammet med empowerment. Desétie som tidigare.

Slutsatser: Organisering av varden i sammanhallen vard geai@wardtider till lagre
kostnad utan att paverka patientens upplevda laligkt. Omgivningsfaktorer ar
viktiga att ta stor hansyn till i alla forandringepesser. Ledningens engagemang och
stod ar viktigt aven om forandringsarbetet drivénfi’botten-up”. Det forebyggande
halsoarbetet och behandling av osteoporos verkdraftapositiv inverkan pa antalet
hoftfrakturer i Stockholms lan.
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