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Dioselina is a 54-year-old divorcée who has no children and
lives alone in a large city. She has been unemployed for a
year and just started receiving welfare six months ago. As for
her health, she has long-term obesity, chronic obstructive
pulmonary disease, and diabetes. In recent months, she
began to develop foot ulcers because her blood sugar was
not being monitored properly, which is attributable in part
to difficulty accessing healthcare services and getting
medications and lab tests. If she does not receive rapid
treatment and more specialized care for the ulcers, they
could worsen and require hospitalization.
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@ INTRODUCTION

A growing number of people who seek health
care have stories like Dioselina’s. Healthcare sys-
tems in Latin America and the Caribbean (LAC)
face significant health challenges affec-

ting all age groups, which cause premature
death and take a heavy social and economic
toll. The main challenges are tied to five factors.
The first is the persistence of three major areas
of health risks for individuals and populations,
which are: (1) habits associated with the rise in
chronic diseases, like physical inactivity, un-
healthy diet, alcohol use, and tobacco use; (2)
accidents and violence, which lead to disability
and premature death; and (3) environmen-

tal risks, like environmental pollution, climate
change, lack of clean water, and indoor air pollu-
tion. The second factor is accelerated population
aging, which goes hand in hand with multi-mor-
bidity and dependence on long-term care. Third
is the growing prevalence of chronic non-co-
mmunicable diseases and cancer. The fourth
factor is the persistence of non-communicable
infectious diseases and sexual and reproductive
health problems. The final factor is mental health
problems like depression and dementia, which,
along with disabilities, are still not effectively
addressed by health and social services (Rivera
et al., 2018). The population also faces health-
care service access barriers, which are tied to a
lack of financial protection, inequality, and the
poor quality of the services themselves.

Currently, the core commitment of the interna-
tional health policy agenda is to achieve uni-
versal health coverage (UHC), defined as the
desired outcome of the health system that is
achieved when any person who needs health
care (promotion, prevention, treatment, reha-
bilitation, and palliative services) receives it,
without financial hardship (World Health Orga-
nization, 2014). In the same vein, the pledges in
the October 2018 Declaration of Astana (WHO/
UNICEF, 2018) reaffirmed the principles of the
1978 Declaration of Alma-Ata, which laid the
foundation for the primary health care (PHC)
model and proposed a comprehensive approach
to providing healthcare that takes into account
determinants of health and inter-sectoral
participation.

10 e Health Networks in Action

Taking cues from the Declaration of Astana,
nations have renewed their political commitment
to transforming isolated healthcare services into
people-centered services. The PHC approach
lays the groundwork for achieving this. Once the
pledges in the declaration are fulfilled, a person
like Dioselina can be certain she will receive care
that meet the essential attributes of PHC. When
all attributes are present, people receive very
accessible services that meet most of their
healthcare needs, continue throughout their life-
time (“from the cradle to the grave”), and are or-
ganized into an integrated provider network that
promotes care with continuity and coordination
between the health system’s different provi-
ders and levels of complexity (Starfield, 1998).
Achieving these attributes means that health-
care services have properly Integrated Health
Service Delivery Networks (IHSDN) that, ideally,
are expanded to include long-term care services
tied to a social or well-being component. This
approach has the potential to positively impact
people’s health and make care more efficient.
Since it reduces demand for emergency ser-
vices and prevents hospitalizations, it can lower
healthcare costs.

Creating care networks has been a common
thread running through LAC health policy agen-
das. Countries have designed and implemented
different network experiences, which are chiefly
based on the Integrated Health Service Deli-
very Networks (IHSDN) model created by the
Pan American Health Organization in 2010 (Pan
American Health Organization, 2010b). But in
terms of actually putting the IHSDN model in ac-
tion, there is a wide range of interpretations and
experiences, with designs, scales, organizational
methods, and maturity levels that vary within
and between countries.

And from a patient standpoint, typical care for
people like Dioselina falls far short of the attri-
butes of network-embedded, patient-centered
care. From 2012 to 2014, the Inter-American
Development Bank conducted a study on public
health care users’ perceptions of the quality of
PHC. It compared six LAC countries (Mexico,
Colombia, Brazil, Panama, El Salvador, and
Jamaica) with 11 high-income countries that are



part of the Organization for Economic Cooper-
ation and Development (OECD) (Guanais et al.,
2018). The study’s results reveal major li-
mitations for PHC users in LAC, in contrast to
the experience of users in OECD countries:

9 In LAC, people have less access to PHC
services and face greater organizational
and financial barriers than people in OECD
countries.

9 LAC does not compare well to OECD
countries in terms of the variables measu-
ring PHC experiences: a lower percentage
of people in LAC report quality PHC, have
access to health centers with patient-cen-
tered attributes, and consider that their
doctors spend enough time on their case
and give explanations that are easy to
understand.

9 LAC countries have fewer structures in
place for prevention activities and basic
routine testing than OECD countries. In
this vein, a low percentage of users had
health checkup or follow-up appoint-
ments, received reminders for a preventive
appointment, or had their blood pressure
or cholesterol levels measured in the past
year.

The study also found that the public believes
there to be major organizational and economic
barriers hindering PHC, and that services are still
not built on a patient-centered, “medical home”
approach (Pérez-Cuevas et al., 2017). It also
shows evidence of continuity of care problems
that can get in the way of the formation of
long-term relationships between physicians and
patients, as well as issues related to coordination
and incentives for integrating different service
levels and professionals (Macinko, Guanais,
Mullachery, & Jiménez, 2016).

These findings prove the need to continue
analyzing the way in which health services pro-
vide care and where they stand in relation to the
basic attributes of primary care and of integra-
ted networks. A review of the literature shows
few studies on how IHSDN are organized and
funded in LAC, with the exception of Brazil (IDB,
2013; Kruk, Porignon, Rockers, & Van Lerber-
ghe, 2010; Macinko, Starfield, & Erinosho, 2009;
Vazquez, 2015). Most of the available descriptive
information is on health systems in general and
rarely covers characteristics unique to networks
and their development (Instituto Suramerica-

no de Gobierno en Salud, 2015; PAHO, 2010).

Evidence backs the use of coordination and
process improvement mechanisms rather than
organizational and structural changes in order to
facilitate integration (Evans, Baker, Berta, & Jan,
2014). There is still little documentation on how
interfaces and connections between the primary
level of care and PHC have been developed, or
on the indispensable mechanisms for strengthe-
ning those connections and for reaching agree-
ments that allow the PHC approach to take hold
on a local level (Hone, Macinko, & Millett, 2018;
Nolte & Pichford, 2014). This sort of assessment
is hindered by the absence of a standardized
analytical framework and of tools for describing
IHSDNs in order to measure the “independent
variables” that comprise them.

As investments in IHSDN intensify (Watkins et
al, 2018), it is crucial to pay attention to how the
networks have been implemented in LAC and
identify areas of improvement in order to alloca-
te resources to effectively strengthen PHC.

This book shares evidence of the progress made
in forming and launching IHSDN in Latin America
based on four case studies conducted in
Argentina, Brazil, Colombia, and Mexico. It pro-
vides detailed information on how these four
countries have run their IHSDN and the challen-
ges they have faced. The results of these prac-
tical experiences—which were found by syste-
matically applying an instrument that collects
regional information on the context and features
of the IHSDNs’ governance, funding, care mo-
dels, and management models— answer three
questions:

1. What are the characteristics of IHSDN in
Latin America?

2. What lessons and recommendations can
be drawn from how IHSDN have been de-
signed and implemented in Latin America?

3. What will it take to consolidate the IHSDN
model in Latin America?

Health Networks in Action e 11



The answers to these questions shed light on
how prepared IHSDN in this region are to pro-
vide patient-centered care and where to focus
efforts for improvement.

This book presents the results of the four case
studies and, as an example, uses the story of
Dioselina, who in order to receive health care
has to continually overcome the obstacles and
difficulties that arise when using health services
that are not patient-centered.

Chapter 1 presents evidence for the effective-
ness of PHC for tackling the healthcare challen-
ges in today’s Latin America. The chapter lays
out the theory behind IHSDN and argues that
they are the operational expression needed in
order to achieve the objectives of PHC. It also
explains the key dimensions (context, govern-
ment, funding, management model, care mo-
del) that define a network from an operational
standpoint, as well as how these dimensions are
critical for building a network that can improve
the care pathway for people like Dioselina.

Chapter 2 presents the method used to study
the IHSDN in the four countries. The research
was done in several phases: preparation, field-
work using a multi-method approach, data
analysis, and integration of the findings of the
individual case studies on each network. The
chapter also delves into the advantages and
drawbacks of the methodology used.

Chapter 3 describes the context of the IHSDN,
covering different aspects like the type of health
system they are part of. It gives an in-depth
description of how the networks in this study
operate and are structured, as well as how their
services are organized. It also describes the
IHSDNSs’ public coverage and funding models,
their portfolio of services and how their benefits
are accessed, factors that influenced their con-
figuration, the role of the private sector, and the
integration model.

Governance models are understood as “The
exercise of political, economic, and administrati-
ve authority in managing a country’s affairs at all
levels, which comprises the complex mechanisms,
processes, relationships, and institutions through
which citizens and groups articulate their inte-
rests, exercise their rights, fulfill their obligations,
and resolve their differences” (Jimenez Herrero
2016). Capitulo 4 identifies the horizontal
(cooperation) and vertical (hierarchical)

12 <@ Health Networks in Action

mechanisms involved in regulating IHSDN, pre-
senting a picture of the networks’ governance
structures. The chapter also describes the role of
social participation, how interactions with co-
mmunities take place, and the level of intensity
of the relationship between the health sector
and other government sectors. Lastly, the chap-
ter analyzes how IHSDN are held accountable.

Chapter 5 analyzes how financial resources flow
from the central or federal level to the network,
as well as the systems for allocating those funds.
It establishes the importance of funding for
primary care and generally outlines how public
spending is divided between the different levels
of care in countries’ health systems and the way
in which resources are channeled to the IHSDN
in this study. It also describes the interplay
between funding for health care and funding
for care for the community and its social needs.
The analysis of networks’ funding explores

how well aligned the budget and the networks’
objectives or goals are makes a case for basing
budgets on information about the population
and its risks. This chapter also identifies the
mechanisms for consulting about needs in order
to create the budget and analyzes the use of
economic incentives within IHSDN to improve
their performance.

Chapter 6 covers management models, ex-
ploring the key determinants of each IHSDN’s
model. It analyzes leadership and organization
mechanisms, motivation and incentives systems,
and the status of information systems, both
within the networks and in their interaction with
subnational and national levels. It examines how
the networks manage their human resources
from different angles, covering aspects like avai-
lability and training. The chapter also looks at
the status of logistical support systems.

Chapter 7 lays out each IHSDN’s care model.
The main components of its analysis are: (i) how
well the IHSDN’s services align with the charac-
teristics of the population it serves; (ii) a des-
cription of the healthcare model as a function of
the characteristics of the healthcare system to
which the network belongs; (iii) the network’s
portfolio of services and its level of focus on pri-
mary care, and, lastly, (iv) the perspective of the
networks’ directors.



Chapter 8 presents the care providers’ take

on how Dioselina’s experience would actually
unfold in the different countries covered by the
study, tracing the care pathway of a hypothe-
tical patient with diabetes. This perspective is
especially relevant because analyzing the same
experience (providing care to a socially vulne-
rable person with multiple chronic diseases) in
all four networks gives a side-by-side picture of
how networks respond differently to the same
situation based on their characteristics, and
this comparison can then be used to make
recommendations.

To round out the analysis, Chapter 9 covers the
different processes for implementing the IHSDN
model in the context of each country and from
the perspective of the networks’ different par-
ticipants. It describes how IHSDN have been
implemented within each country’s healthcare
policy framework and plans, how networks were
adopted and incorporated by local institutions,
their compatibility with the values of the local
healthcare systems, advantages of and barriers
to adoption of the IHSDN strategy, and an eva-
luation of the networks’ performance based on
the available indicators.

The last section lays out the study’s main con-
clusions and recommendations and identifies
the major challenges for IHSDN going forward.
Chapter 10 summarizes the four experiences,
including recommendations for future actions
to take, with the hope that the evidence found
in this study will help develop and advance PHC
in Latin America as the driver of progress in the
global public health policy agenda. This chapter
ends with a call for healthcare systems to conti-
nue working to ensure universal access to health
services able to meet everyone’s healthcare
needs.
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@ CHAPTER1.

CONCEPTUAL FRAMEWORK
OF THE IHSDN CASE STUDIES

Sergio Minué, Diana Pinto, Miguel Angel Mafiez, Ricardo Pérez-Cuevas and Fabiola Jaramillo

This chapter presents the conceptual framework
for this research. It begins by explaining why

the PHC approach is an effective way to tackle
health challenges in Latin America’s current con-
text, as well as the empirical evidence to su-
pport the approach. The discussion then focuses
on certain theoretical concepts underlying the
network approaches and on how this way of or-
ganizing service delivery achieves the objectives
of PHC. Lastly, this chapter outlines the charac-
teristics of a network from an operational stand-
point and how they impact the course of care
for people like Dioselina when implemented.

1. PHC as the cornerstone
of patient-centered care

The essential attributes of PHC, initially pro-
posed by Starfield (1998), are the foundation
for an effective, sustainable, equitable, and
patient-centered healthcare network that meets
the population’s needs. These attributes are:

Accessibility and first-contact care. Users do
not have to go far to find PHC, and it is their
point of first contact with the health system.
Effective access to PHC is achieved by reducing
geographic, financial, organizational, sociocul-
tural, or gender barriers. Second, PHC should be
able to resolve most of the population’s health
issues. Since it is the point of first contact, it
plays the key role of differentiating patients
whose problems can be addressed at the prima-
ry level from those who need specialized care.

Care centered on people, families, and commu-
nities. PHC conceives of individuals as part of a
family and community. It also provides a con-
tinuum of care that aligns with people’s stage
in life and health needs. PHC services are struc-
tured to facilitate an understanding of the local,
family, and community context. They are able
to maintain good communication between
healthcare professionals and users, fostering
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personalized care that aligns with patients’
needs. PHC teams work within communities,
allowing them to identify and address social
determinants of health using an interdisciplinary
approach. This sets them apart from hospital
care, where the focus is generally on a specific
condition or disease.

Comprehensiveness. Multidisciplinary teams
provide a range of PHC services that can meet
most of the population’s health needs and de-
mands through health promotion activities, early
detection, prevention of diseases and complica-
tions, and treatment for acute and chronic con-
ditions that require ongoing care. PHC resolves
problems and can handle complex health issues,
since a significant portion of PHC services are
for patients with chronic diseases. Comprehen-
sive PHC eliminates unnecessary referrals to
specialists and repeated lab tests, thus lowering
costs.

Longitudinality. PHC provides sustained care,
leading to a better understanding of users’ per-
sonal and family history and social context. Care
becomes more effective because users see PHC
as their regular health service provider, which
allows health professionals to better recognize
specific problems and needs, make accurate di-
agnoses, and provide precise treatments. Longi-
tudinality favors consensuses between users and
providers about treatments, giving patients an
active role in decisions about their own health
and in following recommendations, which leads
to greater adherence to treatment plans and
fewer costly relapses or complications.

Coordination. PHC coordinates service delivery
between the health system’s different levels of
care and with sectors linked to the health sys-
tem to provide personalized care. The purpose is
to connect patients, families, care providers, me-
dical practices, and services to ensure patients
receive proper care for their health problems.



PHC'’s strength depends on all of these attri-
butes, and strong PHC is associated with be-
tter-performing health systems in terms of
health outcomes, equality, consumption of
hospital resources, and cost (Starfield, 1998;
Macinko, Starfield, & Shi, 2003; Starfield, 2005;
Mosquera et al., 2012; Kringos, 2013c; Kringos,
Boerma, Hutchinson, & Saltman, 2015; and Mer-
cer et al., 2015). For this reason, PHC-centered
healthcare models are gaining more and more
traction as a key strategy countries use to fully
fulfill their pledge to provide UHC and meet the
Sustainable Development Goals (Hone et al.,
2018; Pettigrew et al.,, 2015; United Nations-UN,
2015; Rao & Pilot, 2014; WHO, 2010; Commission
on Social Determinants of Health, 2008; WHO,
2008a).

Following the principles of Alma Ata, the de-
velopment of primary care in Latin America has
been associated with improved health out-
comes, decreased inequality, more widespread
coverage, and recognition that healthcare needs
to follow a comprehensive model (Atun et al.,
2015). Despite a long history of PHC guidelines
in the region, in many cases the default is still

a more hospital-oriented model centered on
pathologies rather than people, which poses a
major obstacle to successfully reorienting the
system.

2. IHSDN: the operational expression
of the PHC approach

The concept of network and its
application to health systems

Broadly speaking, networks are ways of orga-
nizing society (whether by the State or society
itself) based on cooperation between auto-
nomous units and intensive use of technolo-

gy (Castells, 2006). Networks are made up of
nodes that are interconnected through com-
munication channels and structured around

a program, or single mission with shared ob-
jectives. A network is considered successful if

it achieves this mission. The nodes should be
flexible, adaptable, and able to configure them-
selves. The structures linked together within the
network all follow the principles of cooperation,
reciprocity, trust, and cohesion (Scott & Hofme-
yer, 2007). Without these principles, networks
become more fragile and will eventually fail.
Thus networks structures do not have an indefi-
nite lifespan; rather, their existence is contingent

on their ability to meet the needs they were
created to satisfy.

The above elements have been present in the
network organizational models of health organi-
zations over the last century, models which be-
gan to take root and spread in earnest starting
in the 1990s. For example, Shortell (1994b) de-
fined integrated health organizations as “service
networks that offer coordinated care through a
continuum of benefits to a specific population”.
In 2009, the Pan American Health Organiza-
tion (PAHO) passed Resolution CD49R22 on
Integrated Health Service Delivery Networks
(IHSDN), with the aim of contributing to the
development of PHC-based systems. The reso-
lution defines IHSDN as “a network of organiza-
tions that provides, or makes arrangements to
provide, equitable, comprehensive and integrat-
ed health services to a defined population and
that is willing to be held accountable for its cli-
nical and economic outcomes and for the health
status of the population it serves”.

The definition of IHSDN is broad enough to
include both networks that provide services
and those that “make arrangements to provide”
services. So if a specific service is lacking (for
example, a hospital in remote areas), an IHSDN
should take the necessary local steps to provide
the service the area needs. It might, for instance,
use mobile equipment or telemedicine, or send
specialists to remote places (Jaramillo, 2016).
This is especially important given that fragmen-
tation (lack of coordination between care levels,
models, and centers) and segmentation (the
coexistence of multiple healthcare subsystems
with different funding sources) are common fea-
tures of the health systems in most LAC coun-
tries. System fragmentation and segmentation
has multiple consequences: difficulties in acce-
ssing services, care that lacks continuity, dupli-
cated services, inefficient use of services, and
poor technical quality, the cumulative effect

of which is higher costs, greater out-of-pocket
spending, and lower user satisfaction.

PAHO’s IHSDN model was a major step forward
for the Americas as part of the global strategy
to renew primary health care, and in recent de-
cades LAC countries have designed and imple-
mented different IHSDN experiences based on
this model. The PAHO IHSDN model itself admits
that it is impossible to prescribe a single organi-
zational model for integrated networks because
of the wide variety of contexts. The objective
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of any integrated network model should be

to achieve a design that meets each system’s
specific organizational needs (PAHO, 2008).

For example, in Brazil healthcare networks were
defined as “multi-hierarchical organizations of
sets of health services connected by a single
mission, by shared objectives, and by coopera-
tive and interdependent action in order to offer
a comprehensive continuum of care to a specific
population, coordinated by PHC, provided at the
right time and place, at an appropriate cost, with
acceptable quality, in a humane and equitable
way—and with health-related and economic res-
ponsibilities, and creating value for the popula-
tion” (Vilaca Mendes, 2011).

18 <@ Health Networks in Action

Network dimensions
for developing PHC

In order to put the attributes of PHC into prac-
tice, it is crucial to start with the premise of
entities in charge of health services organizing
themselves into properly integrated and
coordinated networks. The literature identifies
structural dimensions and their corresponding
key elements and processes that determine

the extent to which an IHSDN can achieve the
attributes of PHC (Kringos et al.,, 2010; Vilaca
Mendes, 2011; PAHO, 2011). These attributes are
valid for any health system, although they take

a different form in each specific context. The
key dimensions and processes form part of the
conceptual framework underlying the idea that a
network that successfully incorporates a certain
set of attributes and processes in the areas of
governance, funding, and management and care
models can deliver better outcomes in terms of
performance, quality, and health compared to
other forms of organization. The dimensions are
“catalysts of change” that, by influencing the
development of PHC attributes, make it easi-

er for organizations to transition to integrated
network models. Figure 1.1 illustrates the concep-
tual framework, made up of the context, compo-
nents, and characteristics of the health system,
as well as how they are connected to the attri-
butes of primary health care. The figure illus-
trates the complex interactions between health
systems and the attributes of PHC, while next
chapter explains these elements in more de-

tail. This book’s chapters are structured around
these components of the conceptual framework.
Below is a diagram to make them easier to
understand.



FIGURE

1.1. and relationship to PHC

Components
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of the health system

Demographic,
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<

Degree of decentralization
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Source: Prepared by the authors

Context

If the IHSDN model is considered a strategy for
strengthening PHC and improving health out-
comes for the population, the context in which
that network operates is key to understanding
its reality and weighing the feasibility of a stra-
tegy with these characteristics in that specific
place. In fact, primary health care mirrors each
country’s socioeconomic situation and general
health system structure (Sidel & Sidel, 1977).
Ocampo Rodriguez, Betancourt Urrutia,
Montoya Rojas, and Bautista Botton (2013) show
how health systems and models influence the
way networks are configured. Additionally, con-
text dictates the configuration of several of the
structural aspects that Kringos (2010) propo-
ses as keys to developing a primary health care
model (governance, economic conditions, and
human resources).

The fundamental aspects of context that shape
IHSDN include the type of health system, the
corresponding model for public coverage and
funding on a macro level, the way services are
organized, the portfolio of services and access
to benefits, the factors that have influenced how

Conceptual framework: dimensions of IHSDN

Attributes of primary
health care

Characteristics
of the integrated
health service

delivery network

the IHSDN is set up, the role of competition and
the private sector, and lastly, the integration
model for each experience in this study. Taken
together, this context influences whether three
factors within health organizations: their ability
to meet existing challenges, their compatibili-
ty with the proposed network model, and their
receptiveness to the primary health care
approach.

Governance

Governance can impact the coordination and
longitudinality of services by establishing:

9 strategies that promote coordination and
integration throughout the network,

® ways to tackle social determinants,

9 ways to empower society and its
participation,

9 transparent accountability systems, and

® inter-sectoral participation.
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Funding

Funding is key to enhancing accessibility, in-
creasing a network’s ability to adjust its portfolio
of services—optimizing its quality and aligning it
with people’s needs—and incentivizing coordi-
nation and shared goals among service provi-
ders. The attributes of funding are:

9 sufficient resources flowing continuously
from the national and subnational level to
the operational environment,

®© mechanisms for efficiently allocating and
using resources, and

9 incentives that are aligned with network
objectives.

Management Model

The management model facilitates the process
of integrating systems and services by
establishing:

9 integrated management of systems for
clinical support, administration, and
logistics,

¢ enough sufficient, well-trained, committed,
and tested human resources,

9 integrated information systems that tie
together all network nodes,

¢ adequate logistical support systems that
are aligned with the clinical and adminis-
trative management models, and

9 results-based management.

Care model

A care model designed to achieve people-cen-
tered care has the following characteristics:

9 a precisely defined population and geo-
graphical scope,

9 prompt identification of health needs and
preferences,

9 a broad portfolio of culturally appropriate
services matched to health needs

9 a focus on achieving the attributes of PHC,
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9 a network of health centers that provide
health promotion, prevention, diagnosis,
treatment, rehabilitation, and palliative
care services, and that integrate personal
and public health services, and

9 a shift in hospital services towards outpa-
tient care (as close to the patient’s envi-
ronment as possible).

3. Building a network for Dioselina

This section describes how the concepts ex-
plained above would apply to building an ideal
network for Dioselina. Then, in the next chapters,
the focus shifts to the results of the experiences
of implementing IHSDN in the countries covered
by this study.

Dioselina’s experience must be understood

in the current context of LAC health systems,
which, as described above, is marked by the
major demographic and epidemiological shifts
of accelerated aging and the “epidemic” of
noncommunicable chronic diseases (CNCD),
along with persistent maternal and child health
problems and the prevalence and resurgence of
infectious diseases. Access barriers, fragmented
and segmented service delivery, and weaknesses
in the PHC approach all make it difficult to pro-
vide care centered on Dioselina. Dioselina would
probably be affected by all of these problems
regardless of the country she lives in.

Proper treatment for Dioselina’s diabetes re-
quires the involvement of her primary physician
and nurse, but also the coordination her care
with a wide range of professionals in different
network nodes who interact with her (communi-
ty health workers, nutritionists, endocrinologists,
or psychologists), who also must work together
with social workers to provide a comprehensive
response to Dioselina’s problems. Dioselina is
not an isolated individual, but is rather part of a
family and population (core element of IHSDN)
living in a specific geographic area. This reality
underscores the fact that a population’s health
needs define the health-related demands that
the network’s portfolio of services should be
designed to meet. The sum of the above consi-
derations is the network care model.



As a network with multiple interconnected pro-
fessionals is formed, it becomes clear that they
cannot provide proper care to Dioselina without
logistical and managerial support from the net-
work’s different members and services (nodes).
Proper funding is key to a well-performing net-
work and to aligning incentives systems with the
network’s priorities (its “program”).

Networks need to implement shared information
systems so all professionals in the network can
use them. Also, the network’s care model must
be staffed with enough well-trained, committed,
and results-oriented professionals. Furthermore,
there must be reliable clinical support (laborato-
ry, radiology); procurement, storage, and deliv-
ery of goods and services (including me-
dications); and logistical support. All of these
elements constitute the network management
model.

Finally, it is impossible to manage an integrated
network of dispersed and independent nodes
consisting of multiple professionals and insti-
tutions without setting up a single governance
model to direct the work of all its members.
Thus, based on priorities and on defining a
central node, networks can be designed around
hospitals (hospital-centric) or primary care,
which is more recommendable for streng-
thening PHC and achieving better system-wide
outcomes. However, in a broad sense each and
every node is relevant, since the relative impor-
tance of the nodes changes as Dioselina’s passes
through the network and requires more care or a
different level of care than normal.

The conceptual framework explained in this
chapter and its application to building a net-
work for Dioselina can be used to analyze the
configuration of the different countries’ IHSDN.
It also underpins the method used for the case
studies, which is explained in the next chapter,
after which more details are provided about the
results of implementing IHSDN.
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STUDY METHODOLOGY

Sergio Minué, Maite Cruz and Diana Pinto

Building on the conceptual framework, this
study used the case study method to describe
the characteristics of the IHSDN, drawing on
the work of Yin (2009). Figure 2.1 illustrates the
steps of the research, which included prepara-
tion, fieldwork using a multi-method approach,
data analysis, and integration of the findings of
the individual case studies on each network.
The chapter closes with a discussion about the
advantages and drawbacks of the method used.

1. Preparation phase

Designing methodology guidelines

The dimensions for the IHSDN study described
in the conceptual framework were used as the
basis for the design of the case study metho-
dology guidelines. These guidelines describe
the activities performed to gather and analyze
the information. To design the guidelines, the
researchers reviewed the international literature
on health networks, the instruments available for
characterizing health networks, and indicators
for implementing primary care. They also con-
sulted subject-matter expertsl.

1 See the concept note on PHC-based Integrated Health Service
Delivery Networks (“Challenges for Building Integrated Health Ser-
vice Delivery Networks,” IADB, November 2014. Recommendations
from the Research Seminar for Reviewing Case Studies on Integrated,
PHC-Based Networks, held in Washington DC in February 2015. The
indicators were chosen from those proposed for IHSDN in the docu-
ment “Suggestions for Evaluating Networks in Latin America” (IADB,
December 2014) and a proposed “Methodological Protocol for Con-

ducting Case Studies on Integrated Health Service Delivery Networks,

with a Focus on Primary Care” (IADB, December 2014).

Testing out and adjusting
the methodology guidelines

The methodology guidelines were tested out in
an IHSDN outside of the LAC region: the South-
ern Seville Health Management Division (Spain),
which is part of the Andalusian Health Service.
This IHSDN was chosen because it is Spain’s
largest health service provider, with 10 areas in-
tegrated at different points in the network’s his-
tory, and because it serves both rural and urban
locations. Additionally, its level of development
allowed all aspects of interest to be explored to
validate the instruments for gathering informa-
tion and make a good evaluative comparison.
The results of this pilot application were used
create a new version of the methodology guide-
lines, with the necessary adjustments. (These
guidelines will be available at HYPERLINK)
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Choosing the IHSDN

In 2015, four IHSDN experiences in

Latin America were selected for inclusion in

the study: the IHSDN of Santiago del Estero,
Argentina; the Rede de Atencdo as Condicdes
Crbnicas no Municipio de Fortaleza, Brazil; the
Red Norte of the ESE [State-Owned Social
Enterprise] Pasto Salud, in Colombia; and the
IMSS-Prospera program network, in the State of
Veracruz, Mexico. These IHSDN were selected
based on a series of characteristics that made
them relevant for in-depth study. The countries’
health authorities identified them as models of
best practice. These IHSDN also provided an
opportunity to study different sizes, levels of
complexity, target populations, and contexts
(rural and urban). Lastly, their managers showed
a high level of commitment and willingness to
participate, which made the study more viable.

Health systems are dynamic, and the delivery

of health services is organized in different ways
according to the institutional context and the
population’s health needs. This IHSDN study
began in 2015, and the results presented in this
book are from that time period. Given the time
that has passed since the study and the dynamic
nature of the networks, is important to men-
tion the changes that have occurred. Table 2.1
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describes the main features of the IHSDN when
the study was conducted, and then the situation
in 2019. The networks have generally continued
their work and gathered strength. They have
reaffirmed their alignment with the healthcare
networks approach, and their organization and
services have evolved to better meet the po-
pulation’s needs. This situation makes the results
presented in the following chapters all the more
relevant. For the sake of consistency, the original
name of the networks will be kept throughout.
For example, we will continue to refer to the
network in Mexico as IMSS-Prospera, although

it is now called IMSS-Bienestar.



BOX
2.1.

m SITUATION IN 2015 UPDATE AS OF 2019

Santiago del Estero,
Argentina

Pasto,
Colombia

Veracruz,
Mexico

Fortaleza,
Brazil

Main characteristics of the four participating IHSDN

The Proyecto Provincial de Fortalecimiento de Redes de Salud
de Santiago del Estero [Provincial Project for Strengthening
Health Networks in Santiago del Estero] was designed to
strengthen access to primary care in the Red Capital [Capital
Network], and it has taken it upon itself to standardize

the processes of providing care within the network.

In Santiago del Estero, the public network of the Capital
Department was selected as the target of strengthening efforts.
This network includes provincial rapid response units, primary
care centers, and several hospitals, with a target universe

of 134,000 people over age 6, with exclusive public coverage.
The IHSDN is structured around 29 primary care centers

and incorporates 2 hospitals with medium and high levels

of complexity.

The ESE Pasto Salud manages the network used as a case study
in this book (the Red Norte). Its mission is to provide the public
service of health as part of the Social Security System for Health
at the primary, low-complexity care level. Pasto Salud is in the
Municipality of Pasto and has 23 healthcare service provider
institutions organized geographically into four networks— Red
Norte, Red Sur, Red Oriente, and Red Occidente— which cover
rural and urban areas. Red Norte is made up of five institutions
that deliver healthcare services: Hospital Civil, Centro de Salud
Pandiaco, Centro de Salud Primero de Mayo, Centro de Salud
Morasurco, and Centro de Salud Buesaquillo.

In Mexico, the study examined a service network in rural
Veracruz that is part of the IMSS-Prospera program.

The Hospital Rural de Coscomatepec and the associated rural
medical units—one rural referral hospital and five rural medical
units—was the network node chosen for analysis.

The Coscomatepec hospital's care network (zone Ill) includes
22 rural medical units and one health brigade delivering care
to a population of 85,829 people living in the area it serves
most intensively. This area includes eight municipalities
(Coscomatepec, Alpatlahuac, Calcahualco, Chocaman,
Huatusco, Ixhuatlan del Café, Totutla and Zentla).

The Brazilian network in this study is located in Fortaleza and is
a condition-specific network for people with diabetes. The Red
de Atencion a los Portadores de Diabetes Mellitus was launched
in 2013 and includes eight primary healthcare units distributed
throughout all regions of the municipality, three specialized
outpatient centers, and two hospital units, all of which serve an
estimated 219,409 people, or around 9% of the municipality's
population.

The Programa Redes [Networks Program] drove efforts to
strengthen networks in all Argentine provinces. The Santiago
del Estero network in this study participates in the program.

An evaluation of the results of Programa Redes 1, conducted

by the Argentinian Ministry of Health, shows that Santiago del
Estero is one of the districts with a baseline of zero that reached
100% of its goals for registering the population covered by its
network.

The district met its goals for scheduling for outpatient
appointments at the primary care level and for drawing blood.
When the Redes program began, the situational analyses
performed by the provinces themselves showed that coordina-
tion processes between different levels of care (referrals and
back-referrals) were one of the greatest weaknesses. The second
phase of the Program (Redes 2) is now underway. It includes
various components that reinforce care for noncommunicable
chronic diseases, such as early detection and treatment and
proper check-ups, so it is crucial that this integration and
coordination between levels materialize.

Resolution 429 of February 2016 defines the strategic framework
for the Comprehensive Healthcare Policy (Spanish acronym:
PAIS), which is based on PHC and focuses on family and
community health; care; comprehensive risk management; and
a unique approach to each geographical area and population.

In the context of the Comprehensive Healthcare Policy, ESE
Pasto Salud reaffirms that as it provides primary care, it
endeavors to “satisfy the needs and expectations of the
stakeholders, using the strategy of primary care with a focus

on rights, health determinants, differentiating factors, lifecycle,
gender, ethnicity, and population” (Pasto Salud, 2017). The steps
Pasto Salud has taken in the areas of organization, information
systems, defining its population, internal coordination, and other
aspects, as described in this study, are in line with the resolution
and have helped further the Comprehensive Healthcare Policy

in the area.

The IMSS-Prospera program changed its name to IMSS-Bienestar
in 2018. The now 40-year-old program is still structured around
networks and has focused its efforts on achieving universal
access to health services and improving its range of services.
The authors found no changes to the program’s rules of
operation that would signify modifications to the IHSDN's
management and operational model.

The main task of the Fortaleza network for chronic disease
patients is to consolidate the work done so far to increase
the network’s efficiency in a context where it is very difficult
to mobilize economic resources.
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2. Fieldwork

Training teams and collecting data

Context

Fieldwork was conducted over the final three
months of 2015 and the first three months of
2016. The workgroup selected and formed teams
of local researchers familiar with the workings of
each country’s different health systems to carry
out the case studies. Two training workshops
were held during the fieldwork: one at the start
of the process to present the instruments in the
methodology guidelines and train researchers
on how to use them, and a second at a later
stage to exchange experiences and standardize
criteria for comparing certain results from the
different IHSDN and preserving and cataloguing
the unique features of each case study. Each
team collaborated closely with methodological
experts to ensure the uniformity of the proce-
sses of collecting information and preparing the
case studies. In all cases, the respective ethics
committee gave its approval and interviewees
gave their informed consent.

Care was taken to ensure that qualitative tech-
niques were applied by experts and that the
interviewee profiles were defined correctly.
Users were chosen based on several variables
that grouped them according to their disease
and determined both the frequency of their
visits and the continuity care requirements. Thus
maternal and child health service users, patients
with chronic diseases (diabetes, heart failure),
or patients with psychological problems were
selected.

Sources of information

The workgroup developed the instruments for
collecting quantitative and qualitative data on
the dimensions in the conceptual framework.
The study examined the following elements of
each dimension:

26 <o Health Networks in Action

® Public coverage model.

® Macro-level funding model.

9 How the services are organized.

¢ Portfolio of services and access to
benefits.

9 Factors that shaped the IHSDN'’s
configuration.

9 Competition and the private sector.

® Integration model.

Governance

9 Governance model.

9 Strategy.

9 Social participation.

¢ Cross-sector collaboration.
9 Accountability.

Management Model

9 Funding and incentives.

9 Leadership and management.

9 Human resources.

9 Information systems.

9 Administrative and logistical support
systems.

Care model

® Population and geographical scope.
9 Range of services offered.

® Level of focus on PHC.

9 Hospitals.

® Coordination of care.

Researchers also sought information on the
processes of planning and implementing the
networks and on available indicators of the net-
works’ success (activity, quality, health).

The sources of information are described on the
following page.



| Interviews and focus groups

The team prepared scripts for semi-structured,
individual interviews to collect in-depth informa-
tion on the networks’ progress and operations

in relation to the four dimensions of networks
described above. Interviewees included political
decision-makers, network managers and direc-
tors, and clinical professionals at the primary
and secondary care levels. Researchers also
conducted interviews with users, drawing on

the SERVQUAL theoretical model for perceived
quality (Paramasuram, 1992, which is based on
six elements (accessibility, technical skill, infor-
mation, treatment, safety, and tangibility) and
with aspects of the conceptual model developed
for this study that are directly related to inte-
gration and coordination. Additionally, the study
held focus groups with health professionals at
the primary level, secondary level, as well as mix
of both to hear their perceptions (consensuses
and discrepancies regarding the current situa-
tion, as well as possible opportunities for im-
provement) on the implementation of processes
for running the network as an integrated care
model. Researchers also conducted patient fo-
cus groups to explore how network integration
processes affect the actual care received, as well
as the possible impact of specific management
initiatives on their disease and the care they
received.

| Hypothetical patient journey

The study drew on a fictitious patient experience
in nine European countries prepared by Nolte,
Knai, and McKee (2008), which is used to assess
care for chronic patients. Through discussion

in focus groups of people involved in provi-

ding care for diabetes (doctors and nurses from
primary care, emergency care, ophthalmology
services, and internal medicine, primarily), the
different actors who play a part in a given health
process evaluated how well the network works.
This focus group model yielded a detailed des-
cription of the continuum of care from primary
care to more complex levels, taking into account
how well the network meets the needs of the
community and society for support.

| Secondary sources

Researchers selected documents providing in-
formation on the structure, process, and success
of the different networks, as well as general
information on the countries’ health system to
help describe the context of the experience.
Each country’s individual context determined
which sources were most reliable and relevant.
In most cases, these sources include books, pa-
pers and reports, websites, notes, and me-
morandums from international bodies; docu-
ments from the country’s Ministry of Health or
equivalent body; other sources of public infor-
mation from the organizations analyzed; and
articles published in scientific journals.

Systematizing the results
of the fieldwork

To collect and systematize information, a data-
base with 200 items grouped by the fundamen-
tal attributes of IHSDN was created for each
country. These items included indicators and
sources of qualitative and quantitative data.

A similar strategy was used to collect informa-
tion in each country. The questions in the inter-
view scripts were localized, since the meaning of
certain terms used can vary between countries.
In terms of the number of interviews performed,
most sections were quickly saturated with infor-
mation. This points to the possible redundancy
of some interviews, and the same information
probably could have been gathered with fewer
interviews. As shown in Table 2.2, the profile and
number of group interviews was very similar in
the different networks, although adjustments
for each network’s context and characteristics
led to differences in the number of individual
interviews. The focus groups consisted of 6 to 15
interviewees with different professional back-
grounds in each country (for example, medicine,
nursing, pharmacy, community health work), and
patients with different diagnoses.
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BOX
2.2,

Profile Mexico

Argentina

Number and profile of interviewees

Brazil Colombia

Political decision-makers

PC and SC directorsa 9b
Primary care professionalsa n
Secondary care professionals 13

Users

Primary care professionals
Secondary care professionals 1

Mix of primary and secondary 2
care professionals

Users 1

a PC: primary care; SC: secondary care.
b |n Mexico, directors include central and state government authorities.

3. Analyzing information and preparing
the case studies

Once the information was gathered, it was then
classified and processed. Data that could be
categorized numerically was analyzed quanti-
tatively, and qualitative analysis was used to pro-
cess all other information. There were no specif-
ic instructions about the process for analyzing
qualitative information. The Colombia team de-
cided to use a very specific program (Atlas-TI),
while the other teams used more general text
processing programs. The database for each
case study was populated with the information
gathered, and then researchers completed the
final process of integrating the information and
checked it against the study’s dimensions. As a
general criterion, the analyses used the pattern
matching technique, comparing empirically ob-
served patterns (the results from the information
collection phase) to the predefined conceptual
model. Researchers then performed a process
of triangulation between the different sources
of information and between the members of
the consultant teams in the different countries.
The experts who helped create the methodolo-
gy guidelines also provided their input.

The final text of the case study gave an inter-

pretation of the consolidated database and a
narrative of the study. The prior triangulation
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between the different sources took the form

of a narrative and description of the case study.
Both parts were essential to finishing the case
studies. The database allowed the researchers
to systematically categorize the different dimen-
sions and attributes that structured the case
study based on the answers they received, but
drawing conclusions solely from the data would
leave out the nuances and explanations provid-
ed by qualitative information, which ended up
being the richest part of the study.

The following chapters narrate the status of
each of the relevant dimensions of the IHSDN in
the study, combining properly cited secon-

dary sources with the results from interviews
and focus groups obtained through qualitative
analysis. Anonymized direct quotes are included
to highlight specific points. The position of the
person the quote is from is provided, along with
an identification number:

9 Federal-, Central- or State-Level Director
(FLD, CLD, SLD 01...n)

9 Primary or Secondary Care Director (PCD,
SCD 01...n)

9 Political Decision-maker (PDM 01...n)

9 Primary or secondary care nurse (PCN,
SCN 01...n)



® Participant in focus groups for primary
care, secondary care, mixed, hypothetical
patient, or users (PC FG, SC FG, Mixed FG;
UFG, HPFG 01..n)

The four case studies show the wide variety of
contexts and their resulting organizational alter-
natives for meeting health needs. The alterna-
tives took shape gradually over time through a
dynamic process involving people, institutions,
equipment, and communities.

4. Strengths and weaknesses
of the case studies

Given the complexity of an IHSDN, the case
study methodology allowed researchers to ex-
plore different dimensions of networks for which
information is unavailable or very hard to obtain.
As with any other research method, case stu-
dies must meet validity and design require-
ments. To ensure criterion validity, its procedures
were based on a literature and document review,
on the use of multiple sources of evidence (pri-
mary and secondary sources), and on a “chain
of evidence” approach that draws explicit
connections between the questions asked, the
data collected, and the conclusions drawn in the
case study narrative.

The authors ensured the internal validity by
designing a method that would meet the study’s
objectives. In terms of the study’s representa-
tiveness and general applicability, it is important
to remember that case studies are not samples
of a whole, but rather individual cases.

The study’s empirical results are compared with
the previously developed conceptual frame-
work, which is used as a reference pattern and
is described in Chapter 1. The more cases that
confirm the proposed theory, the more solid

the results can be considered. This is what Yin
(2009) calls “the logic of replication,” meaning
that the results can be considered evidence in
favor of the proposed hypothesis and theory.
The study was not designed to guarantee the
external validity or general applicability of the
results, given how different the IHSDN are from
each other.

The study’s main limitation is the impossibility
of applying its results in a general way. However,
this is a limitation of most studies on the imple-
mentation and actual (not theoretical) perfor-
mance of health services.

Thus, realistic evaluation and realistic review
models highlight how dependent evaluations of
service management experiences are on each
country’s specific context. This type of study
focuses on understanding programs or interven-
tions implemented. Rather than determining the
overall effect of a program, it attempts to pin-
point when, for what, and for whom a policy or
program works (Nurjono et al., 2018; RAMASES
Il, 2017; Pawson, Greenhalgh, Harvey, & Walshe,
2005). This study follows the above approach.

To make the study as reliable as possible and
achieve the goal of obtaining similar results if
the study were to be repeated, the authors de-
signed a case study protocol and methodology
guidelines and set up a database. The questions
and indicators included in the database were
chosen based on a prior literature review.
However, reliable information for the proposed
indicators was not always available. It is im-
portant to remember how different the health
systems in LAC countries are from each other.
Given this circumstance, one option would be to
eliminate the indicator in question if no pertinent
information is available. However, lack of infor-
mation does not necessarily mean the indicator
is a poor one. Indeed, a strength of case studies
is that they can be used to identify gaps in in-
formation systems, so it was decided to keep or
eliminate the indicator based on how useful or
pertinent it was, rather than on whether useful
information existed. Finally, since researchers’
subjectivity can color these qualitative studies,
emphasis was placed on providing uniform trai-
ning to interviewers, and guidelines were put in
place for analyzing the information and prepar-
ing the country case studies that form the basis
of this book.
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@ CHAPTER 3.

THE INFLUENCE OF CONTEXT ON
HOW IHSDN ARE CONFIGURED

Miguel Angel Méfiez, Tania Marin, Diana Pinto, Marcia Rocha, Sergio Minué

1. Introduction

The performance of any organization is the
result of the interplay between three factors:

its context, its strategy, and the characteristics
of the organization itself, meaning its organiza-
tional architecture, work routines or processes,
its people, and the culture set by those people
(Roberts, 2007). These factors are interlinked in
such a way that the existing organization shapes
the strategy and, of course, the context deter-
mines what type of organization and strategy

is possible.

This chapter describes the key contextual
elements covered by the study to situate the
characteristics of the different IHSDN that were
studied during the established period. These
elements include the type of health system, the
public coverage and funding model, the portfo-
lio of services offered and how they are orga-
nized, how benefits are accessed, factors that
have influenced how the IHSDN are set up, the
role of competition and the private sector, and,
lastly, the integration model of each experience
in this study.

2. How the health systems
are structured and operate

Type of system and public
coverage model

The type of health system each country has in
place—how it is funded and provides coverage
to the population—is one of the most impor-
tant contextual elements for the success of an
IHSDN. Differences in systems also affect the
equitability and type of care received by citi-
zens (Kringos et al., 2013b). Health systems are
usually classified as either mutualist, contribu-
tion-based models, meaning they are financed
by payroll taxes, as is the case with social
security, or universal models that are not
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contribution-based, which are funded through
general taxes, as is the case with national health
systems. However, there are two factors that
further qualify either model: (a) the existence of
parallel welfare systems to ensure care for peo-
ple who do not have social security, and (b) the
extent to which private insurance complements
the public system. In most countries, the health
systems have evolved from a model segmen-
ted into different social security schemes to one
attempting to offer the same health services

to the entire population to avoid social
segregation.

In Argentina, the system has three subsectors
that provide health services: public, social secu-
rity, and private. The entire population are eli-
gible for the public services, regardless of their
coverage or ability to pay. Nearly 36% of the
population receives public services, while 64%
are covered by social security or private insu-
rance (Instituto Nacional de Estadistica y
Censos, 2010).

Brazil has the Sistema Unico de Salud [Universal
Health System, or SUS for its acronym in Portu-
guese], a national health system with universal
access. Brazil does not have social sector funds
for healthcare. It is modelled on systems like the
one in Spain or the UK, and it avoids the equa-
lity and coordination problems associated with
creating two subsystems for health care.

Colombia’s health system was established by
Law 100 of 1993, which created the Sistema
General de Seguridad Social en Salud [Gene-

ral Social Security for Health System]. The core
strategy of this reform was to create universal
health insurance, with subsidized coverage for
the poorest groups, and to change how services
are funded, organized and administrated.

The insurance has two systems of coverage. One
is the contribution-based system for formal em-
ployees, retirees, pensioners, and self-employed
workers. In 2015, this system covered 44.5% of



the population (Sistema Integrado de la Infor-
macion de la Proteccion Social [SISPRO], 2016).
The other is the subsidized system covering the
low-income population that is unable to pay for
the services, which accounts for approximately
48.1% of the total population (SISPRO, 2016).
The distribution between systems remained
very similar in 2019.

Lastly, Mexico has a segmented system that

is organized into different institutions. Two of
those institutions are part of the public sector
and provide care to people without social se-
curity: the Health Secretariat, through the state
health secretariats, and the IMSS-Prospera pro-
gram. Both are partially funded by the Sistema
de Proteccion Social en Salud [Social Protection
for Health System], also known as Seguro Popu-
lar (currently being restructured by the Mexican
government), and by other government funds.
Mexico also has social security institutions for
government workers and employees in the for-
mal market who are entitled to social security,
which includes health benefits (medical care),
economic benefits (pensions, disability), and
social benefits (daycare, social centers).

The third structure is private insurance. The
population is split along the following lines: 60%
are covered by social security (Instituto Mexi-
cano del Seguridad Social [IMSS], 2017); 47.6%
by Seguro Popular (Secretaria de Salud, 2017);
9.7% by IMSS-Prospera (IMSS, 2017), and 9% by
private medical insurance (Instituto Nacional de
Estadistica y Geografia [INEGI], 2014). The total
exceeds 100% because some people have dou-
ble or triple coverage.

TABLE
3.1. are part of

P 0 N BT B

National health system

Social security? Si

Coverage for people

without social security Provincial ministry

Source: Prepared by the authors

Not applicable

2 The health system is part of the country’s social security system
and receives funding from social security contributions.

| Funding Model

Funding systems involve the mechanisms for
collecting financial resources for health, pooling
resources to cover a specific population’s risk,
procuring services—including mechanisms for
allocating resources—and paying the ultimate
providers (Kutzin et al., 2013 The funding system
has a direct bearing on the objective of shielding
people from the risk of impoverishment due to
health problems. It also affects, directly and in
conjunction with the other components of the
health system, other fundamental health objec-
tives, like eliminating financial and access barri-
ers, and delivering and using quality services in
an equitable manner (Kutzin, 2013).

General model of the health systems that this study’s networks

No

No Si Si

Federal Health
Secretariat and State
Health Secretariats and the
IMSS-Prospera Program

Subsidized system
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Funding schemes

Argentina has a centralized funding model.
Funds flow from the Provincial Ministry of Health
to the municipal health secretariats. 96% of the
provincial budget comes from general tax reve-
nue, and 4% from funds transferred from natio-
nal programs. The obras sociales (insurance
plans for workers) are funded by worker and
employer contributions and public resources,
either national or provincial, depending on their
scope. Additional funding comes through na-
tional programs that promote the operational
and financial decentralization of actions de-
signed to meet specific needs. At the time of
this study, the REMEDIAR+REDES and Sumar
programs (described below) played this role.

Brazil collects its resources according to the
relevant level of government: federal, state, and
municipal. Federal spending on health has to
equal the previous year’s spending, adjusted for
changes in gross domestic product. At least 12%
of state resources and 15% of municipal resour-
ces are allocated to health. The Sistema Unico
de Salud (SUS) is funded entirely by these tax
resources, as established by law, for all three
levels of government.

In Colombia, the contribution-based system is
funded by mandatory contributions from the
people it covers, via payroll taxes in the case of
salaried workers, or via mandatory contributions
from self-employed people whose income is

at least twice the minimum monthly wage.

The subsidized system is primarily funded

with State resources, either from general tax

TABLE
3.2.

Total spending Total spending

Country on health as on health
percentage of GDP per capita
Argentina 4.8% 1137
Brazil 8.3% 1.318
Colombia 7.2% 962
Mexico 6.3% 1m2
LAC 7.3% 982
OECD 12.3% 3878

Public spending

revenue or cross subsidies from a percentage
of the formal sector’s income tax specifically
allocated for that purpose (Guerrero, Gallego,
Gallego, & Vasquez, 2011).

Lastly, in Mexico, public resources are used to
fund, to one degree or another, all health service
delivery systems. The resources are primarily
used to provide coverage for low-income people
and/or workers in the informal market, that is,
those without social security. These resources
come from the federal and state governments.
Social security is funded by government contri-
butions, but these contributions are mainly from
employers and employees, based on their level
of income.

Health expenditure

Table 3.2 below shows the main health expen-
diture indicators for 2015 in the countries ana-
lyzed in this study, as well as averages for LAC
and Organization for Economic Co-operation
and Development (OECD) countries. In this
study’s countries, total spending on health in
2014 ranged from 4.8% to 8.3% of GDP. Public
spending per person was between 581 and 723
international dollars (purchasing power parity).
Of these countries, only Colombia exceeded the
LAC average for public expenditure on health as
a percentage of GDP, and all four countries fall
far short of average health spending as a per-
centage of GDP in OECD countries. The most
recent update of this data, from 2016, shows

no significant changes in these figures.

Select health spending indicators (2014)

Public spending Out-of-pocket spending

on health as per capita as percent of total
percentage of GDP in Int$ health expenditure
2.65% 630 31%
3.83% 607 25%
5.41% 723 15%
3.26% 581 44%
4.0% 583 33.0%
7.0% 2874 18.0%

Source: Prepared by the authors based on data from the WHO's 2014 National Health Expenditure Database.
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Out-of-pocket spending

Out-of-pocket spending is money paid directly
by households to health service providers to
cover everything that prepaid public or private
coverage does not provide, like medications or
diagnostic tests. It is an indicator of financial
protection. This indicator is relevant in the con-
text of IHSDN because a high proportion of out-
of-pocket spending is linked to health service
access barriers and the risk of impoverishment
(Xu et al., 2010; Moreno-Serra & Smith, 2011).

In the countries in this study, out-of-pocket
spending as a percentage of total health spen-
ding is close to the LAC average, with the excep-
tion of Colombia, where it is even less than the
OECD average.

| How the health services are organized

The way health services are organized de-

pends on how they are delivered and the level
of decentralization in their management. Both
elements are key to reducing gaps in health-
care access and avoiding “social segregation”
(Cotlear et al., 2015). Under the right circum-
stances, decentralization can help improve the
performance of IHSDN (Dwicaksono & Fox, 2018;
Liwanag & Wyss, 2018).

In Argentina, provinces and municipalities
perform the main functions of health promo-
tion, disease prevention, and care. The federal
government oversees and funds the healthcare
system for citizens without coverage. This setup
gives provinces full control over decisions about
their healthcare system, and the role of the
national health authority is limited to oversight,
with the exception of specific national federal
programs implemented in the provinces, where
the central government may set conditions and
intervene more in local decisions.

The public subsystem has hospitals and prima-
ry care systems. The obras sociales subsystem
(social security) delivers its services by hiring
private hospitals and medical offices, although it
sometimes also engages public centers to pro-
vide care. This generally leads to segmented de-
livery of public health services, since, exceptions
aside, there is no crossover between subsystems
in terms of the people the health centers serve.

In Brazil, the Ministry of Health is in charge of
setting standard policies and regulating and
coordinating the entire system. The federal
government also has its own establishments,
which are chiefly teaching and research hospi-
tals tied to federal universities. The states set
their own health policy and help municipalities
form multi-municipality structures called health
regions. The SUS offers health care through
public centers, and complements this delivery
by hiring private centers to expand coverage.
Historically, the states in Brazil have been major
service providers, especially for hospital care.
Lastly, the municipalities are responsible for pri-
mary health care, and they manage the health-
care establishments3. Since Brazil has neither
different insurance models nor social security, all
of its residents have a right to access the same
type of health benefits, within the parameters of
the SUS.

Colombia is an exemplary case because it has
developed a model that separates coverage and
benefits. The General Social Security for Health
System is administrated by companies called
Health Promotion Companies (HPC) which act
as insurers (they cover people and manage
risks in exchange for premiums), and they hire
health service provider institutions to provide
the services offered to those covered. The
services, procedures, and medications covered
by the insurance system in Colombia are listed
in a package of benefits called the Compulsory
Health Plan.

The Colombian system is organized as a two-
tiered model with regulated competition. In the
first tier, beneficiaries choose an HPC from a
group of available options. In the second tier,
healthcare service provider institutions compete
on price and quality of services for contracts
from HPC. The healthcare service provider
institutions may or may not be integrated into
the HPC, but they are always hired by them.
Healthcare service provider institutions can be
public—as is the case with State-Owned Social
Enterprises—or private: medical practices, labo-
ratories, hospitals, and any professionals offering
healthcare services individually or as a group.

3 Municipalities may or may not be authorized as “absolute man-
agers” of the SUS within their boundaries. When they are absolute
managers, they administrate all healthcare facilities in their geograph-
ical area, including state and federal government ones. For more
details, see:
http://bvsms.saude.gov.br/bvs/publicacoes/para_entender_gestao.pdf.
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In theory, these healthcare service provider
institutions are organized into health service
networks by geographic area and level of com-
plexity. However, the fact that each HPC pro-
cures the services of different healthcare service
provider institutions does not favor strategies
like creating integrated networks. The health-
care service provider institutions provide health
services to the beneficiaries and bill them to the
HPC each month. Each citizen is free to choose
their HPC, although some are exclusively for the
contribution-based system and others for the
subsidized system.

The role of the Ministry of Health and other
related regulatory entities is to provide infor-
mation and design, monitor, and enforce the
national regulations intended to minimize mar-
ket failures and guarantee equitable access

to health services. Authority is decentralized,
and local bodies (departments, municipalities,
and districts) do the work of registering and
enrolling the population, as well as awarding
contracts and monitoring how the funding they
provide is spent. Public HPC and healthcare
service provider institutions are usually owned
by region-based entities, although part of their
capital is often privately held.

In Mexico, each subsystem has its own health
facilities. People covered by public insurance
(Seguro Popular de Salud) receive health care
at public centers and hospitals overseen by
the Secretariat of Health and/or through the
IMSS-Prospera program. But those covered by
the social security subsystem receive care at
family clinics and hospitals belonging to the
institutions themselves.

The Health Secretariat governs the Mexican
health system. The General Health Law esta-
blishes that state governments are responsible
for delivering health services to those without
social security, and their role is to organize and
implement the state health systems within their
boundaries.
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Portfolio of services and how benefits
are accessed

In Argentina, specialized care is provided by
outpatient clinics at public hospitals. Patients
access this care either directly or by refe-

rral from primary care centers (more than one
gateway). In the obras sociales subsystem,
outpatient care is organize into levels and can
be accessed directly or via a general or family
practitioner. In 1995, Argentina laid out a com-
pulsory set of services (the Compulsory Medical
Program). This program affects those covered
by national obras sociales, but not those co-
vered by provincial obras sociales and the public
subsystem. There is a copay for the medications
and the different outpatient services in the Com-
pulsory Medical Program.

As mentioned previously, in Argentina there are
two national programs that define the portfolio
of benefits: the REMEDIAR + REDES Program
and the NACER-SUMAR Plan. This study re-
fers to the two programs by those names, even
though after 2015 REMEDIAR + REDES split into
two programs. REDES still has the same name
and function; REMEDIAR is now called Coordi-
nacion de Medicamentos Esenciales [Essential
Medications Coordinator]. The Sumar program
is now called PACES. Table 3.1 describes the
changes in these programs. (See Chapter 7).



BOX
3.1.

Update on National Programs in Argentina

The Essential Medications Coordinator began operating in 2002 under the name REMEDIAR. As a public and free
service, it procures and distributes medications to more than 7000 healthcare facilities throughout the country.
Its main objective is to strengthen primary care’s ability to resolve health problems, giving it priority by:

® Freely and publicly supplying and distributing essential medications to primary care centers nationwide.

® Strengthening provincial structures for managing medications (primary care centers, hospital pharmacies,
and provincial storage spaces) by providing computer equipment for digitizing information, furniture, and
supplies for storing, managing, and transporting medications.

® Training health teams on rational drug use.

® Performing studies and evaluations to create knowledge products that monitor the results and measure
the impact of different actions, for decision-making purposes.

The Essential Medications Coordinator continues to distribute medications and supplies from different Ministry of
Health programs and departments. Its ongoing actions have given people more access to health supplies and
medications and have enhanced efficiency by centralizing activities with a single logistics operator.

National Health Coverage Expansion Program (PACES). As the continuation of the Sumar Program, PACES is a
strategic framework for development that emphasizes prevention and treatment of chronic diseases: cardiovascular
diseases, diabetes, obstructive pulmonary disease, and others. PACES was launched in 2019 and has a three-pronged
strategy: family and community health, by defining areas of responsibility and identifying and registering the
population; digital health, to develop interoperable information systems and implement electronic health records; and
quality coverage, through provincial public insurance and by prioritizing specific kinds of care and a fund for highly

complex healthcare.

Source: Ministerio de Salud y Desarrollo Social de la Republica Argentina. 2019.

The REMEDIAR Program ensures access for the
entire population to essential drugs by sending
medicine Kits to primary care centers. It also
promotes initiatives in the provinces to streng-
then provincial health networks, and it promotes
continuing education for health professionals.
The Redes component of the REMEDIAR Pro-
gram aims to ensure care for patients with high
blood pressure and type Il diabetes by giving
them access to appointments at the primary and
secondary care levels, as well as the continuity
of their treatment, access to specific lab tests,
and proper patient monitoring. The goal of these
actions is to bring down the high morbidity and
mortality rates of cardiovascular diseases.

The Nacer Plan, for its part, aims to gradually
expand the benefits offered and people co-
vered, and increase the population’s financial
protection. The plan started out with 80 prima-
ry healthcare services for mothers and infants
and later added outpatient services. In 2010, it
began covering highly complex services pro-
viding comprehensive care for congenital heart
conditions. In 2012, highly complex prenatal care
services was added. The same year, the National

Ministry of Health and the provinces expanded
the plan to new groups of people—children and
adolescents up to age 19 and women up to age
of 64 without explicit health coverage—through
a set of 400 prioritized benefits. This expansion
of Nacer Plan was the origin of the SUMAR
Program.

In Brazil, the SUS is required to ensure compre-
hensive coverage for health promotion, disease
prevention, and treatment for the entire popula-
tion. However, given the country’s geographical
complexity, as well as the autonomy of its states
and the disparities in their capabilities, there are
some access gaps, especially in the outskirts of
cities and in remote rural areas. Since 2011, there
has been a portfolio of services called RENASES
(National List of Health Services and Actions)
containing all services the SUS offers users.

This model has no copays.

In Colombia, explicit benefit packages or plans
were established for each system when the
General Social Security for Health System was
created. To guarantee the fundamental right to
health, the Constitutional Court ordered that all
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plans be standardized, and in 2016, the Ministry
of Health and Social Protection expanded the
range of services offered.

In Mexico, the social security institutions provide
access to preventive medicine, maternity, me-
dical care, surgical, hospital, pharmaceutical,
and physical and mental rehabilitation services.
In 2015, the Seguro Popular de Salud guaranteed
access to a set of around 287 health interven-
tions, with their respective medications, which
its beneficiaries receive at health centers.

The number of interventions was increased to
294 in 2019. As of 2019, Seguro Popular also
offers a set of 65 high-cost interventions, inclu-
ding treatment for any kind of cancer in children,
in addition to breast, cervical, prostate, ovarian,
and colon cancer; HIV; and cataracts, among
other conditions.

In Mexico, people without insurance receive
very mixed services according to the Health
Secretariat’s existing health infrastructure: basic
outpatient services in rural health centers and

a relatively broad set of procedures in large
cities. Lastly, the IMSS-Prospera Program (now
IMSS-Bienestar) offers services mainly in rural
areas through primary care clinics and rural se-
condary hospitals. This program is intended for
people with no access to other health services,
whether or not they are covered by the Seguro
Popular de Salud. IMSS-Prospera’s services
center on health promotion actions to prevent
diseases (vaccination, family planning, monito-
ring blood pressure, diabetes and tuberculosis,
and care for childbirth and infants) and primary
and secondary medical care.
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3. Factors that shape how IHSDN
are configured*

Argentina’s network model is a product of the
unigque way in which roles and responsibilities
are distributed in its health system. While most
of the health services are provided by muni-
cipalities and provinces, we found two specific
programs in the network chosen for this study:
REMEDIAR+REDES and NACER-SUMAR.

Both are federal government programs, and
their main priority is to ensure medical care for
citizens without health coverage. The federal
government allocates funds in order to achieve
this goal, and the provinces and municipali-

ties are in charge of providing the care. In both
cases, the basic priority is primary health care.
The network covered by this study was able

to get off the ground because of the influence
of the federal programs, which are focused on
establishing PHC-based networks, as well as the
implementation and coordination by the provin-
cial and local authorities.

The Brazilian case is a prime example of net-
works configured as an organizational model be-
cause Fortaleza, in the state of Ceara (where the
IHSDN chosen for analysis is located) is consi-
dered a pioneer in implementing innovative pro-
cesses to decentralize and regionalize the SUS.
It is one of three Brazilian states that signed the
Contract for Organizing Public Health Action,

an instrument proposed in Decree 7508 of June
201, which governs health planning, how health-
care processes are organized, and interstate
cooperation, among other aspects.

Thus the configuration of the network in Fortale-
za emerged as the result of local willingness to
actively participate in processes to use networks
to better coordinate care, and in a context of
multiple policies and regulations on strengthe-
ning local delivery of health services and health-
care networks. The key factors that led to the
creation of the network were access barriers,
redundant services, an operationally fragmented
system, faulty coordination, and the high hos-
pital admissions rate for patients with chronic
diseases.

*See Chapter 9.



In Colombia, the networks are configured based
on strategic decisions enacted in legislation.
The way its care model is designed, the expec-
tation was that HPC would have financial incen-
tives to organize service delivery into networks
with different levels of care and with primary
care as the gateway, promoting and maintai-
ning health over a continuum of care (Londoio
& Frenk, 1997). But as the reform has been
implemented, no true incentives for developing
this type of model have emerged. Such incen-
tives are hindered by the fragmentation of the
services offered, a continued focus on curative
care, and limited resolve and ability to supervise
and enforce the regulatory framework (Giovane-
lla et al., 2013). Since 2011, the national govern-
ment has instituted reforms to give greater im-
portance to the role of primary care. Examples
include Law 1438 of 2011 and the Comprehensive
Healthcare Policy in 2016 (Ministerio de Salud y
Proteccion Social de Colombia [MSPS], 2016).
This policy requires the formation of integrated
health service delivery networks that are avai-
lable, acceptable, accessible, and high-quality.
However, the network structure chosen for this
study dates back to 1992, and when Pasto Salud
ESE was officially formed in 2006, it took over
management of all the health centers and of the
four networks that had been formed. The cu-
rrent legislation reinforces the concept of ser-
vice delivery through networks in Colombia.

Mexico is another example of a network focused
on improving access to essential health services.
The fragmentation of Mexico’s health system has
historically led to unequal access to services.

In rural areas, human resources and infrastruc-
ture fall short of the population’s needs. Many
people in these areas are not covered by social
security because they do not have a formal job.
Indigenous peoples also live in these areas.

To give this population access, the program the
IHSDN in this study is part of was created in
1983. It began as a federal government health
program administrated by IMSS, and different
administrations have changed its name (it is now
called IMSS-Bienestar). The IHSDN has been a
constant component of the public policies for
combating poverty, to deliver health services to
the most marginalized areas.

4. Competition in service delivery
and the role of the private sector

One network attribute examined in this study
was the presence of competing health service
providers in the same geographical area, an as-
pect that could pose challenges for integrating
and coordinating a network. The private sector,
whether in the form of prepaid insurance or
private medicine, plays an important role in most
Latin American countries.

Argentina’s health model allows public and pri-

vate systems to coexist. Competitors do exist in
theory, but the IHSDN considers other providers
as partners in its efforts to improve the popula-

tion’s health.

The most notable case is Brazil, where despite
the country’s national health system model,
25% of the population has private health insu-
rance (Agéncia Nacional de Saude Suplementar
[ANS], 2016), which is primarily offered by
employers as a benefit for their workers.

In Argentina, around 10% of the population has
health insurance, which is required to cover the
same services as the obras sociales systems
(Compulsory Medical Program). In Colombia
and Mexico, the private sector is chiefly used by
high-income families as supplemental coverage.
Since the Brazilian network is condition-based
and for patients with chronic diseases, it com-
petes with the other providers (public and pri-
vate) in the same geographic area to attract this
type of user.

In Colombia, as explained previously, the exis-
tence of different public and private providers
(HPC) creates an atmosphere of competition,
since citizens themselves choose their provider.

In the case of Mexico, two public models coexist:
the integrated network analyzed in this study
and the State of Veracruz. Citizens who can pay
for it often seek care from the private sector
because it offers more flexible scheduling and
shorter wait times than public health services,
although the burden for the population is clear,
as Mexico has the highest out-of-pocket spen-
ding of all countries in this study (Table 3.2).
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5. Network integration model

In terms of how they are integrated, the expe-
riences examined in this study differ in their
approach and in how they link together the
network components. Approaches to integration
can be vertical or horizontal, and links formal

or virtual. A vertically integrated network is
structured as a single organization with multiple
formerly independent production units, where
one unit’s output is another’s input. It thus lends
itself to the coordination of services at different
levels of intensity according to the seriousness
and complexity of the existing health needs.
This type of integration could occur between
primary, secondary, and tertiary care levels
(Shaw, Rosen, & Rumbold, 2011).

Horizontal integration, on the other hand, is
when two or more production units that provide
similar services join to form a single production
unit or to establish an inter-organizational part-
nership. Horizontal integration means peer-to-
peer collaboration, whether at the hospital level
(mergers of hospital services or of hospitals

FIGURE
3.1.

=z

o

<

o’

]

= Referrals
Z

3 and

-

o

w

> Back-referrals

Source: prepared by the authors

40 <o Health Networks in Action

themselves) or at the primary and/or community
health care level. The pursuit of economies of
scale and profit drives this type of integration.

Figure 3.1 combines the two approaches.

In terms of how network components are inter-
linked, formal integration means there is a direct
and sole owner of all services involved in the
network. Hierarchical relationships are used with
this configuration. With virtual integration, the
different organizations continue to be autono-
mous, and the aim is to create an environment
of collaboration and coordination using tools like
contracts, agreements, alliances, affiliations,

or franchises.

The Santiago del Estero network has a primarily
vertical and formal mode of integration. Each
level does its specific job in the healthcare eco-
system. This integration is only partially forma-
lized: according to the hospital directors who
were interviewed, the roles of some network
participants are not defined.

Network integration models: vertical or horizontal approach

Organization within
walking distance for
the population of
nearby neighborhoods

PRIMARY LEVEL

Alliance of
hospitals offering
similar services

SECONDARY LEVEL

Concentration
of subspecialty
services

TERCIARY LEVEL



In Argentina, provincial governments adopt the
PHC model with the limitations and opportu-
nities of each specific case, without setting up
an integrated network in its strictest sense, and
the central government coordinates vertical
programs that promote that model, which, as
mentioned, has a different expression in each
geographical area. The segmented and frag-
mented nature of the Argentinian health system
is an obstacle to formal integration between the
public sector, social security, and the private
sector. There is no evidence of integrated pu-
blic-private networks.

The Brazilian case is very different from the rest
because the network included in the study is
condition-specific (focused on care for chro-
nic diseases) and is currently in the process of
integrating the different levels of care. Its pro-
cesses have not yet matured, and it still needs
to define its portfolio of services and strengthen
coordination and communication between the
different levels of care. Its integration is vertical,
horizontal, and formal.

The members of the network in Colombia offer
similar services at the same level of care, which
would suggest that it is integrated horizonta-
Ily. But the network has different levels of care,
so patients can pass from one level to another.
Additionally, the Red Norte of ESE Pasto Salud
has agreements, contracts, and strategic allian-
ces for some services with different providers to
guarantee health care for users, so it has a vir-
tual mode of integration.

The network in Mexico, established in the con-
text of the IMSS-Prospera program, is a mature,
integrated network that has been operating for
more than 35 years and forms part of Mexico’s
national health system. It is integrated vertically.
It is also a formal network because it has speci-
fic regulations for how the network is to operate
and for all kinds of activities, including the roles
of both health professionals and the population,
through community-based social participation.

6. Conclusions

The contexts of the networks in this study are
varied, and, in Latin American countries, com-
plex, due to the wide range of coverage, fund-
ing, and service delivery methods. This gives rise
to the many challenges faced by these networks,
which makes understanding their implementa-
tion all the more important.

In Mexico, Argentina, and Colombia, health
system funding is closely tied to people’s em-
ployment status. These countries have multiple
funds that concurrently collect and administrate
resources from different sources at the natio-
nal and subnational level. In contrast, in Brazil
resources come from the same source and are
collected and administrated the same way for
the entire health system. Health expenditure
indicators vary considerably between countries.
Notably, out-of-pocket spending under any
funding system accounts for a significant por-
tion of total health spending, despite multiple
public coverage schemes.

It is necessary to highlight the importance of the
supporting networks created to complement the
social security health systems (IMSS-Prospera
in México and Sumar in Argentina) and promote
more equitable access to primary health care.

Inevitably, it is more difficult to form networks

in countries with public and private providers,
since mixed agreements and protocols make this
type of integration more complex. Colombia has
many difficulties arising from coverage discre-
pancies between the different social security
schemes. And in Argentina, the segmented and
fragmented nature of the health system is an
obstacle to formal integration between the pub-
lic sector, social security, and the private sector.

All four countries have stated improved coordi-
nation of their care model as an objective of im-
plementing IHSDN. This coordination challenge
is perhaps inherent to all health systems, but it is
even more marked in fragmented systems (so-
cial security and public insurance), which often
use virtual integration to improve coordination
through strategic alliances or joint plans.
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@ CHAPTER 4.
GOVERNANCE

Tania Marin, Diana Pinto, Miguel Angel Manez

1. Introduction

As different stakeholders (citizens, users, pro-
fessionals) were included in organizations’
decision-making processes in the ‘80s and '90s,
the term “government” was replaced by “gover-
nance,” with a broader range of definitions
(Saltman, Duran, & Dubois, 2011). Newman
(2001) identifies the following as among the
essential characteristics of governance: the
existence of responsibilities shared between
various institutions, expanded civil society par-
ticipation in the decision-making process, and
replacement of hierarchical decision-making
models (command-and-control) with more open
government models based on building alliances,
coordination, and leadership.

The WHO (1998) defines governance in the
context of health systems as the “participation
of stakeholders concerned with defining and
implementing policies, programs, and practices
that promote equitable and sustainable health
systems.” While this quote mentions stakehol-
ders, it is also crucial to take into account fac-
tors like the organization itself and its structure,
as well as the rules affecting that participation.
This pursuit of shared responsibility between
public organizations and citizens is based chiefly
on bidirectional participation structures that, at
least in theory, allow organizations to improve
their management and sharpen their focus on
achieving their institutional aims. In this context,
governance means a new way of governing geo-
graphical areas, institutions, or people with

the aim of finding more effective ways to ma-
nage public policies, anticipating their effects
and evaluating their impact.

An example of these processes is participatory
decision-making, which requires organizations
to meet certain basic preconditions: creating
spaces and models for participation and ex-
changing opinions, and sharing relevant informa-
tion. The very inclusion of this term in the IHSDN
model entails applying innovative organizational
and management tools.

This chapter provides an overview of the go-
vernance models, understood as the “arrange-
ments by which authorities exercised, involving,
variously, formal and informal systems, public
and private auspices, regulating and normative
mechanisms” (Scott, Ruef, Mendel, & Caronna,
2000). To do so, it recognizes and describes
the horizontal (cooperation) and vertical (hie-
rarchical) mechanisms as part of the regulation
of the IHSDN in order to give a picture of the
governance structures and their influence on
the actors involved (Bascolo, 2010).

2. Governance model

The networks analyzed in this book are part of
the public sector, so many of the key attributes
of public administration are present in their legal
structure and in the way they are run and orga-
nized. Two defining elements of the governance
model of these networks are a hierarchical regu-
latory and control system, and geography-based
organizational structures rather than networks
built around specific issues. However, each
network has unique characteristics that we will
describe in this chapter.

The institutions and facilities of the Santiago

del Estero network, in Argentina, fall under the
umbrella of the provincial Ministry of Health,

and all levels of care are subject to its decisions
and authority. The Ministry governs the net-
work’s technical supplies and human resources
and does the planning. The governance model

is predominantly hierarchical and institutional,
with few opportunities for self-regulation.

The national Remediar and Redes programs
(Box 4.1) play a key role, since they were drivers
of the network’s implementation. They have also
acted as strategic pillars for managing health-
care and for organizing work at an operational
level. During the interviews, the different levels
of care had markedly different perceptions of
who governs the network. The primary level sees
the Direccidn de Atencidn Primaria [Primary
Care Division] as the central governing body and
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the national programs as an effective support.
At the secondary care level, the provincial Mi-
nistry of Health is the most widely recognized
governance authority.

In Brazil, the healthcare network for chronic di-
seases in Fortaleza is part of the Municipal SUS,
so its governance mechanisms and rules are,
first and foremost, dictated by law. The institu-
tions that participate in the network are public
and are administratively linked to different levels
of government (municipal, state, and federal).
The Fortaleza Health Secretariat has a Coordina-
tion Office in charge of defining, implementing,
and coordinating the network. In addition to
promoting the incorporation of municipal ser-
vices into the network, the office is in charge of
connecting with referral services at higher levels
of care to agree on collaborative actions.

In a way similar to the case of Santiago del
Estero, the professionals in the Fortaleza net-
work perceive the governance model differently
depending on the level of care where they work
or their role on the healthcare teams.

Primary care unit coordinators are familiar with
the healthcare network for chronic diseases,

but primary care professionals said they had
very little information on the network or even
that they did not know what it is meant to do.
Most interviewees involved with specialized care
said that the network has a single and hierarchi-
cal governance model and identify the Municipal
Health Secretariat as its highest authority.
Others said the model is more cooperative
(mixed governance between the municipal and
provincial health secretariats). A third group
knew nothing about the model.

BOX
4.1.

In Colombia, the Red Norte is under the direct
authority of ESE Pasto Salud, which in turn has
a contractual relationship with the public and
private health service provider institutions.

ESE Pasto Salud is a decentralized, munici-
pal-level public institution with autonomy and
its own funds. In this network, there is an ad-
ministrative and leadership team for the entire
network, as well as an institutional development
plan. “ESE Pasto Salud has administrative and
financial autonomy and network-wide policies.
Each network does not set its own policies,
protocols, and procedures; they are the same
for all”. (PDM 07). The model is hierarchical, and
each of the network’s providers are subject to
the directives and institutional development plan
established by the board of directors and senior
management of the ESE, so the same processes
can carried out at all the network’s healthcare
service provider institutions.

Notably, this was the only network in the study
with a Code of Ethics and Good Governance.
This code guides the actions of the ESE’s em-
ployees. The rules in this code were drawn up in
consensus with the institution’s employees. ESE
Pasto Salud’s principles and values center on
users, their families, and the community.

The IMSS-Prospera network in Mexico is part

of a public program funded by the federal
government and administrated by the IMSS.

The governance model is clearly hierarchical.
On one hand, the IMSS has a centralized struc-
ture and is administrated vertically. On the other
hand, the IHSDN’s different levels of hierarchical
management are defined in the program’s ope-
rating rules: central (national level), state office

The REDES Program in Argentina

The REDES 1 Program originated as a nationwide strategy funded by the Inter-American Development Bank
to implement a PHC-based IHSDN and improve clinical and health management. Funding for investment projects
for specific geographical areas was contingent on meeting the goals established for the program's components.

The aim of the second phase of the REDES program (called REDES 2), which is currently underway, is for the national
government to take over management and funding of medications. It also seeks to promote complementarity with
the SUMAR program; broaden public coverage; strengthen colon, breast, and cervical cancer screening programs;

and expand record-keeping for cancer patients. It will include a dedicated cancer patient care coordinator (navigator)
as a strategy to ensure that patients’ care pathway (referrals and back-referrals) is appropriate and that cancer patient
records are kept correctly. A pilot program providing palliative care for cancer patients at primary care centers will

also be implemented.
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(state level), regional (sub-state level), hospital
(area of influence), and zonal (PHC manage-
ment, rural medical unit supervision/guidance)
(Secretaria de Salud, 2015).

3. The networks’ organizational
structure

The organizational structure “consists of the
way in which the organization divides and then
coordinates its work, seeking alignment be-
tween internal processes and the environment”
(Marin-ldarraga, 2015). The networks in this
study have documents that define this structure,
as well as the networks’ operational mecha-
nisms. When network participants are familiar
with these documents, they have a clear idea

of how the network is run and their role in it.
However, interviewees showed varying degrees
of familiarity and knowledge of these docu-
ments. Some interviewees even said they did
not know the documents existed or what their
use was. The comments of several participants
in the Santiago del Estero network highlight this
disconnect: “There was one, I'm not sure where
it ended up” [PCD 02], “There is no document”
[PCD 03], “There is no specific document for
the network. The document defining the roles
of the PHC team members is called the PHC
Management Operating Manual” [Mixed FG 04],
“There is no document.” [SCD 0O1].

The Municipal Health Secretariat of Fortaleza
(Brazil) includes the organizational structure of
the healthcare network for chronic diseases in
its 2014 Strategic Plan and Roadmap. The Pasto
Salud network in Colombia has a Processes and
Procedures Manual that covers the operational
structure, as well as a Pasto Salud organizational
chart with the organizational structure of the
state-owned social enterprise (ESE). The net-
work in Mexico, as part of the IMSS-Prospera
program, has a strategic and operative structure
that is laid out in the documents applicable to
all facilities in the country part of the program,
such as Article 5 of the General Health Law, the
IMSS-Prospera Program’s Rules of Operation,
and the Organic Law of Federal Public Admi-
nistration. There is no option to adapt or modify
them at the local level.

4. Social participation

One of the characteristics of PHC is individual-
and community-centered care. For that reason,
the channels for active social participation need
to be appropriate to each community, and all
actors involved should be able to have a hand

in articulating needs, defining services, making
decisions, and ensuring ongoing and transparent
accountability (Nebot & Rosales, 2008).

Social participation should also recognize
“people as both users and citizens who hold the
health system accountable in terms of the quali-
ty and timeliness of services and efficient use of
resources” (Celeddén & Noég, 2000).

There were varying degrees of social partici-
pation in the governing bodies of the different
networks studied, ranging from no formal par-
ticipation in the Santiago del Estero network
(Argentina) to mechanisms with limited actual
impact (Mexico), to social participation that is
guaranteed by law (Colombia and Brazil). In
practice, however, social participation is not al-
ways effective. There are gaps in terms of iden-
tifying relevant stakeholders in a process or en-
suring good representation, and little emphasis
is placed on communicating with the communi-
ty. Below are the study’s findings on how social
participation is configured in the four networks:

a) No formal social participation
mechanisms

The Santiago del Estero network
(Argentina) has neither formal channels
for social participation nor institutiona-
lized instruments. Community relations
are carried out informally.

b) Formal social participation mechanisms

In the networks in Brazil, Colombia, and
Mexico, citizen participation is guaranteed
by law or regulations. It is an integral part
of how the networks are organized and run,
and there are formal channels for interac-
tion between management and users.

In Brazil, citizen participation is built into
the legal framework of the Brazilian public
system and is a fundamental requirement
for transferring resources. The SUS has
multiple channels for citizen participation.
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The main ones are health conferences and
councils, which are held at the three levels
of government and which involve users,
health workers, managers, and service
providers (Brazil, 1990; Ministerio da Saude,
2013). In the case of Fortaleza, the follo-
wing channels were identified:

9 Municipal Health Conferences: orga-
nized by the municipal government.
The main purpose of these con-
ferences is to detect health needs
that should be included in Municipal
Health Plans.

® Municipal Health Councils: perma-
nent, collective, and deliberative
bodies of the SUS. Their role is to
deliberate on, evaluate, and monitor
the actions of the different sectors
involved in the SUS.

9 Regional Councils: these are tied
to the municipality’s health regions
and the local health councils of each
of the primary health care units in
the network. These councils discuss
matters related to care for patients
with diabetes. PHC managers,
directors, professionals and users
participate.

In Colombia, the Constitution, laws, and decrees
lay out the legal framework#4 for social participa-
tion. In the Red Norte “users have a permanent
seat at the table, with a right to speak and vote”
(Political Decision-maker O7). User associations
have been organized in each of its healthcare
service provider institutions. They serve as chan-
nels of communication between users and the
institution and allow users to be involved in deci-
sions that will ultimately have a direct impact on
the service they receive and, consequently, on
their well-being. “We have a user association for
each unit of our services network... These asso-
ciations are focused on protecting users’ rights”
(Political Decision-maker 03).

4 (a) Decree 1757 of August 3, 1994, which organizes and establish-
es the modes and models of social participation in health service
delivery; promotes social participation and consensus-building;
establishes the right to participate through Community Participa-
tion Committees, associations or leagues of users, and observer
groups; (b) articles of the Constitution, such as 49, 103, and 340, that
establish community participation as a democratic mechanism for
representation, consensus-building, control, and monitoring the pub-
lic administration, and (c) Statutory Law 1751 of 2015, which promotes
social participation in the health system’s decisions.
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The 2012-2016 Pasto Salud Development Plan
was created with the participation of the stake-
holders (users, patients and families, human
resources, providers, training institutions, com-
munities, and the environment). This document
sets Pasto Salud’s strategic direction by identi-
fying each stakeholder group’s needs: ““In the
development plan, each stakeholder group was
heard, and they voiced their expectations for
that strategic direction” (PCD 01). The 2015
accountability report contains an example of
citizen participation: the users association points
out the need to improve the infrastructure of
the Morasurco Health Center. Remodeling that
health center was then included in the Red
Norte’s Annual Operating Plan. However, the us-
ers who participate through these channels are
unaware that their center is part of a network
and the advantages this entails.

In Mexico’s IMSS-Prospera Program, the chan-
nels for citizen participation are laid out in its
Rules of Operation. The program has a social
oversight body made up of citizen approvers
(reputable members of the community) who
represent the population served and act as
spokespeople for users to ensure that health
services are of good quality and are provided in
decent facilities. “In 2013, a social accountability
mechanism called ‘citizen approval’ was imple-
mented (...) It hears complaints and brings them
to the management of the rural medical unit or
hospital. The approvers are authorized to review
the program’s budget and rules of operation,
and they conduct surveys on the treatment
received and the distribution of medications
(...) They help identify problems related to the
treatment users receive.” (FLD O]).

All healthcare establishments in this network
have a complaints and suggestions box.
According to the directors and health person-
nel who were interviewed, the citizen approval
committee and the facility’s authorities discuss
complaints and suggestions to work together
to find solutions to the problems reported.
Notably, the users who were interviewed did
not know how the Citizen Approval Committee
or box works, despite having requested it.
Experiences in other Mexican states show that
health service users are not familiar with the
Citizen Approval system, but that the system
can be effective because it provides a real link
to the hospital’s management (Cabral Dorado &
Delgado Cepeda, 2017).



Additionally, “the population participates in
assessments of the state of local health because
they know best what they get sick and die from.
Volunteering is another form of participation
(...) Volunteers are trained at the rural medical
unit to provide guidance to other patients, and
sometimes they are given training outside of
their town; this motivates them. They are wo-
men chosen from the community by the assem-
bly. They are given a small amount of compen-
sation” (SCN 01).

5. Sharing and exchanging information
with the community

The networks in this study took a wide mix of
steps to share and exchange information with
the community.

The Santiago del Estero network has limited
channels for communicating with the commu-
nity. It mainly uses signboards with notices in
primary care units, meaning communication only
reaches people who frequent the health units.
Informal communication during daily contact
and informal conversations are other ways infor-
mation is exchanged in this network.

In the Fortaleza network, each network node
has a different strategy for sharing information.
At the primary care level, the community health
workers are in charge of disseminating informa-
tion on actions related to care for people with
diabetes. The Hospital Universitario and the Hos-
pital General de Fortaleza post this information
on their website, while the Centro Integrado de
Diabetes e Hipertensdo (CIDH) shares it via tele-
vised messages. The nodes do not coordinate
their different communication strategies.

The Red Norte of ESE Pasto Salud actively co-
mmunicates with the community through media
like television, radio, social media, and educa-
tional booklets. Its messages center on disease
prevention and health promotion campaigns.
“The media is used to share information (...)

as are internal policies (...) and information is
also provided directly to users” (Political Deci-
sion-maker 07).

The IMSS-Prospera IHSDN’s communication
with the community is focused on health educa-
tion activities and covers different topics (basic
hygiene, family planning, preventing chronic
diseases, etc.). Midwives who are part of the
network are also given training on issues apart
from maternal health.
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Type of information shared with the community

Primarily information Primarily information related to organization
on health promotion at healthcare establishments

Red Norte Pasto Salud

IMSS-Prospera

Source: Prepared by the authors

6. Steps to collaborate
with the community

In the Santiago del Estero network, the secon-
dary care level organizes early disease detection
and health promotion activities. “When acti-
vities are scheduled at the hospital, the popu-
lation is invited to participate. For example, a
‘health team’ made up of a psychologist, social
worker, physician, and community organizer put
on a breast cancer prevention week. They invite
people to screenings, and they spread the word
among their acquaintances and family members
in the town.” (SCD 01).

According to authorities at Fortaleza’s Munici-
pal Health Secretariat, there are mechanisms for
involving Local and Regional Health Councils
when reorganizing processes for providing care
for people with diabetes at primary care units. In
their view, most of these changes were received
favorably by those councils. Additionally, during
interviews and focus groups, medical specia-
lists said they participated in Municipal Health
Councils, but they said the healthcare network
for chronic diseases was not discussed in that
space.

The ESE Pasto Salud in Colombia has a board of
directors with a member representing the co-
mmunity. This representative is the point of con-
tact between all user associations of the health-
care service provider institutions. This setup
encourages community and social participation
in decision-making, evaluations, and monitoring
the strategic plan presented by the state-owned
social enterprise. The network also has a user
association providing a link between the com-
munity and the network’s operational director.
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Santiago del Estero

Fortaleza

In Mexico, given the program’s community focus
and the fact that it provides care in rural areas,
there are various figures who facilitate contact
between the program and the community. “The
program’s operations are based on community
action taken by community action supervisors,
committee action organizers, and community
networks of local volunteers, community health
workers, and midwives” (FLD 01). For PHC, the
point of contact between the community and
the rural medical unit is the community action
organizer, who visits people at home and puts
on health education activities.

“(...) We have volunteers—organizers responsi-
ble for 10 families—who go from house to house
to find people who are ill or pregnant. We also
have midwives who have been receiving trai-
ning, as well as a traditional doctor (shaman)
who has a good relationship with the rural me-
dical unit (...)”. (PCD O1).

“Patients are first referred through the co-
mmunity network, through volunteers who are
assigned a certain number of families. If during
their visits they identify people who need care,
they send them to the rural medical unit with a
simple form listing the symptoms” (PCD 03).



7. Cross-sector collaboration

There is a clear correlation between a popula-
tion’s health and social determinants of health.
Many circumstances and factors affecting
people’s lives and influencing their health are
beyond the scope of health services, so joint
action between different sectors is needed in
order to address social determinants of health.
Cross-sector collaboration refers to the ties be-
tween the health service network and other sec-

tors, whether social or otherwise (PAHO, 2010b).

The current view is that this joint work between
the health sector and other government sectors
is needed in order to have an impact on social
determinants of health and reduce inequalities
in health (PAHO, 2015).

Relationships between the health sector and
other government’s agencies can vary in extent
and intensity (Solar, Valentine, Rice, & Albrecht,
2009; Meijers & Stead, 2004; PAHO, 2015).
These relationships can be based on the stages
of information exchange, cooperation, coordi-
nation, and integration. Table 4.2 provides more
details about these stages.

TABLE
4.2,

Relationships based on
information exchange

Relationships based on cooperation

Using this classification scheme, the following
levels of collaboration between the health sector
and other government sectors were identified in
the IHSDN in this study:

a) Relationships based on exchanging infor-
mation: the healthcare network for chronic
diseases in Fortaleza has taken this first
step towards cross-sector collaboration.

In this network, managers at the Municipal
Health Secretariat have begun dialoging
with directors and operational staff at

the different levels of care to identify cha-
llenges and opportunities for working with
the municipality to provide care to diabe-
tes patients, and to share the importance
of working as a network.

b) Relationships based on cooperation: the
Red Norte of ESE Pasto Salud has reached
this stage. There is cross-sector collabo-
ration on specific issues like preventing
teen pregnancies and addressing chronic
diseases: “For specific public health pro-
grams, we are working together and try-
ing to design impactful cross-sector strat-
egies” (DAP O1). There are partnerships
and agreements with other institutions,

Extent or intensity of relationships between the health sector

and other government sectors

Extent/intensity of the relationship L
between health sector and other sectors ez 2]

First step towards cross-sector collaboration. The parties build a common language
for dialogue. In They also identify relevant or shared aspects for joint work.

The aim is to make each sector's actions more efficient. Cooperation can range from

incidental, informal, or reactive to actions based on shared problems and priorities.
Cooperation frequently occurs when implementing policies, not when making them.

Relationships based on coordination

Adapting each sector’s policies and programs for more effectiveness and efficiency.

The aim is a more horizontal working relationship between sectors, with a more
formal work structure and a shared source of funding. It is essential for this under-
standing to be reaffirmed in the plans and budgets of each of the sectors involved.

Relationships based on integration

Sectors working together to create a new policy or program.

In addition to implementing or applying joint policies, the aim is joint design
and funding to achieve a common social objective.

Source: PAHO, 2015
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like the Office of the Family Commissioner,
the Colombian Institute for Family Well-
being, the police, universities, the Secre-
tariat of Education, the Government of
Narifo, the Office of the Public Prosecutor,
the Emergency Response Unit, Depart-
mental Health Institute, and others.
Despite this, convincing people of the
need for cross-sector action was a gra-
dual process that is still underway:

“For example, Education was somewhat
reticent to engage with us because it was
seen as more of a health problem, but the
approach gradually shifted, and now we
have a good working relationship”

(PCD 05).

The Santiago del Estero network takes
cross-sector steps to meet the communi-
ty’s needs, but without planning or fo-
[low-up. The health network has a strong
relationship with other agencies, due
essentially to two factors: the proactivity
of the participants (primarily directors)
and the community’s specific demands,
which require sectors to work together,
although their actions are isolated and
disorganized: there is no planning or fo-
[low-up to promote or carry out cross-sec-
tor actions. At the highest level, authori-
ties establish framework agreements for
carrying out cooperative projects, but
cross-sector relationships are neither
planned nor implemented.

There is high potential for integration with
other sectors, but this potential is not
properly or sufficiently realized. Tapping
into it could improve social determinants
of health and open the possibility of ob-
taining additional resources for funding
integrated activities. It is also noteworthy
that these actions are recognized at both
the primary and secondary level of care as
being essential to prevention, as seen in
the following examples:

“In the neighborhoods there are people
relocated from slums and there’s lots of
trash. There isn’t a good collection sys-
tem, and the neighbors put out the trash
on days that no trash trucks come and
then the dogs rip open the bags. The chil-
dren have skin problems. We spoke with
the municipality to improve trash
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collection and with the residents to
change their habits” (PCD 04).

“The accident rate (which for the hospital
is very important, because most emer-
gencies are from motorcycle accidents)
is closely tied to the accident prevention
system” (SCD 02).

Relationships based on coordination: in
Mexico, the IMSS-Prospera network has
agreements with other health institutions:
with the State Health Services for patient
referrals, and with the State Social Protec-
tion for Health System (Seguro Popular
de Salud, in Veracruz) to compensate the
IMSS as for providing services at the net-
work’s facilities to IMSS enrollees. “[there
are cross-sector agreements] (...) with the
health sector with other medical institu-
tions, especially the Health Secretariat.
There are also agreements with local
authorities, state health committees, and
the Veracruz Adult Education Institute”
(SLD 02).

The network also has a community ac-
tion component involving the municipal
authorities and the Integral Family De-
velopment (DIF) program: “The DIF also
participates in providing care to patients,
primarily by referring them to other
health units (...)” (SCD O1).

Through agreements with the Social
Development Secretariat and the Indige-
nous Peoples Development Commission,
resources from federal programs set up
to improve social determinants of health
were allocated to renovate and improve
medical units.

Relationships based on integration: the
IMSS-Prospera network’s agreements with
educational institutions allowing students
from the final years of medical school and
nursing school to do social service in net-
work facilities fall into this category.



8. Accountability

Accountability is the responsibility of people

or organizations for their decisions or actions
(Brinkerhoff, 2003) (See Chapter 9). In this
chapter, we focus on accountability in the areas
of financial resources and performance in this
study’s networks, as well as the parties to which
they are held accountable.

In the Santiago del Estero network, most pri-
mary-level interviewees responded that they
are mainly held accountable for reaching goals,
not so much for resources used. One reason for
this is that primary care does not have its own
budget. The Provincial Ministry funds human
resources, building maintenance, supplies,

and, occasionally, basic medical equipment.

The scant funding it receives comes from the
National Ministry of Health and is linked to its
productivity. At the primary level, the National
Ministry of Health and the national programs
(for example, SUMAR, Redes) are seen as the
accountability bodies. This perception shows up
in the following response: “Every four months,
a report is given to the National Ministry of
Health (the central implementing body of the
Redes program) and to the IDB” (Political Deci-
sion-maker 01). The secondary care level reports
first to the accountability bodies (for the fun-
ding it receives), and second, to the SUMAR
Plan.

In Brazil, the municipalities are required to hold
public hearings to present and discuss plans
and annual reports. These documents also have
to be posted to the SUS’s public information
access systems: the Annual Management Re-
port Support System (SARGSUS) and the Public
and Health Budget Information System (SIOPS)
(Ministerio do Planejamento, 2015). These do-
cuments are also used by the state and national
tribunals of audit, and by teams from the Natio-
nal Auditing System in municipal health system
inspections and audits.

At the time of the study, the Fortaleza network’s
primary care managers were considering de-
veloping a dashboard with a set of indicators
compiled from primary care unit databases to
be monitored and evaluated by the Municipal
Health Secretariat. There was no mention of any
other type of accountability mechanisms speci
fic to the condition-based network. The Centro

Ambulatorio de Especialidades [Specialized
Outpatient Center], which is under municipal
management, mentioned that it reports to the
local and regional health councils, in addition to
the accountability mechanisms established by
the Ministry of Health. Interviewees at hospitals
said they report to different levels: the Hospital
Universitario submits network indicators to the
Municipal Health Secretariat, and the Integrated
Diabetes and Hypertension Center does likewise,
but to the Ceard State Health Secretariat. Lastly,
the Hospital General de Fortaleza did not speci-
fy its accountability mechanism.

In Colombia, Law 1474 and other transparen-

cy rules require public institutions to provide
reports for accountability purposes at least

once a year. ESE Pasto Salud has a strategic
plan for this process with citizen participation

as one of its pillars. Accountability reports are
given at zone-based meetings, public hearings,
direct interviews, and through other strategies
for sharing information (ESE Pasto Salud, 2015).
Once a year since 2012, stakeholders like work-
ers, universities, the community, users and their
families, the board of directors, providers, the
municipal council, and others are called toge-
ther. The state-owned social enterprise gives an
account of its progress towards its commitments
related to 4 strategic objectives: information and
human talent, improving processes, user satis-
faction, and finances.

Lastly, in Mexico, as a federal program the
IMSS-Prospera network is required to comply
with the General Transparency and Public Infor-
mation Access Law. This involves publishing the
required information on the IMSS’ Transparency
Obligations Portal.

At the operational level, the rural medical units
report their monthly progress towards goals to
their specific zones. From there, it goes up the
ladder to the state and national level. “(...) Since
the program is part of IMSS, everything is regu-
lated by the guidelines for all areas. An account
is given to the state office and the internal con-
trol body, to the State Offices Evaluation Unit,
to the head of the state office, who is under the
authority of the medical benefits area. And at
the central government level, reports are given
to division directors, to the Health Secretariat,
and to the state committees. The rules of opera-
tion are the regulatory documents” (SLD 03).
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Additionally, the Secretariat of Public Admi-
nistration and the State Supervisory Body are
responsible for making sure that citizen appro-
vers do their job in order to guarantee respect
for users. “The entire [IHSDN] program reports
back to the Secretariat of Treasury (...) The
hospital receives information from the cen-

tral level via “circulars.” The information spills
down, through the manager, by email or via the
circulars. The Rules of Operation structure the
hospital’s day-to-day operations. They specify
health personnel’s obligations, how they should
be organized, and who is in charge of what.
The hospital is held accountable for reaching
goals. It reports certification, accreditation, and
quality indicators to the different institutions:
first to the regional supervisor, who then re-
ports to the state office, after which it goes to
the federal level. At the federal level, they
evaluate the indicators every month or so.

They have a form and they check whether they
are doing good work (...) (SCN 01).

In the networks in this study, most interviewees
were able to identify and describe the process
by which the networks are held accountable.
The findings revealed that accountability pri-
marily centers on financial resources and has
well-established mechanisms, chiefly for repor-
ting to higher-level government agencies.

The networks report back to society and users
in some cases, by publishing reports, memoran-
dums, or even data on care and finances.
Accountability for care goals and performance
and quality indicators is underdeveloped

(See Chapter 9).
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9. Conclusions

Vertical and hierarchical mechanisms dominate
the governance models of the networks in this
study, which have figures (whether institutions,
management levels, etc.) that exercise leader-
ship and have decision-making power. The inter-
viewees easily identified these institutions and
their role within the network. In more developed
networks, like IMSS-Prospera in Mexico and the
Pasto Salud ESE network in Colombia, this go-
vernance model seems to favor the development
of standardized processes for all network nodes,
especially at the operational level (for example,
the primary care units have the same or very
similar operational mechanics). The challenge
lies in ensuring that the specific needs of each
of the community served by these networks are
met, in other words, in achieving a mechanism
that is both equitable and provides a certain le-
vel of local flexibility. In the networks still in their
beginning stages, the governance model needs
to be shared with the network’s participants,
especially its roles and responsibilities and its
rules of operation, in order to improve coordi-
nation between levels of care and healthcare
establishments.

With regards to the community component,
three of the four IHSDN had formal mechanisms
for citizen participation at the time of the study.
However, a clear instance of citizen participation
influencing decisions was only mentioned in

one network. The challenge is to ensure that the
population served by the network is properly
informed about these mechanisms and that they
have a clear and visible impact on decisions.

Since one of PHC’s main characteristics is focu-
sing on individuals and communities, the IHSDN
needs to provide effective opportunities for
representative citizen participation, and these
channels need to allow the population to be
involved in decision-making.



In terms of collaboration with the community,
the Pasto, Fortaleza, and Mexico networks have
different community participants with a speci-
fic role and a clear relationship to other parties
in the network (for example directors, health
professionals, etc.). The challenge is to make
these relationships effective and sustainable.
The networks that were just starting out when
this study was conducted did have compo-
nents for communicating and collaborating with
community, but they still needed a coordinated
strategy between the network’s different nodes.
Also, they do not use digital or social media,
which is noteworthy given that three of the four
networks are in urban areas (Pasto, Fortaleza,
Santiago del Estero) and given the high mobile
phone penetration rate in the region. The cha-
llenge is to identify an effective communication
strategy for the network that reaches the target
population.

Relationships between the health sector and
other government sectors were at different
stages at the time of the study. All networks

see the importance of cross-sector action.

They understand the need for this collaboration
and have taken steps towards making it a reality.
All network participants clearly see the influence
of social determinants of health on their pop-
ulation and therefore engaging in cross-sector
collaboration is a good practice that should be
encouraged and facilitated. The main challenge
is achieving truly integrated cross-sector rela-
tionships, meaning that policies are planned,
funded, and implemented jointly to reach a
shared social objective.

The networks in this study have well-defined
accountability mechanisms for financial resour-
ces, and the networks’ participants are familiar
with how and to whom they need to give finan-
cial reports. This information is public in three
of the four networks, although it is shared with

stakeholders differently and to different degrees.

Three of the four networks are held accountable
for achieving performance goals, but this area of
accountability is underdeveloped and needs to
be strengthened by also including aspects like
quality of care. In this regard, the network’s main
challenges are, first, to implement an effective
and permanent accountability system in the
area of care goals and performance and quality
indicators to show whether the network is doing
its job properly and what it needs to improve to
achieve its fundamental objectives. The second
challenge is analyzing (not just compiling) the
information reported in order to identify su-
ccesses, gaps, and opportunities for improve-
ment. Proper use of this information has major
ramifications for operations and the quality of
care. The final challenge is improving communi-
cation in this area (dissemination, change ma-
nagement) among management, administrative
staff, and operational personnel at the network’s
different levels and nodes.
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@ CHAPTERS.

FUNDING THE NETWORK

Tania Marin, Diana Pinto, Miguel Angel Méfiez

1. Introduction

The characteristics of a PHC-based health net-
work’s funding has significant ramifications for
the efficiency and quality of care processes, and,
consequently, for health outcomes (Kringos et
al., 2010; WHO, 2010; Smith & Yip, 2016).
Different studies have found a correlation
between the design of the funding system and
access, efficiency, the achievement of funda-
mental objectives to improve health, equitable
delivery and use of services, improvements in
transparency and accountability, and the quality
of services. (Hebrang et al., 2003; Bhat, 2005;
Kutzin, 2013).

The general features of each country’s health
system funding model and its connection to

the population’s coverage and access to health
services is analyzed in Chapter 3 of this book,
which delves into the context. Macro-level
funding dictates the structure of each network’s
resource flows. However, this chapter examines
how these resources flow from the “macro” level
to the network, and the mechanisms for allo-
cating them. Among the most effective com-
ponents of a resource flow that favors overall
network efficiency are: budgets that are set and
drawn up based on overarching objectives, flexi-
bility to move resources within the network,
and giving operational units procurement po-
wers (PAHO, 2007). Also, resources allocation
and incentives mechanisms should encourage
coordination between service providers, quality
care for users at the most appropriate point of
the network, and disease prevention and health
promotion actions.
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2. The flow of resources to the network

A PHC approach emphasizes investments in
primary care (Kringos et al., 2013a). It was long
thought that primary care is equivalent to basic
services, since its technology is less expensive
than that of other levels of care. This view has
led to the mistaken assumption that PHC needs
less resources. Primary care can potentially
resolve most of people’s health problems, while
secondary and tertiary care solutions serve

a very small population. Some countries in
Latin America (Costa Rica, Brazil) have im-
proved their health outcomes and broadened
their health coverage by implementing PHC
programs (Guanais & Macinko, 2009; Pesec

et al., 2017).

Due to the cost of new health technology and
to the epidemiological transition, specialized
and sub- specialized medicine requires more
resources, which are frequently allocated at the
expense of PHC. In the countries in this study,

a high percentage of public spending goes to
secondary care. Only Colombia had an expli-
cit percentage of the Capitated Payment Unit
that should be allocated to primary care, health
promotion, and disease prevention actions. In
Argentina, the available data could not be used
to ascertain the percentage provinces allocated
to the different levels of care.

Tables 5.1 and 5.2, below, show how public
spending is distributed between primary care
and secondary care (hospital care) in each

of the countries in the study, according to
regulatory criteria.



TABLE
5.1.

Percentage of public expenditure allocated to primary care

Argentina Not applicable It was not possible to calculate a percentage; the funding does not necessarily
all come from the same source.

Brazil Around 16% SIOPS. Established by law.

Colombia 30-55% of the The percentage of resources allocated to primary care is based on the Capitated

Capitated Payment Payment Unit, which is the per-capita amount the General Social Security for
Unit resources Health System pays each HPC for organizing and ensuring delivery of all health
for health services in the Compulsory Health Plan, with no distinction or segmentation
by levels of complexity or specific technologies. The Ministry of Health set rules
for how to distribute spending (Circular 0057 of 2007), suggesting the
percentages included in this table.

Mexico 23.70% General Directorate of Health Information. Statistical Bulletin 33 (2013).
Financial Resources.
http://www.dgis.salud.gob.mx/contenidos/publicaciones/p_bie.html

TABSLZE Percentage of public spending allocated to secondary care

Argentina Not applicable It was not possible to calculate a percentage; the funding does not necessarily
all come from the same source.
Brazil 63% SIOPS (2013-2014). Established by law.
Colombia 30-55% of the The percentage of the capitated payment unit to be spent on each level
Capitated Payment Unit of complexity of health services was set by the Ministry of Health in External
resources for health Circular 0053 of 2007.
Mexico 60.10% General Directorate of Health Information. Statistical Bulletin 33 (2013).

Financial Resources.

based on historic data. This budget is
perceived as inflexible (“In a hospital like
this, it is very difficult to predict expendi-
ture,” “Half the budget went to repairing
a hemodynamic device”) and disadvanta-

Below is a description of the way in which re-
sources are distributed to each of the networks
analyzed:

O In Argentina, primary care receives a

mix of resources: on the one hand, it
receives a set amount—calculated based
on historic demands—from the Provin-
cial Ministry of Health to pay for human
resources, supplies, medications, ope-
ration and maintenance of healthcare
establishments, and training. On the other
hand, national programs like Sumar and
Remediar grant funding based on pro-
vinces’ performance. Interestingly, direc-
tors of primary care units always men-
tioned these programs first when asked
about funding sources for this level of
care. Secondary care receives a budget
from the Provincial Ministry of Health

geous, making it difficult to attract spe-
cialized human resources “(...) Scarcer,
more expensive” (SCD 02).

In Brazil, health expenditure is managed in
a highly decentralized way. The Municipal
Health Secretariat is in charge of discu-
ssions about resources needed for prima-
ry care. Primary care is funded with mu-
nicipal resources and per-capita transfers
earmarked for primary care from the fe-
deral Ministry of Health. Primary care is
also funded through state-level transfers,
with criteria that vary from state to state,
and federal incentives are available for
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specific projects like Family Health, the
Community Health Workers Program,
and, at the time of the study, the Mais
Médicos. Program. This last program was
overhauled in 2019 and renamed Médicos
pelo Brasil. Now, instead of municipalities
receiving transfers to pay doctors’ sala-
ries, the Ministry of Health will hire them
directly. The state and federal referral
hospitals have their own budget. The net-
work’s hospitals receive funding from the
level of government to which they belong
(municipal, state, or federal). They also re-
ceive transfers from the Ministry of Health
based on productivity. However, there is
no specific budget for advancing work as
a network.

O In Colombia, primary care units are fun-
ded by capitated contracts and by the
sale of services, that is, per event or per
procedure (ESE Pasto Salud, 2013).

All hospital funding is from the sale of
services. However, the hospital level is
seen as the biggest consumer of resour-
ces. “The costs of providing services at
the primary level are the lowest; most of
the health system’s resources go to high-
ly complex care at the large hospitals”
(PLD 03).

O In Mexico, the IMSS-Prospera program

is fully subsidized by federal funding

(in 2014, 90% of the network’s resources
were from the federal subsidy) and by re-
sources transferred from the Seguro Pop-
ular de Salud for providing care to its en-
rollees. But according to the interviewees,
the mechanisms for transferring resources
from Seguro Popular to IMSS-Prospera for
services provided to its enrollees are still
a challenge for the network, as they are
still in their beginning stages and are in-
sufficient, affecting the network’s funding.
Requests for funds, which are allocated
based on the historic needs of the popu-
lation served by the rural medical unit or
rural hospital, first go to the state level,
then to the national level (IMSS, 2015).
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3. Funding for community services
and social needs

Community- and people-centered care is one
of the essential attribute of primary health care.
It requires different sectors to integrate and
collaborate in a way that aligns with the needs
of the population served by the network.
Welfare services, community organizers, co-
mmunity health workers, and the community
itself should all be involved. Evidence shows
that PHC achieves better outcomes when care
is adapted to the characteristics of the users’
community. (Akhavan & Tillgren, 2015; Davy,
Hartfield, McArthur, Munn, & Brown, 2015;

Di Cesare et al., 2015; Chetty et a/,, 2016).

Despite this evidence, and even though Latin
American cultures and societies accept and de-
mand a community care model (Gonzalez, Rico
Garcia, Izaguirre Zapatera, De Angel Larrinaga,
& Lor Martin, 2016; King, Smith, & Gracey, 2015;
Rubio-Valera, Pons-Vigués, Martinez-Andrés,
Moreno-Peral, Berenguera, & Fernandez, 2013),
and users place a high value on it (Mosquera,
Herndndez, Vega, Martinez, & San Sebastian,
2013; Rodriguez-Villamizar, Acosta-Ramirez, &
Ruiz-Rodriguez, 2012), none of the networks in
the study had a specific budget category for
this type of activity. Any funding for community
care comes from outside sources, which partly
explains why the networks have so few multidi-
sciplinary initiatives, or even communication and
social inclusion initiatives.

In fact, Brazil is the only country in the study
with municipal resources and specific subsidies,
and it is the only one with a national policy for
allocating specific federal government resources
from social programs like the Community Health
Workers Program. In the rest of the networks
analyzed, even the national policy sometimes
fails to address spending on this type of service.
In Mexico, the priority is providing services at
health units, and resources can only be allocated
to support the community network’s actions if
there are extra funds. In Argentina, these ac-
tions are sometimes funded through National
Programs or the Community Doctors Program.
But these funds only cover the health workers,
and there is no specific subsidy or budget item
for these needs. In Colombia, Resolution 5520 of
2013 states that the resources from the General
Revenue-Sharing System and those allocated
through income transfers can under no
circumstances be used for social services.



In Colombia no social services are provided
through the health system, and funding has to
be obtained from other sources. Community

care services are funded with resources from the

services provided.

4. How the IHSDN budget is drawn
up and its relationship to objectives
and goals

For PHC to work and reach its potential to
solve most health problems, it not only needs
sufficient resources, but its planning and use

of resources must also be aligned with existing
needs. It is also important to recognize that the
social circumstances of users, communities, and
the professionals who work in the network are
dynamic rather than static, and are affected by
external factors. Proper resource planning is
thus crucial to ensuring IHSDN serve their func-
tions in a coordinated and efficient manner at
all levels.

a)

b)

Two patterns related to budgets and network
objectives and goals emerged in the IHSDN in
this study:

A disconnect between the budget design
and the network’s goals and objectives.
This situation was more common in
networks that are just starting out and

in contexts where working as a network is
novel. This lack of prior experience means
the network has no operative or financial
administration to build on, and admi-
nistrators attempt to obtain resources

to address specific situations, with no
overarching vision for the network and

its development.

Budgeting based on institutional goals: in
this case, goals are set out in operational
plans or national health policies, and the
network’s budget is designed based on
historical data, coverage, and the activities
performed to reach the objectives.

Table 5.3 provides details on how well

each network’s budget is aligned with its
objectives and goals.
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Funding networks based on their goals and objectives

Degree of alignment
between the network’s
resources and goals

Santiago del Estero, The network does not have its own budget, since technically neither its finances
Argentina nor its operations are administered as a network.

Misaligned
Fortaleza, Funds were only requested for infrastructure and technology improvements in
Brazil 30 network units (the funds were from the federal Growth Acceleration Program).
Red Pasto, The network’s budget is set based on procurement history, the portfolio of
Colombia services, and the goals and indicators defined in the annual operating plans.

Aligned with

institutional goals

s IMSS-Prospera, Every year, the program unit prepares a draft budget to meet National Health

Mexico Policy objectives laid out in the National Development Plan and the Health Sector

Program. This document is approved by the lower chamber of the legislature,
and payments to the State Health Offices are scheduled based on each state’s
coverage and activity. As of November 2019, the federal government had made
no changes to how IMSS-Prospera is funded. The end of Seguro Popular and the
creation of the Instituto de Salud y Bienestar [Health and Wellbeing Institute]
has not yet led to changes in the Rules of Operation for providing care to people
served by IMSS Prospera, which was partially funded by Seguro Popular.

5. Population-based cost estimates b) The estimate is made based on each net-

and risk adjustment work’s population, services, social profile,
and epidemiological profile. However, it

An IHSDN has a well-defined population and is not always coordinated well with the

network’s specific needs: “(...) The yearly
budget makes no sense. Every year the
(IHSDN) program is given a little bit more,
but it’s not based on the number of people
it serves. This means the infrastructure is
inadequate and insufficient; 89% goes to
current expenditure” (SCD 04).

should have a clear picture of that population’s
socio-health profile and the social determinants
impacting its health The network’s cost esti-
mates should be based on population data and
should be adjusted based on the population’s
risk. This allows networks to allocate resources
more equitably and better meet the population’s
needs. The cost estimates of this study’s IHSDN
followed one of two patterns (Table 5.4):

a) Estimates of funding needs are not based
on population data. In these cases, net-
works use a historic amount adjusted
annually based on parameters that are not
well defined, like production, availability of
resources, political decisions, and adjust-
ments for inflation. In other cases, like
in Argentina, the budget is defined by
legislative parameters.
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Budgeting based on population and risk data

Budget estimates
with population data
and risk adjustments

Santiago del Estero, Funds are allocated based on a historic amount adjusted annually according

Not aligned Argentina to variables that may not be made clear and that are linked to production,
9 availability of resources, political decisions, and adjustments for inflation.
Fortaleza The SUS's funding is established in laws followed by the three levels of government.
Brazil ’ PHC receives two federal resource transfers—one fixed and one variable—which are
allocated according to the characteristics of the population, epidemiological data,
and the health services offered.
Aligned with Red Pasto The ESE Pasto Salud's budget is allocated based on population served,
population data Tolriiloie ’ epidemiological profile, services provided by each network, and needs identified.

It does not create a specific budget for each network.

The budget is estimated based on the number of people each rural medical unit
and the hospital serves, and it is divided up according to disease types and rates
and based on priority groups. However, the interviewees indicated that this does
not necessarily align with the network’s needs.

IMSS-Prospera,
Mexico

Source: Prepared by the authors

6. Needs consultations as part Others said they were consulted only at the
of budget design beginning of the year. At the other extreme

is Santiago del Estero, where 75% of inter-
viewees in charge of primary care centers
said they were consulted regarding their
needs for materials and human resources.
Since there is no specific budget for pri-
mary care, interviewees saw these needs
consultations as a merely symbolic ges-
ture—there is no mechanism for aligning
those needs with the budget’s design, gi-
ving rise to situations like this one: “We
have a dentist, but no office. The dentist
takes the patient, paperwork, and adminis-
trative assistant to a nearby center (...) This
really wears the dentist out” (PCD 05).

In interviews and focus groups, researchers
asked health personnel from primary and se-
condary care units, unit managers, and some
state and national directors if their input was
sought during the budgeting process. Because
of their position, many of them are in contact
with management professionals or those di-
rectly providing care to users, making them key
sources of information on needs for resources.
Additionally, many of them are familiar with the
operative and administrative routine, potentially
making it easier to identify priorities. The inter-
viewees’ responses show that when healthcare
facility managers are consulted, resources are
not necessarily then allocated for the needs they
specify. There are several reasons for this:

The secondary care level is not consulted
during the budgeting process, and hospital
directors indicate a lack of systematic data
collection, planning, and financial control.
1. There are no formal channels allowing Unicamente las necesidades de insumos o
healthcare facility managers to participate equipamiento médico son atendidas.
in the budgeting process.

On one end of this spectrum is the
Fortaleza network, where most intervie-
wees responded that they were not
consulted about needs for resources.
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2. Only medical device or supply needs are
addressed.

In ESE Pasto Salud’s Red Norte, in
Colombia, there is an annual procurement
plan for allocating the budget. Health per-
sonnel is consulted regarding the resources
needed in order to provide services. The
needs are shared with the warehouse, and
it is an open process based on professio-
nals’ requests for materials and supplies.

3. The network does not have the autonomy
to use resources according to its needs,
and the budget is structured at the central
level.

In the IMSS-Prospera network, part of the
budget has to be approved by the lower
chamber of the legislature, and its manage-
ment is centralized at the state office level,
which occasionally leads to disconnects,
since the network has no power to make
budgetary decisions outside of day-to-day
operations. “The resources are managed by
the IMSS—Ordinary System, and they come
from federal categories 19 and 12.

They reach the state level already ear-
marked for medications, travel expenses,
infrastructure, and training. The allocation
is based on past budgets, and resources
can be transferred between categories”
(FLD O0).

BOX
5.1.

The REDES 2 Program

7. Economic incentives for working
as a network

Health networks should have incentives for
achieving the network’s goals, for integrating
its different participants and levels, and for
providing services at the most appropriate and
cost-effective point for users (PAHO, 2007).
Research has also shown that proper incentives
encourage professionals to collaborate, parti-
cipate, and engage in integrating the network
(Suter et al., 2009).

Notably, the Brazil, Colombia, and Mexico net-
works do not have explicit incentives policies for
working as a network. This is an area of oppor-
tunity for them, as no incentives encouraging
coordination between the different care levels
or work as a network were reported.

The Santiago del Estero network is a special
case due to the participation of the REDES
Program, which incentivizes work as a network
through area-based projects prepared by the
provinces and based on their assessment of the
current situation. There are financial incentives
for reaching goals for a range of indicators se-
lected by the provinces (Box 5.1). The network’s
goals revolve around improving care for the
population and improving clinical management
processes (for example, setting up systems for
scheduling appointments) or health manage-
ment processes (like implementing referral and
back-referral systems) (Inter-American Develop-
ment Bank, 2016; Cejas, Péné, Macchia, &
Ferrante, 2016).

The second phase of the REDES program aims to provide greater support to the Primary Health Care Strategy and
help strengthen the Integrated Health Service Delivery Networks. This phase of the program has different incentives

for working as a network:

® Enhance operational coordination between REDES, the SUMAR Program, and the National Cancer Institute

(between different levels of care).

® As goals for processes, get areas to implement quality processes to systematically register, classify, and

monitor the population they serve.

® Test out a mode of operating based on accrediting primary care centers for quality of care and integrated
operation with other care levels and health services.
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However, in Santiago del Estero, interviewees

were unaware of the REDES program incentives.

By their accounts, the only incentives for work-
ing as a network are the REDES Program trai-
nings. In other words, the incentives for working
as a network are linked to federal programs like
REDES and Sumar, but the network’s partici-
pants do not necessarily see them as incentives.

It was unclear to officials in ESE Pasto Salud’s
Red Norte that existing incentives (based on
personal performance) aim to encourage coor-
dination between providers, centers, or profes-
sionals. The expectation is that verbal or written
messages or congratulations will motivate joint
work between the network’s different partici-
pants and professionals.

In Mexico, all regulations are established by the
IMSS at the federal level, so there are no initia-
tives associated with meeting the program’s ob-
jectives or encouraging joint work as a network:
“The hospital does not have its own incentives.
Those place are from the institution, for getting
to work on time, for example. It has rewards
for good performance for doctors and nur-

ses. There is currently a merit-based reward for
nurses worth 5000 pesos. To earn it, they have
to meet several requirements, most important
of which is providing quality treatment to
patients” (SCN O1).

Lastly, the Brazil network has no incentive for
developing work as a network. However, a ma-
nager says that “the discussion about creating
incentives for working as a network has been
opened, and there are plans to use incentives
for health teams that achieve the proposed
indicators” (CLD 05).

Given the networks’ current context, it is diffi-
cult to imagine a scenario in which the different
levels of care become truly integrated and coor-
dinate their work without proper incentives for
achieving the network’s goals.

8. Conclusions

The countries in this study typically have frag-
mented public funding models, with different
funding sources and ways of collecting re-
sources. Resources are channeled to the net-
works in this study based on national schemes,
sometimes using parameters established by

law and regulations, or sometimes adjusting
past amounts, but not necessarily based on
needs expressed and identified by the net-
works’ participants, and without adjusting for
the population’s risk. There is also a widespread
perception among the four networks that not
enough resources are allocated to PHC and that
it is chronically underfunded. The funding is out
of sync with the model of working as a network
and is still based on care or political/administra-
tive levels. Thus, community services and social
needs go unfunded.

Researchers did not find funding for the net-
works themselves in the cases studied because
the budgetary model centers on funding the
different levels of care separately. While there is
shared funding in networks part of federal pro-
grams (like Mexico’s), centralized management
makes it so the network’s specific needs are not
taken into account.

Policies that incentivize working as networks

are needed in order to achieve integration and
reach goals. These policies should be sound,
clear, and widely circulated among the networks’
managers, care levels, and operational parties to
prevent disagreements or multiple interpreta-
tions of the incentives by the networks’ different
participants and to achieve the desired impact.
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@ CHAPTER 6.

THE MANAGEMENT MODEL

Cintia Cejas, Irene Santilli

1. Introduction

“Health management” refers to people’s ability
to channel and organize resources to meet spe-
cific objectives associated with delivering better
health services. It is related to art, to building, to
consensus-building, and to organizing resources
to make full use of them. Management models
have certain universal strategies, patterns, and
evidences, but at the same time, each model
takes its own shape in response to its geograph-
ical, cultural, and institutional context.

According to the PAHO (2010), an IHSDN’s man-
agement model is essentially a function of its
level of complexity (type of healthcare establish-
ments, the existence of referral centers, owner-
ship of the centers, funding model, etc.). More
complex networks, which are generally larger,
need organizational designs that center on
delegating decision-making power and greater
coordination between participant organizations.

As Lega (2007) asserts, integrated organizations
should be designed according to their needs,
which are determined by factors both within

and outside of the organization itself. Import-
ant external factors include health regulations,
funding mechanisms, competition, health poli-
cy, and citizen expectations. Important internal
factors are the organization’s size (both in terms
of number of employees and population served),
type of services offered, and geographical scope
(to either concentrate services for urban areas
or decentralize management in rural areas).

Given these premises, this chapter aims to ex-
plore certain key aspects of the management
models of the different health service networks
in this study. It analyzes the main mechanisms
for organizing human resources, the options for
motivation and incentives, their leadership and
coordination, as well as support systems (infor-
mation, logistics, etc.).

2. Leadership and organization

Inherent to the concept of network are constit-
uent organizations that establish connections
with each other. These connections materialize
in network strategies ranging from ownership

to coordination agreements, as described by
the integration scale proposed by Ahgren and
Axelson (2005). The strategy defines a net-
work’s organizational model, its decision-making
structure, and how the services it provides are
coordinated and supervised.

Before further analyzing how each network is
organized, it is important to note the role orga-
nizational structures and models play in the inte-
gration of care. Despite the extensive literature
on organizational structures in the field of man-
agement, evidence suggests that organization-
al changes do not imply more integrated care
(Burns & Pauly, 2002). Similarly, integration at
the corporate or director level (creating a single,
overarching leadership body for the network, for
example) has no correlation to the integration of
care levels (Kautz, Gittell, Weinberg, Lusenhop,
& Wright, 2007).

Argentina’s network structure consists of PHC
centers and two general hospitals (with 504
beds). The primary care centers are owned by
the Provincial Ministry of Health, although some
are under the authority of the Municipality of the
Provincial Capital. The hospitals are run by the
General Directorate of Health Service Coordi-
nation, also called the Medical Care Directorate,
which is controlled by the Health Secretariat,
which in turn is under the authority of the Minis-
try of Health. Each type of center has a different
governing body, but there is no network director
position.

Very few medical professionals and other health-
care workers participate in the bodies gover-
ning the management of the organizations in
the Argentina network. Formal and systematic
spaces for coordinators from all the network’s
healthcare establishments to meet are limited
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to certain coordination meetings between the
Medical Care Directorate and the managers of
the network’s hospitals, and between the PHC
Directorate and the directors of the rapid
response units.

In the Brazil network, the Policy and Organiza-
tion Coordination Body of Fortaleza’s Municipal
Health Secretariat is responsible for the process
of structuring the network. Other sectors

also participate through a management su-
pport group (Grupo de Conducao). The network
coordination body is part of the formal struc-
ture of the Municipal Health Secretariat and is
recognized by other managers as the structure
responsible for managing and organizing the
network.

The coordination body includes other divisions
responsible for integration between primary
care level and more complex services, such as
those in charge of primary care, specialized care,
and care for chronic conditions. This coordi-
nation body also ends up taking on the role of
dialoging with and integrating the services as-
sociated with other levels of government (state
and federal).

The network serves the entire geographical area
of Fortaleza and centers on one chronic disease:
diabetes. There is a general coordination body
and regional and local councils (with a participa-
tory role), but it is very fragmented, and a single
leadership body that is known by all the parties
has not been set up. Additionally, the network
lacks a space for coordinators of the participa-
ting services to meet, with the exception of the
primary care units.

In the Pasto Salud network in Colombia, the
state-owned social enterprise is organized by
geographical area into four directorates (north,
south, east, and west). The Red Norte studied
in this book is internally organized based on
professional distinctions between levels of care.
The network’s nodes are very unique because al-
though care centers belong to the state-owned
social enterprise and are therefore public, they
mostly provide services to patients insured by
different private entities (HPC).
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There are meetings and commissions that pro-
vide formal opportunities for exchange between
the network’s operational director and primary
care units. These spaces are used for training,
presenting progress in the network’s results, and
creating plans for improvement. The Red Norte
is not a complex network and has no direct
coordination with professionals at secondary or
tertiary hospitals, since each institution is inde-
pendent and care is brokered by the HPC.

The Mexican network is centralized and tied to
a national program, so it has hierarchical lead-
ership at the central level under which the state,
regional, hospital and zonal levels operate. The
main role of the last two levels is to manage and
administrate resources, making arrangements
with other health sector subsystems to ensure
continuity of care. This helps enhance patient
referrals, especially in priority programs like ma-
ternal health. At the local level in rural hospitals
and rural medical units, management staff, along
with community networks, make arrangements
with local authorities (municipalities) to obtain
the supplies and resources they need, mainly
through support agreements for the services.

Despite the centralized, vertical, and hierarchical
nature of the formal structure, researchers iden-
tified horizontal networks within the organiza-
tion of the services. These include coordination
with the community volunteers network, which
focuses on community services and is the most
important link between the organization and
families.

3. Motivation and incentives systems

For incentive mechanisms to be effective, they
must provide a “reward” for reaching a goal,

and the agent (individual or group) must con-
sider that goal attainable. Incentives are usually
ineffectual if the value of the reward for the
probability of reaching the goal does not at least
equal the effort that must be expended to do so.

The classic systems for paying health profe-
ssionals are fee-for-service, capitation, and fixed
salary or compensation. Meanwhile, the most co-
mmon incentives are centered on concepts like
results, performance, quality, or objectives, and,
with some variations, are based on setting goals,
monetary and non-monetary incentives, and
monitoring and evaluation systems.



Their aim is to promote better care, compen-
sating professionals for achieving predefined
care goals. The most well-known model is called
“pay-for-performance” (P4P), and its key vari-
ables are: quantity, type of objectives, how
activity or results are measured, and how it is
combined with other non-financial incentives.
This type of incentive helps improve processes,
but there is no conclusive evidence of its effect
on health outcomes (Mendelson et al., 2017).

The main goal of a pay-for-performance scheme
is to improve the quality and productivity of the
services health workers provide to the popu-
lation. The higher productivity resulting from
pay-for-performance improves health outcomes
and increases quality, efficiency, and user satis-
faction with the health system (Mendelson et al.,
2017). And in the context of integrated net-
works, the purpose of incentives is to promote
coordination between participating organiza-
tions and units.

Interviewees in the Santiago del Estero network
(Argentina) see the productivity-based finan-
cial contributions offered by national programss
as a motivations and incentives policy. In this
network, 85% of the health service facilities
consulted said they were authorized to give
incentives to their staff. At the primary care
level, the incentives from the National Nacer-Su-
mar Program are monetary, and the ones from
the National Redes Program take the form of
equipment, uniforms, building repairs, etc. At the
secondary level, monetary incentives (bonuses
for reaching objectives, for example) are men-
tioned. Training is the network’s most common
non-monetary incentive. The incentives are not
set up to promote coordination, with the ex-
ception of management training courses which,
directly or indirectly, are considered to help im-
prove the network’s coordination capabilities.

The Fortaleza network does not have a financial
incentives policy either, although some mana-
gers said they were beginning to discuss deve-
loping incentives to get teams to achieve

the proposed indicators. The coordinators of the
primary health care units mentioned the exis-
tence of incentives based on how far the per-
sonnel has to commute and social risk to work-
ers, but they are not specific to the network in
guestion. No incentives for developing the

5 Programa SUMAR y REDES, principalmente.

network were found for specialized services
either. The Centro Integrado de Diabetes e
Hipertensdo (CIDH) has its own incentives tied
to training and call numbers. Certain steps to
promote good performance were also identified
(participation in conferences, for example), but
the interviewees say it -is obsolete, inadequate,
and not considered an incentive.

The Colombia network has a motivation and in-
centives policy for professionals. However, most
interviewees think that the incentives for work
done are nonexistent or unclear. National regu-
lations require every health institution to have a
funded incentives plan. This led to the launch in
2016 of the “Everyone’s Job” strategy to incen-
tivize health talent (in adherence to article 193
of Law 100 of 1993, and Law 1164 of 2007).

This policy is developed by the Social Wellbeing
Committee, which establishes the criteria for
creating incentives institutions’ human talent.
The incentives are worth up to 5% of workers’
pay and often include support for refresher and
continued education courses, trips, recreational
plans, or gifts on specific days, among others.

The network in Mexico is subject to the IMSS
guidelines. This means incentives are established
at the institution’s central level and consist of

a monthly payment for punctuality and atten-
dance, which is added to salaries. This has led
its employees to see it as part of their income
rather than an incentive, and it is also only given
to permanent employees. These incentives are
unrelated to meeting the program’s objectives
or to the staff’s performance. “The incentives
available to staff are the ones the IMSS gives
annually for attendance and punctuality. There
are also rewards for social workers, nurses, and
medical personnel, the rules for which are go-
verned by the IMSS” (FLD O1).
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4. Information Systems*

According to the PAHO (2010b) position pa-
per, an integrated information system is one of
the essential attributes of IHSDN. Such system
should help connect all members of the network
and provide information that is detailed enough
that it can be used to plan all levels of health
services, now and in the future. Additionally, to
coordinate care, there needs to be an integrated
(or at least interconnected) information system
providing details on people’s health status and
use of health services.

This attribute takes different forms in the cases
studied. For example, the network in Argentina
does not have one single information system
that links up all the healthcare establishments,
which is the case in most of the country’s pro-
vinces. The Ministry of Health has a system for
collecting information—which consists of a form
for recording certain non-digitalized data—and
there is an epidemiological emergency system.
On the other hand, there are multiple informa-
tion systems associated with different natio-
nal care programs, some used by the services
and others by the central government.6 As for
patient information at the secondary level, only
one hospital covered by this study is starting to
implement electronic health records, and the
administrative personnel and doctors are being
trained to use it.

In Brazil, the information systems of Fortaleza’s
Municipal Health System network feed into the
information systems managed nationally by the
Ministry of Health. Electronic health records
(EHR) were implemented at the municipal level
in the networks’ primary health care units and
are currently being expanded to new units,
although they still need to be adapted so they
can be integrated into the system. Also, pro-
fessionals need to become familiar with EHR,
and certain additional resources for effectively
implementing them are still lacking.

Even though most of the SUS’s information is
digitalized, the networks do not have a single
information system that connects all the units
(information is still fragmented by level of care).

Each service (federal, municipal, or state) uses
its own systems to meet its demands. The study
only found one instance of electronic health re-
cord integration—between one of the network’s
primary care units and the Hospital Universi-
tario—which made it easier to provide care to
patients using those services.

Colombia has the Comprehensive Social Protec-
tion Information System (SISPRO), which holds
data from all health institutions nationwide.
SISPRO is a data warehouse that stores the
information needed to create indicators and
reports. The data is from sources inside and
outside of the Ministry. The Red Norte gathers
information on service delivery using a digital
tool called an Individual Service Delivery Record
(RIPS), and it has records on health promotion
and public health programs.

There are two information systems for linking up
to the national system: the Health Operations In-
formation System (SIOS) for managing the clini-
cal, care, and financial activity associated with a
patient, and the Managerial Information System
(GENOVA), which is a specialized, integrated,
modular system for accounting and financial
administration.

Within ESE Pasto Salud, all the networks are
interconnected, providing information on their
users in rural and urban areas. Doctors, nurses,
community organizers or workers, and adminis-
trators from all centers in the network have their
own profiles for logging into the information
system. But while information on the patient’s
medical history is stored in the network’s infor-
mation system, there is no connection with the
information systems of other institutions provi-
ding more complex services.

The case studied in Mexico has a single infor-
mation system for the entire IHSDN called the
SISPA Information System. The system records
data on all service delivery actions, like the
population served, appointments, community
actions, and others. “Records are kept manually
in a “daily log” using a tally system, and every
month a synthesis of the results is prepared.
Recently, a change in how files are kept was

*See Chapter 9.
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registry), SITAM (cervical cancer screening), SIP (perinatal informa-
tion system), SISA (integrated health information system).



requested for “accreditation” purposes.
Now there is one per member. They separate
them by type of disease, by program, not by
numbers” (PLN 0O1).

There is now one file kept per person. The files
are classified by type of disease or by programs,
not by clinical file numbers. Since there is no
electronic medical file system, health units have
a family folder containing a printed medical file
for each beneficiary of the IHSDN. The network
is currently transitioning to a system of one file
per beneficiary instead of family folders.

There is recognition that a good flow of informa-
tion is key to managing patients in an organized
way in the network. Steps should be taken to
provide the appropriate infrastructure so the
necessary information systems can continue to
be implemented.

5. Human resources

The backbone of a health organization is its
people, its human resources. There must be
enough professionals with proper training and
in the right places to provide optimal services
to the population and achieve the best health
outcomes. According to the WHO (2010) the
performance of healthcare systems ultimately
depends on the knowledge, skills, and motiva-
tion of the people in charge of providing the
services.

The network in Argentina has a Primary Care
Operating Manual with job profiles. It describes
the activities and skills of each of its members,
as well as the vision and mission for primary
care. But while job profiles are usually defined
by the centers, staff is hired and assigned by the
Provincial Ministry of Health, and primary care
center directors do not participate in the hiring
process or the process of matching profiles to
needs. No explicit and mutually agreed upon
hiring criteria were found in this network. The
ministry is also in charge of staffing the regional
hospital. In short, the network has a traditional
human resources model with centralized hiring.

This network did not mention a lack of human
resources at the primary care level, although a
few key participants commented on limitations
and poor distribution of professionals at this le-
vel. But interviewees unanimously said there are
not enough specialists at the secondary level,
pointing to problems with doctors moving to

other provinces after doing their specialization
and moves within the network from secon-
dary care to primary care. These moves happen
because of the lower demand for complex care
and the better hours at the primary care le-

vel. This situation also leads to imbalanced pay
because doctors providing secondary care earn
the same as primary care practitioners but
have greater responsibility. The existing training
opportunities are part of national initiatives, but
at the network level they are not systematized
into a general plan. However, there are limited
initiatives for joint training activities? between
the different levels. Knowledge is transferred
from the secondary to primary level through
training on how to handle people with diabetes
at the primary care level, for example.

In Fortaleza, managers at the Health Secretariat
say there is a shortage of human resources, es-
pecially nurse technicians and community health
workers. Also, the professionals do not have the
right profile, since the program entails changes
in hiring criteria. Interviewees from specialized
services stated that the professionals generally
have the skills needed to do their job, but there
are too few of them. There is no clear criteria for
hiring professionals who work in the network; it
is unclear which skills are evaluated when hiring
a new professional for the team. Furthermore,
performance evaluations not systematic and can
vary from one service to another.

There are various continuing education initia-
tives for professionals in the network, in part-
nership with educational institutions. One is a
specialization course offered with the Escuela
Estatal de Salud Publica de Ceara. Its content is
defined by the Municipal Health Secretariat and
the networks project consultants. The course is
mandatory for all primary health care unit ma-
nagers and has a problem-based learning me-
thodology and hands-on activities. The actions
defined in the course are discussed with the
management group and supported by regional
authorities.

Most of the organizations hold training, but not
in a regular or systematic way. Hospital Univer-
sitario Walter Cantidio and the CIDH, for exam-
ple, organize educational activities for primary
care (matriciamento), and there are different

7 Some of these can be seen at:
http://www.msal.gob.ar/?option=com_bes_contenidos.
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initiatives for promoting understanding between
professionals at different levels.

The ESE Pasto Salud has a job descriptions
handbook for all its networks that lays out the
profile and experience each professionals should
have, in accordance with national regulations
and as a requirement to be authorized to pro-
vide services. The Municipal Health Secretariat,
for its part, monitors and evaluates the different
programs. One aspect it reviews is compliance
with the requirements for the profiles and skills
of the people performing the activities. In the
Red Norte of ESE Pasto Salud, staff is assigned
and hired according to demand for services from
the population and according to service delivery
standards to ensure their competence.

The network has two types of evaluations
required by national regulations for the pu-

blic sector. One is a job performance evaluation
system for career government officials and offi-
cials currently in a trial phase. This evaluation is
carried out twice a year. The other is a job skills
evaluation. Forms for each hierarchical level
have been designed for this yearly evaluation.
The first is an employee skills evaluation form
used to analyze evidence from a person’s work
experience in terms of formal education and
other training. The second form is a staff skills
evaluation using the 360° methodology, which
involves a self-evaluation by the worker, as well
as evaluations by a direct supervisor, a cowor-
ker, and a client. If the employee receives a low
score, an improvement plan is created.

As part of ESE Pasto Salud, the network has an
Institutional Training Plan that in 2016 received
0.1% of the total budget. The aim of the training
plan is to share clinical management protocols
and guidelines, the institution’s processes and
procedures, and the new legal frameworks go-
verning some of the services’ activities, among
other knowledge. The training plan is carried out
through monthly activities.8

8 The topics covered are chosen based on staff needs evaluations
conducted by the ESE. Topics in the 2016 training plan included: the
health service delivery policy, international goals, and instructional
packets; the Audit Program for Healthcare Quality Improvement and
Accreditation; users’ rights and responsibilities; the code of ethics
and good governance; the adverse event management methodology;
the patient safety policy and program; the Failure Mode and Effects
Analysis (FMEA) method; the protocol for handling chronic medical
service users; the referral and back-referral manual, and the clinical
guidelines (Pasto salud, 2016 ).
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ESE Pasto Salud has a structure for continu-
ous improvement: an Improvement Committee
consisting of the manager, assistant managers,
and operational directors. This committee is in
charge of evaluating and setting improvement
strategies, sharing them at the operational level,
and implementing them. “An example of im-
provement is implementing the humanization
policy. Although progress is modest, clear rights
and responsibilities have been established for
both users and internal staff, and metrics have
been used to monitor the policy’s application”
(PCD 03).

In the case of the rural network in Mexico, hu-
man resources are hired according to IMSS re-
gulations. Doctors at rural medicals units must
be licensed doctors or doctors doing their year
of obligatory medical service before receiving
their license. Nursing staff must be from the area
and chosen by the communal assembly. Most
specialists at the rural hospital are residents in
their final year of training in pediatrics, gyneco-
logy, internal medicine, surgery, anesthesiology,
or family medicine, and they come from hos-
pitals in the regular IMSS system (services that
treat people covered by IMSS because they have
social security). The number and profiles of staff
were established at the start of the program in
the 1980s and have remained the same since,

so the rural hospital is short-staffed, especially
in gynecology, surgery, and internal medicine.
There is only one resident doctor position for
each specialty.

The management of both resident doctors and
unlicensed doctors doing their social service is
based on their own choice according to the cri-
teria of the university or specialization programs
in question. Choices are based on the main
conditions treated at the hospital and are influ-
enced by the opportunity to practice a certain
technique or procedure, and in some cases, by
proximity to the professional’s home. Because
there may not be a position that matches their
profile, professionals accept a type of contract
for which they are overqualified and therefore
receive pay that is much lower than they de-
serve, which discourages them. Likewise, at the
rural medical units the assistant nurses who
work more in the community feel they receive
less recognition than general nurses, despite
having a more taxing job.



6. Support systems

Logistical support systems are a set of systems
and tools that support the healthcare network.
They allow integration between care facilities
and help provide an integrated continuum of
care for users. They include the information and
communication system (analyzed above), the
network’s user identification systems, electronic
health records, access control stations, medi-
cal transportation—for patients, professionals,
biological materials, and supplies—and manage-
ment of the supply chain for medications and
other supplies (PAHO, 2010). In the case studies,
analysis centered on two key issues: adequate
supply of essential medications (relationship
with suppliers and delivery to patients) and
transporting patients in emergencies (coordina-
ting emergency transportation, moving patients
to centers with emergency care).

In the Argentina network, access to essential
medications for primary care is guaranteed by:
a) the National REMEDIAR Plan, which distri-
butes kits of medications directly to primary
care centers, and b) the Provincial Ministry of
Health, which supplies medications not included
in REMEDIAR and also has a new stock control
system that ensures their supply. The network
implemented technologically simple ways (text
messages) to provide support or confirmation
for shifts and appointments and to share infor-
mation on prevention activities. These process-
es, although limited to certain specific medical
conditions, add value to the network as a whole
and the set of factors at play. As for transporting
patients in emergencies, all primary care centers
have the capacity to move a patient to a more
complex center in less than an hour. Almost
none of them have their own ambulance, so the
provincial government’s ambulance service is
always used to transfer patients.

In Fortaleza, SUS users identify themselves using
their National Health Card, so they can be recog-
nized in all services. This allows the creation of

a database on services used, procedures, and
personalized health information.

Medications for PHC are funded by the three
levels of government (municipal, state, and
federal), in accordance with their agreement
with the SUS. The data collected in the case
study revealed supply interruptions and unavai-
lability of some medications on the list, due to
a shortage of funds and poor solutions from

companies. The state health secretariat and the
federal government are responsible for high-
cost medications and those used for strategic
programs. In this area, there is a significant num-
ber of requests for the supply of medications
through court appeals. These are often redirec-
ted to the Municipal Health Secretariat, leading
to a high volume of expenses.

The primary health care units and referral hos-
pitals do have an access control system. The
Fortaleza Municipal Health Secretariat has a
computerized procedure regulation center

for structuring the networks. The Tests and
Appointments Records Service subcontracts a
company to keep records of appointments at
the secondary level. The primary health care
units have medical transportation for home
visits, among other activities. Patients are trans-
ported from primary care units to more com-
plex centers by the municipality’s Emergency
Mobile Care Service, which determines the level
of emergency and where to take each case by
telephone. According to interviewees, these
transfers take more than an hour.

In Colombia, the network’s professionals are
aware that they can use the Health Operations
Information System (Spanish acronym: SIOS) to
obtain information on people who receive any
type of service. A user’s identification docu-
ment number can be used to track the user from
anywhere in the network according to the health
program they are associated with.

For referrals to other levels of healthcare, if the
referral is made from the outpatient service, a
form is filled out in the information system and
shared with the patient’s HPC, and they then
make the referral to the appropriate specializa-
tion. When the patient is referred from emergen-
cy services to more complex hospitals, the user
care office coordinates directly with the hospital
or informs the departmental Emergency Dis-
patch Center to ensure they receive the service.
In both cases, the network’s information system
can generate monthly statistics on the appro-
priateness and timeliness of referrals. Informa-
tion on the patient’s medical history is available
through the network’s information system, but,
as mentioned previously, there is no connec-
tion with the information systems of other more
complex institutions, and there is no interaction
between professionals at different levels of care
either.
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The network in Mexico has an administrator po-
sition at both the state office and rural hospital
for coordinating all logistical functions, but the
doctor and nurse do this job at rural units. The
rural hospital requests supplies and medications
using an annual projection based on the previ-
ous year. There is a catalog of medications, and
they make special purchases when required.
The pharmacy staff controls the batch of me-
dications and helps use them up before their ex-
piration dates, in accordance with the Refillable
Prescription Program? and rational prescribing
principles.

The zone’s supervisory team provides logistical
support to the rural medical units, and each visit
they bring supplies and medications (whether
purchased from suppliers or redistributed from
another unit’s excess supplies). For requesting
supplies and medications at the hospital le-

vel, an annual projection is made, with monthly
distributions. There is also a catalog of medi-
cations. Rural medical units have a basic set of
medications, which are kept and documented
by the unit’s director. A requisition is issued
each month based on past consumption. Under
current regulations, the network is responsible
for supplying users with the institution’s core set
of medications (essential medications) free of
charge. However, interviewees said these me-
dications are only available 70% to 90% of

the time at the node covered by this study,

so sometimes users have to buy them out of
pocket because they are not available.

There is no service for transporting patients
from rural medical units to the rural hospital,
even in emergencies, because this node does
not have ambulances for transporting patients
between its healthcare units. To fill this gap, the
network makes agreements at the local and
regional level with municipalities to use private
or municipal vehicles to transport patients to the
rural hospital at no extra cost to them. It takes
approximately 45 minutes to transfer patients
from rural medical units to the rural hospital. The
rural hospital has an ambulance that is only used
to transfer patients to other hospitals when they
need a more complex service due to the serious-
ness of their condition.

9 The National Refillable Prescription Program gives patients with
chronic diseases 3 fillable prescriptions, one per month, at a single
appointment in order to decrease the number of appointments they
have each year.
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As for the availability of technology, the rural
medical units, regional teams, and rural hospital
communicate with each other by radio. There is
internet access at 86% of the rural medical units,
but the service is very poor because it cannot
be used during most of the workday. The rural
hospital has internet access, but only for institu-
tional sites and intranet.

7. Conclusions

Healthcare service networks can be managed in
a way that ensures the services offered match
the population’s needs. This management
approach should make it easier to use different
strategies to identify needs and to adapt ser-
vices to the epidemiological, social, and cultural
profiles of the population served by the network.
This leads us to various aspects analyzed in this
chapter: networks’ modes of leadership, the
design of the chain of command for organizing
resources, how goals are set, and how people
are given incentives to achieve the networks’
objectives.

The cases in this study seem to replicate the
health systems’ standard hierarchical pattern,
although innovative organizational structures
are starting to emerge. Where the four networks
differ is in their degree of formality when invol-
ving network participants in resource planning,
and with regards to achieving goals. Some net-
works still operate by reacting to demand and
show very little proactivity and flexibility when
faced with new scenarios, a weakness that could
be attributed to culture, a shortage of human
resources, or pre-existing bureaucratic financial
and administrative structures.

The information gathered in the study shows
that networks are just beginning to apply out-
come-based goal setting and monetary in-
centives, and this could be connected to the
weak and fragmented information systems for
monitoring information and tracking progress
towards goals. Middle managers are not able to
identify “network goals” beyond those for their
own services, which debilitates the coordination
of care. Additionally, key participants identified
that external incentives from national authorities
may be designed with a single process esta-
blished for all provinces in mind, ignoring the
context of provincial systems and their laws.



As for nonmonetary incentives, some networks
had incentives for human resources connec-

ted to building their skills or giving them be-
tter working conditions (equipment for services,
supplies for work, etc.), but it is questionable
whether this can be considered an incentive,
since providing the necessary work tools is
actually to be expected.

All networks incorporate evaluations, at least in
their design. Colombia’s 360° method is an in-
teresting approach involving a self-evaluation by
the employee, as well as evaluations by a direct
supervisor, a coworker, and a client. The conse-
guences of the result of these evaluations can-
not be deduced from the study. In all four net-
works, incentives policies, just like goal setting,
are focused on the services themselves rather
than on encouraging health care coordination.

The information systems of the four networks
are at various stages of development. It is clear
that achieving a single system is a goal, but
multiple systems coexist in the same network
of services.

All four networks are just starting to develop
their logistical support systems. While strides
have been made in specific areas, like access

to medications through specific programs or
recording information to add to the information
systems, these initiatives are not deployed at all
the networks’ care facilities, hindering integra-
tion and coordination. In terms of transporting
patients, each network faces the difficulties de-
scribed above, with shortcomings that produce
delays.

As for training human resources, while training
is continuously offered, there are differences
between the cases studied. The training can

be offered through national programs and cen-
ter on specific types of care, as is the case in
Argentina; in coordination with universities, as
occurs in Brazil; or as an Institutional Training
Plan, like in Colombia. It would be advantageous
to foster shared training opportunities for pro-
fessionals from different levels, using the training
to promote coordination.

Based on the different aspects of the networks’
management covered in this chapter, it can be
concluded that each of the four networks are
more or less at the beginning stages of develop-
ment and continue to face challenges.
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THE CARE MODEL

Hortensia Reyes Morales, Clara Judrez Ramirez, Ricardo Pérez-Cuevas

1. Introduction

This chapter uses the framework for analyzing
the IHSDN care model for the four countries in
this study and considers the specific context of
each of networks. The chief elements analyzed
are: population and geographic area, focus on
PHC, care model, services offered, reorientation
of hospital services, and evaluation. This over-
view of PHC-based network models is particu-
larly useful because it gives information on the
situation of local health systems, which makes
them easier to understand and helps identify
potential improvements.

2. Population and geographic area

The four networks covered by this research
serve people living in marginalized rural or urban
areas, so the primary care units, as gateways

to the network, are distributed throughout the
network’s area of influence.

TABLE
7.1.

The four networks are similar to each other in
that they serve a population more vulnerable
to health risks and problems. According to the
guiding principles of IHSDN, health services
should be adapted to the type of population
that needs them, and they should be accessi-
ble both geographically and culturally. In terms
of population served, the network in Argentina
has the most people, followed by the Brazilian
network. Regardless of the number of people
served, Table 7.1 shows the type of users

who seek services from the networks. In the
Colombia network, for example, people uproo-
ted from their territories by social violence make
up a notable contingent of those seeking care.

Beneficiaries of the network in Mexico include
indigenous people since it operates mainly in ru-
ral areas. These variations lead to certain unique
features of how care is organized compared

to other networks—for example, the need to

hire interpreters as part of the health team. The
network in Brazil centers on a specific condition
and serves an urban population.

Population and geographic area

m Target popLIIation

Santiago del Estero,
Argentina

Fortaleza,
Brazil

Pasto Norte,
Colombia

Network available to a population of 283,000 people. 55.9% of the province’s residents have no social
protection, social security, or private insurance.

The Condition-Specific Network for Diabetes Mellitus Patients serves an estimated population of 219,419
people, around 9% of the total population of the municipality of Fortaleza.

The network serves an urban and rural population, as well as people displaced by violence. Of its 45,715
users, 95% have coverage through three private HPCs, and the remaining 5% without this coverage are

insured by the Municipal Health Secretariat.

IMSS-Prospera Veracruz,
Mexico

Network available to a population of 50,000 people. 54% of the population is below the extreme
poverty line, 92.4% have no access to social security, and 44.2% are considered undereducated.

It is a marginalized rural and urban population, the most vulnerable in terms of health risks and
problems arising from extreme poverty.

Source: Prepared by the authors
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3. Focus on Primary Health Care

The IHSDNs’ care models are all conceptually
rooted in PHC. Through different models for de-
livering services, they strive for comprehensive
care, emphasizing health promotion and disease
prevention actions (see Table 7.2).

The values of the Argentina network are equa-
lity, efficiency, quality, and patient and worker
satisfaction. With regards to equality, the care
model is focused on the community and de-
signed to ensure universal coverage and access
to the highest level of health care possible.
Solidarity and equality are its core philosophy,
which is evident from its professionals’ work
and practical approach.

A salient feature of Brazil’s model is its univer-
sal medical care system, where everyone can
receive care for any condition, and there is no
predefined set of healthcare services offered
(Montekio, Medina, & Aquino, 2011) (see Table
7.3). Health care is provided to users regardless
of the operational unit or system. Access to
care is guaranteed at any of its units based on
people’s needs. PHC is organized into a primary
care level, which is meant to resolve the most
common health problems and be the basis for
coordinating and providing care at all healthcare
units.

In Colombia, the Red Norte has adopted a PHC
model rooted in health promotion and disease
prevention. It focuses on family and community
health, care, and comprehensive risk manage-
ment that is tailored to the different geographi-
cal areas and populations.

In Mexico, the IHSDN’s operations are built on
the Comprehensive Healthcare Model (MAIS). Its
core focus is collaboration between the services
and community, with an emphasis on preventing
risks and problems. Based on three crosscutting
principles (respect for human rights, gender
equity, and an intercultural approach to health),
this network promotes the participation of
individuals, families, and groups in health ac-
tions, healthy habits, and environmental cleanup
through the community network, which while
active is limited in scope, considering the scale
of the health problems related to these aspects
in the area.
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TABLE

__

Underlying
concepts

Key
characteristics

Objective

Primary Care Model Framework

® Equality

® Efficiency

® Quality

® Satisfaction

® Focus on health
promotion and
prevention

® Community
participation

® Network defined by
rapid response units

® Equilibrium between
centralization/
decentralization

Offer a comprehensive
continuum of care that
meets the needs of the
target population.

® Gateway to the system
0) Personal and group
health actions
® Multidisciplinary teams

® Disease-specific
network for chronic
conditions

® PHC organizes
the network

Promote the systematic
integration of health
actions and services to
deliver a comprehensive,
quality, responsible,

and humane continuum
of care to improve the
system’s performance in
terms of access, equality,
medical effectiveness,
and financial efficiency.

Comprehensive Health
Care Model:

® Family and
community care

® Comprehensive risk
management

® Care tailored to each
population group

HPCs manage:

® Financial risk

® Technical capability

® Interaction with the rest
of the health system

Prestacion del servicio
publico de salud, como
parte del Sistema de
Seguridad Social en Salud,
en el primer nivel de
complejidad.

Comprehensive Care
Health Model

Crosscutting principles:

® Respect
® Gender equity
® |Interculturalis

® Joint action between
services and community
® Emphasis on
preventing risks
and problems

Deliver a comprehensive
continuum of health
services through the
primary and secondary
teams. Analyze local
health needs to then
engage in health-related
prevention and education
actions, including
traditional medicine,
new health technologies,

Source: Prepared by the authors

4. Care model

The concept of IHSDN promotes a healthcare
model based on outpatient (primary) and
hospital care, with coordination mechanisms
to ensure the continuity of care (Artaza, 2017)
and a focus on patient-centered care.

While in general the four countries have not yet
achieved comprehensive care due to the net-
works’ organizational and structural limits, the
services have made important progress towards
patient-centered care: the IHSDN is the point of
first contact and shows coordination and lon-
gitudinality (See Chapter 9). The care model

of the four IHSDN makes PHC units the gate-
way to the health services, and sets them up as
coordinators that ensure continuity of care and
manage referrals to more complex services, with
the exception of Argentina, where there are no
hospitals exclusively assigned to the network.
People can freely choose where to seek care in
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and evidence-based care.

all four IHSDN, although they usually go to the
same facility because it is closer and cheaper to
get to.

Brazil’s organization involves the municipal,
state, and federal levels, so continuity of care
has to be guaranteed. In Colombia, due to the
characteristics of the health system, the Red
Norte provides primary care services, and if
necessary patients are referred to another level
with prior authorization from the HPC. In Mexico,
the care model includes complementary services
offered in mobile units, rural obstetrics centers,
and CARA (family-planning services for adoles-
cents) in areas near hospitals.

There are certain variations in the care models
of the four IHSDN in this study, although in all of
the entrance to the system is through primary
care units that provide care and take actions at
the primary level. In the network in Brazil, for
example, people are also referred to specialty
outpatient centers, leaving the secondary hospi-



tal for those who need hospitalization.

In the Colombian network, patients have to be
evaluated and approved by the HPC before be-
ing referred to a more complex level. In Mexico
and Argentina, patients who need more com-
plex care are sent to highly specialized hospi-
tals (Figure 7.1). In this regard, each of the four
IHSDN has its own referral and back-referral
system. In some networks, these referrals are
primarily informal—for example, personal con-
tacts between professionals. Others follow inter-
nal regulations more strictly, but usually there is
a mix of both ways of managing care.

5. Portfolio of services

The portfolio of services each network offers
is different, both in how it is defined and in its
content (Table 7.3). While the Argentina network
does not have a mandatory set of services it has
to deliver, in Mexico the services are precisely
defined and care is prioritized based on national
health programs and on causes of morbidity and

TABLE
7.3.

-_

mortality. PHC is widely available, but hospital
care is limited and primarily focused on obste-
trical services. Meanwhile, Brazil’s network is
defined based on the population’s needs and is
mainly designed for chronic conditions, though
there are services for priority programs like
health care for children or pregnant women.

In Colombia, the portfolio is defined according
to the need for the service, the level of demand
in a specific area, authorization status in the
service provider registry, and the guarantee

of sustainability.

Colombia and Mexico both have an explicit set
of health interventions for everyone served at
public medical units (Gallego, Becerril-Montekio,
& Vasquez, 2011; Dantés, Sesma, Becerril, Knaul,
Arreola, & Frenk, 2011). In the networks of
Argentina’s public system, each province defines
the set of services it will offer, although some of
the services offered are defined by certain spe-
cific programs, like SUMAR.

Portfolio of health services. Comparison between networks

Care for chronic
conditions.

There is no mandatory
portfolio of services to
be provided, and each
province is autonomous
in its organization

and defines the set

of services it will offer.

Definition

Source: Prepared by the authors

All healthcare care
units have a defined
portfolio of services,
although the criteria
for offering them

are not standardized.

The Compulsory Health
Plan sets out a specific
set of services.

At health centers these
are: general medical
appointments, nursing,
dental and oral hygiene
appointments,

and pharmaceutical
services, as well

as psychological

and clinical laboratory
services at some
centers.

The Hospital Civil also
provides 24-hour
emergency care and
offers inpatient care,
radiology and
echocardiogram
services, priority
appointments, and
specialized gynecology
services.

Public Health Services
with community
actions. At rural health
centers: general
medical appointments,
emergency care,

and health promotion
and disease prevention
programs. At the Rural
Hospital: ambulatory
family care and
appointments and
hospitalization for
general surgery,
anesthesiology,
pediatrics, internal
medicine, gynecology
and obstetrics; and
emergency care,
diagnostic support
services, psychological
care, and oral medicine.
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| Hours of operation

All the IHSDNs’ PHC units offer regular service
on business days (Monday through Friday).
Their opening and closing times vary: 8 AM to 4
PM in rural Colombia and Mexico; and between
7 AM and 8 AM to 7 PM in Argentina, Brazil, and
urban Colombia. No units are open nights or
weekends. Referral hospitals in Colombia and
Mexico offer 24-hour emergency care.

| Priority programs

The priority programs at all of the IHSDN focus
on disease prevention, with an emphasis on cer-
tain conditions specific to each area and to each
network’s care model (Table 7.3). The most ubi-
quitous programs in Argentina are the REMEDI-
AR Program (access to medications), the REDES
component of the same program (focused on
chronic diseases), and the NACER/SUMAR plan
(mothers, infants, and other vulnerable groups).
(See Chapter 5, Box 3.3 Updates on National
Programs in Argentina).

In Brazil, there is a defined set of services for
certain priority groups/diseases—children, preg-
nant women, and patients with diabetes, hyper-
tension, and chronic kidney disease. The services
have clinical guidelines for diabetes mellitus and
hypertension, which complement the organiza-
tion of care for people with these conditions.

In the Colombia network, all PHC centers and
the hospital have services for prevention and
promotion programs, and they also offer va-
ccinations. Cervical cancer screenings are per-
formed at three health centers and at the Hos-
pital Civil. For addressing social problems, there
are specific paths for interacting with other insti-
tutions to provide care for victims of child abuse
and domestic violence.
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In Mexico’s IHSDN, local programs are priori-
tized based on the National Programs and on
morbidity and mortality in the area. The top
priority programs are universal immunization,
monitoring the nutritional status of children un-
der five, treatment for respiratory and diarrheal
infections in children under five, comprehensive
care for adolescents, cervical and breast can-
cer screenings, family planning, weight control
and obesity, detecting and managing diabetes
and arterial hypertension, mycobacterial infec-
tions, and vector-borne diseases. The network
has gradually prioritized care for pregnancy,
childbirth, and the postpartum period, forming
agreements with other subsystems and a co-
mmunity network to address the serious prob-
lem of maternal death. Another priority program
is for treating chronic diseases, with an empha-
sis on patients with diabetes and hypertension.
The program includes prevention, screening,
diagnosis, and follow-up, as well as management
of both acute and chronic complications.



TABLE

® REMEDIAR Program:
- Access to medications.
- A comprehensive
continuum of care for
type Il diabetes and
hypertension.

Services for priority
conditions for:

® Children.

® Pregnant women.

® Diabetes mellitus patients.

® People with hypertension.
® NACER Plan: P .

- Coverage and financial
protection for mothers
and infants.

® SUMAR Plan:

- Expansion to children
and adolescents and to
women up to age 64 with
400 priority benefits.

Source: Prepared by the authors

6. Reorientation of hospital services

Figure 7.1 sums up some of the attributes of

the care models of the networks in this study.
There is a quadrant for each country’s IHSDN.
The patients are at the center of the figure.

The first concentric circle is for primary care,
the second for secondary care, and the third for
the most complex care. Based on information
for each case regarding organization, structure,
and coordination, the figure provides a visual
representation of how patients access health
services, as well as the path they follow to
continue their care at more complex levels.
Unidirectional arrows stand for one-way
referrals, while two-way arrows show referrals
and back-referrals between different levels of
complexity.

In terms of organization, the four cases studied
have a similar structure and operate vertically.
Only in Argentina do users have unrestricted
access to the level they need without having to
pass through rapid response units, and from the
level where they initially seek care, they can be
back-referred to the primary care level. In Brazil,
PHC also has a coordinating role and has multi-
disciplinary teams for treating patients. As part
of this plan for organizing services, doctors from
the Mais Médicos program participate in the
care model. In Colombia’s IHSDN, the HPCs play
an important role in patients’ access to care,
since these entities evaluate each case and refer

The networks’ priority programs

7.4.
_

® Universal immunization.

® The health of children under
age 5.

® Comprehensive care for
adolescents.

@ Early detection of chronic
diseases.

® Care during pregnancy,
childbirth, and the
postpartum period.

Disease prevention

and health promotion.

® Immunizations.

® Pap smears.
Coordinated care for child

abuse and domestic violence
cases.

patients to secondary or tertiary care, as appro-
priate, or to specialists for private appointments,
since the network works by hiring specialists
that are paid per event. In Mexico, the rural me-
dical units are the gateway to care at different
levels of complexity.

In terms of the structure, the IHSDN in
Argentina refers patients from the primary level
to four secondary hospitals (including a psy-
chiatric hospital) and two tertiary hospitals.
Brazil’s IHSDN has eight primary health care
units, two hospitals, and three specialist cen-
ters. Colombia has a civil hospital for handling
straightforward cases, and it receives patient
referrals from 23 health centers, including five
in this study’s network.
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FIGURE
7.1.

Brazil network

3 outpatient centers
with specializations

2 secondary hospitals
8 primary care units

Mexico network
Health Secretariat
referral hospitals

1 secondary hospital
5 rural medical units

%} PRIMARY

Diagram of hospital services

Argentina network
2 tertiary hospitals
4 secondary hospitals

Colombia network
1 civil hospital
5 health centers

SECONDARY

TERTIARY

Source: prepared by the authors

In the network in Mexico, the patient journey
starts at the rural medical units. Patients with
highly complex health problems that require
advanced technology and enhanced treatment
solutions are referred to tertiary hospitals run
by other institutions, usually the Secretariat of
Health.

In terms of coordination, in Argentina it was
found that primary care centers and rapid
response units manage referrals to hospitals,
although any patient can access secondary or
tertiary care directly. However, patients referred
by the REDES program are given priority.

There are informal networks for referrals via
obstetrics groups on WhatsApp. In Brazil, pa-
tient access is managed at the municipal level,
in line with the national regulations for the SUS.
PHC managers coordinate care at all healthcare
units involved to ensure continuity of care by
following referral and back-referral protocols.
There is a formal system for referrals to medical
specialists. The Colombia IHSDN handles simpler
cases, which means it does not have a direct re-
lationship with other secondary or tertiary hos-
pitals, although the back-referral system does
not work well and continuity is lost. In Mexico,
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the IHSDN encourages community participation
to identify cases.

7. Conclusions

In terms of their PHC-oriented approach, the
care model of the IHSDN in the four countries
sets an important example for the rest of the
countries in the region. Primary care forms the
foundation of their health services. The network
models are consistent with the local context, but
are also clearly linked to health policies focused
on universal coverage, equality, and financial
protection. These networks are institutionalized
and adapted to the needs of the population they
serve.

The PHC-based care model for IHSDN has been
adopted by all networks in the study, and each
network organizes that model as allowed by the
funding criteria and type of governance of the
different health systems.

The strength of this type of PHC model, which
makes it unique to each context, lies in its ability
to prioritize the health needs specific to its



populations, as well as its focus on commu-
nity participation. Care is accessed vertically,
although Argentina’s model allows patients to
receive care at any level of medical complexity
without having to start with primary care.

One care-related challenge is improving referrals
and back-referrals. Only Brazil reported adhe-
rence to regulations, and the other systems face
difficulties because of the lack of control over
this part of the process.

S
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@ CHAPTER 8.

FORMULAS FOR COORDINATION:
DIOSELINA’S CARE PATHWAY
FROM THE PERSPECTIVE

OF THE PROFESSIONALS

José Alberto Muios Hernandez, Gaudencio Gutiérrez Alba, Clara Juarez Ramirez, Hortensia

Reyes Morales.

1. Introduction

The importance of IHSDN and of implementing
them to treat chronic diseases is undeniable gi-
ven the scale of those diseases and the balloo-
ning costs of treating them, as they are the main
cause of death and disease in Latin America and
the Caribbean (PAHO, 2017). Patients who suffer
from chronic diseases need integrated and coor-
dinated services with a clear focus on primary,
secondary, and tertiary prevention, which vary
according to the health care model (Table 8.1).

This chapter takes the hypothetical example of
a 54-year-old woman like Dioselina who suffers
from diabetes mellitus and comorbidities, which
has been used in similar exercises to identify
healthcare characteristics in Europe (Nolte, Knai,
& McKee, 2008). The purpose is to illustrate the
importance of coordination between health per-
sonnel to provide care to patients with chronic,
noncommunicable diseases.

BOX
8.1

Dioselina’s pathway gives us the perspective of
the IHSDNSs’ professionals regarding some of the
characteristics of how each care model delivers
services.

The hypothetical patient journey method is used
(Instituto Nacional de Salud Publica, 2015) to
analyze different situations in the health system.
It consists of taking a very realistic situation and
analyzing it among peers, identifying areas of
opportunity and proposing solutions (Diaz, 2015;
Goodrick, 2014). The information for tracing
Dioselina’s pathway was generated using the
focus group technique, with the participation

of health professionals from different areas and
levels of care (Table 8.2).

To describe each case, the information that
emerged from the discussions in each country’s
hypothetical patient focus group was organized
as follows: Dioselina’s entry into the network,
care pathway, continuity of care, and

Hypothetical patient journey

The previous chapter described the networks’ structural elements—how they are composed and organized.
Now the networks actually have to function and achieve the attributes of coordination and continuity of care.

“Dioselina is an obese, 54-year-old woman with type Il diabetes and chronic obstructive pulmonary disease. She has
skin ulcers and moderate ophthalmopathy as a result of that disease. She lives alone, is on welfare, and is unemployed”.
In this situation, Dioselina needs care from healthcare professionals in different disciplines: a lung specialist for her
chronic obstructive pulmonary disease, a wounds clinic for treating her skin ulcers, and an ophthalmologist for
addressing the eye complications caused by the disease. She could be less isolated if as part of her welfare she is
encouraged to participate in community activities and self-help groups.
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opportunities for improvement. Quotes from the
discussion among focus groups participants are
interspersed throughout the chapter.

2. Results
ARGENTINA o

/-
\—

Dioselina can enter the network at the prima-

ry care level through a number of REMEDIAR
program strategies, like home visits focused on
prevention and promotion, or at the primary
care clinic for monitoring her disease and care
for minor complications. She can also enter the
network through emergency services at secon-
dary hospitals, or even directly at tertiary hospi-
tals, even if it is not a real emergency.

| Entrance to the network

TABLE

| The care pathway

When Dioselina starts care at the primary care
level (through the REMEDIAR program), the
healthcare team offers her services that range
from promotion and prevention to curative care.
The latter includes controlling the patient’s di-
sease, making a complete diagnosis, conducting
cross-consultations with specialists not at the
primary care level, or referring her to the next
level of care. If Dioselina enters the system at a
secondary hospital, she will receive more com-
prehensive care, with services from specialists in
areas such as internal medicine, endocrinology,
surgery, dermatology, or respiratory medicine.
However, it is difficult for her to return to and be
monitored by the primary care level (Figure 8.1).

Health workers participating in the hypothetical patient

focus group, by level of care

ParthIpants “

Health educator,
Doctor, primary
care coordinator

Primary care

PHC professionals

No participants Doctors and nurses

Nurse, intensive

Family doctor,
intensive care
physician, coordinator

Secondary care Medical specialists

Supervisors
and coordinators
at both levels

Community

Others health workers

Source: prepared by the authors based on the results
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care physician,
ophthalmologist,
general practitioner,
internist

Community nursing
assistant, secretarial staff

Resident medical
personnel, family
doctors, specialists,
and community workers

No participants



FIGURA
8.1.
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REMEDIAR
*) Community participation

Dioselina’s care pathway in Argentina

DIOSELINA

She can seek care at any
of the three levels

*) Supply of medications
*) Training for human
resources

Actions:

*) Health promotion

«) Disease prevention

*) Clinical evaluation

) Requests for lab tests ! <

*) Care for complications

*) Nutritional advice

*) Management between
appointments

*) Home visits

Primary

Opportunities for improvement

) Lack of infrastructure

*) Scope of roles not well defined

«) Little capacity to resolve cases

*) Little integration between the
actions taken by health workers

Referral and back-referral

Actions taken at the secondary

and tertiary level
*) Comprehensive treatment
*) Referral to specialists
*) Subsidy

Secondary Tertiary
level L [T level

Opportunities for improvement

*) Poor communication

*) Poor flow of information

*) Roles of health workers not well defined

*) No centralized referral and back-referral system
*) Shortage of human resources

*) Lack of credibility among doctors

Source: Prepared by the authors by analyzing the information from the focus group

| Continuity of care

The process of referring and back-referring
patients with CNCD between the primary and
secondary levels is hindered by poor commu-
nication between the two levels, poor flow of
information in the medical file and in the referral
forms, the unclear roles of the different health
service providers, the shortage of human re-
sources, and the widespread belief that doctors
at the primary care level are less skilled than
their secondary-level counterparts. The patient
can go directly to the secondary care level
without a prior clinical assessment, thus over-
whelming hospitals with simple cases or true
emergencies.

| Opportunities for improvement

This network’s professionals said the backbone
of the network is PHC, but the fragmentation of
health service delivery complicates its proce-
dures. The main areas of opportunity identified
are: lack of coordination between levels,

interruptions in internal communication cause by
the information system, and the lack of shared
protocols. In terms of coordination between
levels of care, it was found that professionals at
hospitals have low confidence in primary care
providers because of their supposed academic
inferiority and the discontinuity of their patient’s
care and clinical monitoring.

Professionals participating in the Argentina
focus group recommended integrating primary
and secondary care so primary care centers are
assigned to hospitals for referrals and back-re-
ferrals. They also suggested close collaboration
within the network to learn the population’s
needs and to give patients fast and accurate
referrals. Additionally, they requested that hos-
pitals make a stronger commitment to back-re-
ferring patients and that specialists give more
recognition to their primary care colleagues.
Additional suggestions were to encourage team-
work between different levels of care and to re-
ceive training and refresher courses on providing
care to patients with chronic diseases.
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Dioselina can enter the network chiefly through
the primary care level, where community work-
ers have PHC-based strategies, like intentionally
seeking or following up with patients, which
allows them to provide better health care to pa-
tients. At the primary healthcare units, patients
like Dioselina who need care at more complex
units are sent to specialized care facilities fo-
llowing the ideal referral path (figure 8.2).

BRAZIL O

| Entrance to the network

| The care pathway

When a patient goes to a primary health care
unit, their risk is evaluated, and this evaluation
determines whether they will stay at the unit,
the frequency of appointments, the interven-
tions needed, and, where necessary, referrals

FIGURE
8.2.

Activities at the primary care unit
*) Classification of risk
*) Healthcare support for vulnerable patients

*) Referrals to specialized care facilities

Enters the networks
via a community

health worker
DIOSELINA ||

Enters by seeking

services at the

primary care unit

Spontaneously seeks

Primary
care unit

to specialized care. The primary care units
control access to specialized (hospital) care,
but hospital care is indicated for patients with
complex or very complex diseases. Referrals to
specialists follow preexisting clinical protocols
that guarantee access, provided the problem is
difficult to resolve at the primary level.

In Brazil, patients in unstable condition are sent
to the ambulatory day care, in an attempt to
avoid hospitalization. But if their health dete-
riorates, they are hospitalized at the specializa-
tions level, where users should be evaluated and
cared for by multidisciplinary teams of experts.
Dioselina returns to the primary health care unit
through a back-referral specifying her treatment
plan (Figure 8.2).

Dioselina’s care pathway in Brazil

Activities at specialized units
*) Multidisciplinary approach to cases
*) Outpatient and hospital care

*) Back-referral mechanisms

Matrix-based coordination betwen
specialists and general

Specialized
care units

care at specialize
healthcare units

Opportunities for improvement
*) Lack of inter-sectoral initiatives

) Low risk patients are allowed to spontaneously
seek care at specialized healthcare units

*) Poor communication between levels

*) Inconsistent follow-up and evaluation of processes

Source: Prepared by the authors by analyzing the information from the focus group
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| Continuity of care

To achieve proper coordination between levels
of care, Brazil has an initiative for matriciamien-
to10 between primary care doctors, specialists,
and other healthcare professionals (nutritionists,
physical therapists, psychologists) in order to
provide collaborative and comprehensive care.
If Dioselina cannot travel to a medical center,
she could receive care from health professionals
in her home. If Dioselina receives care at the se-
condary level, she will return to the primary care
center that referred her, bringing her treatment
plans with her. The matriciamiento between
specialists and general practitioners stands out
as a PHC strategy that allows training on risk
classification, care for diabetic foot problems,
and actions to support self-care.

| Opportunities for improvement

The following areas of improvement were
identified at the PHC level: the lack of formal,
cross-sector initiatives for the general popula-
tion or specific patient groups, gaps in medical
transportation that hamper teams’ home care
work, specialized care facilities that are open to
walk-in patients and therefore handle low-risk
cases that are not referred by primary health
care units, a lack of communication between
services at the different levels, and inconsistent
follow-up and evaluation of processes.

10 Matriciamiento, or matrix-based support, is a way of achieving
health outcomes where two or more professionals on a health care
team, in a collaborative process, devise a multidisciplinary treatment
plan for a patient or specific family.

a
-

COLOMBIA o©

| Entrance to the network

Dioselina has difficulty entering the network
because she is poor and unemployed. She would
be covered by the subsidized system, which at
the time of the study lagged behind the health
coverage of the contribution-based system:
“Due to the problem of unemployment, she may
not have been able to access these services,
which was a factor contributing to the current
situation, (...) in addition to the whole number
of circumstances that meant this patient ended
up with skin ulcers and an ophthalmopathy”
HPFG O1.

| The care pathway

When Dioselina enters the network, the health
professionals triage the patient, provide care

to stabilize her, hydrate her, perform comple-
mentary tests, and refer her to secondary care,
where the next steps will depend on the benefits
covered by the Compulsory Health Plan for the
subsidized system. At the hospital, she is re-
ceived by the emergency or outpatient depart-
ment. In the emergency room, she is triaged and
stabilized, any additional tests needed are run,
and she is given comprehensive care by the spe-
cialists she needs, provided they are available.
Once she is stabilized, she goes back to primary
care (Figure 8.3).
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FIGURE
8.3.

Dioselina’s care pathway in Colombia

Activities at the primary care level

*) Triage

+) Stabilizing patients with chronic diseases

*) Completing the clinical protocol

*) Referrals to secondary care

Activities at the secondary care level
*) Triage

«) Stabilizing patients

*) Providing care for comorbidities

*) Interdisciplinary care

) Educational talks (nutrition and exercise)

*) Home visits

*) Fall prevention

Primary

Secondary

v

care level

Opportunities for improvement

*) Verification of enrollment in the subsidized

system is slow

*) Delays for unemployed people

) Low capacity to resolve cases

) Long wait times

Referral and back-referral

care level

Opportunities for improvement

*) Delay because the HPC does not approve
appointments with specialists

*) Shortage of beds
*) Long wait times
*) Not enough human resources

*) Lack of access to medications not included
in the Compulsory Health Plan

*) Lack of coordination between levels

Source: Prepared by the authors by analyzing the information from the focus group

| Continuity of care

Dioselina’s referral to secondary care is compli-
cated by the requirement that the HPC approve
patient referrals to secondary care, causing
delays during which her health condition could
worsen. There is also little support for setting up
appointments with specialists. The difficulties
when referring patients from primary care also
arise during follow-up, and the process is further
complicated when the patient needs medica-
tions not included in the Compulsory Health
Plan. The HPC has to give its authorization in
order for the medications to be provided.
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| Opportunities for improvement

The hypothetical case revealed access barriers
due to type of coverage (subsidized system).
The primary care level has limited ability to
resolve problems, and emergency services are
overloaded. The minimal coordination between
levels makes referring patients to secondary
care difficult. Problems identified at the se-
condary level are: shortage of hospital beds,
overbooked specialists, referrals delayed by
the requirement that a third party (HPC) has
to approve the case.

To improve Dioselina’s care, primary care needs
to be strengthened by integrating the services
offered, improving infrastructure, increasing staff
sizes, updating health professionals on how to
treat chronic diseases, promoting interdisciplin-
ary work and coordination between the differ-
ent levels of care, facilitating arrangements for



patients’ medical appointments, systemati-

zing patient information and referral forms,

and cutting red tape for HPC medication and
appointment authorizations. At the hospital
level, there should be more specialists, the

work and training of physicians who have not
specialized should be recognized, and specialists
should be made more aware of the importance
of ensuring the continuity of care by back-

referring patients.
@'

Health organizers (community health workers)
helped Dioselina access primary care. She can
also access care by going to the emergency
room at the secondary level. Since the hospi-
tal level also has a preventative medicine and
family medicine department for outpatient care,
the rural hospital can also detect and diagnose
diabetes.

MEXICO o

| Entrance to the network

| The care pathway

The primary care level has a protocol for moni-
toring the different types of complications that
Dioselina could develop. The protocol reco-
mmends referring her to secondary care only

if the problem is difficult to resolve, since the
primary care level can also provide follow-up.
Diabetes is usually first detected through ca-
pillary blood glucose testing at rural medical
units, upon which the patient’s medical history is
reviewed and expanded. If skin ulcers are found,
depending on the level of complexity, she could
be treated at home, at the rural medical unit, or
at the rural hospital (following a referral). If a
patient with a condition requiring urgent care
goes to the rural medical unit, the unit’s ability
to manage that condition is limited because it
does not have a clinical laboratory. Generally
patients have to be referred to the rural hospital
to stabilize an urgent condition. At this point,
information on the patient’s sociodemographic
context is collected to find out whether the pa-
tient is alone and has no family support, which
would mean she needs to be closely monitored
by healthcare professionals to keep her from
quitting her treatment (Figure 8.4).
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FIGURE
8.4.

! 1

Enters via emergency room
at rural hospital

*) Enters via to appointment at rural
medical unit
) Enters because she was sent by volunteers,

Dioselina’s care pathway in Mexico

Tertiary care
*) Hospitals are not part

- : . of the IHSDN
community health organizers, or midwives l *) They belong to the Heatlth
Secretariat or Social Security
Secondary care *) Care is provided according
to the hospital’s capacity

*) Primary care

+) Disease prevention and health promotion
+) Diagnosis and outpatient treatment

*) Home care

Referral

Rural
Medical

v

Unit
Back-referral

\/

Opportunities for improvement
*) Understaffed

) Not enough supplies

) Emergency care or appointments
+) Outpatient and inpatient care
*) Specialized services

Rural
hospital

Referral

Tertiary
hospital

v

Back-referral

*) Lack of training on health education and promotion

) Not enough social support

*) Risk of out-of-pocket spending due to exhaustion

of supply of medications

Source: Prepared by the authors by analyzing the information from the focus group

| Continuity of care

To handle Dioselina’s case, the network’s diffe-
rent levels of care (rural medical unit and rural
hospital) coordinate with each other and poten-
tially with the more complex hospitals run by the
Secretariat of Health, which are not part of the
network. Social workers are in charge of arran-
ging care at hospitals, and the nursing staff
visits the patient at her home to monitor her
disease. The rural medical units have a protocol
for detecting and monitoring patients, which

is aided by the fact that the population in their
area of influence is well identified. At the se-
condary level, the patient is back-referred to the
rural medical unit after she is stabilized. Here she
will continue with her monthly blood glucose
tests and other primary care actions (dietary
tips, physical activity). Her vital signs, blood
glucose levels, weight, and height are monitored
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using the “Cartilla” (log document).

If Dioselina needs highly specialized care, this
may be difficult because this network does not
include this type of medical unit and care would
have to be arranged by the rural hospital, which
often means expenses for patients.

| Opportunities for improvement

The interviewees see the lack of human resour-
ces (including qualified medical specialists and
other sub-specialists, like respiratory specialists)
as an area needing improvement, since internists
(which staff rural hospitals) are overloaded with
appointments. Also, the rural hospital does not
have enough personnel trained in health edu-
cation and promotion activities to follow up on
cases. There is a shortage of supplies for early
detection of diabetes and for confirming



diagnoses through lab testing. Once a treat-
ment has been prescribed, medications have

to be purchased, but there are often shortages.
Although the social work department at the
rural hospital looks for social support; contacts
families; and arranges donations of wheelchairs,
crutches, and prosthetic limbs, Dioselina’s social
needs and lack of family support exceed the net-
work’s ability to provide care and give patients a
comprehensive solution.

How the networks organize
and coordinate services.

Limitations in care processes, the lack of coor-
dination between levels of care, and the lack

of teamwork all pose significant challenges for
organizing and coordinating services to provide
care to users.

Table 8.2 illustrates the main features of how the

TABLE
8.2.

Country

services are organized and of the coordination
problems between different levels of care.

Organization
Referral and back-referral system

Noteworthy aspects of the networks’ organization
and coordination

Coordination problems identified

® Managed by primary care centers and rapid ® Hospitals do not have a well-defined geographical
response units. Any patient can seek care directly scope, and patient referral and distribution is
at the secondary or tertiary level. rudimentary and informal.
® REDES Program beneficiaries are given priority. ® The network does not have a predefined set of
Argentina ® There is an informal referral system based on text services; it is defined by the Health Programs and
messages (WhatsApp). Plans.
® The referral and back-referral systems do not work
properly.
® The network does not use standardized forms.
® Managed at the municipal and primary care level. ® Both communication between health professionals
® The system establishes the actions to be taken by at different levels of complexity and coordination
specialized outpatient referral services to ensure with specialized services should be improved.
Brazil access; the process for referrals from primary ® Not all staff knows the procedures.
health care units; the return of users to their ® Specialized care cannot be provided at the PHC
original primary health care units; and the risk level because they have to follow the Municipal
classification protocols, clinical guidelines, and Regulation System.
referral and back-referral protocols to be followed. ® Ppatients are referred without running tests first.
® From the primary level, the case is sent to the HPC ® Each provider acts alone, limiting the network's
for approval and referral. operations and creating fragmentation and higher
® Gynecological cases are handled by a specialist costs.
Colombia hired on a per-event basis. ® The network handles cases of low complexity and
® Back-referrals are overseen by the Departmental has no direct relationship with other secondary or
Health Institute with support and advice from the tertiary hospitals.
Departmental Emergencies Committee.
® Volunteers, midwives, and organizers refer ® Continuity of care is limited by staff shortages at
patients to rural medical units, mobile medical the secondary level and by low coverage in areas
units, and health brigades, which in turn make far from the rural hospital.
Mexico ® referrals to the rural hospital.

The rural hospital back-refers patients to the
relevant rural medical unit once care has been
completed, with written instructions for follow-up.
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3. Conclusions

An analysis of Dioselina’s patient journey
through the four countries’ health services
shows that the countries have similar strengths,
problems, and opportunities for improvement.

For patients like Dioselina, primary care is the
gateway to health services in all four countries.
This setup offers the chance to resolve most
health problems at this level, so it is important
to improve the primary care level’s ability to
resolve cases. Participants frequently mentioned
limitations in human resources, equipment,
supplies, organization, and processes.

Coordination between the primary and se-
condary level of care is a major challenge due to
organizational limitations and poor interaction
between the different levels of care.

Interest in taking action to promote health and
prevent chronic diseases loses steam among
health workers. Solutions center more on cures,
which are mainly offered at hospitals, although
community health workers in Brazil and Mexico
are key to getting patients to begin receiving
proper treatment.

In Colombia and Mexico, care is contingent on
the patient’s type of coverage, which leads to
social segregation (Cotlear et al., 2015b) in both
organized systems (based on the population’s
contribution) and systems where social securi-
ty coverage provides access to specific health
services.
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The strength of the four networks lies in their
PHC approach, which is key to structuring them
and standardizing how they handle common dis-
eases. However, the networks have been over-
whelmed by the high number of patients with
chronic diseases and the shortage of healthcare
professionals. This lowers the quality of care,
and, consequently, its effectiveness.
Paradoxically, networks that are part of health
systems that tend to be fragmented need quick
strategies for strengthening their coordination
and integration. To achieve this, it is important
to promote the creation or strengthening of net-
works that allow the organization of well-struc-
tured and coordinated subsystems based on
level of care, as well as to horizontally link those
subsystems to meet care needs in a collabora-
tive way.
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@ CHAPTER 9.

IMPLEMENTATION PROCESS AND RESULTS

Diana Pinto, Miguel Angel MdAez, Tania Marin, Maria Clara Yépez, Melissa Ricaurte.

1. Introduction

The previous chapters described the context,
governance, funding, management model, and
care model dimensions of the IHSDN in this
study. Health professionals also described the
patient journey of a person like Dioselina, which
is the product of all of these dimensions within
the specific context of each network. Having
covered the details of the IHSDNs’ configuration,
this chapter explores the perceptions of the
directors and professionals that were inter-
viewed of how the networks arrived at that
configuration.

The reference framework for this analysis is
based on the theory of diffusion and imple-
mentation of innovations developed by Rogers
(2003) and Greenhalgh, Robert, Bate, Macfar-
lane, and Kyriakidou (2005). The basic premise
is that the set of changes in the areas of orga-
nization and care required to create an inte-
grated network is, in and of itself, an innovation.
Greenhalgh defined innovation as “a novel set of
behaviors, routines, and ways of working, which
are directed at improving health outcomes,
administrative efficiency, cost-effectiveness, or
the user experience, and which are implemented
by means of planned and co-ordinated action.”
Based on a systematic review of the evidence
published, Greenhalgh, Robert, Bate, Macfar-
lane, and Kyriakidou (2004) identify the factors
that positively influence the uptake of a health
innovation, meaning it is adopted by all relevant
people and becomes part of business as usual.
For this analysis, interviews and focus groups
were used to explore the presence of what the
evidence highlights as the most influential fac-
tors in terms of creating a favorable environment
for adopting the IHSDN strategy and promoting
its diffusion, dissemination, and uptake.

2. Favorable environment for adopting
the IHSDN strategy

Planned strategy

Of the cases studied, Brazil’s IHSDN stands out
as an example of implementing a planned
strategy in order to adopt network proce-

sses. The transition took place in two stages.
The first stage consisted of processes carried
out by managers and supported by external
consultants. At this stage, strategic plans and
roadmaps were created and implemented to
reorganize the different internal work processes
of the Municipal Health Secretariat and muni-
cipal healthcare with the aim of structuring an
IHSDN. During the second stage, the intent was
to change the focus of the services, especially
at primary health care units. This stage involved
a change in processes based on new strategies
and organizational standards.

The strategies adopted to launch this initiative
were, among others: hire specialized consultants
to train management and professional teams;
form a leadership team that includes the mana-
gers of primary healthcare units; invest in im-
proving PHC and in new infrastructure; increase
the number of doctors; set new hours of opera-
tion; and reorganize and improve care processes
at health facilities. This experience was initially
adopted to provide care to people with diabetes
mellitus, and it involved a set and limited num-
ber of primary health care units, polyclinics, and
hospitals, with the aim of later gradually exten-
ding it to the entire network.

In Brazil, IHSDN model was adopted through
condition-specific networks prioritizing specific
types of patients: pregnant women, children,

or patients with diabetes mellitus and arterial
hypertension. The involvement of academia and
external consultants was also sought in order to
launch them. The Brazil experience informed the
creation of a Specialization Course at the Ceara
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School of Public Health, with content defined
by the Fortaleza Municipal Health Secretariat.
Qualification workshops were also held for all
primary health care unit managers with the aim
of reinforcing the actions taken at the network’s
health institutions.

National policies and programs

As described in Chapter 3, the impetus for the
network strategies in all IHSDN in this study
came from each country’s national policy frame-
work. With the exception of Brazil, networks
were not adopted as part of a deliberate strate-
gy to develop an IHSDN model.

The IHSDN studied in Mexico started out as a
“health services program” with exclusively public
funding. The progress made towards consolida-
ting the network can be explained by the health
system’s maturity, which made it possible to re-
vamp the model for providing care to vulnerable
populations that are unable to contribute to the
system. In fact, the vision of a model centered
on promoting health in rural areas through social
participation (volunteers) turned out to be the
network’s main comparative advantage. The
fragmentation of Mexico’s health system was a
factor in the creation of the IHSDN because the
need for healthcare for the vulnerable, mostly
rural and indigenous population led to agree-
ments between the health subsystem (IMSS) and
the federal government to provide free health
services as part of national plans to broaden
coverage.

The IMSS’s organizational characteristics and

its long history in Mexico reinforce the assertion
made by Greenhalgh et al. (2004) that an orga-
nization is more likely to easily assimilate innova-
tions if it is, among other factors, a large, mature
organization with separate functional units and
has a concentration of professional knowledge
and resources to supporting new projects.

In Colombia, the network format was mandated
by a top-down directive, that is, through deci-
sions by the health institutions’ management
and governing bodies in order to improve the
quality of service delivery. The decisions were
shared and put into practice by the professionals
of the different health services and programs,
creating a ripple effect and transforming the
policy directives into new processes.
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The healthcare personnel’s willingness to work
as a network and support its launch is evident
from the interviews: “First there were adminis-
trative trainings with the primary care groups,
primary units, and then we went to small cen-
ters to inform them. That’s how we got started”
(Mixed FG 03).

3. Diffusion and dissemination process

While it is difficult to separate the process of
implementing the network from diffusion and
dissemination efforts, it is possible to highlight a
few specific circumstances from each of the four
networks that facilitated the dissemination of
the experience.

Greenhalgh et al. (2005) suggests several cha-
nnels for the diffusion of health innovations,
ranging from direct communication and inter-
personal networks (mainly between people
within the same discipline or profession, or peo-
ple at the same workplace) to opinion leaders
who use their influence to share the new deve-
lopments in organization and care. There are
also other formal tools that have more to do
with the structure of each organization itself
(coordination, official communications, trai-
ning, etc.) or actions aiming to bring about the
change, whether passive (for example sending
out instructions or flyers explaining the plan) or
active (for example holding sessions for discu-
ssing and adapting the plan to the needs of
those it will serve). Almost all of these strategies
are seen in the cases in this study.

In Colombia, the network strategy came from
ESE Pasto Salud’s management, so its support
for development and diffusion has been con-
stant. The alignment between the implementa-
tion strategy and results in terms of user satis-
faction has given the project credibility in the
eyes of professionals. But paradoxically, users
are unaware that their healthcare center is part
of a network, so it would be best if communica-
tion and diffusion strategies included users.

Argentina based its diffusion and dissemination
model on informal channels, especially between
colleagues. There is in fact an evident lack of
training among the professionals and no co-
mmunication and diffusion strategy. In Mexico,
the fact that the IMSS-Prospera Network is part
of the existing IMSS structure is key for diffusion.



Since it is a well-known and respected institu-
tion, it was able to spread the word about the
network in a simpler and more powerful way
than in other countries. Additionally, many of the
strategies were taken from IMSS rules and pro-
cedures, and communication and training spaces
and channels were already in place.

The case of Brazil is very different because the
network is based on strategies for coordination
between different centers to provide care for
diabetes patients. Thus diffusion and disse-
mination centers on coordination, training, and
communication tools, like workgroups, strategic
plans, courses, etc.

4. Network strategy uptake

A literature review suggests that the following
factors influence whether professional groups
accept or reject a health innovation: compa-
tibility with the prevailing context and culture
(essentially values and procedures), perceived
usefulness of the innovation, comparative
advantages over the existing model, presence
or absence of barriers to implementing the
innovation, and the existence of mechanisms
to evaluate outcomes and confirm benefits.
When the intended users can get a foretaste of
innovations, they are more easily adopted and
assimilated.

| Compatibility with existing values

Different authors, like Aubert and Hamel (2001);
Denis, Hébert, Langley, Lozeau, and Trottier,
(2002); Ferlie, Gabbay, Fitzgerald, Locock, and
Dopson, (2001); Foy et al. (2002); and Rogers
(1995), recognize that innovations that are com-
patible with workers’ values and norms, as well
as the needs they perceive, are adopted more
easily. Without this compatibility, there is unlike-
ly to be any uptake beyond the informational
level.

In Mexico, launching the IHSDN involved disse-
minating values based on a community-centered
care structure for the neediest population fo-
[lowing the IMSS-Prospera program model.

The most senior health staff at the institutions
have taken up collaborative work as an ethical
mechanism to provide care to Mexico’s most
vulnerable groups. According to Torres (2010),
the strategy of working as a network allows

cooperation and exchanges between institu-
tions and people who intentionally and willingly
decide to pool their efforts, experiences, and
knowledge in order to reach common goals.

In Argentina and Colombia, there is clear com-
patibility between the configuration of the
management and care model and the values of
primary care professionals and directors, which
has made it easier to coordinate services, thus
facilitating their quality. However, there needs
to be greater alignment between the primary
care level and other more complex levels of care
(for example, in recognizing primary care as the
gateway or in differentiating the scope of each
level) to overcome service fragmentation and
provide users more comprehensive care.

Significantly, in all four cases analyzed, there
was willingness to take a new, comprehensive,
community- and health-centered approach.

In Mexico, this approach was met with support
(because the network was originally created
to serve this purpose), but in Argentina and
Colombia strategies had to be designed to
incorporate the approach into the attitudes
of patients, the population, and professionals,
and a cultural shift was required, as explained
further on.

| Perceived usefulness and advantages

Innovations with a clear and unmistakable ad-
vantage, whether in terms of effectiveness or
cost-efficiency, are more easily adopted and
implemented. In the case studies, the advanta-
ges of working as a network can be grouped
into several categories:

Development of standards and procedures

In the case studies, it became clear that one

of the advantages of working as a network is
the adoption and adjustment of rules, proce-
dures, and values within centralized operational
structures.
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Improved communication

According to the interviewees and focus groups,
working as a network has also facilitated co-
mmunication with other institutions, especially
for referring patients, although back-referrals
continue to be limited. On this topic, it is argued
that strengthening “communication between or-
ganizations, whether formal or informal, should
contribute to collaboration between participants
until it becomes an iterative improvement pro-
cess.” It is an advantage that, over time, will help
create a culture of organizing processes, which
in turn will make healthcare more efficient and
effective (Morales, 2011).

In some IHSDN, the adoption of a network
model is considered to have enhanced commu-
nication between health personnel, especially at
the primary level, giving them the information
they need and allowing them to offer better ser-
vices, which in turn boosts user satisfaction, as
mentioned in Colombia: “The healthcare here is
good, it’s faster, appointments with doctors are
quicker” (UFG 04).

Coordination

The Santiago del Estero network has seen im-
proved access and less fragmentation in its sys-
tem, perhaps one of the most notable weakne-
sses of Latin American health systems (Cotlear,
2015b). For example, when asked whether each
employee has a clear idea of their role within
care processes, one user shared in the interview
that “coordination can be seen in the reco-
mmendation that the rapid response unit doctor
gives me when | go to the hospital” (UFG 05).

In Colombia, the network has prompted a cu-
[tural shift towards coordination and teamwork
and has even created a family atmosphere on
the team (UFG 01) that facilitates more stream-
lined implementation. Regarding coordination
and teamwork within the Red Norte, healthcare
personnel said, “We stand out as a family. We
are very united and work together as a team (...)
We set an example for other networks to follow
(UFG 05). This quote points to the emergence
of a certain professional pride that could faci-
litate the coordination of work between human
resources.
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Identifying the primary level as the gateway to
the health system is especially important in re-
cently launched networks, like the one in
Argentina: “The primary care unit has esta-
blished itself as a gateway to the health sys-
tem”, (Primary Care Director 04). In Argentina,
the process of planning the referral and back-re-
ferral system led to synergies and a recognition
of competencies among peers, paving the way
for integration. However, the network’s parti-
cipants hold that despite all the efforts made,
contextual barriers have thwarted most progress
towards a more seamless system.

Despite the fact that the Fortaleza network’s
care coordination mechanisms are still too fra-
gile to guarantee coordination of PHC and the
integration of the system’s operational units,
the following network process developments are
worth mentioning: use of care and risk classi-
fication protocols, healthcare activities carried
out together with specialists, shared care plans
for high-risk patients, and improved referral and
back-referral mechanisms. Progress towards
achieving these goals cannot yet be measured
since there is no solid monitoring and evaluation
system.

At the operational level in the PHC of the
Fortaleza network, these developments took the
form of assigning populations and geographical
scopes, creating a register of diabetes patients,
adopting triage with risk classification, identi-
fying professionals for referrals within the net-
work, defining their role in the network, imple-
menting electronic health records, defining and
implementing flowcharts for care within the unit,
and picking up and delivering tests at primary
care units. At the same time, specialized care
services were optimized, the waiting list was
shortened, initiatives for replacing hospital care
were launched, and the average hospital stay
was reduced.

In Pasto’s Red Norte, interviewees highlighted
the advantage of the PHC approach: “To some
extent, the reform will allow us to focus on pri-
mary care, family health, family medicine, brin-
ging all the developments this entails. | think
we will be able to work from the population’s
needs” (PCD 04).

Lastly, the network in Mexico has strengthened
its response to obstetric emergencies so preg-
nant women can receive care at any public insti-
tution, regardless of their coverage.



Also, integration between primary care and hos-
pital services allows more continuity of care for
the population, with the community involvement
described in previous chapters.

Strengthening the focus on prevention

Most of the participants see the network as

a tool for improving the system’s health pro-
motion and disease prevention actions. Health
promotion and disease prevention has become
a joint objective of the different care levels and
is considered the main strength of implementing
IHSDN.

Defining the population

In the cases in this study, it can be inferred that
another important advantage of implementing
the IHSDN is that it has helped define popula-
tions, whether based on geographic criteria, like
rural areas; specific events, like chronic diseases;
or prevention services. This facilitates planning
that better aligns with the specific needs of the
population to be served.

Infrastructure and technology
improvements

In fledgling networks like those in Brazil and
Argentina, the process led to an overhaul of
infrastructure and the adoption of information
technologies. In Santiago del Estero, 66% of
healthcare establishments were in precarious
condition before the network was implemented.
Some health centers had no means of commu-
nication, and 75% had no connectivity to the
internet, a situation that has improved thanks to
the launch of the IHSDN.

Higher user satisfaction

The interviews in Santiago del Estero revealed
improved user perception of the PHC: ““It’s seen
as a space that provides solutions or helps find
a way to solve problems” (Mixed FG 03).

In the Fortaleza network, users consider the care
they receive from professionals at the primary
care units to be good, indicating a stronger
connection with users at these units. Intervie-
wees also mentioned the effective prioritization
of patients referred to specialized outpatient
care.

The Colombia network’s progress on the patient
safety and service improvement aspects of the
quality accreditation process were also recog-
nized as achievements by the Red Norte in the
area of care for users: “We hold interviews and
do daily checklists with each user who received
care with the aim of improving and pinpointing
their needs” (PCD 04). In general, users were
found to be satisfied with the services they re-
ceive in the Red Norte. For healthcare personnel,
the intent behind changes in work dynamics and
the emphasis on respecting patients’ responsi-
bilities has been to enhance care and the ser-
vices provided to the population: ““The changes
pursue an end: user satisfaction” (PC FG 03).
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| Barriers to IHSDN uptake

An innovation within an organization will be
adopted more easily if there are few response
barriers to overcome (Rogers, 1995). Any action
meant to reduce the number and scope of these
barriers increases the chances of successful up-
take. The interview results revealed the following
barriers.

Human resources

The barriers described in Mexico included a lack
of motivation among professionals because of
how low profile the network and its outcomes
are, since the actions are limited to the local
level. However, the interviewees say that helping
the neediest population generates an ethical
incentive of personal satisfaction (very much in
line with compatibility with values and cultural
shift, as explained above). Another barrier that
has already been described is the lack of coor-
dination with the tertiary level (highly complex
centers). Ad hoc attempts have been made to
overcome this barrier with specific agreements,
like the one for providing care to pregnant
women.

In the Colombia network, staff may be discou-
raged by the employment conditions, as there
are different regulations for each type of work-
er. In fact, one professional said in an interview
that “sadly, even though all of us make the same
effort, we have different types of contracts”
(Mixed FG 02). Additionally, in Colombia focus
groups pointed to the influence of electoral pro-
cesses and politics on managerial and Board of
Directors appointments and on hiring healthcare
workers as an aspect that restricts the continuity
of the network’s processes, since it has meant
adding new guidelines and training workers on
adopting activities, objectives, and goals, and
has also given healthcare workers a sense of

low job security. As a strategy to counteract the
effects of the political context on establishing
and strengthening IHSDN, the professionals
agree with the PAHO (2011) proposal to hire
based on skills and merit rather than political
quid pro quo.
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Lastly, Argentina exemplifies different problems
that other networks experience as well: lack of
training, no communication strategy, coordina-
tion problems with information systems, multi-
ple overlapping participants recognized as the
supervisors or regulators of activities, and no
proper incentives scheme. Also, in the Santiago
del Estero network there was found to be a lack
of healthcare protocols and guidelines, with the
consequent absence of coordination between
participating units.

Policy context and level
of autonomy allowed

In Colombia, it is the health model itself that
makes service delivery and funding fragmented
and segmented. The context is seen as some-
thing that limits the IHSDN'’s consolidation and
affects coordination between health institutions
at the different levels of care.

When the intended users can get a foretaste of
innovations, those innovations are more easi-

ly adopted and assimilated. Thus, in the case

of Mexico, the network was implemented in
1983, and during fieldwork it was found that it
needs to be updated and reinvented, despite
having achieved success in disseminating and
consolidating the IHSDN model. The network’s
success can be explained by the adoption and
adaptation of the standards, procedures, and
values of the IMSS, one of the Mexican health
system’s oldest institutions. However, being part
of a centralized program (IMSS Prospera) means
the network’s nodes do not have autonomy.
Demographic and epidemiological shifts are the
main reason for granting more flexibility, since
demand has multiplied and supply has remained
the same (in Mexico there are rural medical units
with the same infrastructure and resources as
they had in 1983).



5. Performance evaluation

Evaluating the performance of IHSDN, an activi-
ty that depends on having an information sys-
tem (See Chapter 6, section 4), is key in order
to continually monitor whether care goals are
being met. Such evaluation also provides the
raw ingredients for results-based incentive
schemes for health workers and, where appli-
cable, processes for improving the quality of
care. For all of these reasons, information on
the procedures implemented by each IHSDN to
measure its progress is relevant for understan-
ding these aspects.

As seen in the analysis of the management
models in Chapter 6, the IHSDN in Colombia has
a performance evaluation model. The evaluation
results are used to design the monthly training
processes for human resources and to decide
on possible incentives that staff can receive for
good performance.

In Argentina, remarkably few healthcare esta-
blishments in the network establish agreements
for reaching goals. Generally these agreements
have to do with SUMAR Program “tracking”
goals for healthcare centers part of the program.
These are expected outcomes agreed upon with
the central government, but they are used to
evaluate the specific performance of each center
rather than how well the network as a whole
functions. There are epidemiological goals, but
they are not network-wide. Decisions do not
draw on data from the information system, since
this network does not have this data. There is
confusion between the goals for programs like
the SUMAR Program (see Table 7.3) and the
network’s goals, since each province has its own
organization. Also, successful results are not
disseminated.

In the network studied in Mexico, the proce-
sses take place at different levels of complexity,
creating an organizational flow from the national
level—which is specified in the rules of opera-
tion, in this case for IMSS-Prospera (see Table
7.4)—to rural medical units. The network has
internal and external evaluations. For internal
evaluations, annual performance goals are set
for action programs and projects. These goals
are monitored using a tiered approach involving
the federal, state, rural hospital, or rural medical
unit levels. The annual goals are set based on
the indicators specified in the rules of operation:

community component, social and citizen health
oversight component, or community action
activities. Health teams are constantly evaluated.
At the rural medical units, directors are in charge
of evaluating the performance of nurses, and the
medical personnel is evaluated by the supervisor
and medical manager. The evaluation is broad,
ranging from how vital signs are taken to how
municipal assistance is managed. For medical
specialists and primary care workers, there is

no specific evaluation of their ability to resolve
cases. The patients also evaluate the healthcare
staff.

In the Brazil IHSDN, evaluation processes are
established by law and include accountability
mechanisms, where patients groups participate
and work alongside the service delivery appara-
tus. Additionally, the Municipal Health Secretari-
at creates a “dashboard” of indicators calculated
using primary care unit databases, which it uses
for monitoring and evaluation.

In organizations with the systems in place and
the skills needed to monitor and evaluate the
achievements and impacts of an innovation
(whether expected or unexpected), that inno-
vation is more likely to be adopted, remain in
place, and be perceived as legitimate by users
(Gustafson et al., 2003; Plsek, 2003, and Rogers,
1995). Part of the information collected during
the fieldwork for this study consisted of diffe-
rent network evaluation indicators showing the
health outcomes for each geographical area in
relation to the following dimensions, considered
key to their performance:

a. Health: indicators related to the popula-
tion’s health (life expectancy, mortality,
preventable diseases, and chronic disea-
ses), as well as risk factors (tobacco use
and obesity).

b. Equality: data on insurance and coverage,
and on inequality in access.

c. Scientific and technical quality: indicators
on communicable diseases and vacci-
nation coverage, care for patients with
chronic diseases (checkups and treatment
for patients with diabetes, heart failure,
arterial hypertension, or analysis of pre-
ventable hospital admissions), and hos-
pital quality (hospital mortality rate and
readmissions).
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d. Satisfaction: user satisfaction indicators,
and finding out whether surveys are con-
ducted periodically.

e. Cost control: cost of services and whether
the budget for the fiscal year is balanced.

Although interviewees in the accountability-re-
lated interviews said indicators are available
(See Chapter 9), it was found that data collec-
ted in the IHSDN has limited availability, and it
was not possible to ensure its reliability, since
there was no coordination between the different
levels’ information systems and indicators were
not calculated in a standardized way in all coun-
tries (See Chapter 6, section 4). As seen in Table
9 below, hospital quality indicators need to be
strengthened, as do the information systems for
chronic diseases, given that they are the main
cause of death in Latin America. There is also

a notable lack of studies on social equality in
access to healthcare.
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TABLE Availability of network indicators at the time of the study

9.1.

=N
Life expectancy at birth A A A A
Life expectancy at age 60 UN A A A
All-cause mortality rate A A A A
Avoidable mortality rate UN A A A
Infant mortality rate A A A A
Maternal mortality rate A A A A
Hepatitis B notification rate A A A UN
Malaria notification rate A A A UN
Tuberculosis notification rate A A A A
Dengue notification rate A A A A
Chagas disease notification rate A A A A
HIV incidence rate A A A A
Prevalence of arterial hypertension A A A A
Prevalence of diabetes A A A A
TAdult daily smokers rate UN A A UN
Excess weight UN A A A
Population without health insurance in the IHSDN A aN:rglicable A A
Has there been any study on equality of access by income, gender, UN UN UN UN
or place of residence?
Population with the DPT vaccine UN A A A
Population vaccinated against hepatitis B UN A A A
Patients with parameters being monitored (glycosylated hemoglobin, UN UN A UN
LDL cholesterol, blood pressure)
Glycemic control in diabetes patients UN UN A A
Lower limb amputation rate in people with diabetes UN UN A UN
Treatment for ventricular systolic dysfunction UN UN A UN
Anticoagulation in arterial fibrillation UN UN A UN
Monitoring blood pressure UN UN A A
Standardized hospitalization ratios for COPD UN UN A UN
Standardized hospitalization ratios for diabetes UN A A UN
Standardized hospitalization ratios for congestive heart failure (CHF) UN A A UN
Overall intra-hospital mortality A A A A
Overall percentage of readmissions UN UN A UN

A= Data available. UN= Data unavailable. Source: Prepared by the authors with data from the case studies
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TABLE

Availability of network indicators at the time of the study

Indicator/Availability of the data in the country m

Are people who seek care in the network given satisfaction surveys?

Citizens’ level of satisfaction with the performance of the IHSDN

Is cost information available?

Was a budget for the last fiscal year balanced?

UN A A A
UN A A A
UN A A A

A= Data available. UN= Data unavailable. Source: Prepared by the authors with data from the case studies

On the other hand, very few indicators on
processes related to launching the network are
measured. Box 9.1 gives an example of simple
indicators that provide a baseline for monitoring
the progress of IHSDN.

6. Conclusions

The main channels for implementing the IHSDN
in these four cases are based on changes in
values and processes as adaptive responses to
the current health policy context. Cultural trans-
formation linked to values (integrated work, PHC
approach) has led to growing support from the

BOX

organization’s management and, eventually,
joint development of protocols and guidelines.
Processes were changed primarily through
training professionals and sharing the new
circumstances for working and interacting
with patients.

Diffusion is much simpler and more streamlined
in centralized networks with a strong presence,
like the one in Mexico, because their values are
already known. Support from leadership, like
that given in Colombia, is essential, and Brazil
sets a commendable example of establishing
and designing joint working strategies for rea-
ching goals. In Argentina, diffusion was informal,
which led to coordination problems.

Indicators for strengthening IHSDN centered on primary care.

9.1. An example from the Redes program.

For the first phase of the program, a baseline was established and three-year goals were set for ten indicators:
six common to all projects and four specific to each jurisdiction (based on each project’s unique objectives).
The reporting of the indicators was tied to meeting financial incentives for reaching 40, 50, and 70% of the goals

for each indicator.

The main aspects evaluated by the indicators for all projects were:

® The population’s awareness of the network.
® Primary care events scheduled.
® Blood draws at the primary level.

® Coordination of care: referrals and back-referrals.

In the program’s second phase, called Redes 2, the same indicators as the first phase will still be monitored. However,
the indicators will now cover the quality of the processes. For example, to monitor the population’s awareness of the
network in the first phase of the Redes program, only the "Amount of the population registered/total population of
the network” indicator was used. Redes 2 includes an indicator measuring the number of primary care facilities that
accredit their processes for identifying the population they serve and their level of risk.
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Perceived improvements in coordination and
access played an important role in the uptake of
the IHSDNs’ changes, and they confirm the vali-
dity of the models and their positive effects on
the health care provided to the population.
Also, the focus on community and PHC reduces
access problems in underprivileged areas, as
was seen in Mexico. The study on these cases
found improvements in access, coordination,
and communication between the levels of care
involved, with the ensuing rise in user satis-
faction. Additionally, the primary health care
approach enabled more comprehensive care
and the implementation of community activities.

To overcome barriers to implementation, steps
that need to be taken include upgrading trai-
ning for health workers so primary care is able
to resolve more problems, building skills for
providing comprehensive and continuous care,
emphasizing health promotion and disease
prevention, collaborating across sectors and
disciplines, and having communities participate
and take joint responsibility through self-care.

In Mexico and Colombia, there is recognition of
a need to increase and/or strengthen physical,
human, and financial resources for providing ser-
vices, transcend the local level, and ensure their
sustainability.

As for evaluating results, it has been very cha-
llenging to obtain and offer information on
health outcomes and care activities for two
reasons: difficulty obtaining the data (multiple
sources, unverified collection procedures, lack of
information) and the non-standardized format of
the outcomes (the multiple data sources made

it hard to compare and contrast data between
networks). Guidelines for developing integrated
networks need to include a proposed set of indi-
cators and clearly define how they are collected,
their sources, and units of measurement.
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CONCLUSIONS AND RECOMMENDATIONS

Diana Pinto, Sergio Minué, Miguel Angel Mdfiez, Ricardo Pérez-Cuevas, Ignacio Astorga

1. Introduction

Implementing IHSDN is one of the most im-
portant strategies for achieving robust and
well-coordinated primary care. IHSDN are the
operational expression of PHC, ensuring that
when Dioselina seeks healthcare, she will re-
ceive a service that has the essential attributes
of PHC, meaning very accessible services that
meet most of her healthcare needs that continue
throughout her lifetime (“from the cradle to the
grave”) and that are organized into an integra-
ted provider network that promotes care with
continuity and coordination between the health
system’s different providers and levels of com-
plexity.

The first chapter raised three questions to deter-
mine how prepared the four IHSDN in this study
are to provide user-centered care, and to identi-
fy where to focus improvement efforts:

9 What are the characteristics of IHSDN in
Latin America?

9 What lessons and recommendations can
be drawn from how IHSDN have been de-
signed and implemented in Latin America?

9 What will it take to consolidate the IHSDN
model in Latin America?

The preceding chapters give a detailed analy-
sis of how the IHSDN are set up in terms of the
governance, funding, management model, and
care model dimensions. This last chapter offers
the main conclusions and gives recommenda-
tions meant to strengthen the IHSDN in Argenti-
na, Brazil, Colombia, and Mexico, in accordance
with each country’s context. The answers to the
question about lessons and recommendations
are primarily drawn from the results and ele-
ments highlighted for each dimension below.
The chapter ends with the challenges of consoli-
dating the IHSDN model in Latin America,

especially in the areas of evaluating implementa-
tion and performance, network approach, coor-
dination, and funding.

2. Governance

| Governance model

The IHSDNs’ governance models have vertical
and hierarchical mechanisms, as well as visible
leaders and decision-makers. The networks in
Mexico and Colombia are the most developed,
with uniform and standardized processes, while
the Brazilian and Argentinian networks are less
developed.

Recommendations: The networks’ governance
models should have clearly defined hierarchical
levels and rules of operation so proper coordi-
nation between levels of care and healthcare
establishments can be established. Achieving a
network governance model starts with strength-
ening the organizational structure that promotes
coordination between levels, standardizing
processes, and establishing accountability and
performance evaluation criteria.

Community component
and citizen participation

Citizen participation is incipient and has little
influence on the networks’ decisions. Formal
citizen participation mechanisms were found in
the Brazil, Colombia, and Mexico networks, but
only in Colombia was that participation found
to impact decisions. The networks in these three
countries have community participants with a
specific role and a clear relationship to other
network participants (directors, healthcare pro-
fessionals, etc.).

Recommendations: One of PHC’s main features
is person- and community-centered care, so it
is recommended that networks provide effec-
tive opportunities for citizens to participate that
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maintain clear and visible ties for decision-mak-
ing, and that decisions be shared with the net-
work’s target population. To provide opportuni-
ties for citizen participation, networks need to
set the objectives for that participation, create
rules for interaction between users and services,
define feedback mechanisms to foster transpar-
ency, clear communication, and the utilization of
user suggestions to improve the services.

Diffusion and exchanges
with the community

Diffusion actions, exchanges of information,

and mechanisms for communicating with the
community were mixed, and the different net-
work nodes had a marked lack of coordination
in their communication strategies. The mecha-
nisms ranged from informal communication and
notices in healthcare establishments (Argentina)
to websites (Brazil). Other networks used mass
media and social media (Colombia), and in some
cases the mechanisms were meant to educate
the population and nonprofessional staff
(Mexico).

Recommendations: Maintain effective and on-
going relationships to strengthen collaboration
with the community and design communication
strategies that are coordinated between the
network’s different nodes. It is also important to
use modern and effective communication strat-
egies capable of reaching the target population.
At minimum, networks should use digital media.
Different countries in the region already make
significant use of digital technology for interac-
tions between users and services. The purposes
of the communication should be precisely de-
fined, since in addition to educating and inform-
ing about health, the networks are also used to
manage the services themselves, like request-
ing appointments and remote monitoring. The
scope of these services depends on local
conditions.
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| Cross-sector collaboration

The four networks have made varying de-

grees of progress on relationships between the
health sector and other government sectors.

All four networks recognized the importance of
cross-sector action and of the influence of social
determinants on the population’s health.

Recommendations: Achieve real integration in
cross-sector relationships, which means plan-
ning, funding, and implementing public policies
together to reach a shared social objective. To
promote a cross-sector approach, start by iden-
tifying health-related issues that also concern
other sectors. This step will require communica-
tion channels and clear rules for interacting. For
example, early childhood development, nutrition,
food security, and occupational health issues cut
across the different sectors.

| Accountability

The financial accountability mechanisms are
well-defined, and the networks are familiar with
them. Although this information is public, it is
shared with stakeholders in different ways and
to different degrees. The networks are also held
accountable for performance indicators or for
reaching goals, but their mechanisms are rudi-
mentary, and quality of care measurements need
to be strengthened or included.

Recommendations: To improve accountability
and determine whether the network is perform-
ing as intended, as well as to identify areas of
improvement in order to achieve the network’s
fundamental objectives, networks need to: (i)
implement an effective and permanent system
to report progress towards healthcare goals and
the status of performance and quality indicators;
(ii) analyze (not just compile) the information re-
ported to find success stories, gaps, and oppor-
tunities for improvement, and (iii) improve the
communication process (diffusion, dissemina-
tion, and change management) among manag-
ers and administrative and operating personnel
at the network’s different levels and nodes.



3. Funding

In the countries analyzed, the public funding
models were marked by fragmentation: they
have different funding sources and ways of co-
llecting funds. The budgetary model centers on
separate funding for the different levels of care.
For networks in federal programs, like in Mexi-
co, there is shared funding, but it does not take
the network’s local needs into account since its
management is centralized.

Resources are channeled to the networks throu-
gh systems that do not align with local needs or
work models, and they are not adjusted accor-
ding to the population’s risk. In other words,
resources continue to be allocated according to
levels of care or political/administrative levels.
Community care and social needs go unfunded.
There is a widespread perception that not enou-
gh resources are allocated to PHC and that it is
chronically underfunded.

Recommendations: Analyze and implement fun-
ding models that align with the network model
and the community’s needs. Policies that incen-
tivize working as networks are needed in order
to achieve integration and reach goals. These
policies should be sound, clear, and widely
circulated among the networks’ managers, care
levels, and operational parties.

The networks analyzed were in rural areas or
small cities. To implement IHSDN in large cities
or geographical areas with a significant presen-
ce of private providers, the network’s planning
and design should include funding, planning,
and proper operational and geographical distri-
bution. In these cases, there should be additio-
nal financial mechanisms to offset any financial
delays by providers.

4. Management Model

The goal of managing a healthcare services
network is to match the services offered with
the health needs. An analysis of the manage-
ment model of a health service delivery network
covers the main organizational mechanisms,
human resources, motivation and incentives op-
tions, leadership and coordination, and support
systems, all through the lens of whether they
achieve the network’s objectives.

| Leadership and organization

The networks have vertical leadership and
organizational structures that mirror the health
system they form part of. All the networks have
formal and ongoing opportunities to interact
with local, subnational, or national authorities,
although the intensity and dynamics of this
interaction vary. The hierarchical structure of the
health system the network belongs to shapes
and prioritizes interaction between the two.

The main purposes of the interaction are plan-
ning, training, management and organization

of service delivery, progress monitoring, and
planning improvements. The networks have
weak, innovative organizational structures that
primarily react to demand and show little proac-
tivity and capacity to readjust to new demands,
whether due to cultural factors, a shortage of
human resources, or the inertia of pre-existing,
bureaucratic administrative structures.

The networks and the community interact
through formal and informal ties. However, it
was not possible to determine the extent to
which the community helps improve the net-
works’ organization and leadership.

Recommendations: The networks’ leadership
and organization needs to evolve into a sub-
stantial component of the health system. When
network leadership and organization models
mirror the health system’s model, the network is
not necessarily able to provide an agile response
to the health conditions and demand for ser-
vices of the population it serves. It is necessary
to build institutional capacity for interacting
with the community in a dynamic and
productive way.

Health Networks in Action e 111



| Motivation and incentives systems

Networks have different incentives policies, but
they are not designed to promote network co-
ordination or quality. Rather, they are associated
with productivity, with achieving national the
goals of programs, or with employee attendance
and punctuality. One network has no incentives
system at all.

Incentives are for individuals (healthcare work-
ers), and the study found no incentives for
groups of employees, services, or healthcare es-
tablishments. Networks are just starting to apply
outcome-based financial incentives, a trend con-
nected to the weak and fragmented information
systems for monitoring information and tracking
progress towards goals.

The non-financial incentives for workers found in
the study were tied to skill building or providing
better work conditions (equipment for services,
work supplies, etc.). It is questionable whether
these can be considered incentives, since pro-
viding training and supplies to improve peo-
ple’s work should actually be the default at any
modern organization. The tendency to promote
better training for those who perform the best
is paradoxical; in practice, people who perform
poorly are those most in need of training.

Recommendations: Incentives systems could be
reoriented towards achieving quality and im-
proving performance instead of productivity or
attendance. This shift would be a major orga-
nizational improvement. Incentives have two
main goals: (i) motivate employees to continue
performing well or to perform better, and (ii)
achieve lasting improvements in performance.
However, most of the incentives are individu-
al, despite the fact that each health worker is
part of a complex organization where providing
services or improving performance depends on
everyone’s activity. It would thus be helpful to
design and evaluate network-wide incentives.
The first steps for implementing an incentives
system are defining performance indicators,
setting goals that align with the local context,
and having information systems that provide the
necessary data. There also needs to be a struc-
ture for determining the steps for improving
performance and feedback systems for health-
care workers and directors.
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| Information systems

The networks’ information systems are linked
to those of the health system they form part of,
and the systems vary widely in terms of scope,
maturity, and use. In most cases, networks have
multiple information systems that serve differ-
ent purposes and are not interconnected. These
systems lack the attributes a network needs

in order to make decisions, manage the net-
work, make evaluations, and provide services.
The networks are just starting to introduce and
use digital systems. The study did not find that
information systems were efficiently designed
to coordinate and give continuity to the ser-
vices, and they are rarely used for planning,
decision-making, evaluating performance, and
improving quality.

Recommendations: Information systems are
constantly evolving, and the different networks
in this study have made varying degrees of
progress on digitizing health information. This
study recommends working on several fronts:
(i) governance of health information, to reorient
and standardize the collection, analysis, use, and
dissemination of information to the different
levels of the network, including users; (ii) invest-
ments in proper infrastructure to build robust
information systems; (iii) training for healthcare
personnel, from directors to community health
workers, on how to use the information in their
daily work; (iv) building a powerful information
system and valid indicators to effectively run
and evaluate the IHSDN, allowing coordination
between levels of care and evaluations of the
performance of both individual providers and
healthcare establishments.

The bodies driving the formation of networks
should create indicators, equipping organiza-
tions with information systems for health care
and management that can be used to improve
processes and collect relevant information for
patients and professionals. One of the most
important tools for inter-organizational coordi-
nation is information system and indicators and
outcomes that are standardized between levels.
All the networks see this area as needing work,
especially with regards to recording information
(paper tallies yield unreliable information, for
example); implementing technological solutions,
like electronic health records; making different
organizations’ systems compatible; or gearing
the systems toward comprehensive care for
people.



| Human resources

The networks use a pyramidal structure to hire
and assign human resources. National or central
authorities establish the hiring criteria, profiles
and assignments, evaluation, and training. In
most cases, these powers are defined and reg-
ulated and have different degrees of maturity in
the networks in this study. They are also con-
stantly shifting and follow national policies that
do not necessarily match the networks’ charac-
teristics and needs.

Researchers found a shortage and poor distri-
bution of human resources in the IHSDN. Health
services have little leeway to overcome these
limitations because staff hiring, and assignment
decisions are made by national or subnational
authorities. Another aspect to consider is the
health workers’ high level of turnover rate
because of how the networks are organized.

There are set hiring criteria specifying the man-
datory skills and competencies for healthcare
workers. The workers have the skills needed to
do their jobs, and the networks hold training
activities, with varied intensity and coverage.
Usually national programs define the scope and
content of the training programs, which are not
always linked to the network’s tasks. Though
offered on a continual basis in all networks,
training varied widely between the different cas-
es, with specific lines of care through national
programs (Argentina), coordination with univer-
sities (Brazil), and an Institutional Training Plan
(Colombia).

Recommendations: Human resources are the
cornerstone of health services. The networks’
operations would benefit from participating with
the central authorities in making decisions about
the number, distribution, and training needs of
health personnel. The shortage of resources
leaves networks chronically understaffed. How-
ever, this shortage can be mitigated by making
organizational changes and putting a greater
emphasis on using digital technology to improve
professionals’ efficiency and availability, mak-
ing the services more accessible. For example,
telemedicine is just starting to be used in Latin
America. A study conducted at hospitals in nine
countries (Argentina, Chile, Colombia, Costa
Rica, Guatemala, Mexico, Panama, Peru, and
Uruguay) reported that telemedicine use ranges
from 25% in Colombia to 65% in Chile, although
major obstacles still hinder its expansion (Le

Rouge, Gupta, Corpart, and Arrieta, 2019). Latin
America has a growing number of teleconsulta-
tion and telemedicine experiences, which have
allowed a better distribution and response to the
demand for services.

| Support systems

In the case studies, the goal was to learn wheth-
er the networks had (i) an adequate supply of
essential medications (supplier relations and
supply to patients), and (ii) means of transport-
ing patients in emergencies.

Since the networks are part of the national
health systems, they depend on the systems’
mechanisms for funding, selecting, procuring,
and distributing medications. These mecha-
nisms vary in scope and complexity. There are
official lists establishing the type of medications
available in the network, and most of the medi-
cations are distributed to the population free of
charge.

The main goal of the access policies is to make
essential medications available to the popula-
tion; but the continuity and availability of medi-
cations is spotty due to multiple budgetary and
supply-chain factors. This means prescriptions
cannot always be filled, so users may have to
pay out-of-pocket or their treatments may be
interrupted because they did not receive the
quantities of medicine they needed.

All the networks have systems in place for trans-
porting patients in emergencies and urgent situ-
ations. Response times and capability, as well as
level of organization, varied from one IHSDN to
another. Some networks have the ability to track
users from where they received a referral to the
next level of care. The networks lacked the abil-
ity to take measurements to generate statistics
on the performance of emergency services.

Recommendations: Support systems are es-
sential to structuring and delivering care. Im-
portantly, enhancements at the national or
subnational level, which eventually affect the
networks, are not the only drivers of support
system improvements. The networks themselves,
at the local level, can also contribute very useful
innovations and experiences. It is best to take

a network-centered approach when working to
improve support systems. This would help ce-
ment networks’ place within the health system.
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Stronger support systems start with informa-
tion systems. Information systems’ architecture
and functionality should be carefully reviewed
to match the capacity to offer services and the
supplies needed to do so with the population’s
care demandes.

5. Care model

| Care model

The four networks’ care models stand as an ex-
ample for the countries in the region. The net-
works are an embodiment of the national health
policies focused on universal coverage, equality,
and financial protection. The PHC-based care
model for IHSDN has been adopted by all net-
works in the study and is organized in the way
permitted by each network’s health system,
funding criteria, and type of governance. The
networks in this study are institutionalized and
adapted to meet the health needs of the popula-
tion they serve, although the services are deliv-
ered in a context of limited physical and human
resources and organizational weakness.

Recommendations: The IHSDN should be the
gateway to the network. Coordination and conti-
nuity of care are beginning to take root, but the
networks do not deliver comprehensive services.
The IHSDN are currently making strides towards
providing user-centered care.

The networks’ current model needs better prob-
lem-solving capabilities, more coordination, and
enhanced continuity of care. These challenges
stem from limited resources and the fragmen-
tation of the health systems the networks be-
long to. One care-related challenge is improving
referrals and back-referrals. Only Brazil reported
following regulations, and the other systems
face difficulties because of the lack of control
over this part of the process. Networks’ ability to
resolve cases, which is curtailed by insufficient
infrastructure, needs to be improved.

A focus on primary health care and communi-
ty-centered care is one ingredient of a success-
ful network. To achieve this orientation, there
needs to be a cultural shift towards integrated
work and user-centered services; the proposed
shared processes break with the traditional
culture of health organizations. Also, the new
values that give primary care a leading role lead
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to better health outcomes and can help make
the system less fragmented.

| Formulas for coordination

The networks in this study are not able to dy-
namically adjust health services according to
demand, and the care provided does not entire-
ly match up to health needs. Instead, there are
fragmented networks both within the different
care levels and between them. The study found
little coordination for teamwork at the local level
and between the different levels of care, as well
as deficiencies in keeping up to date both on
clinical management and local epidemiology
information and also a poor match of human re-
sources to changing needs. The services do not
take into account patient participation during
follow-up, and there are problems with conti-
nuity of care. This situation poses a significant
obstacle to care for patients with chronic disea-
ses, and it diminishes the likelihood of achieving
favorable health outcomes.

The main strength of the four networks lies in
their PHC approach, which is key to how they
are structured. But PHC has been overwhelmed
by demand and the lack of resources, decrea-
sing the quality of the healthcare and, conse-
quently, its effectiveness.

Recommendations: Networks need to design
strategies to strengthen coordination and inte-
gration, especially to address the current issue
of chronic diseases. To achieve this, it is crucial
to create and strengthen networks where the
different subsystems can be organized verti-
cally and horizontally to meet care needs in a
collaborative way. Coordination is the founda-
tion of the IHSDN model, so it is essential that
the network’s organizations work to implement
improvement mechanisms to avoid defective re-
lationships or faulty care for patients. In complex
models with a number of organizations, wheth-
er public or private, there should be a network
coordinator or manager that consolidates the
processes and prevents the problems mentioned
throughout this book. The care guidelines and
protocols should also address how to achieve a
balanced distribution of the functions and ser-
vices assigned to the organizations.



6. Challenges for consolidating
the network model

The main challenge for the network model is the
difficulty of rigorously evaluating its implemen-
tation and outcomes for the population. Ha-
ving standardized indicators for evaluating and
correcting the steps taken to launch a network is
crucial, as is creating a dashboard with reliable
and standardized data and health outcomes, and
setting up systems and theoretical guidelines for
establishing this model.

An uninformed population is a closely related
challenge. Several networks (Argentina) men-
tioned the lack of information directed toward
the population about the network itself and the
services offered. Even in the Colombia network,
which has a very well-established participation
model, users did not know the network existed.
The population needs to be informed so it uses
health services properly and avoids mass use of
hospitals.

Another major challenge is the network
approach. IHSDN should support PHC, so their
launch must be accompanied by a shift away
from the traditional hospital-based culture (Su-
ter et al., 2009). Evidence demonstrates (Burns
et al., 2002) that this cultural shift cultivates
trust, shared objectives, recognition of profes-
sionals at other levels of care, and recognition
for interdisciplinary work. Centralized networks
(Mexico) should allow a local culture unique to
each organization to emerge to keep centralized
decision-making from curbing health workers’
freedom to implement innovative initiatives to
support the population or collaborate with other
sectors.

The lack of coordination and of shared process
designs are other challenges to be considered.
Again, roles, procedures, and workflows need

to be clearly designed in order to implement

a network in which various nodes work with

the same patients, diseases, and geographical
area. Launching the network without this prior
reflection and work can lead to organizational
chaos, as occurred with the referral and back-re-
ferral system in the Santiago del Estero network
(Argentina). Support from politicians and health
authorities is also crucial for properly implemen-
ting the network.

While insufficient funding was already men-
tioned as a problem, failure to identify funding
sources and flows is another related problem
that could be considered a challenge for ne-
twork operations. To define a medium- and
long-term strategy for the network, with im-
provements and health outcomes tied to its
implementation, there needs to be clear, exclu-
sive, and stable funding sources to give partici-
pants certainty about the network’s solidity and
sustainability. Networks that depend on several
subsystems or high number of participants (Co-
lombia, Brazil, Argentina) are somewhat provi-
sional in terms of funding, since different deci-
sion-makers have a hand in whether they will be
funded.

Health Networks in Action e 115



7. Final notes

Health networks are dynamic. Their configura-
tion, composition, and performance changes
over time. Contextual circumstances, public
policies, demographic shifts, and other factors
all affect the work of a health system as a whole,
as well as that of each of the network’s partici-
pants. The networks in this study are dynamic;
their configuration, composition, and performan-
ce respond to these circumstances. However,
the networks’ responses do not keep pace with
environmental changes, which is due in part to
the fact that the networks are part of complex
and fragmented health systems.

With optimism, based on a better understan-
ding of the experiences of implementing IHSDN
in LAC, the study identifies opportunities for
accelerating progress so that in the near future
Dioselina will have the following to share about
her patient journey:
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“l really trust the health center where | always
receive care. Every year they tell me when |
should visit my doctor, do tests, or get a chec-
kup for my feet, my eyes... If | need additional
care, like when | have to get my legs treated,
they give it to me without any hassle. | like my
doctor because he gives me a clear explanation
of what’s happening to me and what | need to
do to get better, although | don’t always follow
his advice. The other doctors at the hospital
who have given me care, like the ones who
checked my eyes, are also familiar with my pro-
blem, and | don’t have to repeat my story every
time | have an appointment with them. They re-
port back to my doctor about my status. | don’t
have a cell phone, but the social worker makes
an arrangement with my neighbor to remind
me of the appointments and check on how the
medicines they gave me are working. The staff
at the health center put me in contact with a
group of diabetic patients in my neighborhood,
and | meet with them to exchange tricks for
improving our health. At the health center, they
work hard to keep me well!”
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