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[bookmark: _Toc167361067]Patient Flow Management 
Managing patient flows is about optimizing the movement of patients within a hospital. Broadly, it involves the coordination of the arrival and discharge of patients to and from the hospital as well as transferring them between departments within the hospital. Bottlenecks can occur in and between multiple departments such as the outpatient clinic (OPC), emergency department (ED), operating room (OR), intensive care unit (ICU), and bed wards (BW), and diagnostic units (DU).  Considerable literature exists on the impacts of deficient patient flows in terms of quality of care (e.g., treatment delays, infection rates, readmissions),  patient safety (e.g., adverse events), patient satisfaction (e.g., long waiting time, boarding in hallways, patient abandonment) and costs (e.g., high down time, extended stays, limits on bed availability).
While data on patient flows in the 12 hospitals are mostly lacking, some more general indicators suggest that delays, congestion and inefficient use of installed capacity are major challenges, which in turn signal deficiencies in patient flow management. For example, high variations in bed turnover rates (2.0-6.6 discharges/bed), average length of stays (4.0-8.0 days) and bed interval rates (0.7 -1.9 days) - even for hospitals with similar profiles - indicate deficient bed management and discharge planning in the wards. The low number of surgical interventions (1.3 surgeries per OR/day on average) and high number of surgical cancelation (several hospitals report rates of 9 percent or higher) suggest throughput and patient flow management issues in the operating rooms. 
To complement the aforementioned general indicators, diagnostic data from 12 hospitals that participated in the PROADI Program (2021-2022) to improve patient flow management in emergency departments (ED), wards, and operation rooms (OR) shed light on specific patient flow bottlenecks. The following are indicative of bottlenecks found in one or more of the hospitals:
· Long turnover time between ordering and receiving test results for ED patients (Laboratory 254 min.); long stays in ED (ranging from 122 to 869 min.); extremely long waits for ED patients before securing a bed in a ward (ranging from 1678 to 6167 minutes). Most passed this time in cots placed in hallways.
· Extremely congested EDs: ED occupancy rates (including observation rooms) of 200-300%
· Relatively elevated rates of patient abandonment due to congestion and delays.
· High rates of surgical cancelations (18% in one hospital); Very low rates of OR utilization (less than 3 surgeries per OR/day)
· In one hospital, an estimated 3000 bed-days are loss annually due to unnecessary extended stays. An estimated of 702 bed days are loss annually in the ICU for the same reason. High and unnecessary extended stays were observed in nearly all hospitals.
· Estimated annual costs of patient flow bottlenecks for the 12 hospitals in the ORs: R$2.8 million; and in the bed wards: $R 8.3 million.
Assessment reports from these hospitals also provided a closer look at patient flow challenges contributing to the aforementioned bottlenecks. The main reasons identified included: the absence of standardized processes for queuing and directing ED patients after risk assessment; misclassification or non-classification of risks during triage; improvised bed planning and discharge management in both ICU and wards; disorganized interdepartmental patient transfer processes; lack of communication and coordination among clinical staff of different departments, and staff management issues (shifts) leading to lack of key personnel. Whether the patient flow problems and manifestations occur in other hospitals is an open question. However, anecdotal evidence suggests most hospitals face challenges in patient flow management. Finally, it is worth noting that the above-mentioned patient flow challenges are typical of those found in many hospitals globally.
[bookmark: _Toc167361068]Standardized Cost Accounting
Hospital face multiple pressures to expand services and capacity, raise quality, and meet societal access demands while staying within budgetary constraints. The only way to navigate these pressures is to become more efficient through containing costs and raising the value of care (e.g., more and better care for the money spent).  Understanding costs and making managerial decisions that draw in part on cost data are key managerial functions. Over the last two decades, standardized cost accounting systems (SCAS) have become an essential tool for effective hospital management and a means to make accurate cost information accessible to managers and departmental teams in the hospital as well as policy-makers and financial planners in health and finance ministries.
In the past, SCASs have not received much attention in public hospital systems in part because budgets were formed centrally, and based on line items that were adjusted for inflation annually. Moreover, public hospitals tended to be managed centrally and hospital-based managers have had little decision-making authority on the internal allocation resources or managing budgets beyond petty cash funds. There is a strong and expanding literature showing that this directive model of funding and management has contributed to budgetary overruns, nontransparent resource management, waste and inefficiency in public hospital operations globally.  
Without costs, policy makers and institutional payers are unable compare and benchmark hospitals to plan and manage spending with the aim of improving clinical and operational processes, and ultimately, outcomes. If there are budgetary deficits, without SCASs it is nearly impossible determine where in the hospital (e.g., departments) or what were the sources of higher spending (e.g., personnel, materials, drugs, etc.).
Costing of hospital services is incipient in Brazil. While information is lacking on inefficiencies and budgetary overruns in SMS hospitals, data on low production (e.g., surgeries), extended bed stays, shortages and stock outs of drugs and consumables and long turnover times for diagnostic tests suggest that understanding the cost implications of any observed inefficiency can contribute to developing sustained solutions.  
More specifically, hospitals that lack standardized cost accounting systems face several challenges that can hinder their financial performance and operational efficiency. The following interlocking challenges have been observed in public hospitals without such systems:
· Inefficient Resource Allocation and Use: Without standardized methods for identifying, tracking and analyzing costs, managers – whether in the hospital or at a central level - are making resource allocation decisions in the dark. In other words, it is difficult to efficiently allocate (or reallocate) resources such as staff, equipment, and supplies when costs are unknown.  This can lead to overspending in some departments and underspending in others as a well as a mismatch between supply and demand across hospitals and among departments within a hospital. Uncontrolled costs and inefficient resource allocation can lead to budgetary overruns and financial losses.
· Deficient Managerial Decision Making: To make value-based decisions in hospital care, managers and policy makers need patient-level information on costs (and outcomes). Limited cost data can lead to poorly informed decisions about which services provide, which drugs and materials to use, where to invest, etc. Hospitals may be spending too much on certain services and procedures but unknowingly losing money on the same. 
· Lack of Cost (and Budgetary) Transparency: Without knowledge of costs, it is difficult for hospitals to understand the true cost of delivering specific services. This lack of transparency makes it hard for managers to identify areas for cost reduction or optimize resource allocation. Cost data also is key to understand as well as justify resource requests from hospitals (and hospital departments) during the annual budgetary process. Cost data allow financial planners to conduct a transparent, bottom-up budgeting process based on input and service costs within and across hospitals.  Hospitals and hospital systems without SCASs hospitals systems might struggle to reinvest in essential services and better value technologies.
· Benchmarking Limitations: Policy makers increasingly conduct benchmarking exercises to compare hospitals’ performance under their authority. Standardized cost accounting systems allow for easy comparison of costs across hospitals. Without this standardization, it is difficult to identify areas for improvement.
According to the SMS, three of the 12 hospitals “are registered” with the MOH’s voluntary costing software, APURASUS. This web-based program appears to use a rigorous yet flexible costing methodology that can be adapted to different hospital profiles. However, the degree to which the costing program is implemented in the three hospitals and how managers use costing data to assess resource use, inform resource allocation decisions, or conduct benchmarking exercises is unknown. An evaluation of the implementation of APURASUS found a number of challenges related to capacity-building, dissemination, motivation of personnel to participate in the program and difficulties in securing data for costing calculations.[footnoteRef:1]These challenges have resulted in implementation delays as well as limiting the uptake of the program by hospitals. [1:  Daher Jaques, et al., 2017.] 

In sum, SCASs provide relevant cost data to enable strategic cost management and guide hospital decision-making to enhance performance. Cost information empowers managers and policy makers to optimize resource allocation, improve efficiency, and ultimately, contribute to a sustainable hospital system. However, implementation requires a strategic effort for motivating personnel, building capacity and providing continuous technical support especially to managers on how to use costing data to inform decision-making.
[bookmark: _Toc167361069]Pharmaceutical and Medical Materials Management
The objectives of pharmaceutical and medical materials management (PMMM) in hospitals are about providing the right products, in the right quantities, to the right place, at the right time and for the right cost. PMMM encompasses the entire process from procurement to the distribution of drugs and consumable medical materials, ensuring they are delivered efficiently and safely to the necessary points of use for patient care. PMMM components include planning and forecasting, product selection and purchasing, warehousing and storage, inventory management, distribution and transportation, and dispensing to the patient. The economic impact of PMMM on a hospital’s bottom line is significant. For example, in the US, drugs and medical consumable products represent about 30 percent of hospitals’ operating budgets.[footnoteRef:2] However, if cost of labor in the use or application of these products is considered, the cost doubles.  [2:  https://www.aha.org/drug-prices/home; ] 

A modern PMMM system is characterized by the integration of advanced strategies and technologies that optimize processes and enhance product traceability. This includes the use of barcodes, Radio Frequency Identification (RFID) systems, and automated replenishment systems for precise inventory and distribution tracking, as well as the implementation of Just-In-Time (JIT) inventory strategies, which help minimize excess stock and reduce costs associated with storage and product expiration. These tools and methods not only increase operational efficiency but also improve the quality of patient service, ensuring the availability and proper management of essential medical supplies. 
While a limited number of public and private hospitals in Brazil successfully implemented the above strategies and technologies,[footnoteRef:3] studies have portrayed Brazilian public hospitals as suffering from multiple challenges in their PMMM systems.[footnoteRef:4] These include: shortages, stock-outs, loss, mismatch between supply and demand and cost overruns. The reasons for these shortcomings include non-transparent and bureaucratic purchasing processes, poor inventory management, deficient planning and forecasting, ineffective monitoring, and lack of product standardization and poor control over distribution and use of products.  [3:  La Forgia and Couttolenc, 2012.]  [4:  Raimundo et al., 2014; Alves de Silva Neta, et al., 2011; Farias Ramos et al., 2018; Souza et al., 2012] 

The SMS/SP employs a computerized management system (Health Systems Management – GSS) that centrally controls the inventory and distribution of medical materials for municipal health facilities, including hospitals.[footnoteRef:5] Since its implementation in 2005, the system has evolved and incorporated more advanced functions. For example, latest version (GSS 2: 2008) has a number modern features, including: (i) automatic requisitions to the central warehouse; (i) an inventory databased of all materials in all facilities; (ii) facilities place orders based on Average Monthly Consumption (AMC), calculated from usage history and adjusted according to real demand; (iii) emergencies or special needs are handled through additional orders, ensuring that units have the materials for patient care; and (iv) the system is capable of registering products dispensed to patients.  [5:  However, about 10 percent of products are purchased are decentralized to regional offices and hospitals.] 

Despite the improvements, GSS remains a traditional system that faces many of the above-mentioned challenges found in public hospitals in Brazil. These challenges have been recently documented in case studies, assessments and “status” reports for 12 SMS hospitals participating in the PROADI Program in 2021- 2022.[footnoteRef:6] PROADI aimed to detect and solve patient flow management issues and other bottlenecks including those related to PMMM. The Program implemented 15 projects in 10 of the participating hospitals to improve PMMM. Example of challenges follow:  [6:  See, for example, “Excelencia Operacional – SMS-SP-Entrega Final, 28-10-2024, PROADI.] 

· Stockouts ranging from 14 to 34 percent of drugs (reported in 7 hospitals)
· Stockouts ranging from 18 to 39 percent of medical materials (reported in 6 hospitals)
· Delays of 143 days between order and reception of medical materials (reported in one hospital)
· 42 percent of orders of medical materials arrive in quantities that are less than ordered (reported in one hospital)
It is a safe assumption that the aforementioned shortcomings are evident in other SMS hospitals. This panorama underscores the urgency of modernizing hospital logistics management in SMS/SP, adopting advanced technologies and improving staff training to elevate both operational efficiency and the quality of patient service. These assessments not only corroborate the national challenges in hospital management but also provide a specific and detailed context of the areas of opportunity for future improvements.
[bookmark: _Toc167361070]Hospital Performance Monitoring and Management
Systematic hospital performance monitoring and management is crucial to ensure that healthcare is of high quality, safe, and efficient. This rigorous process involves tracking and analyzing key aspects such as clinical outcomes, quality of care, patient satisfaction, efficiency and financial performance. Comprehensive implementation of a monitoring framework is widely supported by literature[footnoteRef:7], demonstrating that effective monitoring can significantly influence decision-making, accountability, and continuous improvements in healthcare settings. [7:  See: Bloom, et al., 2020; Lima, et al., 2023; Vignoche, et al., 2014.] 

Effective systematic monitoring includes several core components that support the functionality and success of high-performing hospitals:
i. Identification of Indicators and Robust Data Collection Systems: Effective monitoring starts with pinpointing relevant indicators that accurately reflect the dimensions of healthcare quality, productivity, and efficiency. These indicators should be supported by robust systems for continuous data collection and tracking. An additional best practice is to conduct impact evaluations based on the collected data to determine the drivers of high or low performance.
ii. Target setting and benchmarking: This involves establishing achievable targets for each indicator or a subset of indicators of interest to managers to improve performance and track progress. A related best practice is for hospitals to benchmark or compare their performance with other hospitals regionally, nationally and globally.
iii. Structured Data Analysis and Feedback Mechanisms: There should be a well-defined and timely methods for data analysis and report production (with visualization graphics), which are complemented by structured and continuous feedback mechanisms that inform managerial decision-making and operational strategies at both the hospital and departmental levels.  
iv. Implementation and Operationalization of Improvements: Insights gained from data analysis should be translated into actionable strategies that address observed performance gaps and tangibly lead to measurable improvements in patient care and operational efficiency. This involves applying these strategies across various hospital departments and services to ensure practical improvements.
These components work synergistically. For example, data collection without analysis and engagement with and feedback to hospital and departmental managers compromises the effectiveness of performance monitoring. A comprehensive and structured approach not only facilitates continuous improvement and adherence to healthcare standards but also empowers hospitals to transform the quality of care and improve patients’ lives.
While the Municipal Health Secretariat (SMS) has made strides to construct a hospital performance monitoring and management system, implementation is at an incipient stage of development. For example, the SMS has raised performance-reporting practices through the publication of Ordinance No. 539/20222-SMS.G on August 12, 2022 and the corresponding elaboration in the Manual of Hospital Indicators, the preparation of Monthly Statistical Reports (REM) on available indicators, and the contracting of external firm (Liberty Health, Brazil) to prepare well-designed dashboards of a subset of indicators. Despite these efforts, significant challenges remain in how the system is implemented:
· Gaps in data collection, analysis and reporting: The processes of collecting, analyzing and reporting of performance data appears to be routinized tasks resulting in standardized but bureaucratic statistical reports. Data validation is not systematic. Reports tend to emphasize indicators related to the volume of personnel, patients and production (e.g., no. of consultations, discharges, surgical procedures, occupancy rates, etc.), traditional productivity indicators (e.g, bed rotation, average length of stay) and focus less on assessing indicators of efficiency and quality. Patient satisfaction surveys are conducted irregularly. 
· Absence of targets: Target are not set for the hospitals for any indicator, which severely compromises any orientation toward performance improvement.
· Ineffectiveness of feedback systems. Mechanisms to engage and provide constructive and timely feedback to hospitals are passive at best.  It is unclear how statistical reports and dashboards are shared with the hospitals or how the SMS follows-up on observed performance gaps. Engagement with and feedback to the hospitals on performance appears to be informal and irregular, and tend to occur when there is problem or an adverse event. Deficient feedback systems limits the capacity for response and continuous improvement.
· Uncertain influence on managerial decision-making and operations: In light of the aforementioned shortcomings (especially related to targeting and feedback) combined with the lack of action planning for performance improvement, it is unlikely that monitoring systems systematically inform managerial decisions to address performance gaps. For example, many hospitals suffer persistently low surgical productivity, however, there appears to no effort to address this situation beyond externally-driven projects (such as PROADI).
· Partial monitoring of contracted personnel. El SMS contracts an undetermined number of nurses, physicians and auxiliary personnel through third party “partners.”  Monitoring (fiscalização) centers on confirming personnel are present, work the required hours and provide the services for which they are contracted. Monitoring does not include assessment of their productivity or the quality of care provided.
Discussions with SMS leaders confirm that they are committed to improving their system for hospital performance monitoring and management. These challenges underline the urgent need to strengthen how the system is implemented to ensure that improvements in practices and outcomes are continuous and effective.
[bookmark: _Toc167361071]Uniformity and Application of Clinical Practice Guidelines
Known in Brazil as protocolos clinicos y directrizes terapeuticas, clinical practice guidelines (CPGs) are “statements that include recommendations intended to optimize patient care that are informed by a systematic review of evidence and an assessment of the benefits and harms of alternative care options” (Institute of Medicine, 2011:4). There is considerable literature showing that CPGs play an essential role in promoting quality of care and patient safety, consistency in diagnosis and treatment, and efficiency within hospitals. They contribute to improved patient outcomes, reduced costs, and better risk management for both patients and healthcare institutions through improved standardization of care. Standardization reduces variability in care and therefore costs. By monitoring adherence to guidelines, hospitals can identify areas for improvement in their quality of care. In short, CGPs are a vital tool for managers to improve quality and financial performance of hospital care. 
Brazil has a well-developed, transparent and centralized process of CPG development involving consultations with stakeholders and the public. Prepared by MOH, professional societies and non-governmental organizations, CPGs have been developed for a large number of conditions, and are accessible on the MOH website. While the federal MOH has made strides in standardizing methods in the  development of CPGs, a number of shortcomings in the implementation of CPGs in Brazil have been identified that may contribute to observed lack of homogeneity in the availability CPGs as well as their infrequent use by clinicians in SMS hospitals.[footnoteRef:8] These include: [8:  See: Pereira et al., 2023;  Pereira, et al., 2022; Colpani, et al., 2020; Santana, et al., 2018; Ronsini, et al., 2015; Costa Molino, et al., 2016.] 

· Existence of multiple and overlapping CPGs with different formats
· Delays in updating CPGs
· Variability in the quality of CPGs
· Passive dissemination of CPGs to states, municipalities and hospitals and ineffective communication of objectives and content leading to lack of awareness and uptake of CPGs
· Inadequate focus and investment in providing training, guidance and decision support systems to hospitals and clinical teams to foster sustainable implementation of CPGs at scale
· Lack of information on adherence to CPGs, including barriers to uptake by physicians
Another barrier to CPG implementation is the absence of a process of adaptation to local conditions.  CPGs that are prepared at a national level, which is the case in Brazil, usually require some adaptation to local conditions. For example, certain drugs, materials and diagnostic tests included in CPGs may not be available locally due to financing constraints, requiring substitutions. Local hospital systems need to develop an assessment process for applicability and adaptation. The absence of such a process can impede the uptake of CPGs by clinical teams. 
To summarize, while Brazil has a systematic process for developing and updating CPGs, strategies to disseminate and implement CPGs in hospitals need substantial strengthening. Many of the implementation-related difficulties can be addressed at the local level particularly in terms of communication, consultation, training and decision support systems. 

[bookmark: _Toc167361072]Part II – Proposals 
1. [bookmark: _Toc167361073]Interventions and Pathways to Support Intra-hospital Patient Flow Management
Subcomponente 2.1. Apoyo a la mejora de la calidad de los servicios e impulso a la innovación
Actividad: Servicios especializados para la optimización de procesos y flujos en los 12 hospitales de la RHMSP de Gestión Directa.
Objective: Improve care quality, reduce congestion, lessen waiting time, and raise patient satisfaction through optimizing patient flows in and out of hospital and quickening the ordering and delivery of diagnostic tests. 
This activity will finance consultancy services and training to optimize: (i) patient flows within departments such as emergency (ED), outpatient (OP), operating rooms (OR), Intensive care units (ICU) and patient bed wards (PBW): and (ii) patient transitions across departments (e.g., ED-ICU; ED-OR; ED- ICU-PBWs; OR-ICU), etc.). Improving patient flows will also involve accelerating the movement of test orders and results between diagnostic units (laboratory, radiology, etc.) and patient care departments.
This activity will build upon the positive experience of the PROADI Project in SMS hospitals. Implemented in 2022-23, PROADI successfully concluded 53 subprojects in 12 hospitals resulting in improvements patient flow management in EDs, ORs, PBWs and ICUs, and accelerated movement of diagnostic test orders and results. Similar to PROADI, three methodological toolsets and management systems will underpin the proposed interventions recommended here to improve patient flows: LEAN, Six Sigma and The Improvement Model (see Box).[footnoteRef:9] Implementation can consist of the following stages and brief descriptions of activities follow for each: [9:  There is a large literature on the “what” and “how” of implementing these approaches. As in the case of PROADI, globally most hospital draw on methods and tools from all three approaches. Fortunately, in Brazil there exists significant experience and expertise in applying these approaches to improve patient flows in hospitals. Many of the organizations with relevant know-how are registered with PROADI. See: https://hospitais.proadi-sus.org.br/ 
] 

i. Develop hospital-wide strategies to optimize patient flows
ii. Introduce the project 
iii. Train relevant personnel
iv. Conduct assessments and identify improvement opportunities 
v. Develop action plans for subprojects in specific departments, including the selection of methods, tools and performance measures
vi. Select performance indicators
vii. Implement action plans applying selected methods and tools
Hospital-wide strategy:  The key to success is developing and deploying a hospital-wide patient flow strategy. All flows in the hospital are interconnected. Many patient flow bottlenecks can be driven by problems elsewhere in the hospitals. In addition, given the five-year cycle of Avanza Health II, it is critical that each hospital formulate a medium-term strategy (3-5 years) to improve patient flows throughout the hospital.[footnoteRef:10] The strategy should set broad goals, priorities, implementation stages with corresponding timelines, and estimate resources required for implementation. The strategy can be revised annually as teams gain experience in improvement interventions. [10:  Hospital-wide strategies can also include Project-financed activities related to logistics and pharmaceutical and materials management.] 
Box 1
Lean: Developed by Toyota, Lean is a set of management principles, tools and practices that a focus on reducing delays and eliminating waste, which results in increased quality and lower cost. 
Six Sigma. Introduced by Motorola, Six Sigma consists of a set of strategies and practices to improve quality of processes in the delivery of services and production of goods.
The Improvement Model: Based on the work of W. Edward Deming, the Improvement Model is a methodology to continuously improve quality within an organization through measuring, selecting and testing change interventions.

Project Introduction: SMS leaders, hospital directors and contracted advisors need to communicate the strategy to foster clear understanding among staff regarding their responsibilities and involvement. Staff expectations and buy-in are critical in part because the aforementioned methodologies (see Box 1) emphasize a bottom-up approach. In effect, global experience demonstrates that personnel who staff the departments in which interventions will be planned and implemented are the key actors for successful and sustained patient flow improvement. This stage can also entail the selection of senor leaders in each hospital with the authority to support implementation and assist in overcoming barriers as they arise.
Training: As used in PROADI, this stage can execute Six Sigma’s four-level “belt” training system for process improvement. This training system is a continuous process and is implemented throughout the assessment, planning and implementation stages. The first “white belt” level introduces underlying principles of Six Sigma (but can include LEAN and The Improvement Cycle) as well as the concepts underlying the assessment methods and measurement tools.  The next “yellow” level covers topics related to data collection methods and the use of measurement tools, preparing hospital teams for planning implementation of short-term interventions. The third “green belt” level covers more advanced measurement and implementation topics, preparing the hospitals for more complex interventions. The final “black belt” covers leadership, change management and topics related to implementing projects over a longer term.
Assessment: This stage involves collection of quantitative data and qualitative information on patient flow problems in and across hospital departments including potential barriers to implementation of improvement interventions. LEAN, Six Sigma and The Improvement Cycle use a number of methods such as root cause analysis, process mapping and “do’s and don’ts” analysis. They also employ measurement tools such as run charts, histograms, Shewhart charts, cause-and-effect diagrams and scatter plots to visualize current flow patterns and bottlenecks. Data and information can be collected through documenting patients’ journeys, conducting time-motion studies, surveys and focus groups with staff, applying mobile tracking tools, and conducting patient satisfaction survey, among others. Results of the aforementioned assessment are incorporated into departmental diagnostic reports, discussed in group meetings (known as “huddles”) and serve as a basis for preparation of actions plans to design and test interventions.
Action planning: Action plans outline the patient flow improvement interventions in selected departments. They consist of the following components: objectives, methods, implementation steps, estimated timeline and expenses, team members and corresponding responsibilities, potential barriers and performance measures (see below). Drawing on LEAN, Six Sigma and The Improvement Cycle, the action plan should identify improvement methods to be applied. The can include the Plan-do-Study-Act (PDSA) process, huddles, 5S, Kaizen, Kanban, process “walk throughs,” among others. 
Performance Indicators: Prior to implementation teams will need to select performance indicators that will measure progress. This will be achieved through collecting and analyzing pre- and post-intervention measures. Indicators can include elapsed time for patient transitions between departments, waiting times to be seen by clinician or receive test results, length of stay, timely bed discharge rate, medical errors, patient misplacements, bed turnover and interval rates, surgical interval rate, patient and worker satisfaction, etc.
Implementation, measurement and adjustment: Implementation is about creating a data-driven and continuous learning system for patient flow improvement. It involves testing new or adjusted processes through simplifying processes, identifying alternative paths, managing bottlenecks or altering points of contact. Essentially, implementation involves testing changes on a small scale, measuring impacts, identifying modifications to reach performance objectives, refining the intervention, and ultimately scale-up. Implementation steps are well-documented.[footnoteRef:11] [11:  For example, see” Graban, M. 2009. Lean Hospitals. New York; CRC Press; Langley, GJ et al., The Improvement Guide: A Practical Approach to Enhancing Organizational Performance. 2nd Ed. New York: Jossey-Bass. IHI. 2020. Achieving Hospital-wide Patient Flow. 2nd Ed. Institute for Healthcare Improvement: Boston.] 


[bookmark: _Toc167361074]Interventions and Pathways to Support the Implementation of Standardized Cost Accounting Systems
Subcomponente 2.2. Instrumentos para ampliar las capacidades institucionales de la SMS 
Actividad: El sistema de costos.
Objective:  Improve identification, tracking and analysis of resource allocation and consumption in SMS/SP hospitals through the implementation of a standardized cost accounting system.
This activity will finance consultancy services, training, and digital hardware and software to support the planning, installation and operation of standardized cost accounting system. The experience of implementing standardized cost accounting in hospitals requires careful planning, partnership with MOH and State officials and collaboration across hospitals and among departments within hospitals. Fortunately, SMS/SP can build upon and adapt existing systems that are well developed and available in the public domain such as MOH’s APURASUS and State of São Paulo’s Sistema de Custos.para Hospitalais Publicos (SCHP). APURASUS is web-based and therefore accessible by any device connected to the internet while SCHP consists of a software package that can be installed on laptops and personal computers.
Both these systems appear similar, and apply activity-based costing methods that identify all the activities and resources used to produce an output such as an inpatient day, surgical intervention, lab exam and emergency consultation. Both systems are flexible and can be adapted to specific hospital contexts. SMS/SP report that three hospitals have registered with APURASUS. However, the key to an effectively function cost accounting systems is the understanding and use of cost data by managers to improve the efficiency of resource use and the allocation of resources to value-added activities. In short, costs produced by the system need to inform managerial decision-making and should not considered data to be “sent up the line” to the SMS.
The following are recommendations for planning and implementing standardized cost accounting systems in Project hospitals:
i. Form a cost accounting implementation task force (CATF): The CATF should consist of SMS/SP hospital and finance officers, representatives of hospital clinical teams, IT specialists and cost accounting experts.
ii. Assess and select an existing system and software: As mentioned, software for APURASUS and SCHP are available and free of charge. The CATF should examine these systems and make a selection based on defined criteria such as: the extent to which they meet SP/SMS objectives, produce the appropriate cost reports, user friendliness, can be uploaded or accessed with hospital-based computers, and can be easily adapted to hospitals’ current departmental structures. If possible, the accounting software should be integrated into current hospital information systems.
iii. Assess hospitals’ capacity needs:  Cost accounting systems will require hiring of additional IT personnel for data entry of activities, costs and outputs throughout the hospital. It may also require investments in computer hardware and extra space for the same. CATF can estimate additional human resource and equipment needs through examining the experience of hospitals that have already implemented cost accounting systems such as in the State of Sao Paulo. 
iv. Develop and implement and engagement strategy and training program:  Experience has shown the importance of securing buy-in and the support of staff across hospital departments (finance, clinical, IT) at an early stage. Personnel responsible for data entry, analysis and report preparation will require training. In most cases, training will be required for managers to understand and interpret cost data.  
v. Implement the building blocks and procedures for measuring outputs and costs in a subset of hospitals: We recommend a phased approach in which cost accounting systems are first introduced in a sample of pilot hospitals. Examples include defining and classifying cost centers and corresponding services and outputs; identifying and valuing fixed assets including equipment; establishing a standardized system for coding procedures and service; implementing mechanisms to track resource consumption (e.g., staff time, medications) for each service; designing and formatting cost reports. SMS/SP can consider a stepping-in strategy in which the above-mentioned building blocks and procedures are established in a subset of hospital departments and later expanded to all departments.
vi. Upload building blocks and procedures into software and run pre-tests: The software comes with manuals to facilitate the uploading process. 
vii. Develop and implement a monitoring system: This can consist of audits to validate the data as well as focus groups with implementing personnel to identify best practices and lessons learned. 
viii. Scale-up: Based on the pilot and allowing for lesson learned, adjust and implement the cost accounting systems in the remaining SP/SMS hospitals.
[bookmark: _Toc167361075]Interventions and Pathways to Support Optimizing Pharmaceutical and Materials Management Systems
Subcomponente 2.1. Apoyo a la mejora de la calidad de los servicios e impulso a la innovación;
Actividad: Sistemas de apoyo logístico intrahospitalario integrado a los sistemas clínicos en los 12 hospitales.
Objective: To improve the efficiency and effectiveness of practices and processes to ensure that drugs and medical materials are available when needed, at the right quantity and quality, and at the lowest possible cost.  
This activity will support investments in consultancy services, training and software for the following interlocking tasks:  
· Conduct an in-depth assessment of pharmaceutical and medical materials management (PMMM) for hospitals.
· Based on the assessment results, develop and implement strategic and operation plans to address challenges and performance gaps.
· Develop and implement a performance measurement and monitoring system for PMMM.
· Evaluate, select and implement one or more leading technologies to optimize PMMM processes.
In-depth Assessment: The rapid diagnostic showed that the PMMM system suffers a number of challenges resulting in stock outs, shortages and delays in deliveries. However, determining the nature of challenges requires a deeper assessment of current functions and performance regarding all major PMMM components: planning, purchasing, inventory control, warehousing/storage, transport/distribution/restocking, information systems, and product dispensing and use. This assessment can consist of several methodologies: (i) review existing policies, procedures, and protocols related to drug and material logistics; (ii) mapping of key processes; (ii) quantitative analysis of data on purchasing costs, inventory levels, stock outs, shortages and loss; (iv) qualitative analysis of interviews and focus groups with staff to identify challenges with PMMM processes and procedures;  (v) direct observation and walkthroughs to examine on-the-ground inventory, distribution and dispensing practices to detect bottlenecks and other inefficiencies; and (vi) benchmarking the assessment results against best practices observed in Brazil and globally.
Implementation of strategic and operational plans: A strategic plan is a broad statement of mission, vision, general objectives, timelines, strategies, priorities, leadership roles and contingencies. It defines the general direction of proposed changes or reforms to address the shortcomings and performance gaps identified in the assessment. The strategic plan is complemented by more detailed operational plans that stipulate the how of implementation, including the steps, sequencing, roles and resources to address specific but high priority challenges over the next 12 months. Operational plans can be both system-wide and hospital-based.  Implementation will require intense communication with relevant staff as well as training in any new processes. Given recent and successful experience of a number of hospitals in the PROADI project, SMS can consider using the LEAN approach and corresponding technical tools such as Kanban and 5Ss to implement the operational plans and get employees engaged in improving work processes.[footnoteRef:12] [12:  The LEAN approach can also be used to support PMMM assessment at the hospital level.] 

Measurement and monitoring system:  Establishing robust performance measurement and monitoring are critical to sustained improvement of PMMM systems. Broadly, performance monitoring focusses on efficiency and effectiveness of PMMM functions and results. No single indicator can capture or track how all aspects of PMMM performance.  More specifically, global experience demonstrates that PMMM performance is measured along four dimensions: quality, timeliness, financial and productivity. Indicators for each dimension are developed and applied to key functions or components of PMMM. The table below provides examples of indicators by dimension and function.[footnoteRef:13] Performance can also be benchmarked by comparing actual results to targets and to national and global standards. [13:  For a complete list of indicators, see Aronovich, Dana, Marie Tien, Ethan Collins, Adriano Sommerlatte, and Linda Allain. 2010. “Measuring Supply Chain Performance: Guide to Key Performance Indicators for Public Health Managers.” Arlington, Va.: USAID | DELIVER PROJECT, Task Order 1] 

	Function
	Quality
	Timeliness
	Financial
	Productivity

	Purchasing/procurement
	Forecast accuracy
	Requisition turnaround time
	Procurement costs/supply expenses
	% if purchase orders issued as emergency orders

	Inventory
	Stock out rate
	Order turnaround time
	Value of expired stock
	Inventory turnover rate

	Warehousing storage
	Inventory accuracy rate
	Put-away time
	Total warehousing costs
	Storage space utilization

	Distribution/transport
	% on time arrivals
	Average delivery time
	Transportation costs
	Vehicle use



Leading technologies in PMMM: Advanced digital materials management systems have become common in PMMM systems in Brazil and elsewhere. However, there have also been problems related to purchasing “state-of-art” systems that exceed functional needs and staffing capacities, and do not necessarily solve problems or improve performance. In some cases, underlying processes are too informal or not significantly standardized to support automated and computerized systems. 
The aforementioned assessment should also examine the current situation of digital information systems used in PMMM in the SMS and hospitals, and identify any function or challenge that would benefit from upgrading or changing current systems. Meanwhile, SMS leaders should explore and observe digital and other technologies implemented in private and public hospitals in Brazil to determine their feasibility and appropriateness given the recognized PMMM challenges. (Some systems may be available in the public domain and therefore free of charge).  These can include: (i) barcoding and tracking systems to monitor inventory movement, identify stock levels, and prevent theft or loss;  (ii) First-expired, First-Out (FEFO) Systems to enable proper stock rotation and prevent expired drugs and supplies; (iii) single dose dispensing systems to prevent theft and waste; (iv) two-bin replenishment systems to minimize stock outs; (v) Just-in-time inventory management to minimize excess stock; and (vi) ABC inventory management that classifies inventory based on cost and usage (A= high cost/usage, B=medium, C=low) and focuses on managing high-value (A) items more closely.
[bookmark: _Toc167361076]Interventions and Pathways to Support the Strengthening of Hospital Performance Management and Monitoring
Subcomponente 2.2. Instrumentos para ampliar las capacidades institucionales de la SMS 
Actividad: Servicios especializados para: (i) apoyar la definición de indicadores y estándares de calidad, producción y eficiencia de los hospitales; y (ii) fortalecer el sistema para seguimiento del panel de indicadores hospitalarios;
Objective: Strengthen the SMS/SP’s system of hospital performance monitoring through improving processes related to indicator selection, data analytics, target setting, benchmarking and feedback.
This activity will finance consultancy services, training and software to implement a balanced scorecard (BSC) approach to hospital performance monitoring and management systems. The current system routinely collects data on a large number of indicators, resulting in the production of reports and dashboards on the same, which will be important building blocks for developing balanced score cards to drive effective and continuous performance improvement. 
A balance scorecard (BSC) is a monitoring and management tool that will build upon and enhance the current monitoring system by coupling SMS/SP strategies for hospital performance improvement with a strategic measurement and management system. The tool combines measurement, communication, feedback and strategic management (of improvement actions). BSC is a flexible instrument that can be adjusted to specific hospital starting points and contexts. Scorecards also can be adapted for use at the SMS, hospital and departmental levels. 
A balanced scorecard involves selecting, analyzing, benchmarking and setting targets for defined sets of indicators related to the accomplishment of strategies such as improving quality, raising efficiency, reducing costs, enhancing patient satisfaction, etc. Indicators should be easy to understand, quantitative, measureable, portray a realistic picture of the process or outcome that they are trying capture, and can be easily updated.
Considerable literature exists on the benefits and impacts of BSC in terms of monitoring and raising hospital performance.[footnoteRef:14] While global experience regarding the implementation and use of balanced scorecards in hospitals varies, most hospitals apply the tool in a number of strategic areas such as quality and patient safety, efficiency, productivity, financial position, patient satisfaction, and employee perspective. The approach is considered “balanced” because it distributes indicators across each of these strategic categories and therefore measures performance across multiple dimensions of hospital operations. [14:  For a recent review of the literature, see Amer, et al., 2022.] 

A central component of BSC is the selection of a subset of ”leading” or key performance indicators (KPIs) that are critical for achieving success under each of the strategic categories. The BSC approach emphasizes precise measurement, validation and analysis of these indicators and the use of the indicators to set targets and benchmark hospitals.  Another essential component of the BSC approach is communication and feedback. It is the means for “organizational integration” by linking departmental staff, hospital managers and SMS managers into an aligned process of meeting strategic objectives and shared responsibility for performance. Active engagement with and feedback to directors, department heads and staff enables understanding and translating of results into concrete improvement actions. 
Global experience on the implementation of BSC in hospitals suggests the following stages:
i. Readiness Assessment including the definition of clear strategies and objectives, review of current monitoring systems, and identification of resources needed for BSC design and implementation.
ii. Planning: This entails formation of an implementation team including point persons in each hospital, and development of implementation plan.  It is critical that all participants and stakeholders understand the BSC and their roles. This stage should also comprise the development of formalized processes and assigning of responsibilities for continuous communication and feedback. 
iii. Technical Design: The major activity of this stage is the selection and agreement of “strategic categories” (e.g., quality, efficiency, patient satisfaction), and corresponding indicators, targets and benchmarks. BSC dashboards are then constructed, which can vary by levels (e.g., SMS view, hospital view, departmental view), but contain similar indicators. BSC should show previous performance, current performance, targets and comparators from other hospitals (benchmarks). While BSC software is available on the market, the SMS can consider adjusting available dashboard software through an ongoing contract (Liberty Health, Brazil). 
iv. Training: This stage involves the training of staff responsible for implementation and use of BSC on the BSC framework, the importance of accurate data entry, interpretation of indicators, and how their role contributes to hospital and system goals.
v. Implementation: It is worth repeating that accurate measurement and setting formalized process of communication, feedback and follow-up improvement actions are critical to successful BSC implementation.
vi. Ongoing Review and Adjustment: The BSC should be regularly assessed to determine its effectiveness as well as make adjustments to indicators and targets based on implementation experience
[bookmark: _Toc167361077]Investments to Support Implementation of Clinical Practice Guidelines

Subcomponente 2.1. Apoyo a la mejora de la calidad de los servicios e impulso a la innovación
Actividad: Capacitaciones en protocolos clínicos y directrices terapéuticas

Subcomponente 2.2. Instrumentos para ampliar las capacidades institucionales de la SMS
Actividad: servicios especializados para apoyar la elaboración de las guías clínicas

Objective: In light of substantial heterogeneity in the availability and uptake of CPGs in SMS/SP hospitals, the objective of this activity is to improve the adaptation, dissemination and adherence to clinical practice guidelines (CPGs) by hospital clinical teams.
In partnership with cross-hospital clinical teams (nurses and specialists) and SMS clinical leaders, and in close coordination with the federal MOH, these subcomponents will finance consultancy services and training to develop and implement a strategy consisting of the following stages:
i. Assessment of the quality, content and relevance (to SMS/SP hospitals) of available CPGs. The assessment should focus on the coherence between available evidence and recommendations, applicability to SMS/SP hospitals, acceptability to clinical teams, and whether CPTS are up-to-date. 
ii. Identification, reformulation and updating of CPGs: Based on the assessment results, this activity will identify a subset of CPGs (for high volume conditions) that will be disseminated to the hospitals during a pilot phase. Some of CPGs may require adaptation to clinical realities of SMS/SP hospitals while others may need updating. Complementary activities include configuring the CPGs in a user-friendly format and facilitating web-based access. It would be important to selection an interdisciplinary team from the hospitals to spearhead and accompany the entire preparation and implementation effort.
iii. Preparation of dissemination and educational outreach strategy and timeline: This stage should build on strategies already developed by the MOH, but tailored to local conditions and capacities. It can consist of surveys and focus groups with clinical teams to understand possible constraints to CPG uptake. Other complementary activities include the preparation of motivational strategies as well as training methods and materials, including interactive, virtual and group training approaches. 
iv. Development of monitoring and feedback systems: This can involve the design of review and audit systems to provide information to SMS leaders and clinical teams on CPG implementation and adherence. The systems should enable them to judge the benefits of CPG adherence as well to assess issues emerging in application of the same. 
v. Implementation of pilot program involving application of a subset of CPGs with corresponding monitoring and feedback system: This will involve the implementation of the aforementioned dissemination and educational strategies. It is critical to create a supportive environment and mechanisms to share information. This can be achieved by creating a collaborative learning environment through formalized learning exchanges in which clinical teams from multiple hospitals participate. In these learning exchanges, participants and share knowledge, practices and lessons learned. 
vi. Assessment of progress and problems:  This will entail the collection of quantitative data on adherence, patient outcomes and benefits related to the use of CPGS. Qualitative information can be collected in the proposed learning exchanges, which can serve as a forum for feedback to collect suggestions to adjust CPGs as well as dissemination, educational and other strategies.
vii. Scale-up: Based on the pilot assessment and allowing for lesson learned, this activity will prepare and implement a strategy to develop, adjust and expand the number of CPGs disseminated and applied in the SP/SMS hospitals.
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Guía de Preguntas Sobre la Gestión de los hospitales municipales de Sao Paulo
(versión 1)

Objetivo general: Identificar la problemática y las oportunidades en los 13 hospitales municipales que beneficiarán de inversiones del nuevo proyecto del BID. Esta guía focaliza en la gestión interna y el rol del hospital dentro de la red de servicios. Este guía de preguntas se divide en cuatro partes: (i) la toma de decisiones; (ii) gestión (interna) no clínica; (iii) gestión (interna) clínica; y (iv) el rol de los hospitales dentro de la red (los hospitales del tercer nivel y las unidades de atención primaria) y las relaciones formales con la misma.

1. Autoridades en La Toma de Decisiones
Objetivo: (i) Entender el grado de autoridad y las limitaciones en la gestión hospitalaria que tienen los directores hospitalarios en la toma de decisiones bajo el régimen actual de administración directa; y (ii) averiguar si hay interés en modificar aspectos del régimen de Administración Directa.
Nota: Es importante averiguar si ha habido cambios en el régimen de administración directa en los últimos 15 años. Antes, casi todas las decisiones sobre nombramientos de directores, gestión de R.H., gestión financiaría/presupuestaria, adquisiciones de insumos, inversiones, etc. fueron tomados al nivel central (la Secretaria Municipal de Salud). 
Preguntas generales:  
¿A qué nivel se toma decisiones (o se tiene los derechos a tomar decisiones) sobre aspectos claves de gestión hospitalaria? ¿Cuáles decisiones se toman al nivel hospitalaria que cuáles al nivel central?
¿Si el régimen de Adm. Directa todavía es muy centralizada y limitante en términos de la gestión hospitalaria, hay elementos que las autoridades municipales son dispuestos a modificar en un piloto?
 Preguntas específicas:
¿Algunos de los hospitales tienen un concejo de gobernanza (Board)? (Al ser positivo, favor de elaborar sobre sus autoridades con respecto al nivel central). 
¿Hasta qué grado los hospitales pueden tomar decisiones sobre los siguientes aspectos de gestión hospitalaria?
Aspecto laborales
· Reclutar y nombrar de directores hospitalarios, incluyendo determinar los criterios de elegibilidad
· Establecer los criterios de elegibilidad, reclutar, nombrar y demitir de personal clínico y no-clínico del hospital
· Desarrollar sus propios esquemas de evaluación de personal
· Establecer incentivos monetarios y no monetarios para mejorar del desempeño del personal
· Determinar los salarios del personal 
· Crear y suprimir las posiciones/vacancias en los hospitales 
· Crear nuevas descripciones de posiciones
Aspectos financieros/presupuestarios
· Formular el presupuesto anual recurrente del hospitalario 
· Formular el presupuesto o plan de inversiones
· Retener y gastar ingresos recibidos por la venta de servicios a usuarios o beneficiarios de planes privados de seguro. (al ser positivo) Fijar los precios de los servicios que se venden?
· Adquirir préstamos o arreglar inversiones en el hospital del sector privado
Prestación de servicios
· Determinar oferta y mixto de servicios clínicos (e.d., crear nuevos servicios y/o eliminar servicios actuales)
· Definir sus metas de desempeño y mejoramiento. ¿Quién establece las metas? ¿El hospital? ¿La Secretaria de Salud? 
· Diseñar su propio sistema o protocolos de referencia con otros hospitales y/o a red de unidades de atención primaria
Adquisiciones de insumos
· Compra de medicamentos
· Compra de otros insumos médicos
· Compra de insumos no-médicos
· Compra de instrumentos y equipos pequeños
Otros aspectos operativos
· Seleccionar, negociar y firmar contractos con proveedores de servicios clínicos (e.d., laboratorio, rayos X, etc.) y no clínicos (e.d., seguridad, cocina, lavandería etc.)



2. 
La Gestión General (No-Clínica)
Objetivos: (i) identificar las prácticas de gestión no-clínicas aplicadas en los hospitales; (ii) identificar áreas problemáticas en la gestión que pueden ser el sujeto de una inversión para su mejoramiento durante la ejecución del proyecto. 
La gestión estratégica
· ¿Cada hospital tiene una declaración de misión? 
· ¿Cada hospital tiene metas documentadas sobre lo que el hospital debe lograr a corto y largo plazo? ¿Las metas son cuantificadas?
· ¿Tiene cada hospital un plan estratégico para lograr las metas, incluyendo la asignación de responsabilidades para la implementación del plan? ¿Tiene cada hospital un plan anual operativo vinculado al plan estratégico?
· ¿Hay un sistema de monitoreo de la ejecución de los planes estratégicos por parte del hospital y la Secretaria de Salud? ¿Al ser así, cómo funciona? ¿Cómo se mide la ejecución?
· ¿Qué porcentaje de los directores son titulados al nivel universitario en gestión/liderazgo?
La gestión financiera y de gastos
· ¿Cómo la Secretaria traspasa recursos financieros a los hospitales? ¿Presupuesto tradicional? ¿Cómo se construye el presupuesto – a través de renglones de gasto?
· ¿Qué porcentaje de los gastos vienen de fuentes (ventas de servicios, contractos con aseguradores privados, etc.) fuera del presupuesto de la Secretaria de Salud? 
· ¿Hay un sistema en que parte del financiamiento de los hospitales está vinculado al desempeño? ¿Cómo funciona?
· ¿Los hospitales calculan los costos unitarios de sus servicios (por ex., costo/consulta externa, costo/examen de laboratorio, costo/día-cama, costo/cirugía, etc.)? ¿Se han instalado sistemas de contabilidad de costos estandarizados en los hospitales? ¿Al ser así, se usan para formular los presupuestos hospitalarios?
· ¿Ha habido casos en que los hospitales gastan más de lo presupuestado? ¿Al ser así, a que se debe?  ¿Cómo se resuelve, o sea, cuales medidas se toman para corregir la situación y prevenir que no suceda otra vez?
La gestión de recursos humanos
· ¿Cuál es el sistema formal de evaluación del personal (performance review) en los hospitales? ¿Qué información se usa para la evaluación?
· ¿Los hospitales tienen un sistema de incentivos (monetario o no monetario) para premiar el personal de alto desempeño?
· ¿Cómo hacen los directores de los hospitales para que los departamentos clínicos y no clínicos se responsabilicen por el desempeño?
· ¿Existe un plan para el desarrollo o mejoramiento de las competencias del personal? Explica el plan y como se funciona.
· ¿Los hospitales tienen problemas con personal que no cumplen con las horas contractadas?
· ¿Cuáles son las medidas que un director puede tomar para hacer frente a personal de baja desempeño?
La gestion de insumos
· ¿Los hospitales utilizan sistemas de dosis única y/o bar coding para registrar, almacenar y distribuir y monitorear el consumo de medicamentos y otros insumos médicos? 
· ¿A veces los hospitales tienen problemas en la disponibilidad (stock-outs) de medicamentos y insumos médicos? ¿A qué se debe?
La gestión informática
· ¿Qué sistemas digitales/MIS tiene los hospitales para colectar y analizar datos sobre la operación y desempeño? ¿Quiénes tienen acceso a los datos? 
· ¿Qué problemas tienen con estos sistemas?
La gestión de desempeño (Monitoreo/evaluación)
· ¿Cómo responsabiliza la Secretaría de Salud a los directores de los hospitales por su desempeño?
· ¿Cuál es el sistema de monitoreo de desempeño de los hospitales? ¿Cómo funciona? 
· ¿Cuáles indicadores se usan? (tales como producción, eficiencia, calidad, satisfacción del paciente, financiamiento/gastos, etc.?)
· ¿Cuáles indicadores los hospitales tienen que reportar a la Secretaria de Salud? ¿Con que frecuencia? ¿Se los entregan a tiempo?
· ¿Qué es el sistema de revisión/verificación de indicadores y feedback o realimentación entre la Secretaria de Salud de los hospitales?
· ¿Qué mecanismos de monitoreo se usa por parte de los gestores hospitalarios? ¿Por parte de la Secretaria de Salud? (Tales como: dashboards, scorecards, checklists, benchmarking)?
· ¿Cómo los gestores hospitalarios comunican con el personal sobre el desempeño del hospital?
· ¿Se ha realizado evaluaciones o analices recientes del desempeño o gestión de los hospitales? ¿Están disponibles?


3. La Gestión Clínica (interna)
La gestión de la atención clínica se define como los esfuerzos por parte de una organización para cambiar, mejorar o coordinar mejor la práctica clínica con el fin de aumentar la calidad de atención, la experiencia del paciente y valor de los servicios prestados a los pacientes. Algunos ejemplos incluyen: acreditación, uso de estándares, las iniciativas para mejor la calidad, y aplicación de prácticas de gestión tales como destrices de práctica, protocolos clínicos, vías críticas, gestión de casos, gestión de enfermedades o condiciones específicas y gestión de la demanda.

Objetivos: (i) identificar las prácticas y programas de gestión clínicas y mejoramiento de la calidad aplicadas en los hospitales; (ii) identificar áreas problemáticas en la gestión clínica y de la calidad que pueden ser el sujeto de una inversión para su mejoramiento durante la ejecución del proyecto. 
Problemática
· ¿En términos generales, que’ son los problemas que se enfrenten los hospitales con respecto a la gestión de la calidad de atención? 
· ¿Cuáles son los impedimentos hacer frente a estos problemas y/o para mejorar la calidad de una manera sistemática y continua?

Acreditación

· ¿Cuántos de los 13 hospitales son acreditados por ONA, ¿Nivel 1, 2 y 3?
· ¿Para los hospitales no acreditados, la Secretaria o los hospitales mismos tienen planes para lograr la acreditación? ¿Para cuándo?
· ¿Para los hospitales no acreditados, cuantos aplican estándares de calidad?
· ¿Para los hospitales que aplican estándares de calidad, llevan a cabo el monitoreo para el cumplimiento de los estándares?

Prácticas de gestión clínica

· ¿Cuáles son las prácticas de gestión de atención clínica que aplican de una manera regular y continua en los hospitales? 
  
· Guías de práctica (descripciones o declaraciones que guían el tratamiento recomendado basado en la literatura y la revisión científica)
· Protocolos estandarizados (serie de pasos proscritos para tratar una afección en particular basada en indicadores clínicos)
· Vías criticas (flujo de pacientes adentro del hospital): procesos estandarizados para ingresar pacientes, transferir los entre departamentos, darlos de alta, etc. (por ej., gestión de camas en la UCI y las salas; etc. )?
· Manejo de casos (programas para manejar pacientes individuales con condiciones de alto riesgo o alto costo, p. ej. accidentes automovilísticos o cáncer)
· Manejo del Estado de Enfermedad (programas para manejar la atención de poblaciones con enfermedades o condiciones particulares, por ejemplo, diabetes, asma, hipertensión)
· Gestión de fichas médicas: (programas para digitalizar las fichas medicas) 
· Gestión de la demanda (programas para apoyar a los pacientes individuales en el autocuidado y el bienestar)
· Otras (especifique):

Iniciativas de mejorar la calidad y/o eficiencia de servicios clínicos 

· ¿Cuantos hospitales tienen un profesional (de tiempo completo) o un equipe responsable para medir y mejorar la calidad de atención?
· Existen programas formales de mejoramiento de la calidad al nivel municipal o al nivel de hospitales individuales tales como Lean, Total Quality Management, (TQM), Quality Assurance (QA), ISO, 5W2H, etc.?  ¿Cuantos hospitales participan en cuales programas?
· ¿Existen programas al nivel municipal o al nivel de hospitales individuales para mejor el flujo de pacientes dentro del hospital para reducir tiempos de espera, reducir días estadía, optimizar el uso de camas, acelerar el proceso de dar altas hospitalarias, aumentar el tiempo de turnover en el quirófano, etc.? ¿Cuántos hospitales participan en cuales iniciativas?
· ¿Existen programas al nivel municipal o al nivel de hospitales individuales para medir y reducir la tasa de infecciones hospitalarios, errores clínicos, eventos adversos? Explica.
· ¿Existen programas para medir y analizar la satisfacción del paciente? ¿Cuántos hospitales la miden? ¿Con que frecuencia? 














4. El Rol del Hospital Dentro de la Red de Servicios de Salud
(La gestión de una red integrada)

Un tema que va adquiriendo mayor relevancia en la agenda política a nivel mundial y en Brasil es cómo coordinar o integrar la atención en los diferentes niveles del sistema de salud para reducir la fragmentación, mejorar la eficiencia de la prestación de servicios y elevar la calidad de la atención y los resultados de salud. La atención integrada o coordinada se define como "la organización deliberada de las actividades de atención al paciente entre dos o más proveedores (como hospitales, unidades de atención primaria, unidades de diagnóstico, etc.) involucrados en la atención de un paciente para facilitar la prestación adecuada de servicios de atención médica" (McDonald et al., 2007:5). Más concretamente, en el caso de los hospitales, los formuladores de políticas buscan una mejor integración vertical de los hospitales dentro de la red sanitaria (y más allá del sistema referencia). La integración vertical se refiere a las formas y medios en los que se coordina sistemáticamente la atención, incluida la comunicación y el aprendizaje, entre los hospitales y otros proveedores que trabajan en diferentes niveles (como los centros de atención primaria, las unidades diagnósticas, centros especializados ambulatorias, los centros de rehabilitación, etc.) para proporcionar una atención adecuada, oportuna y de alta calidad.

Objetivos: (i) comprender en qué medida los hospitales municipales se comunican, coordinan y se vinculan verticalmente tanto con las instalaciones de nivel superior, (los hospitales de nivel terciario) como con las unidades de nivel inferior (centros de salud de familia, las unidades de atención básica, centros de diagnóstico, las unidades de atención de urgencia y los centros de rehabilitación, etc.); y (ii) identificar oportunidades de inversión para mejorar la integración vertical de los hospitales municipales en la red más amplia de atención.

El sistema de referencia y contra-referencia
· ¿Cómo funciona el sistema de referencia y contra-referencia entre los hospitales municipales y los hospitales del tercer o del cuatro nivel? ¿Entre los hospitales municipales y las unidades de salud de familia o atención básica? ¿Es un sistema normativo?
· ¿Se requieren una referencia oficial de una unidad primaria/salud de la familia para asesar un hospital municipal para atención no urgente? 
· ¿Los hospitales dan seguimiento con los pacientes egresados (dados de alta) en coordinación con proveedores de atención básica o salud de la familia)?
· ¿Hasta qué punto la implementación del sistema es monitoreada o revisada? 
· ¿La Secretaria de Salud tiene personal asignado para apoyar, supervisar y monitorear la aplicación del sistema de referencia y contra-referencia?
· ¿El personal de los hospitales y otras unidades de la red ha sido capacitado en el sistema de referencia y contra-referencia? ¿Con que frecuencia se realiza esta capacitación?
· ¿Cuáles son los problemas más observados en la aplicación del sistema de referencia y contra-referencia? ¿Ha habido iniciativas para mejorarlo? 

Problemática de comunicación y coordinación en la red
· ¿Existe congestión de los pacientes en la consulta externa y emergencia de los hospitales municipales? ¿A qué se debe?
· ¿En términos generales, que’ son los problemas que se enfrenten los hospitales municipales con respecto a la comunicación o coordinación de atención con hospitales del tercer nivel de atención? 
· ¿En términos generales, que’ son los problemas que se enfrenten los hospitales municipales con respecto a la comunicación o coordinación de atención con las unidades ambulatorias del primer nivel? 
· ¿Cuáles son los impedimentos hacer frente los problemas de coordinador o integrar la atención entre los hospitales municipales y las unidades de otros niveles?

Políticas
· ¿Existen políticas, planes y/o estrategias al nivel municipal (fuera del sistema de referencia) para apoyar la integración vertical de hospitales con otros niveles de atención?
· ¿Existen estándares, normas o reglamentos al nivel municipal (fuera del sistema de referencia) para apoyar la integración vertical de los hospitales con otros niveles de atención?
· ¿Existe un sistema de financiamiento o incentivos para apoyar la integración vertical de atención? 
· ¿La integración vertical es parte de la agenda (futura) de políticas de la Secretaria de Salud?

Mecanismos, herramientas o técnicas que apoyan la gestión integrada de atención. (especifique que se existen y hasta qué punto se implementan)

· ¿Vías operativas de atención integrada (integrated care pathways) para la gestión el flujo de pacientes a través de la red (pasos para tratar pacientes en múltiples unidades incluyendo para las transferencias entre unidades)?
· ¿Guías clínicas o protocolos para condiciones específicas (tales como condiciones crónicas) en que se especifiquen las responsabilidades y coordinación de atención entre diferentes niveles de atención para tratar y dar continuidad de atención a las mismas?
· ¿Programa de punto único de entrada a la red (gatekeeper)?
· ¿Equipos multidisciplinarios formales (entre los hospitales y proveedores de otros niveles) para coordinar la atención?
· ¿Fichas medicas electrónicas (o manuales) que se puede asesar o compartir todas los hospitales y unidades de la red (e. d., hospitales de tercer y secundo nivel, unidades básicas de salud o de salud de familia, etc.? ¿Al ser negativa, como se comparte información médica de los pacientes entre diferentes niveles o unidades?
· ¿Registros de pacientes con enfermedades crónicas que todos los hospitales y unidades de la red pueden asesar?
· ¿Programas de capacitación focalizando en la integración de atención en los cuales se juntan el personal de diferentes niveles de atención?
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