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ABSTRACT

Introduction Health and social care systems are under
pressure to organise care around patients’ needs with
constrained resources. Several studies reveal that

care is constantly challenged by balancing economic
requirements against individual patients’ preferences
and needs. Therefore, value-based health and social
care aims to facilitate patient-centredness while taking
the resources spent into consideration. The OrgValue
project examines the implementation of patient-
centredness while considering the health and social care
organisations’ resource orientation in the model region
of the city of Cologne, Germany.

Methods and analysis First, the implementation
status of patient-centredness as well as its facilitators
and barriers—also in terms of resource orientation—
will be assessed through face-to-face interviews
with decision-makers (at least n=18) from health and
social care organisations (HSCOs) in Cologne. Second,
patients’ understanding of patient-centredness and
their preferences and needs will be revealed by
conducting face-to-face interviews (at least n=15).
Third, the qualitative results will provide the basis
for a quantitative survey of decision-makers from

all HSCOs in Cologne, which will include questions

on patient-centredness, resource orientation and
determinants of implementation. Fourth, qualitative
interviews with decision-makers from different types
of HSCOs will be conducted to develop a uniform
measurement instrument on the cost and service
structure of HSCOs.

Ethics and dissemination For all collected data, the
relevant data protection regulations will be adhered

to. Consultation and a positive vote from the ethics
committee of the Medical Faculty of the University of
Cologne have been obtained. All personal identifiers
(eg, name, date of birth) will be pseudonymised.
Dissemination strategies include a feedback report as
well as research and development workshops for the
organisations with the aim of initiating organisational
learning and organisational development, presenting
results in publications and at conferences, and public
relations.

Trial registration number DRKS00011925.

Strengths and limitations of this study

» Mixed-methods study using qualitative interviews
of decision-makers and patients as well as a large
survey of decision-makers.

» Data collection in a large sample that comprises
various types of health and social care organisations
in a metropolitan region in Germany.

» Measurement and investigation of the organisational
implementation of patient-centred care.

» Further studies would benefit from a linkage of or-
ganisational data with patient outcome data.

» Quantitative survey includes decision-makers at the
leadership level only and no front-line healthcare
providers.

INTRODUCTION

Recently, it has been suggested to transform
care systems to ensure that greater value
is placed on the needs of the patients. The
concept of value-based care' emphasises
that goal transparency and problem-solving
capacity are needed in order to over-
come problems resulting from the partly
conflicting healthcare goals of various actors
(eg, profitability vs high quality of care).
These partly conflicting goals widen the gap
between an increasing demand for services
and strained resources within the health and
social care system® and call for a redesign
of healthcare. Health services research is
revealing many deficits in healthcare, which
are mostly related to deficits in patient-cen-
tred care.”” According to the Institute of
Medicine (IOM), patient-centred care means
“Providing care that is respectful of and
responsive to individual patient preferences,
needs, and values and ensuring that patient
values guide all clinical decisions.”® The IOM
states that deficiencies in healthcare quality
are always attributable to system problems
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rather than incompetency or misbehaviour of individuals
and calls for the examination of the processes and struc-
tures required for patient-centred and efficient care.

Patient-centredness and resource orientation in health and
social care organisations (HSCOs)

Various studies evaluating the care of chronically ill
patients and vulnerable groups as well as studies analysing
management and performance in healthcare® * ™ reveal
that care is constantly challenged by balancing economic
requirements against individual patients’ preferences and
needs.!*!! HSCOs, like organisations in other fields, natu-
rally strive to maintain and accumulate their resources
and prevent resource loss.'* ¥ Organisational resources
encompass resources of different types, such as human
resources (eg, staff qualification), financial resources
(eg, healthcare budget), physical resources (eg, health
technology) and information resources (eg, guideline
knowledge). In our study, the organisations’ orientation
towards maintaining, accumulating and preserving their
resources is defined as resource orientation.'”” Due to
developments at the societal level, such as demographic
change, scarcity of resources in the healthcare system and
shortage of skilled staff, HSCOs are increasingly facing
difficulties in maintaining their resources. Similarly, they
are under pressure to deliver high-quality and patient-cen-
tred care. Hence, resource orientation and patient-cen-
tredness are oftentimes, but not necessarily, conflicting
organisational goals. Whereas, for instance, investments
in the qualification of healthcare personnel as a means of
accumulating human resources may also be beneficial for
patient-centred care, work overload of staff to generate
financial savings may hinder patient-centred care.

The interplay between resource orientation and
patient-centredness in HSCOs is indicated by a range
of studies on organisational and managerial factors in
healthcare."*"” Organisational and managerial factors
studied with regard to their impact on patient care and
patient outcomes include, among others, staff quality,'®
health literacy of care organisations,"” workload and
stress” ™ as well as social capital.***° However, patient
care has not yet been sufficiently explored in relation to
the potentially conflicting goals of patient-centredness
and resource orientation in HSCOs. Thus, this study will
investigate the implementation of patient-centred care
and resource orientation in healthcare organisations.

Aims of the study
We aim to analyse (1) the patients’ and decision-makers’
understanding of patient-centred care and organisa-
tional resources, (2) HSCOs’ coping strategies related
to economic and societal developments endangering the
organisations’ resources, (3) the implementation level of
patient-centred and resource-oriented care, and (4) the
organisational barriers and facilitators to patient-centred
care and resource orientation.

By conducting this study in HSCOs in the city of
Cologne—the fourth largest German city with more

than 1 million inhabitants—this study will provide valu-
able information about the current state of patient-cen-
tredness and resource orientation in an urban region.
Moreover, we hope to identify possible starting points for
initiating the redesign of health and social care towards
more patient-centredness.

CoRe-Net

Funded by the German Federal Ministry of Education
and Research (BMBF), the ‘Cologne Research and Devel-
opment Network’ (CoRe-Net) has been set up since 2017
by various partners from both clinical and social care as
well as health services research.”’” On the basis of three
research projects within the city of Cologne, one of which
is the OrgValue study, CoRe-Net aims to analyse health-
care delivery for vulnerable patient groups and to estab-
lish itself in a sustainable manner. The other two projects
within CoRe-Net focus on the one hand on patient trajec-
tories and transitions between different health and social
care providers in their last year of life (LYOL-C study)
and on the other hand on the trajectories and quality of
care of patients with coronary heart disease and mental
comorbidity (MenDis-CHD study). The conceptual foun-
dation of the CoRe-Net network relates to the value-based
healthcare approach. CoRe-Net aims to facilitate the
exchange between academics and healthcare providers
within an urban model region and thereby to initiate the
redesign of healthcare.

METHODS AND ANALYSIS

Study design

OrgValue is a cross-sectional study integrating mixed
methods from qualitative and quantitative social research.
The organisations in Cologne that care for the vulnerable
patient groups studied in the two accompanying projects
within CoRe-Net will be examined using multiple forms
of qualitative and quantitative data collection, thus maxi-
mising the strengths and minimising the weaknesses of
each type of data.”® As illustrated in figure 1, there are
four parts of the study.

Sample

The HSCOs included comprise all organisations caring
for the vulnerable patient groups in the city of Cologne,
which were studied in the accompanying two projects
within CoRe-Net (see table 1).

The preliminary numbers are derived from the admin-
istration of the city of Cologne, the Association of Stat-
utory Health Insurance Physicians North Rhine and
web-based research (date: November 2017) and will be
updated shortly before the conduct of the survey. Since
our research objects are HSCOs rather than individual
doctors, we will be provided with the numbers and
addresses of the single and group practices by the Associa-
tion of Statutory Health Insurance Physicians North Rhine
shortly before the survey. Approximately one-fourth of all
private practices are group practices.
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ﬁQualitative interviews with decision makerx

on patient-centeredness and resource-
orientation (winter 2017/spring 2018)
¢ Eliciting the understanding of patient-

2. Qualitative interviews with patients
(spring 2018)
* Understanding patients’ preferences for and
experiences of patient-centered care

centered care and resource-orientation in
multiple types of HSCOs

* Identifying the status quo of implementation
of patient-centeredness and resource-
orientation

+ Identifying organizational characteristics

D"

3. Quantitative survey of decision
makers in HSCOs in Cologne
[spring 2019)
* |dentifying the status quo of
implementation of patient-centered care
and resource-orientation

facilitating or hindering patient-centered care X L I
Kand resource-orientation. / * Analyzing organizational factors facilitating

or hindering patient-centered care and
resource-orientation

4. Qualitative interviews with decision makers
on cost and service structures
(summer 2019)

» exploration of documented and available
information about costs and services at

each type of HSCO

* development of an instrument to examine
and compare the cost and service structure
among different types of HSCOs

Figure 1

The qualitative interviews in the first part of the study
will be conducted with decision-makers from a purposeful
sample of those organisations. Decision-makers in our
study are defined as clinicians or managers in leading
positions with decision-making authority and leadership
responsibility within a healthcare organisation. Another
inclusion criterion is sufficient German language skills to
take part in the survey and interview.

The patients to participate in qualitative interviews
during the second part of the study are chronically ill
patients in Cologne. Inclusion criteria are a minimum
age of 18 years, diagnosis of at least one chronic disease
(eg, coronary heart disease, diabetes), sufficient German
language skills to take part in the interview and the phys-
ical, psychological and cognitive ability to participate
in an interview. We aim to obtain a purposeful sample

Table 1 Sample of organisations and doctors working in
private practices in the city of Cologne

Type of organisation/doctor
in Cologne N

Hospitals 22

Long-term outpatient care 136 Home nursing services
11 Home hospice services

Long-term inpatient care 100 Nursing homes

4 Hospices

8 Ambulatory rehabilitation
services
3 Rehabilitation clinics

Rehabilitation services

General practitioners working 870
in private practices

Specialists working in in private 57 Cardiologists
practices 88 Psychiatrists
750 Psychotherapists

Mixed-methods study design. HSCO, health and social care organisation.

of patients with a variety of chronic illnesses (eg, type
of disease, experience in the healthcare system) and
personal characteristics (eg, gender, age).

The quantitative survey in the third part of the study will
be conducted with decision-makers in all aforementioned
organisations. Interviewees to be involved in part four
of the study are decision-makers with knowledge about
the cost structure and service portfolio of the respective
organisation.

Recruitment

In part one of our study, interviews with decision-makers
from different types of organisations will be conducted
according to the concept of theoretical sampling (at least
n=18).% Potential participants will be approached via the
original CoRe-Net networking structure and via the new
acquisition of participating organisations within the city
of Cologne.

For the patient interviews in part two, a minimum of 15
interviews with patients will be conducted. If additional
information can be expected, further interviews will
be conducted until theoretical saturation is reached.”
Potential participants will be contacted via the network of
practice partners as well as posters and flyers distributed
in public places and newspaper advertisements.

For the survey study in part three, participants from all
HSCOs of interest in the city of Cologne will be recruited.
Recruitment will take place based on the contact infor-
mation of HSCOs gathered from the administration of
the city of Cologne, the Association of Statutory Health
Insurance Physicians North Rhine, and web-based search.

To recruit participants for the qualitative study of costs
and services in part four, a single item in the quantita-
tive survey asks about (1) willingness to participate in
a subsequent qualitative interview and (2) eligible key
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informants to approach. Those key informants will be
contacted in order to arrange the interviews.

Measures
The semi-structured qualitative interview guide for the deci-
sion-maker interviews in part one focuses on main topics
derived from literature and a workshop with partners
from practice. Each topic is operationalised by core ques-
tions and narrative-generating subquestions. The deduc-
tively derived categories can later be complemented and
modified by inductively identified categories. In all three
qualitative data collections, we will pursue an iterative
process of interviewing, continuously analysing the data
and refining the interview guide for subsequent inter-
views. Core questions for the interviews in study part one
are:

1. How do decision-makers define patient-centred care?

2. What hinders or facilitates the implementation of pa-
tient-centred care in their organisations?

3. How do organisations deal with their resources and
what resources are needed/lacking?

4. To what extent do organisations assure continuity of
care throughout the care pathway and in collabora-
tion with other organisations and providers?

The semi-structured qualitative interview guide for the
patient interviews in part two focuses on the question of
how patients characterise patient-centred care in compar-
ison to existing conceptual models of patient-centred
care derived from the scientific literature and expert
views. The topic is operationalised by core questions and
narrative-generating subquestions.

The quantitative survey of decision makers in HSCOs in
part three will use a questionnaire thatis to be developed
on the basis of relevant literature and after the inter-
views with decision-makers have been analysed. Thus, the
hypotheses and issues of relevance explored in phase one
can be tested with a specific questionnaire. The selection
of validated instruments is guided by international frame-
works on organisational determinants of patient-centred-
ness and implementation research. Literature examining
the implementation of patient-centred care® ** captures
organisational dimensions such as leadership, a stra-
tegic vision, the involvement of patients and families, a
supportive work environment as well as measurement and
feedback as critical determinants of patient-centred care
in HSCOs. The Consolidated Framework for Implementa-
tion Research by Damschroeder™ proposes several organ-
isational factors (‘inner setting’) that facilitate or hinder
the effective implementation of interventions in health-
care, which can also be relevant for the development of
patient-centred care. These organisational factors are
structural characteristics, networks and communication,
culture and implementation climate. Since the survey
development is based on the qualitative interview results
in addition to the literature, the selection of instruments
cannot be presented at this stage.

The semi-structured qualitative interview guide for the
decision-maker interviews within the fourth part focuses on

the exploration of documented and available informa-
tion about costs and services at each type of HSCO under
consideration. Moreover, existing key performance indi-
cators will be identified and assessed regarding their
usefulness for comparisons among different types of
HSCOs. The topic is operationalised by core questions
and narrative-generating subquestions.

Data collection

In study part one, the qualitative semistructured inter-
views with decision-makers in HSCOs will be conducted at
a place of the participants’ choice (eg, home, healthcare
organisation, researchers’ institute) and will last about
Thour® Each interview will be audiotaped and tran-
scribed according to established standards.™

In study part two, either individual interviews or focus
group interviews will be chosen for the qualitative inter-
view study with chronically ill patients, depending on the
patients’ physical and psychological abilities and prefer-
ences for participation in individual or group interviews.
Previous experiences of patient-centred care and expecta-
tions will be discussed to define the most patient-relevant
dimensions of patient-centred care. The interview guide
will be adapted if necessary throughout the interviews. All
interviews will be audiotaped and transcribed according
to established standards.”

The method used for surveying decision-makers of
HSCOs in study part three is classified in the literature
as ‘key informant survey’ and is frequently used in order
to assess the knowledge of emgloyees who generally have
decision-making authority.”® * In our case, clinical and
managerial decision-makers possess valuable information
about core structures and processes within the organ-
isation. Key person surveys enable a substantially larger
number of organisations to be surveyed at lower cost. The
person or steering board in the highest position within
each organisation will in a first approach be contacted by
post with study information accompanied by an informed
consent form, the postal survey and two return envelopes.
Standards of survey development™ " will be followed,
and the questionnaire will be pretested with established
methods.”” The survey will be conducted according to
Dillman’s Total Design Method, with two personalised
reminders being sent out.!! Furthermore, several strate-
gies shown to increase response rates will be applied (eg,
personalised letters, academic origin of the study).” A
donation of €1 per responding decision-maker, survey
feedback via anonymous benchmarking reports*’ and the
prospect of outreach events organised by CoRe-Net serve
as incentives for participation.

In study part four, qualitative semistructured interviews
with decision-makers in HSCOs will be used as a method
to explore the cost and service structures as well as key
performance indicators within each type of HSCO (at
least n=6). The face-to-face interviews will be conducted
at a place of each participant’s choice (eg, home, health-
care organisation, researchers’ institute) and will last no
longer than 90 min. Memory protocols will be used.
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Data analysis

The transcripts of interviews with decision-makers and
patients in phases one and two of our study will be anal-
ysed by two multidisciplinary independent researchers
using established methods of content analysis** and will
subsequently be interpreted by a group of researchers.
Inductively identified categories can then complement
and modify the deductively derived categories. The
results will be used to inform survey development as well
as to generate hypotheses regarding which organisational
characteristics impact the delivery of patient-centred care.

The survey data preparation will be conducted with the
Teleform® software, which is a software for data capturing.
Afterwards, plausibility tests will be run. Data from
already validated scales in the survey will be constructed
according to the coding manuals after demonstrating
the psychometric properties. Data from self-developed
instruments on measured constructs will be psychomet-
rically analysed for their factorial validity and reliability
before scales will be built. After conducting descriptive
analyses stratified by organisational type, regression anal-
yses and structural equation modelling will be performed
in order to examine associations between organisational
structures and processes and the self-reported imple-
mentation of patient-centred and resource-oriented care
within the healthcare organisations under study. Using
subgroup and cluster analyses, types of organisations may
be explored.

The decision-maker interviews in part four will be
documented in memory protocols, which will be used to
derive ideas for the development of an assessment tool
that captures costs, the service portfolio and key perfor-
mance indicators that are specific to each organisational
type. Additionally, the response to the survey item on the
respondents’ willingness to participate in subsequent
interviews of our study will be analysed since it reveals
valuable information on the organisations’ willingness to
provide organisational data for research.

Patient and public involvement

As the main target group, decision-makers from health
and social care organisations are involved in the planning
of the study design, recruitment and instrument develop-
ment via workshops throughout the study duration. Patients
will be recruited for interviews to assess their preferences
and expectations. Moreover, CoRe-Net explicitly involves
providers, decision-makers, patient representatives and the
public in the development of the three studies via public
relations as well as research and development workshops.

ETHICS AND DISSEMINATION

Ethical considerations

For all collected data, the relevant data protection regula-
tions will be adhered to. Consultation and a positive vote
have been obtained from the ethics committee of the
Medical Faculty of the University of Cologne. All partici-
pants in this study will receive written information about

the aims and procedures of the study and will be asked for
written consent to collect, analyse and save their data. All
personal identifiers will be pseudonymised.

Dissemination plan

First, feedback on the survey results will be given to the
respondents in form of a report with the aim to initiate
organisational learning and development. The report will
cover results of the complete sample of organisations, strat-
ified by organisational types. Moreover, all participating
organisations will receive an additional report showing their
results in comparison to aggregated scores of all organisa-
tions and especially organisations of the same type.

Second, tools for the self-assessment of HSCOs with
regard to patient-centredness and resource orientation
will be developed. Thirdly, ‘benchmark’ workshops will
be conducted, in which decision-makers can on the one
hand share their best-practice strategies in relation to
patient-centredness and resource orientation based on the
survey results and on the other hand learn about instru-
ments for promoting organisational development. Fourthly,
graphically illustrated and easy-to-read fact sheets for deci-
sion-makers with evidence-based and pragmatic measures
facilitating patient-centredness in HSCOs will be delivered.

The results and deliverables will be disseminated within
the region of Cologne via the Cologne lab conferences
and CoRe-Net public relations. National dissemination
will be achieved by informing policy-makers, health insur-
ance funds and professional organisations via conferences
and seminars (eg, Spring School of the German Network
for Health Services Research). Dissemination within the
national and international scientific community performing
organisational health services research will take place
through scientific publications, conferences and discus-
sions within working groups of scientific associations, for
example, the Academy Health Conference on the Science
of Dissemination and Implementation.
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