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- A1:

Project summary

Project Number ! 305197 | Project Acronym ? |Equity-LA N

" One form perproject . . . ...

e General information B o

The impact of alternative care Integration strategies on Heallh Care Networks'

Project tille ° performance in different Latin American health systems
Starting date * ~ 01108/2013

Duration In months ° 60

Call (part) Identifter ® FP7-HEALTH-2012-INNOVATION-1

HEALTH.2012,3.4-1:
Research on health

Activity code(s) most systems and services in

7
relevant to your topic jow- and middle-income
countries ‘
Heaith care Integration; Quality of health care; Heallh
Free k ds ® policy; Health services; Quantitative and qualitative
ree keywords - methods; Best practices; Capacity buliding; Heaith
workers training
Abstract °

Health services fragmentation is one of the main ohstacles to effective heaith care in Latin-America, particularly
for chronic diseases. This research builds upon results from Equity-LA (FP7-B-223123) and focuses on one

of the most promoted policies to respond to fragmentation in LA, the development of Integrated Health Care
Networks (IHN). The general objective is to evaluate the effectiveness of different care Integration strategles In
improving coordination and quality of care of IHN in different health care systems in Latin America, with particular
reference to chronic diseases. Methods: The study adopts a quasl-experimental design, with a participatory
action-research approach. in sach country, two comparable IHN will be selected -one acting as the Intervention
and the other as the conlrol area. It1s structured in four phases: 1) a base-line sludy using qualitative and
quantltative methods to carry out an initial evaluation of IHN performance; 2} design and implementation of

an Intervention focused on care coordination and quality of care; and based on health professionals training;

3) evalualion of effectiveness and limitations of interventions and assoclated contextual factors; and; 4)
cross-couniry comparative analysis and elaboration of tools for getting research Into policy. in each country,

a research steering commiltee will be set up to [ead the project, composed by health care professionals,
managers, users and researchers. Results and relevance: The project will contribute to FP7 Cooperation Work
Programme Heallh (SICA)'s objectives by: 1) generaling evidence-based policies to improve integration of care
in Latin American countrigs; 2) strengthening research capacity of all involved Institutions in-order to enhance
knowledge development on care integration In their countries; and by 3) contributing to skills improvement and
motivation of health workforce, through training programs aimed at improving care coordination and quality.
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* The following funding schemes are distinguished

Collaborative Project (if a distinction Is made in the call please sfate which type of Collaborative project is referrad to: (i) Small
of medium-scale focused research profect, {il) Large-scale Integraling project, (i Project targeted to speclal groups such as
SMEs and olher smaller actors), Network of Excellence, Coordination Actlon, Support Action,

1. Project number

The project number has been assigned by the Commission as the unlque Identifler for your project, and it cannot be changsd,
The project iumber should appear on each pags of the grant agreement preparation documents to prevent errors during
its handling.

2, Pfojeci acronym

.Use the project acronym as indicated In the submilted proposal, It cannot be changed, unless agreed during {he negollations.
The same acronym should appear on each page of the grant agreement preparation documents to prevent errors during
lis handting. -

3. Project title

Use the litle (preferably no lenger than 200 characters) as Indicated in the submitted proposal. Minor corrections are possible if
agreed during the preparation of the grant agresment.

4, Starting date

Unless a specific (fixed) starting date Is duly justified and agreed upon during the preparallon of the Grant Agresment, the
project will start on the first day of the month following the entry info force of the Grant Agreament (NB : enlry into force =
signature by the Commission). Please note ihat if a fixed starting date is used, you will be required to provide a detailed
justification on a separate note.

6. Duration
Insert the duration of the project in full months.
8. Call (part} identifter

Tha Cali (part) ldentifier is the reference number given in the call or part of the call you were addressing, as indicated In the
publication of the call in the Officlal Journal of the European Union. You have 1o use the identifier given by the Commission in
the letter invifing to prepare the grant agreement,

7. Actlvity code

Select the aclivily code from the drop-down menu,

8. Free keywords

Use the free keywords from your original proposal; changes and addilions are possible,
9. Abstract

10. The month at which the participant Joined the consortium, month 1 marking the start date of the project, and all
other start dates being relative to this start date,

11. The number aliocated by the Consortium to the participant for this project,
12. Include the funding % for RTD/innovation — either §0% or 76%

13. Indirect cost model
A! Actual Costs
8: Actual Costs Simplified Method
T: Transitional Flat rate
F :Flat Rate




Workplan
Tables

Projoct numbor
305197
Ps;ujeci title

Equity-LA ll—The impact of alternative care integration strategies on Health
Care Networks’ performance in different Latin American health systems

Call (part) fdentiflor

FP7-HEALTH-2012-INNOVATION-1
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WT1

List of work packages

Project Number ' 305197 Project Acronym # | Equity-LA Il

~LIST OF WORK PACKAGES (WP) - . -

Theorstical framework and research tools E}D

1 114.00 1 6
Wp 2 Base-fine study RTD 1 288.00 7 24
WP 3 Design and implementatlon of interventions | RTD | 2 254.00 19 36
WP 4  |Evaluation of interventions RTD 1| 209.00 34 45
WP 5 Cross-country comparative analysis RTD 1 225.00 46 57
WP 6 %222?2})1( ?eus“udiitl;g and dissemination of OTHER _ 2 345.00 1 60
WP 7 Project management and coordination MGT 1 60.00 1 60

Total 1,495.00
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WT2:

List of Deliverables

Project Number ’

306197 _ Project Acronym* | Equity-LA I

D14

Research plan

List of Deliverables - o be submitied for feview ( EC

and analylical
framework

1 1 110.00|0

PU

D1.2

Ethical
approval by the
committees in
the countries
involved

1 1 400(0

PU

D2.1

Final qualitative
analysis plan

2 1 14.00|R

PU

14

D22

Qualitative
results of
base-line study

2 1 120.00 {R

PU

19

D2.3

Quantitative
resulfs of )
base-tine study

2 1 120.00|R

PU

24

D3.1

Intervention
design and
implementation
plan

3 2 84,0010

PU

22

D3.2

Progress report
on intervention
process

3 2 160.0010

PU

31

D4.1

Intra-country
compatrison plan

4 1 5.00|R

PU

38

D4.2

Final results on
evaluation of
interventions
(Intra-country
analysis)

4 1 204.00|R

PU

45

D5.1

Cross-country
comparative
analytical plan

5| 1 6.00{R

PU

50

D5.2

Resttts on
cross-counfry
analysis

5 1 218.00|R

PU

57

D6.1

Project web site

6 1 1.00;0

PU

D6.2

Capacity
building strategy

6 2 5.00(0

PU

AN5197 Faultv-LA 1T - Worknlan tabla - 2012-11-08 13:06 - Paas 2 nf 32




WT2:

List of Deliverables

‘ Report on_t?::a :
D8.3 capacity bullding 6 1 59,00 R PU 27
aclivities '

Guide for

Dg4 . |Pationaland 6 2 80.00| 0O PU 58
international _

policy makers

Best practices 6

D65 | oot

2] - 80.00|R PU 58

Papers o peer '
D6.6 raview jogjrnals 6 1 120.00{ O . PU 60

1,401.00

2NK1Q7 Ecuitu-l A 1F - Workolan table - 2012-11-08 13:06 - Page 3 of 32




WT3:

Work package description

Project Number * 306197 Project Acronym 2 Equity-LA Il
- One form per Work Package '

Work package number ®  [WP1 Type of activity * RTD

Work packages title Theoretical framework and research tools -

Startmonth 1

End month ' 6

Lead beneficiary number ** 1/

L Objeclves ]
This WP addresses the following objectives

- to finalise the common theorstical framework
- to elaborate the research plan

- to develop preliminary tools for data collection

- to set up research teams and comimitiees
- to start capacily building activities

" |and contributes to research objectives a), b), ¢) and d)

' ' Description of work and role of partners

This work package is oriented at preparing the onset of the project by finalising the common theoreficat
framework and etaborating the research plan and preliminary research tools, The following tasks will be carrled
out: '

- Completion of the literature review on the international evidence on coordination and quality of care with a
particular focus on the exlsting evidence In the participating Latin American (LA) countries. The literature review
will focus on the interventions to improve coordination and quality of care, tools and Indicators to assess the
interventions, with particular attention to the two tracer conditions: type 2 dlabetes and COPD, Among others,

it will look at informational, manageriat and adminjstrative coordination. Gontinuity of care will be analysed by
means of the three lypes: relational, informationat and managerial. Quality of care will be analysed by including
struclure, process or performance and oufcome measures.

- Finalization of the analylical framework based on the literature review. The formulation of a common
terminology and the development of a conceptual framework will allow particlpants to analyse systematically the
areas of interest and enhance comparability across countrles.

- Development of a research plan to ensure timing and sclentific quality of all aspects of the project.

- Development of preliminary research tools. Tools for both qualitative and quantitative studies will be those
deslgned In the Equity-LA project (topic guldes for interviews and focus groups; questionnaires). Other needed
tools will be adapted from those developed by participants, or obtained from the sclentific literature, e.g.
questionnaires addressed to health professionals. This WP will particularly focus on the development of
preliminary qualitative research tools in arder to ensure an on time onset of the base-fine study.

During this work package, research country teams and commitiees will be sat up:

1) Each participani will set up its projoect country team: appolint research assistants, contact with all organisations
Involved in the project and If necessary adapt the I_ocalion of the project office,

2) The national steering committee will be set up in each LA country. It wil be composed of no more than seven
members, representing all stakeholders involved In healthcare, thus consisting of healthcare professionals,
managers, users of the Involved IHNs, local policy makers, and researchers, This combination aims at avoiding
a fragmented account of problems and solutions and ensuring an equal refationship between resaarchers

305197 Eaulty-LA 1] - Workptan table - 2012-11-06 13:06 - Paae 4 of 32




WT3:

Work package description

and other participants. Researchers will act as facllitators and catalysts. The national steering committee of
each country will participate in all project phasas and will be In ¢harge of the design and implementation of
interventions (more detalls in WP3). The committee will be active for the flve fears of the project and trained in
Garrying out three action research aclivities: analysis of situation, refining intervention measures and in-service
training, and will promote a boltom-up strategy In both the design and implementation of interventions.

3) The international sclentific committee will be formally established by the project management committea (M3),
consisting of experts in the field of research. The commitiee will meet annually and the timing of the meeting
wlil coincide with the project workshop. The international scientific commillee is in charge of reviewing and
commenting on methods, assuring quality of the scientific work and advising on the scientific aspects of the
project. The committee will act as an independent arbitrator within the consortium on scientific matters.

4) A national sclentific commillee will be established in each Lalin American country (M4) made up of
stakeholders: policy makers, healih providers representatives, professfonals and civil society representatives
retated with the field of the research, Sclentific officers of the EC representation In each country will also be
invited to participate. The committees wil provide suppor to the country research team, address emerging
Issues throughout the project and contribute to the dissemination of findings along the research.

11 order to ensure that all partners are acting as a team and there Is effective scientific coordination, a serfes of

"I mechanisms will ba put in place by Participant 1. Coordlnation mechanisms will include scientific workshops,
the project web site and permanent communication (e-malls, video-conferences, etc.). These mechanisms will
ensure that similar data sels are collected and a common methodology and explanatory framework Is developed
so that comparative analyses of the resulis are possible. Regarding to health services natworks that constitute
the study areas, an ad hoc fong standing collaboration agreement will be ostablished.

During this work package, twa meetings will be organised, 1st Workshop at the start of the project (M) In
Colombia and 2nd Workshop towards the end of this work package (M6) in Brazll. The 1st Workshop will take
place In order to reach an agresment on the main aspects of the theoretical framework and research tocls,
whereas the 2nd Workshop targets to finalise the framewark, the research plan and the qualitative research
tools.

The workshops along the project, (n addltion to contribute to build capacity, intend to facilitate an optimal transfer
of results from the previous phase to the subsequent one. Moreover, they should allow for identification of
problems that have emerged while working on the different work packages and are part of the project review
about its advancement. The organisalion and location of the workshops will alternate between the Latin
American countries, ' '

Capacity bullding

Capacity building which Is a transversal component of the project will already start during this WP in two
domains: research and policy making. This will take place by the exchange among all researchers and

the beginning of policy makers' needs appraisal. This Includes selection of junior researchers, permanant
communlcation and debate, workshops on research framework, methods and tools and joint work among the
teams. '

Role of participants :

Participant 1 (CSC) will lead this WP. However every participant will contribute to complete the analytical
framework, research plan, with special emphasls according to thelr fleld of expertise: CSC {Spain): integration
and coordination of care, COPD: ITM (Belgium), quality of care; URosario (Colombia) and IMIP (Brazil): -
access to health services, type 2 dlabstes; UChile (Chile): gender analysis; UV {Mexico): type 2 dlabetes; UNR
(Argentina): health workers training; UDELAR (Uruguay): action-research ' ‘

" Person-Months per Pairticipant

211T™ . 6.00

3| URosarlo 16.00

ANB197 Eanitud A 1l - Worknlan tahle - 2012-11-08 13:06 - Paae 5 of 32
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WT3:

Work package description

4| IMIP 16.00
8 | UChile 16.00
7|uUv 16.00
8| UNR 16.00
9 [UDELAR 16.00

Total 114.00

List of deliverables

Research plan and analytical

Description of deliverables

—————————————— P10 O deliverables

D14 framework 1 110.00 PU 6
Ethical approval by the commiltees in
1.2 the countries involved L 4.00 PU 6
Total 114,00

D1.1) Ressarch plan and analyfical framework: Detailed descri
plan of research of the project [month 6]

plion of the conceptual framewark and the overall

D1.2) Ethical approval by the committees in the countries Involved: Certificate of the ethi
the ethical committees in the involved countries {month 6}

cal approval granted by

Schedule of relevant Milestones

MS1

Research plan

Research plan

upon

developed and agreed

MS2

Preliminary qualitative research tools

and Poriuguese

Topics guides devsloped
and adapted in Spanish

MS3

Natlonal steering committees

National stesring

LA country

commiltee sst up in each

305197 Eauitv-LA Il - Workplan tabla - 2012-11-06 13:08 - Paae 8 of 39




WT3:

Work package description

Project Number ' 306197 Projsct Acronym > | Equity-LA 1l

~One form per Work Package

Work package number ®*  |WP2 Type of activity * RTD
Work package title Base-line study '
Start month 7

End month 24

Lead beneficiary number * 1

Objectives

This WP mainly addresses ressarch objective a)
- to analyse the Integrated healthcare networks' performance with respect to coordination and quality of care in
different healthcare systems in Latin America and associated factors in each particular context

and contributes to research objectives b), ¢) and d)

Description of work and role of parlners

In this work package an assessmant of the performance of the intervention and control IHNs will be carrled out in
all six Lalin American parlicipating countries to set the base-line for the later evaluation of the Interventions.

This base-line study will concenirate on coordinat!on continuity and quality of care, adopting a gender
perspective, and will:

- provide information on the performance of the intervention and control IHNs with respect to care coordination,
continuity and quality;

- address the question of contextual factors Influencing coordination and qualily of care;

- Identify and address the gender issues linked to health services performance.

Data will be collacted by a combination of qualitative and quantitative me'thods in order to obtain base-line
information on the provision of care {o the general population and to patients with tracer conditions (COPD and
types 2 diabstes).

This work package is made up of four components, encompassing the following activities:

1. Qualitative study (M7-18): Focus groups and individual interviews will be carried out In order to investigate
care coordination, continuity and quality of care. Research tools (topic guides) have been finalised previously.

The study subjects of the qualitative research will be:

- Healthcare professionals to get an insight into their perspectives of coordination and qualily of care in the iHN
by means of focus groups. Healthcare professionals will be selected according lo age, sex and care level,

- Managers to obtain their opinions on coordination of care and quality in the 1HN by means of individual
interviews.

- Pattents with tracer conditions, their relatives and carers to explore thelr opinions and experiences on continuity
across care levels and qualily by means of focus groups. Patlents will be selected according to age, sex,
distance fo health services and health condition.

All Interviews (individual and focus groups) will be audio-recorded and transcribed verbatim. A narrative
content analysis will be conducted with support of the software Atlas-ti 5.0, and a mixed genoration of thematic
categories will applied, that means categories are either derived from the conceptual framework reflected in the
topic guides or identified within the data analysis.

2, Quantitative study (M13-21): Two questionnalre surveys will be conducted: a) One survey will be conducted
among users of the healthcare system in order to determins their perceptions of conlinuity and qualily of care,
and b) the other survey will be conducted among health professionals in order to determine their perceptions of

ANRAQT Fanitvad A [ 2 Wirkntan tahla - 201241068 1308 - Paae 7 of 32




WT3:

Work package description

the degree of coordination and quality of care. As a first step, the questionnaire, adjusted according to the results
of the qualitalive study, will be piloted and afterwards corrected for its use In the data collestion.

Sample. Simple random samples of health professionals and users will be selected in both (intervention and
control) iIHNs under investigafion In éach country.

The sample size will be calculated according to the controlied before and after design of the study. With respect
to health professionals, a sample size of 692 (173 for each IHN and phass) Is estimated In order to ensure the
detection of a 15% variation in professionals’ perception of coordination and quality of care between phases and
IHNs, For Ihe users' survey, a sample size of 1,568 (392 patients per IHN and phase) Is estimated in order to
ensure the detection of a 10% varlation in patients’ percepllon of continuity of care between phases and IHNs. In.
| both cases, sample size is calculated on the basis of a power of 80% (a = 0.20) and a confldence level of 85%
(B = 0.05) in a bilateral contrast. Descriptive analyses will be carried out, and t-tests and x2 tests will be used

to compare differences in outcomes hetwsen the base-line and the evaluation phases, and within and betwesn
LIHNs. In addition, multivariable analysis wil be conducted in order to axplore the effects of potential explanatory
variables on the outcome. Statistical software such as SPSS 18.0, SAS and SPAD will be used. Post-test
differences In outcome measures may be adjusted for baseline measures by using analysis of covariance,

3. Final analysls of base-line study (M19-24): The analysis of the base-line study will be completed by combining
the preliminary results of the qualitative study with those of the quantitative study. Results will be used for the
design of interventions In the intervention’s IHNs of sach country, They will further serve as the basis of the
before-after and the Intervention-controf comparison. _

During this work package, the 3rd Workshop will take place in Chile (M13) for finalising the quantitative research
analysls plan and tools {questionnaire adapted to findings of the qualitative study).

The discusslon of the overall results of the preliminary base-line study will be the first part of the agenda of the
4th Workshop (M19) in Mexico (WP3). _ :

Capacily building (M7-24)

During this work package, capacity bullding will continue adding to the activities started in WP1 and aclivities of
WP8 following specific activities:

- Specific training of junior researchers to develop the knowledge and skills required for the development

of the base-line sludy. Workshops and seminars organised by senior resoarchers in collaboration with the
parliclpant(s) with expertise in the area and the specific support of Partner 2 {(ITM). The minimum estimated
number of trainees is of 24 junior researchers (3-4 trainees per country), Howaver, other participants that will
benefit are: pre- and post graduate students, other interested juniors researchers and heaith personnel that
may coltaborate at different moments of the base line study. Contents of the seminars include: the research
analytical framework, health care integration, action research and qualitative and quantitative research methods.
The training, based on a needs assessment, will take place throughout the work package according to research
needs. On-line materials and support will be used when adequate.

- The natlonal steering committes will continue to acquire the necessary sklills, as described In WPS.

- Sclentific support to Participants 6-9 provided by participants of the previous Equity-LA (1-4) to obtain a
common understanding among all the pariners of the main research elements related to the base-line study. The
scientific back-up will be given by in-situ support, the use-of on-line and other communication channels (web site,
e-malls, phone calis and periodical workshops). -

- Exchange among researchers that includes permanent communication and debate, workshops 6n research
methods, and joln work among the teams,

Role of participants

Participant 1 (CSC) will be overall responsible for this work package; however every Latin American country
team (Participants 3-9) will lead and carry out the base-line study in their own country. Participant 2 (ITM) will
lead the researchers’ capacily building process. Previous participants of Equity-LA (Participants 1-5) will pravide
scientific support to one of the new participants {Participants 6-9). Furthermore, each partlcipant is responsible
for some sclentific areas (specific dimensions) In which they possess the most expertise,
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Work package description

" Person-Months per Participant

1]csc A "~ 30,00
211TM _ 16.00
3| URosario ~ ’ _ 40,00
41IMIP 28.00
5| UPE _ ‘ 14.00
6| UChile J ~ 40.00
7|uv . . 40.00
8 |UNR 40.00
9| UDELAR - 40.00

Total 288.00

| ) B List of deliverables ' :

D2.1 Final qualitative analysls plan 1 14.00 | R FU 14
D2.2 Qualitaliva resulis of base-line study 1 12000 R PU 19
D2.3 Quantitative results of base-line study 1 120.00|R PU 24

Total 264,00

Description of deliverabls

D2.1) Final qualitative analysis ptan: Plan for the analysis of the qualitafive research resuits (including,
objectives; phases; categorles and subcategories of analysis) [month 14]

D2.2) Qualitative results of base-line study: Report on the main resuls of the qualitative base-line study in each
of the Latin Amserican countries [month 19)

02.3) Quantitative results of base-line study. Report on the main resuits of the qualitative base-line study in each
| of the Latin Amerlcan countries [month 24]

Schedule of relevant Milestones

Questionnaires for a)
users and b) health
MS4 Final quantitative ressarch tools 1 "~ 16| professionals devejoped
and piloted in Spanish
and Portuguese
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Qualitative and

guantitative data

23 collaction completed
and preliminary analysis

available in all LA

countries

MS5 Preliminary analysis of base-line study 1
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Work package description

Project Number ! 305197 Project Acronym * | Equity-LA I
“--One form er-Work-zaCkage' S
Work package number * [ WP3 Type of activity * RTD
Work package title Design and implementation of interventions
‘Start month 18
End month 36] - )
Lead beneficiary number * .2

Objectives ‘
This WP malnly addresses research objective b)

- to design, Implement and benchmark a set of organisational interventions aimed at improving care coordinafion
and quality in different IHN in Latin America, with a focus on health workers and management of chronic care

and contributes to research objectives a), ¢) and d)

Description of work and role of partners '

This WP has fwo main paris: firs, the design of interventions and second, its mplementation in one IHN in each
country.

Based on the results of the base-line study and the Identifted problems in the IHNs’ performance regarding
coordination and quality of care, the national steering committees of each country will be in charge of designing
and implementing the Interventions, I.e. fo Identify the problems that are priority in hampering care coordination
in the IHN, to define remedial aclions and fo implement, monitor and evaluate these. They will be further
responsible for recruiting and training participants in their countries, throughout the process, During this work
package, these members will undergo a process of learning by doing and will be coached In carrying out these
actions In their network by Particlpant 2. The six naticnal steering committees will huiid a shared vision on care
coordination and continulty to identify problems hampering quallly of care,

1. Design of interventions (M19-21)

Interventions will be designed for one IHN in each Latin American country. Based an the resuits of qualitative
and quantitative baseline studies, a list of priority interventions at micro-level will be established. In each
country, the national steering committees will come up with and test clinical managemsnt strategies that help to
improve care qualily across the network, through the improvement of care coordination, in the domain of ¢hronic
diseases (COPD and type 2 dlabetes). The top three intervention priorities of each’country will be selected to get
implemented and evaluated (WP4). The selected sirateglos will be conceived to motivate health professionals to
pariicipate on a voluntary basis. Any activily should be part of thelr regular dutles, as the proposed interventions
should be affordable for local authorities.

ldentifled interventions will target care coordination (informational, managerial and administrative} and quality
of care (technical quality, communpication skills) through micro-level interventions, which may refer to the
Introduction of a single mechanism (e.g. referral system) or a combination of mechanisms in a comprehensive
program (e.g. disease and case management programs). A set of indicators wili be defined to monitor the
interventions, adopted from those used in Equity-LA, or developed by Parficipants 1 (CSC) and 2 (ITM} in the
context of other studles, The following list of potential Interventions to improve coordination and quallty of care
is not exhaustive but just an example, since the final selection of interventions will depend on the results of the
base-line study and the final decision made by each national steering commiitee.

Coordination interventions may encompass:

a) Programming strategies: rationalization tools for clinical decision making in handling COPD and type
2 diabetes (clinical guidelines, development of care maps or clinical pathways), the development of an
- | expert system and start-up training programs, the support lo local knowledge fransfer mechanisms such as
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Work package description

hospital rotatlons for primary care physicians, the promotion of Informal channels of communication, and
the devalopment of multidisciplinary working groups to helghten the experlence exchanges between healih
professionais.

b} Feedback strategies: establishment of care managers and liaison professlona!s the Implementation of
in-service supervision and vertical information systems.

.| Quality of care interventions will focus on;

Knowledge developmant technlques to Improve for instance, physician-patient communication, the problem
solving capacity of primary care providers; introduction of expert systems including loca! knowledge transfer
mechanisms, hospital rotations for general practitioners, supervision and individual coaching; clinical guidelines
or pathways regarding COPD and type 2 diabetes.

2. Implementation of interventions (M22 to 36)

The infroduction of Interventions will

&) be bottom up, In order words, IHN health professionals will play a central role In introducing the changes
{Ham, 2011; Unger, 2010);

b) be based on human resources training (Unger, 2010);

¢) assure a balance between rationalization of clinlcal decision making and the fndwiduai heaith professional's
therapeulic freedom (Unger, 2010). '

The national steering commiitee, that has been previously tralned (WP8), will be in charge of monitoring the
process of the intervention and will recelve support by the more experlenced participants, Each member of

the national steering committee wiil supsrviss one or two participating facilitie(s) of the IHN during 18 months.
Initially, a project coach wiil accompany him/her to teach the job on the spot. When introducing the intervention,
particular attention wilt be pald to the rate of uptake and the stabilily of the intervention. The constant monitoring
will facilitate the adaptation of the Intervention to achieve optimal effectiveness, for example If the proposed -
intensity or duration of the intervention are found to be unacceptable to participants(Campbsll, 2000). The
process will be based on learning by doing, which will provide sustainability to the process after the end of the
project,

Interventions will be Implemented in the Intervention IHN In each country, and infroduced in the control IHNs
(comparative army) at the end of the country study, in order to prevent changes occurring too early and thereby
hinderlng detection of differences.

At the beginning of this WP (M19), the 4th Workshop in Moxico will take place with fwo main aspects to be
discussed: firstly, the preliminary resuits of the base-line study (WP2) and secondiy, potential interventions
based on those resuils. Furthermore, the 5th Workshop in Argentina (M26) will be hold In order to analyse the
uptake of the intervention and discuss potentiat adjustments according to local circumstances that need to be
undertaken for achieve optimal effectivensss.
Gapacily huilding (M19-36)

¢

All those activities described above - in-service training, supervision and monitoring - contribute to capacity
building of researchers, nattonal stesring committee and heaith professionals In an on-golng learning process.

in addition to those and the activitios described in WP8, several specific training activities will be organised with
the different target groups lead by Partner 2 (ITM):

- Jupior researchers to devalop knowledge and skills to support and coach the members of the national steering
committee In their activities. Workshops will be organised by the senlor researchers in close collaboration with
Partner 2 (ITM). The estimated number of traineses is 24 junior researchers (3-4 trainees per country). However,
other participants that will benefit are: pre- and-post graduate students, other interested junior researchers and
health personnel that may collaborate at different moments of the intervention. During this wark package, special
emphasis will be put on aspacts related to the interventions to be Implemented (care coordination mechanisms
and strategies for their use; quality of care, tracer conditions management, ete.).The training will take place more
intensively at the beginning of the workpackage, and will then be adapted to needs.

- Natlonal steering committee on the main research elemerits necessary for the design, implementation and
monitoring of interventions in IHN, by means of workshops conducted by junior researchers with support of
senior researchers and palred-pariners in each LA countries (more destalls In WP8).
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Work package description

- Health professionals to obtain expected capacities for the Introduction of interventions in the [HN of each LA
country. Training will be conducted by the senior researchers and the nalional steering committee with the
support of the junior researchers. It will be lead by Pariicipant 2 (ITM). The estimated number of trainess is 120
{20 professionals per intervention IHN). The course will be interactive, built upon the participants’ experience,
thelr knowledge and professional problems and challenges. It will use many padagoglc techniques {role play,
instant-group discussions, problem-solving methods, discussion of critical readings, mini-seminars, group
exercises, on-line support materlals and tools, etc.). The project analytical framework will be used fo analyse the
problems in coordination and quality of care of the IHN to come up with a set of interventions to improve them,
Special emphasis will be put on strategies to facifitate the introduction of interventions in the IHN, and the use
of coordination strategies and quality of care techniques. The training will be organised after the design of the
implementation (M22), to address the specific training needs of the professionals related fo those. Periodical
updates will be carrled out according to needs during the work package.

- In addition to spacific train‘ﬁngs, exchange among researchers to oblain a common understanding among ail the
pariners of the main action-research elements necessary for the design, implementalion and monitoring of the
interventlons,

Role of pariicipants _

Participant 2 (ITM) with the support of Participant 1 (CSC) will lead the overall design and implementation of
Interventions; however every Latin America participant (Participants 3-9) will be responsible for successfully
implementing the intervention in their own country and for the supervision of the intervention. Previous
participants of Equity-LA (Participants 1-4) will provide scientific support to one of the new participants
(Participants 6-8). '

Person-Months per Participant

1]csc 26,00
2[IT™ , 16.00
3 URosatio 36.00
4 IMIP ' 36.00
6 [ UChlle | 36,00
7{uv ) ,_ ' 35.00
8 [UNR 35.00
9 [ UDELAR 36.00

Total| 254,00

PList of deliverables

Intervention design and
D3.1 implementation plan 2 940010 PU . 22

Progress report on intervention

D3.2 process

2] 160.00 (O PU 31

Total 254.00

- Description of deliverables -
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Work package description

D3.1}) Intervention design and implementation ptan: Descriplion of the selected Interventions and the objeciives,
phases and activities to Implement them in each of the Latin American countrles [month 22]

D3.2) Progress report on intervention process: Description of the activities implemented, objectives achievad,
problems encountered and adjustments introduced [month 31]

) Schedule of relevant Milestones

=G

Selected interventions

- . T designed and

MS6 F’rellmlnary interventions' design and 2 20 | implementation plan
implamentation plan _ developed I all LA
countries

Interventions adapted
. . according to identifled
MS7 Adjustment of interventions 2 27 needs in each LA
country
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Work package description

Project Number ° 306197 ' Project Acronym® | Equity-LA Il
R "5 One form per Work Package - -
Work package number *  [WP4 - Type of activity ™ RTD
Work package title Evaluation of interventions
Start month . 34|
End month 45
Lead beneficlary number *° 1

This WP addresses the research objective ¢)

- fo test the effectiveness and limitations of the varlous interventions in improving coordination and quahty of care
in IHN and to identify the factors that deterrnine the applicability in different contexts

and contributes to research objactives aj, b) and d)

Description of work and role of partners '

This work package will be dedicated to assessing the effectiveness of the intervention, recognizing its limitations
and identifying factors that determine the applicabllity in different contexts. Apart from measuring the impact of
the interventions, factors that may hinder or enable the implementation of that intervention will be identified for
each selling. Evaluations will focus on improvements in care coordination, continuity and quallty of care,

This second evaluation will follow the same design as the one ussd In the base-fine study and also combine
qualitative and quantitative methods. Main analysis dimensions of coordination, continuity and qualiiy of care are
those used in the base-line study (speciﬁed in the analysis framework, WP1)..

The following activities will be realized:

1. Qualitative study (M34-42) data collection by means of focus groups and individual interviews and iis analysis;
2. Quantitative study (M34-42): data cofleclion by means of questionnaire survey and analysis;

3. Final analysis and two Intra-country comparisons, '

a) before and after comparlson: this analysis compares performance In both the intervention and control IHNs,
hofore and after the interventlon periad

b) Intervention-control comparison: this analysis measures differences In performance between the Intervention
and control IHN

At the beginning of WP4, 6th Workshop wiil be organised in Uruguay (M34) [n order to develop an intra-country
comparison plan. The 7th Warkshop in Colombia (M40) will discuss the preliminary results and Identify issues
where more data colfection or analysls is needed. .

Capacity bullding (34-45)
During this work package, a series of capacity building activities will be deve!oped:

- Spacific training of junior researchers to develop the research knowledge and skills required for the evaluation
of Interventions. Workshops will be organised by senlor researchers in close collaboration with paired-pariners |
and the specific support of Pariner 2 (ITM). The estimated number of trainees is 24 junior researchers (3-4
tralnees per country). However, other participants that will benefit are: pre- and post graduate students, other
interested Juniors researchers and health personnsl that may collaborate at different moments of the anaiysis.
During this work package, spectal emphasis will be put on research aspects related to ressarch methodologies
for before and after comparisons and intervention-control comparisons. The training will take place throughout
the work package according to needs.
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- Work package description

- Sclentific support to Participant 6-9 provided by participants of the previous Equity-LA (1-5) to obtain a common
understanding among all the partners of the malin elements necessary for evaluation and comparisons of the
interventions. '

- Exchange among researchers that include permanent communication and debate, workshops on research plan
and results of the Interventions’ evaluation and joint work among the teams,

Rols of parficipants ' . :

Participant 1 (CSC) will be overall responsible for that WP; however every Latin American country team
(Participants 3-9) will lead and carry out that WP In thelr own country. Participant 2 (ITM) will lead researchers’
capacily bullding process Previous participants of Equity-LA (Participants 1-5) wilt provide scientific support

to one of the new participants (Participants 6-9). Furthermore, each participant is responsible for the sclentiflc
areas (specific dimensions) in which they have the most expertise. The final intra-country analysis will be led by
Participant 1 with the contribution of all participants. -

Person-Months per Participant :

' ) List of deliverables )

1}csc T . 24.00
2[1T™ 12.00
3] URosario . 29.00
4{mp 18.00
5|uPE 14.00
6] UChile T 28.00
7iuv 28.00
8] UNR 28.00
9{UDELAR 28.00

Total 209.00

D41 Intra-country comparison plan 1 500[R PU 38

Final results on evaluation of '
D4.2. Interventions (intra-country analysis) 1 204.001R {PY 45

Total 208.00

~ Description of deliverables )

D4.1) Intra-country comparison plan: Plan for the analysis of intervention and contro! IHN results: both within
{hefore and after) and betwaen IHNs in each Latin American countries (objectives, dimensions, variables and
statistical analysis) [month 38] .

D4.2) Final results on evaluation of Interventions (intra-country analysls): Description of the intervention and
control IHN results: both within (before and after) and between IHNs in each Latin American countries [month 45]
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Work package description

Preliminary analysis
plan for assessing the

1 - 34 | effectiveness of the
intervention developed in
sach LA country

MS8 Preliminary analysis plan for Infra-country
comparison

Before and afler analysis
finalized in both the
intervention and control
IHN in all LA countrles

MS9 Before-after analysis in all IHN 1 44

intervention-controf
compatison finalized and
results avatiable for all

MS10 Intervantion-control analysis In all countries 1 45
s LA countries
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Work package description

Project Number ! 305197 Project Acronym ? | Equity-LA Il
R e ' ~~One form per Work Package
Work package number ®* | WP5 Type of activity * RTD
Work package title Cross-country comparative analysis

Start month 46 '

End month 57

Lead beneficlary number 1

Objectives '

This WP addresses the research objective ¢)
- to test the effectiveness and limitations of the various Interventions in improving coordination and qualily of care
in IHNs and to Identify the factors that determine the applicabllity in different contexts

and contributes fo research objectives a), b) and d)

- Description.of work and rol-of-partners :

This work package is dedicated to the cross-country comparison among particlpating counirles and with
international evidence which will result In a better understanding of the Jink betwesn different interventions and
their outcomes, and the assoclated factors in each health system and heallhcare selling. Results will be usad to
identify and document best practices in care integration, to establish best tools and guidelines for the franslation
of evidence on best practice into policies.

During this work package the following task will be carried out:

Cross-country comparison analysls (M48-57) Comparisons of results from the intra-country analysis will be done
at the following different levels:

i) across involved Latin American countrles and

i) with international experlences, such as those from Catalonia {Spain) where |HNs have been evaluated,

The comparative analysis will focus on drawing transversal conclusions to be applied to different contexts, The
final resuits of coordination and quality of care will be analysed through the main dfmenslons of the study (see
WP1). The analysis will be conducted from a gender perspective,

At the beginning of this work package (M48), the 8th Workshops In Brazil will be held in order to the present the
final results of the intra-country analysis and to develop a common cross-country comparative analytical plan,

Capacity building (M46-57)
During this work package, a serles of capacity bullding activitios will be developed:

- Spedific training of junior researchers will be conducted n order to devslop the knowledge and research skills
required for the cross-country comparative analysis and the slaboration of policy-makers tools. Workshops

and seminars will be conducted by the senior researchers in collaboration with Partner 2 (ITM). The estimated
number of {rainees Is 24 junior researchers (3-4 trainees per country). However, other participants that will
benefit are: pre- and post graduate students, other interested Junlor researchers and health personnel that may
collaborate at different moments of the analysis. During this work package, special emphasis will be put on
research aspects related to research methodology for cross-country analysis and tools to translate evidence on
best praclice of Integration of care into polices and practices. The training will fake place throughout the work
package according to needs.

- Exchange among researchers that include permanent communication and debate, workshops on research plan
and results, and joln work among the teams.
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Role of participants
This work package will be led by Participant 1 (CSC) together with Participant 2 (ITM), with all other participants
contributing to specific areas of interest. Latin American country teams (Participants 3-9) will contribute to
develop the policy tools for thelr natlonal policy-makers. .

WT3.

Work package description

Person-Months per Participant i

1]CSC 25.00
2| ITM 12.00
3 | URosario 32.00
411MIP 32.00
6 | UChile 31.00
77UV 31.00
8 JUNR . 31.00
9| UDELAR _ 31.00

Total 225.00

List of eliverables

Cross-country comparative analytical

D5.1 1 6.00 PU 50
plan _
D5.2 Results on cross-country analysis ( 218.00 PU 57
Total 225.00

Description of deliverables

D5.1) Cross-country comparative analytical plan: Plan for the analysis of intervention and control {HN results
between Latin American countries {objectives, dimenslons, varlables and statistical anaiysis) [monih 50]

D5.2) Results on cross-country analysis: Desctiption of the Intervention and control IHN results between Latin
Amerlcan countries [month 57]

Scheute of relevant Milestones

MSi1 Praliminary cross-country analysis plan 1 48 | Cross-country analysis
Comparisons of results
Ms12 Preliminary cross-country analysis 1 54 from the Infra-country

analysis completed and
available
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Work packége description

Project Number ' 306197 Project Acronym 2 | Equity-LA Il

i s 7" One form per Work Package -
Work package number ® | WP6 Type of activity ** OTHER
Work package fitle Capacily bullding and dissemination of research results -
Start month 1 ‘
End month 60
Lead beneficiary number * .2

. L

- to develop and carry out a capaclty bullding strategy addressing young researchers and heaith professionals
- to disseminate the acquired knowledge on care coordination and quality of care to the International scientific
community and relevant stakeholders

- to develop tools o franslate evidence on best practice of integration of care into Innovative and effective
policies for a hetter organisation of IHNs In Latin America (research objective d)

S Description of work and role of partners T

This work package has two malin parts: one relates to capacity building and the other concentrates on a specific
dissemination of results. '

Capacily bullding (M1-60)

Capacity bullding Is a transversal component of the profect that will take place throughout Its implementation in
three main areas: (1) policy making capacity bullding for the planning, management and organisation of heaith
systems by Involving key stakeholders from the beginning of the project; generating evidence based tools for the
development of policy; and, through research dissemination (described below) (2) strengthen research capacity
of all involved institutions in health system research through specific training. of junior researchers and exchange
of knowledge and experlences among senior researchers; and (3 improve heaith professional knowledge and
skills on care coordination and quality of care through in-service training programmes.

In addition to generating evidence to inform policy making and tools to translate the knowladge into policy
making. specific activities will be developed to build capacity. The process will be lead by parlicipant 2 (ITM).

A common capacity building sirategy will be developed at the beginning of the project by Partner 2 in close
collaboration with all partners on the basis of needs exposed In the first workshop (M6). The training will be
structured in: 1. Need assessment: skills and knowlsdge required; Il Preparation of training plan and ill Training
implementation. At the beginning of the project, each partner will assess the specific training nesds of the
various actors Involved -researchers and national steering committee members-, through meetings, workshops
and Interviews. However, this preliminary needs assessment will be updated at the baginning of each work
package. Moreover, needs assessment of health professionals will only take place once the interventions have
been designed (WP3, M22). This also means that the capacity building strategy will be updated according to
emerging needs. The sirategy will address a) pollcy makers, b) researchers and ¢) health professionals.

a) Policy makers' capacity building

- Spacific tralning to enhance the active participation of the national steering committes in the action research
pracess. Continuous training will be conducted by junlor and senlor researchers. The estimated number of
trainess Is 42 (7 per country), Gontents include: project's analytical framework, health care Integration, action
research, results of the base-line study and aspects related to the Interventions to be implemented (coordination
rmechanisms and strategies; techniques to improve quality of care, etc), Training will take place throughout

the project, according to the need, although it will be more Intensive before the Interventions' design and
implementation,
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- Participation of national steering committee members in all activities of the project (learning by doing fraining),
which Include, among others, the dissemination actions -presentations of results and workshops in their
respective countries - and the elaboration of deliverables linked to the Implementation of the Intervention,
capacity building and dissemination addressed to policy makers. ' :

- Capacily building strategy is not restricted to the members of the national steering committee, but also
extended to the national and regtonal policy makers by means of the dissemination of the knowledge generated
by means of different mechanisms to provide evidence on best practices to improve the Integration of health
services addressed to deciston-makers —~ best practices report, round tables and workshops of key findings and
policy recommendations, policy guidelines, etc.

b} Research capacily huilding of the involved institutions

- Specific training (formal training) of junior researchers by means of workshops and seminars in order to
develop research skills, organised by the LA participant in close collaboration with participant(s) with expertise in
the area {more defails In WP 2, 3, 4)

- Participation of young researchers in all activities of the project to develop necessary research skills {learning
by dolng training)

- Exchange of kowledge and experiences among researchers that include permanent communicallon and
debate, workshops on ressarch methods and tools, joInt work of the teams and when necessary, tralning in
areas relevant to the project and to share knowledge and skills (In Latin America and also in Europe)

- Close fnoni!orfng by senior researchars In each country team
- On-line and in-situ support by paired-partnars
¢) Health professionals’ capacity bullding

The interventions that will be introduced in the intervention IHN will focus on the health professionals and will be
based on heaith professionals training {more detalls in WP3). This wili imply:

- Specific training on aspects relating care coordination and quality of care for health professionals, according to
identified needs , ‘

- On the job training and close monitoring during the Implementation of Interventions by national steering )
commiltee

By employing this capacity building strategy, it Is expected that health warkers will be more molivated to remain
In thelr workplaces, while Improving their performance and training.

Dissemination of results (M1-60)

Common weaknesses of knowledge management and poor dissemination of results can fead to an insufficient
Impact on policy. Therefore, the second part of this work package is dedicated to adequately conduct
rosearch knowledge management and to develop a dlssemination strategy in order to ensure that findings are
disseminated to the greater public and that changes conducive to better coordination and more quality of care
are implemented into policy practice, and thus, conlributing to policy making capacily building.

A management of intellectual property agreement will be developed and signed by all participants (M3). In
addition, participants will make thelr hest effort to ensure free access to peer-reviewed articles resuiting from
the project. They will further ensure that resulis can be made avaitable as public domain files on the Infernet for
better distribution. The dissemination activities will encompass: '

- Development of a dissemination strategy at the first Workshop (M8}, involving policy makers and other relevant
stakeholders in the Lalin Amarican countries {national sctentific commillee). :

- Building networks with the diverse range of interest groups and stakeholders involved in the project, as well

as networks such as, the Latin American Association of Social Madicine (ALAMES) and other internallonal
networks that will promote the distribution of results. it is expected that collaborative links established in each
country and between countries (EU-LA and South-South coopsration links) will continue after completion of this
project. ‘

- Organisation of round tables and short reports addressing nalional key actors

- Dissemination of resulls by means of the project website
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- Presantation of results at relevant nationat and international events (M17-60)

- Elaboration and submission of research papers on partlal results by all participants for international, national
and reglonal peer-review journals (M17-60) =

- Elabioration of best practices report on care integration )

- Transtation of recommendations into pollcy guidelines, which are presented and discussed with policy makers
of the relavant decision tevel ~

- Introduction of successful interventions in other organisations in the couniry led by an expert institution,
academic or professional, together with members of the local executive team of the healthcare network. The
best staff belonging to the IHNs should at a later stage supervise and coach the implementation .

In order to facilitate the Implementation of elaborated policy guidslines and tools and to obtain the maximum
impact on local, reglonal and national health policy levels in the involved Lafin American countries, policy
makers are involved from beginning on in the project and feams will work In close collaboration with relevant
stakeholders.

During the project, annual national sclentific committes meetings will be organised by each parlicipant in order
to identify and incorporate key elements to increase the appropriateness of the results for varied socal, political
and economic contexts (M6, M19, M34, M486, M54)

The 9th- Workshop will be held in Chile (M54) in order to discuss the elaboration of best pracuces report and
policy tools and guidelines. Moreover, the workshop targets the preparation of the final International Conference
(M860} for the regional disseminalion of resulls which will take place In Mexico, under the lead of Participant 2
(ITM),

Role of participants .

Participant 2 will be in charge of developing the capacity bullding strategy at the baginning of the project and

to supervise its implementation. In addition, Parti¢ipant 2 in close collaboration with the ofher participants wlll
devslop a knowledge management and dissemination strategy, at iocal and national levels, taking into account
the needs of different stakeholders, to ensure getting research into practice and policy.

Person-Months per Parlicipant '

1lesc T 2000
211T™ ‘ 25.00
3| URosario 50.00
41 IMIP | 50.00
8 | UChile 50.00
7]uv y 50.00
8| UNR 50.00
9| UDELAR 50,00

Total 345.00

D61

Project web site

-

1.00

PU

D82

Capacity building strategy

5.00

PU
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Work package description

D6.3 Report on the capacity building 1 50.00|R PU 27

activilles

Guide for national and international ' '
D6.4 policy makers 2 80.0010 FU 58
D&.5 Best practices report 2 80.00IR PU 58
D8.6 Papers to peer review Journals. ~ 1 120.00| O PU 60

Total 345.00

Description of deliverables : _

D6.1) Project web site: A web site for the dissemination of the project and its results and exchange of information
among the partners [month 3}

D6.2) Capacity bullding strategy: Description of the capacity building strategy that will include objectivés. phases,
activities and expecied results. [month 6]

DB.3) Report on the capadily bullding activities: Description of the capacity bullding activittes carrled out in the
perlod (objectives; contents, participants; results) (month 27}

D6.4) Guide for national and international policy makers: Tools {o translate knowledge (research resuits) into
policles and planning (including strategies, for instance on: policy advocacy, stakeholders Involvement use of
evidence, scaling up) [month 58]

D6.5) Best practices report Descrlption of selected best practices on care integration in the Latin American
couniries Involved Jmonth 58]

D6.6) Papers to peer review journals: Papers (at least 5) submitted to peer review journals [month 60]

Schedule of relevant Milestones

1 Need assessments
carrled out by sach

2 4 { partner to develop

the common research
capacity bullding sfrategy

Need assassments for capacity building

MS13 sirategy

Tralnings of the national
2 ' 21 stearing committee

finallsed In each LA
country

MSi4 National steering commiltees trainings
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.Work package description

Project Number * 306197 Project Acronym 2 | Equity-LA I
) “one form per Work Package. ||

Work package number ® | WP7 Type of activity * MGT

Work package litle Project management and coordination

Start month : 1 ‘

End month 60

Lead beneficiary number *° 1

... Obeclives |
This WP addresses the following objectives '

- to manage and coordinate the project in an effective and efficient way

- to assure effective communication and interaction between consortium participants

- to ensure the execution of the project according to the sclentific plan and the financlal budget

- {0 effectively coordinate all project mestings and conferences

- to ensure that all work Is ethically acceptable and a high level of gender equality In the project

- to llaise with the EC over consortium related issues and to coordinate with the scientific commiites

Description of work and role of partners

This work package will deal with all administrative issues of the consortium such as legal, contractual,

ethical, gender equality and financial matters. [n order to ensure the execution of the project according to the
sclentific plan and the financial budget, the Equity-LA Ii consorlium has a well-defined and tightly-knit sclentific
coordination and management structure, which has proved to be very valuable In previous experience, It ls
critical for the success of a profect that the established management arrangements and assigned responsibilities
are clear and workable.

The following tasks will be developed:

Set up of project management office (M1) that will monitor the progress of the work packages.

In the Consortium Agresment the roles, responsibllilies, rules and procedures of the consortium are described.
Partner 1 {CSC) will propose a draft to all other consorilum partners that will be discussed and agread upon. Al
consortium partners will have signed the agresment before 26/06/2012.

Set up of project management committee (M1). it will be formally established by Participant 1 and made up of
the leading scientist of each team {principal investigator), For Brazll, iMIP's principal Investigator will represent
also UPE's IP. The coordinator will be the chalr of this committee. It will mest every six months and bears the
foliowing responsibilities: monitoring the project, planning of activities and follow-up of the project; approving of
annual work plans for involved institutions, assuring quality of deliverables, milestones and technical reports,
managing the financial plan and defining budgets for individual parts of the project, approving allocation of
research funds,

Project monitoring and evaluation: Research process and progress will be reviewed by the Project management
comimilles and reported to the international scientific commitiee and every eighteen month to the EC. In the

last Workshop, all pariners will evaluate the achievement of the research objectives and the process, analyse
influencing factors and exiract lessons for future coilaborative research.

Financial management of the consortium: Each participant will be responsible for its own daily administrative
management of the project and Is obliged fo prepare a semi-annual technical and financtal report as well as
to prepare the budget for each year. Participant 1 will coordinate and consolidate all financial reports for the
submission to the EG, at the periodic reports

Project management and coordination mechanisms
In order to ensure that all partners are acting as a team and there is effective management and scientific
coordination, a serles of mechanisms will be put In place by Participant 4. Mechanisms include periodic project
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Work package description

management commiitee mestings, web site (M3) and permanent communication (e-mails, video-conferences,
efc.). These mechanisms will facilitate the exchange of information among the participants.

To ensure administrative and financlal management of the consortium, Participant 1 will develop administrative
tools and procedures for the project management, including operational procedures for timely and accurate
reporting to the EC. These will be discussad and approved by the project managsment commiltee during their
first meeting In (M2). Each parlicipant wilf be responsible for their own dally administrative management of the
project.

Roles of participants -

Participant 1 (CSC) will be respensible for the overall management and coardination of the project, global
administration of the funds, overall scientific supervision and follow-up of the project including the monitoring of
the progress of the work packages. Furlhermore, the coordinator (Participant 1) will represent the consortium
in its relations with the EC and is responsible for coordinating all financtal reports for the submission to the EC,
Lastly, Participant 1 will ensure that all work is ethically acceptable and promote a high level of gender equality
both In the process of research as well as in the substance of the research,

All participants will contribute setting up their research teams and will participate in all meetings, in the
development of programmes and reports, Furthermore, all participants are responsible the project management
in thelr own countrles and for producing timely information as requested by the project coordinator in order to

be able to monitor the progress of the project. Partners will be encouraged {o signal problems as soon as they
appear, Instead of allowing them to cause delays, Permanent contact will be encouraged and maintained among
all participants by means of e-mail, telephone and the project web site.

Person-Months per Participant

60.00
 Total 60,00

List of deliverables

Total 0.00

Description of deliverables
[ : }

‘ Schedule of relevant ME!eslons

Financial and scientific
progress report of the
first project period
completed and ravised

MS15 Financial and sclentific progress report 1 1 17

Financial and scientific

MS16 Financial and scientific progress report 2 1 35 progress report of the
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Work package description

~__Schedule of relevant Milestones =~ _

second project petiod
completed and revised

Financlal and sclentific

. \ \ ’ progress report of the
MS17 Financial and SCIQH[iflC progress report 3 1 53 third project period

completed and revised
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List of Milestones

Project Number '

306197

Project Acronym *

Equity-LA It

‘List and Schedule of Milestones -

Research plan developad

MS1 Research plan Wwe1 1 6 and agreed upon
Preliminary _ Topics guides developed
MS2 qualitative research | WP1 1 6 [and adapted in Spanish
fools and Portuguese
. National steering
MS3 I;l;tri‘mﬁlezt:ermg WP 1 6 | committee set up In each
LA country
Questionnaires for a)
" users and b) health
MS4 f;gzgﬁéf?;g?;“’e Wp2 1 16 | professionals developed
and pifoted in Spanish and
Porluguese
Qualitative and
. quantitative data collection
Mss  |Prolminary anal/sis |yypo 1 23| completed and preliminary
. Y analysls available in all LA
countries
Preliminary Selected interventions
MS6 g‘;g’:’;”}g’mnzn‘::;ﬁ]” WP3 2 20 ic:‘z;;gnme:n?a':%n plan
an P developed in all LA
P countries _
interventions adaptad
M87 ﬁ‘t’g‘;ﬁgﬁ;’;g WP3 9 97 | according to Identified
needs in each LA counfry
Preliminary analysis -
Preliminary analysis plan for assessing the
MS8 plan for intra-country | WP4 1 34 | effectiveness of the
comparison intervention developead in
each LA country
Before and after analysis
Beforg-after analysis finaltzed in both the
MSO linalliHN w4 L 441 ntervention and control
[HN in ali LA countries
Intervention-control
[ritervention-control . .
comparison finalized and
MS10 analyels Inall Wp4 ! 451 rasults avallable for all LA
countries
Preliminary
MS11 cross-country WpPH 1 46| Cross-couniry analysls
analysis plan
. Prefiminary .
Comparisons of rasulis
M$12 g:}o;;g:untry WPs ! 54! trom the inira-couniry
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List of Milestones

analysls completed and
avallable :

Need assessments

Need assessmenis carrled
out by each pariner fo

MS13 for capacity bullding |WPS 2 4 | develop the common
strategy research capacity bullding
slrategy
Trainlngs of the national
National steering steering committee
M314 committees irainings W.P 8 2 21 finalised in each LA
country
Financial and scientific
Financlal and ;
e progress report of the first
MS15 .f:é%??f;c progress  |WP7 1 17 projsct pertod completed
and revised
Financial and scientific
Financlal and
MS16 | sclentific progress -| WP7 1 35 |Progress report of tha
report 2 second project perios
‘ ' . [completed and revised
Financial and sciantific
Financial and
MS17  |sclentific progress | Wp7 1 53 | progress report of the third
report 3 project period completed‘ ,

and revised

\
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Tentative schedule of Project Reviews

Project Number 305197 ProjectAcronymz' Equity-LA Il

“Tentative schedule of Project Reviews -

Internat review to discuss any necessary changes
of the project in view of Equily-LA resulls, that could

RV 1 © 6Brazll lead t6 an amendment, and leaving the option to
: the Commission to design a reviewer if considered
_ necessary.
RV 2 19 | Mexico _ Internal review
RvV3 34 | Uruguay | Internal review
RV 4 54 | Chile Internal review
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1. Project number

The project number has been assigned by the Commission as the unique identifier for your project. It cannot be changed.
The project number should appear on each page of the grant agreement preparation documents (part A and part B to
prevent errors during its handling. \ ’

2. Project aoronym '

Use the project acronym as given in the submitted proposal. it cannot be changed untess agreed so during the negotiations.
The same acronym should appear on each page of the grant agreement preparation documents {part A and part B) fo
prevent errors during Hs handling, '

53, Work Package number
Work package number: WP1, WP2, WP3, ..., WPn
§4. Type of activity '

For all FP7 projects each work package must refate to one (and only one) of the following possible typss of aclivity {only if
applicable for the chosen funding scheme — must correspond lo the GPF Form Ax.v):

+ RTD/INNO = Research and technological development including sctentific coordinalion - appiicable for Collaborative Projects
and Networks of Excellence .

» DEM = Demonslration - appticabls for collaborative projects and Research for the Benefit of Specific Groups
» MGT = Management of the consoriium - applicable for all funding schames

+ OTHER = Other speciilc aclivities, applicable for all funding schemes

+ COORD = Coordination activities — applicable only for CAs

+ SUPP = Support activities — applicable only for SAs

6. Lead benefictary number

Number of the bensficiary leading the work in this work package.

56. Person-months per work package

The total number of parson-months allocated o each work package.

57. Start month '

Relative start date for the work in the specific work packages, month 1 marking the start date of the project, and ai] other stari
cdates heing relative fo this start dale. o

§8. End month

Relallve end date, month 1 marking the start date of the project, and all end dales being relative to this start dats.
59, Mllestone number '

Milestone number:MS1, MS2, ..., MSn

60. Delivery date for Milestone

Month in which the milestone will be achieved. Month 1 marking the start date of the project, and all delivery dates being
relative to this start date.

61. Deliverable number

Deliverable numbers in order of delivery dates: D1 ~Dn

62, Nature . _

Piease indicate the nature of the deliverable using one of the following codes

R = Report, P = Protolype, D = Demonstrator, O = Other

83, Dissemination level

Please ndlicate the dissemination level using one of the following codes:

+ PU = Public

+ PP = Restricted to other programme pariicipants {including the Commission Services)

+ RE = Restricted lo a group specified by the consortium (fncluding the Commission Services)
+ CO = Confidential, only for members of the consortlum (including the Commission Servicas)




* Restreint UE = Classiflad with the classification level "Reslrsint UE" according to Commission Decision 2001/844 and
amendments

* Confidentie] UE = Classified with the mentlon of the classit‘catmn level "Confidentiel UE" according to Commission Decision
2001/844 and amendmanls

* Secret UE = Classified with the mention of thi classification love! "Secret UE" accerding to Commission Decision 2001/844
and amendments

64. Dalivery date for Dellvorable

Maonth in which the deliverables will be avallable. Monih 1 marklng the slart date of the project, and all delivery dates being
relative {o this start date

65, Review number
Review number: RV1, RV2, ..., RVn
66. Tentative timing of reviews

Month after which the review will take place. Month 1 marking the start date of the project, and all delivery dates being relative
to this start date.

87. Parson-tonths per Deliverable ‘
The tolal number of person-monih allocaled to each deliverable.
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B1. CONCEPT AND OBJECTIVES, PROGRESS BEYOND STATE-OF-THE-
ART, S/IT METHODOLOGY AND WORK PLAN :

B1.1 Concept and project objective(s)

Health services fragmentation is one of the main obstacles to attain effective healthcare outcomes in many Latin
American countries, leading to difficulfies in access to care, poor technical quality, discontinuity of care and
inefficlencles in the use of scarce resources'. These weaknesses are most evident in the care of patients with
chronic conditions that require the coordination of multiple health professionals and care settings®®. This is also
an important chaflenge in Latin America (LA) and is a consequence of the demographic and epldemiological
transitions® occurring in there. Population groups most serlously affected by healthcare fragmentation inciude
those living in farge urban slums, rural inhabitanls, and indigenous populations. These charactaristics contribuie
to additional Inequities in access to care*. '

In this particular environment of disjointed and fragmented care coupled with the increasing prevalence of
chronic conditions; the policy challengs is to explors avenues to lead to joined up thinking regarding care
Integration'® which would lead to more salisfactory outcomes. Many countries have promoted the development
of integrated healthcare networks (IHN), defined as a network of organisations that provides or arranges to
provide a coordinated continuum of services to a defined population and is willing to be held clinically and
fiscally accountable for the health status and outcomes of the population served*®. Theoretically, integration of
healthcare delivery should confribute to more efficient, squitable and higher quality health services’. The
advantages of care coordination go beyond reducing costs and encompasses patients’ access to appropriate
levels gi; care; Improvements in quality of care; and thus contributes to overall effectiveness of the health
system™”,

Preliminary resufts from Equity-LA (FP7-HEALTH-2007-B-223123) have identified numerous barriers to access
healthcare services in the IHNs of Colombia and Brazil, suggesting failures in IHN policy implementation. A
number of these issues are related to deficiencies in the coordination between primary and secondary care and
quality of care, related to IHN's internal factors such as lack of communication among healthcare professionals,
Insufficient coordination mechanisms, poor response capacity of primary care and limited compliance of clinical
standards as defined by natlonal and international guidslines; as well as external factors such as lack of a policy
to promote care coordination in IHN at national level (see-also 13-15). Similar evidence from other Latin
American health systems remains limited®'®. While the problems In coordination and quality of care indicates a
poor IHN performance and the need for developing and testing useful and feasible strategles to provide
evidence on best practices In care integration to help policy-makers to enhance health services networks
results, the gap in the research on [HN, further highlights the need for extending the analysis to different typas
of health systems. The proposed study focuses on both.

Care integration is dependent on the local context — that Is, opporiunities and costs depend on the particular
heallhcare system and Its seltings. Thus, interventions to improve the performance of IHN might be required at
policy level, for example health services plans and payment systems, or at the organisational level, in which
case interventions may range from those that aim to introduce organisational changes to those developing a
tool for integirating patients’ information or combining coordination mechanisms in disease management
programmes’’. - : .

‘National governments and international organisms, such as the Pan Amerlcan Health Organisation (PAHO}),
have made considerable efforts and displayed a growing interest in developing IMN. However, questions
congerning best practices in care integration for the Latin American context and what structural and
organizational reforms would be required to make IHN and thelr regulatory Instances more effective remain
unexplored’. :

The results of the proposed research build upon those of Equily-LA and adds to them in different ways: {)
expanding the scope of the research in Colombia and Brazil by incorporating other Latin American countries,
which are Chile, Mexico, Argentina and Uruguay, in order to produce new knowledge on the impact of IHN
reforms in different typs of healthcare systems; i) providing evidence of best practices in care integration aimed
at improving the main problems for care coordination and quality of care identified previously by Equity-LA; and
i) widening the analysis of two of the main elements in the IHN's performance — care coordination and quality
of care, with particular reference to two chronic diseases (lype 2 diabetes and chronic obstructive pulmonary
disease ~COPD-). Those chronic diseases have been selected based on the criteria of prevalence in the region,
due to the demographic and epidemiologic transition, and the importance of care Integration to improve heaith
oufcomes.




Research policy goal: To contribute to the improvement of the effectiveness, efficiency and equity of Latin
American healthcare systems by providing evidence on best practices of care integration, which will be
transtated Into effective policies for varied social, pofitical and economic contexts.

General objective.

To evaluate the effectiveness of various care integration strategies in smprovmg coordmatton and qua!ﬂy of care.
in THN in different healthcare systems in Latin America.

Specific objectives

a) To analyse the integrated healthcare networks’ (IHN) performance with respect to coordination and quality of
care in different healthcare systems in Latin America and associated factors in each particular context
{milestones 1-3; month 23).

b) To design, implement and benchmark a set of organisational interventions almed at improving care
coordination and quality in different IHN in Latin America, with a focus on health workers and c¢hronic care
management {milesiones 4-6; month 34).

¢) To test the effectiveness and limitations of the various mterventions in improving coordination and quality of
care in IHN and to idenfify the factors that determine their applicability In dlfferent contexls (milestonas 7-10,
month 57}

d) To develop tools to translate evidence on best practice of integration of care into innovative and effective
policies for a better organisation of IHN in Latin America (milestone 11; month 68).

in order to achieve the objectives the research will apply a quasi-experimental design (a control before and after
design). It will employ qualitative and quantitative research methods within a participatory and muitidisciplinary
aclion research framework. Pamclpatorzy actlon research principles support the development of effective and
sustalnable care integration strategies'® by increasing relevance of research and improving lts credibility and
soclal validity. The overriding principles hinge upon maintaining sufficient standards of scientific rigor which
favour the development of more adequate, acceptable interventions and more effective dissemination strategies
for each context. This will serve to allow a botiom-up development of care integration interventions, in which
health professionals play a central role in influencing national and regional IHN policies’ design.

The project addresses the topic Research on health systems and services in low- and middle- income countries
(HEALTH.2012.3.4) by:

(i) addressing policy-makers needs’ by providing evidence on best practices in care coordination and
quality of care that will enable policy development to promofe the emergence of more effectwe
efficlent and equitable IHN, a policy being promoted in all countries under study;

{if) (i)} combining qualitative and quantitative methods for analysing the performance of IHN developed
in

(i) different Latin American middle - income countiles, and evaluafing the effectiveness of the
interventions;

(v} (i) conducting intra- and cross-country comparisons to benchmark care integration praclices In
different health systems and seltings, taking into account relevant conlextual factors and to.
generate rohust evidence for their transferability,

{v) (iv} contributing to capacity building in at ieast_ four domains:

- Policy making capacity building through training of the members of the national steering committee
in each study couniries to develop required research skills on aspecis relating care coordination
and quality of care as well as o ensure a common understanding of the main research slements
necessary for the design and monitoring the implementation of interventions in IHN,

- Research capacity building through establishment of EU-LA and South-South cooperation links
and training of junior researchers to enhance countries’ abillties In producing and translating
evidence Into policy and practice in priorily research areas, such as care Integration.

- Health professionals’ knowledge and skills on care coordination and quality of care for IHNs'
through in-service training programes and involvement in action research activities.-

- Through the involved universitles, pre-graduate and post-graduate public health training for health

professionals will incorporate teaching oh adequate strategies to improve coordination of care in
networks, particularly for chronic elderly patients

Equity-LA !l builds mainly upon the theoretical framework and the results of Equity-LA, which explored access to
the care continuum in IHNs of Colombia and Brazil; but also, on HEPVIC (PL 517746), which explored the
mechanisms of health policy making and HESVIC (222970), which focused on strengthening regulation.




Equily-LA 1i will also develop synergies with projects related to the topic; Improving the arganisation of health
service delivery (HEALTH.2012.3.2.1) by providing information on bast practices of integration between primary
and secondary care and on the effect of new organisational approaches on quality of care, also relevant for EU
heaithcare systems,

This research will contribute to the achlevement of the Millennium Development Goals (MDGs) by targsting the
improvement of healthcare services' performance in terms of quality of care, efficiency, effactiveness and
equity. In addition, it will contribute to the Innovation Union Pilot Partnership on Active and Healthy Ageing
goals, as the selected tracer conditions are chronic diseases prevalent among the elderly, namely type 2
diabetes and COPD. Furthermore, it shares the focus of other strategies and programs developed by the EU,
such as the EUROsoclal, the ALFA programme and the Urbal Regional Aid Programme, producing synergles
among them and enhancing their impact in LA.

B1.2 Progress beyond the state of the art

B1.2.1 Relevance of the research on integration of healthcare delivery in Latin America

The achievement of health services effectiveness, effmiency and equity goa[s is hampered by the absence of
care integration in the healthcare systems™™, which is the prevalling situation In Latin America™. Integralion Is
a process opposed to fragmentation of the heaith services delivery system, that is, provlslon of care by
providers that are not coordinated among themselves, do not provide the continuum of care or do not provide
care over time'®, which is the object of this research.

Fragmentation of health services in Latin America manifests itsolf in the fack of coordination across different
tevels of care which can lead to diverse repercussions; inefficiencies in health services delivery due to
dupllcation of diagnostic tests and facilities, inappropriate referrals or use of hospital emergancy care, loss of
continuity of care, difficulties in accessing secondary care and a decrease in qualily of care’, In other words,
the existence of numerous agents operating at different levels of responsibility without coordlnatlon makes it
difficult to standardise the quality, content and application of heaith interventions, which in tum raises their costs
and encourages inefficlent use of resources within the system’,

The consequences of care fragmentation are most evident when people suffer from chronic diseases and
pluripatholegies: they need to receive a combination of health services from muitiple professionals from varying
disciplines in various settings or institutions'®", making their coordination difficult and hindering the
achievement of continuity of care.

The demographic? and epidemiologic*® transition that the ragion is experiencmg regults in a growing number of
people with chronic diseases and implies additional challenges to integration®*'°. On the one hand, aggregated
demographic projections from 2005 to 2080 for Latin America show considerable changes in the size of the
various age groups: the youngest population will decline by around 17%; the adult population will continue to
increase but by only 33% and the older adult population, will practically quadruple between 2005 and 2050;
outnumbering the young poputation by 30%. Even if there are major differences between countries regard}ng
the intensity and stage of demographie transition they share the common trend of ageing populations®'. On the
other hand, non-communicable chronic diseases are responsible for two out of three deaths in the general
population. This group Is the teading cause of mortality in men and women, and continues to increase at an
extremely fast pace worldwide and In both regions. Non-communlcabie diseases contributed 76% of the
disability adjusted life years (DALYs) to the overall disease burden® ; Diabstes and chronic obstructive
ptilmonary d;sease (COPD) are among the most disabling in the region® and the more prevalent among the
alderly population®, In addition, they are a growing problem: the estimated number of peop]e with diabetes in
Latin America was 13 3 milllon in 2000, and it is expected to reach 32.9 million by 2030%, while the COPD
prevalence was over 10% in subjects older than 40 vears of age®. Furlhermore, hoth pathologles require
lifefong and continuous medical care?’ % Among the Interventions considered to be effective, the importance of
care Integration and participation of all stakeholders is highlighted®®, As a consequencs, Latin American
countries are conmdered to be ill - prepared to address the current and fulure needs of the increasing numbers
of chronic pa!lenis which are most at risk of adverse events, or of suboptimal outcomes from under-
coordination®,

In response to these challenges - the fragmentation of the healthcare provision and the demographical and
epidemiological transitions - many countries in Latin America with different types of health systems have Issued
policies fostering the introduction of integrated healthcare networks (IHN)*"*%, This type of organizations has
been defined as a network of organizations of health services that provides or arranges to provide a coordinated




continuum of services to a defined population and is willing to be held clinically and fiscatly accountable for the
outcomes and the health status of the population served™®.

IHN are not an aim in themselves but a means to improve coordination of care and hence, care conlinuity,
quality,and efficiency. In this sense, IHN will be found in different degrees of evolution'. This Is also the case in
the six Lalin American countries participating in the study - Colombia, Brazil, Chile, Mexico, Argentina and
Uruguay - which represent different fypes of healthcare systems. In all of them, national laws regarding the-
configuration of the heallh system, also provide a framework for the development of IHN, In addition, ail
countries except Uruguay have national policles or programmes to promote the integration of care, with diverse
degrees of ambition and specificity; and, they have specific and local programs for promoting (HN.

In Colombla, Laws 60 and 100 of 1993 created the framework for deceniralisation and compstition in
healthcare delivery. The reform core was the introduction of a managed competition model where Insurers (EPS
and EPS-S for the Spanish name) compete for affiliates®, and are responsible for guaranteeing, by direct
provision or contracting other healthcare providers, i.e: the delivery of a health package to the enrolled
population. Market forces led to the integration of providers and EPS In networks with different types of
_ agreements and degress of care fragmentation. in 2006 the requirements for the networks — minimum portfolio,
accountability and reorganization criteria to assure viability were established”. Recently, Law1438/2011
established the IHN as the organization form for healthcare provision®. Chife launched in 1981 two parallel
reforms; the creation of a system of private health insurances (ISAPRESs for the Spanish name), some of which
have developed their own healthcare network, and partial decentralisation of public healthcare to Regional
Health Services (RHS) and of the primary healthcare services to the local governments®. To rebalance this
fragmentation trend, the Ministry of Health developed in 2004 a new policy that promotes regional - based IHN,
coordinated by RHS. In this context, IHN are defined as a set of health services that provide care In a
coordinated manner, employing institutional or contractuat arrangements%. Moreover, there is a specific IHN
national program that aims to faclilitate the functional integration of the healthcare network™. The Mexican
segmented public healthcare system Is made up of several social insurers (SEDENA, SEMAR, PEMEX, IMSS
and ISSTE, for thelr Spanish names) that afiiliate workers depending on the labour sector in which they are
working. The Seguro Popular a social insurer, enrols the population working in the Informal economy and the
state services of the 32 states provide care for the uninsured®®. in 2006 the National Ministry issued the
integrative Model of Health Care (MIDAS)" in order to promote the integration of care. It aims at providing
operational guldance for all networks of the country that should be adapted according to their circumstances.
Within this framework, the federal government has launched a specific program to strengthen IHN in
disadvantaged municipalities as a means to tackle their specific care challenges‘ , Argentina's health system
" was defined in Law 23661 of 1989 as a national social security s’ystam"3 and contemplated the integrafion of
service provision, but it has never evolved into this particular model. It is decentralised to the provinces and
remains highly segmented: formally empioyed workers are enrolled in sectorial insurers (Obras sociales),
responsible for the provision of care, while regional health services provide care to the rest of the population. To
promote the integration of care provision between different levals, provinces and programs a national level
programme Remediar + Redes (Healing + Networks)™ has been established with the aim of strengthening local
and provincial networks by addressing integration needs identified in the "Analysis of Health Networks”
conducted by the provinces, In addition there are some local initiatives*™™, Uruguay with a segmented
healthcare system is currently undergoing a reform process to unify the two different public healthcare
subsystems, hased on law 18.211% which was passed in 2007 to establish the legal framewoark to create lhe
SNIS (National Integrated Health System). The law also defines that the healthcare provision will be organized
in networks encompassing the continuum of services and based on prirhary care. This is stilf an on - going
process. The implementation of [HN has started in Montevideo and is considered as a pilot project™ which is
currently being expandsd to other regions52. Finally, Brazil in the early ninelles created the Unifiled Health
System (SUS)™, that already encompassed the creation of IHN. In 2001, after the performance review of the
decentralised SUS, the Ministry of Heaith issued a new norm®™, This norm established a strategy of health
services regionalisation that involved the creation of Regional healthcare networks coordinated by the
municipalities and states. The municipalities, grouped or individually, assume the function of providing or
arranging to. provide a coordinated continuum of services to a geographically ~ defined poputation®. More
recently Brazil®®® has approved two additional government ordinances, one for the organization of networks
within tlgee SUS framework® and the other to advance in the organization networks to bridge inter-state
realities™,

[HN initiatives have received strong support from international organisations, such as WHO (World Health
Organisaltion)™®, UN (United Nations)® and the World Bank®. Furthermore, IHN are at the core of the Pan
American Health Organization strategic orientation for health systems"® - and the Heallh Agenda for the
Americas 2008-2017%, despite the absencs of evidence of their impact'®.

Equity-LA® represented a first approach to the analysis of the impact of different types of IHN on healthcare




access, coordination and efficiency in two Latin American countries, namely Colombia and Brazil, Its findings
highlight the need for further research to increass our understanding of the performance of IHNs® initiatives in
different health systems in LA, To fill this gap and provide evidence of best practices Equity-LA Il will expand the
research to four additional middle income countries In Latin America (Chile, Mexico, Argentina and Uruguay)
and will adopt an action research approach that will focus on'the implementation and evaluation of interventions
to improve care coordination and quality In different contexts, That is, different healthcare networks and different
heaithcare systems will be analysed. '

To do so, Equily-LA [t will look-at evaluating integration interventions for improving coordination and quality of
care in general but also specifically referring to two chronic conditions: type 2 diabetes and chronic obstructive
pulmonary disease (COPD). These chronic pathologies have been chosen as tracer conditions becauss of their
relevance in epidemiological terms, that will he increasing In the future®®, as well as the need for both
pathologies for lifelong and continuous medical care”*. In addition, the importance of care integration and
participation of all stakeholders is highlighted for the interventions considered to be effective for both
pathologies™®, Thus the project will contribute to provide evidence on the hest strategies fo improve
coordination of care for both chronic conditions In different healthcare setting in middle income countries,

B1.2,2 Care coordination and quality as potential outcomes of [HN performance

IHNs are conceptualised as an organizational form for developing more efficlent and equitable health services
and better quality of care™*%% thiough the improvement of care coordination and continuity and access to
healthcare®. However, the bast way to evaluate the IHNs’ contribution to their intermediate or ultimate goals
remains object of debats'®, To contribute to the prog;ress of knowledge in this area, the proposed research will
further develop the Equity-LA conceptual framework™ (Fig. 1), in two ways:

a) Incorporating new dimensions of analysis, ,
b) Applying it to other heallhcare systern contexts in Latin America.

According to this framewark (Fig.1) {HN performance analysls should take into account both final (efficiency,
equity and qualily of care) and intermediate outcomes {care coordination, continuity of care and access to
healthcare). The framework proposes to analyse |HN performance, taking into account the internal processes
developed by iHNs to achieve their objectives, and the macro and micro-level context in which IHNs perform,
which includes the type of heaith system.

Flgure 1: Framework for the analysis of Integrated Healthcare Organizations and its impact
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Care coordination is defined here as the harmonious connection of the different services needed to provide care
to a patient throughout the care continuum in order to achieve a common objective without conflicts &155570.
Gare integration is considered the highest degree of coordination®, Continuity, on the other hand, is relatad to
how patients' experlence the coordination of services received ** :




There are two interrelated types of care coordination: informational and managerial. Informational coordination
of the transfer and use of the patient clinical information needed to coordinate activities between providers.
Therefore, in order for effective coordination of patient clinica! information to exist, its mere transfer is not
enough, it also has to be analysed and used correctly®™!. Informational coordination between levels would help
to reduce the unnecessary duplication of medical supplles and services such as complememaw tests,
medicines, contraindicated drugs, etc. Managerial care coordination is the provision of care in a sequential and
comp!ementary way, within a healthcare plan which is shared by the different services and healthcare levels
involved™

One of the fmdmgs from Equity-LA in Colombia and Brazil highlights the refevance of a third type: administrative
coordination™, the measurement of which will contribute to assess the capacity of the system to match supply
and demand of resources. Laslly, administrative care coordination refers to the coordinatton of patient access,
according to their needs, to the continuum of services provided by the network. it is related to the administrative -
procedures and pathways the patient has to follow in order to receive heaithcare and the regulation of the
patient’s care ﬂow (consultations, diagnostic tests, emergencies, hospitalisalion) across the different care lovels
of the network™. This third kind of coordination needs to be further explored, In the context of other healith
systems and ssitings.

Continuity of care, on the other hand relates to how individual Patlents experience coordination of services,
namely the result of coordination from the patient's vnewpoint , and it Is defined as the degree to which
patients expertence care over time as coherent and finked’’. Therefore, continuity acquires its meaning within
“the context of different providers caring for one Fatuent within the framework of -patients’ expsctations and
priorities”. Three types of continuity are def} ned®"

a) relational: the patlents’ perceptions of an angoing, therapeutic relationship with one or more providers;

b) informational: the patients’ perceplions of the availability, use and interpretation of Information on past
events in order to provide cars which is appropriate to their current clircumstances,

¢} managerial: the patients’ perceptions that they are receiving the different services in a coordinated,
complementary and unduplicated way.,

Finally, qualily of care is related to clinical outcomes or practices equal to or higher than accepted standards
minimum waste and costs within legal and policy requirements and a salisfied patient expenence This
definltion covers the three dimensions of qualily: management, professional and patient. Management-qualxlv
refers to whether the service makes the best use of resources, without waste, and operates within higher-level
requirements. Professional-quality refers to whether the service is provided according to current best
professional practice and processes, and results in optimal clinical outcomes, Patient-quality refers {o whether a
service exceeds patient expectations, provides a satisfactory experience and meets standards of humanity™.
Each dimensions of quality can be assessed individually, but the overall view of the three dimensions provides a
more specific definition of quality of care. Poor quality ¢are Is understood as outcomes, costs or experiences
helow accepted standards and norms’®. Poor process quality refers to prowder actions or omissions that are
likely to resuit in poor outcomes or that diverge from accepted good practice®,

Link between coordination and qualily of care. Available evidence and theory suggest that the lack of
coordination is the feature of organizatiohal practice that has the h ighest direct and significant effect on patient
outcoms and costs®, being the common cause of poor qualtty Recent research in htgh income countries
indlcates that faiiures in the coordination of care are commen in healthcare organizations'®!, suggesting that
an appropriate and necessary way to address qualily improvement Is to advance in care coordination.
Moreover, improving care coordination will also contribute to improve access to healthcare.

Care coordination seem to be paricularly needed. Firstly, between professiona!s and services helping one
patient, within the boundaries of one organisation, such as a hospital®; secondly, across the boundaries of
organisations - when a patient is transferred physically from one separate organisation to another -, but also
when professlonals In one organisation need patient information, such as test results, held by another
orgamsat(on and, thirdly for patients living in the community with chronic iilnesses, who may remain relatively
independent if the right care and experfise is avallable at the right time to support them . Care coordination
among multiple providers should avoid wasteful duplication of diagnostic tesling, perilous polypharmacy and
confusjon about conflicting care plans ; therafore, effects of care coordination extend beyond cost reduction by
improving quality of care” .

Despite the rélevance, research on the link between poor qualily and under-coordination and ils associated
factors Is generally limited and in Latin America is virtually non-existent. In order to contribute to fill this gap,
coordination, continuity and quality will be analysed as IHN outcomes in their base-line status, as well as in the
evaluation of changes introduced by interventions in Equity-LA i project.




B1.2.3 Interventions to iimprove the performance of {HN

The concept of an IHN as a network that guarantees access to appropriate care to a patient through the'
~coordination of services along the healthcare confinuum, involves an ideal. Previous research resuits are not
conclusive about the relation between IHN characteristics and types and achisvement of their objectives ®*%*
However, evidence is conclusive on the organizational elements that are critical for IHN's performance®3%85:8%
on coordination. These are identified as; '

a} a shared vision of the system’s goals and strategies across the network®:

b} methods for resource altocation that align health services incentives with the global objectives of the

network®;

¢) an organic structure with mechanisms that enhance communication between health professionals
involved in the care process®,

d) a common culture and leadership with values oriented at teamwork, collaboration and best
performance®®®:

e} a healthcare model based on strategies for promoting primary care’.

To address these critical slements, an array of interventions at different levels of the healthcare syétem might be
considered®": ,

macro-level. poficies and regulatory mechanlsms to develop IHN; integrated purchasing strategy, incl.uding
performance-based evaluations and capitation payment®™™®, that are responsibilily of the Health Authority at

national leve!:
1

meso-level: IHNs' strategic plans; funclional integration and coordination mechanistns for managerial functions
(e.g. integrated management strategies, shared management committee)‘”. to be developed and implemented
by heaith managers;

micro-fevel; the introduction of a single mechanism that can be informational (integrated information system),
managerial (clinical guidelines and pathways) or administrative (referral mechanisms); or a combination of
coordination mechanisms in a comprehensive program (e.g. disease and case management programs) *', to be
developed and implemented by health managers and professionals. -

Care coordination interventions may improve HN performance, especlally if Introduced in conjunction with
interventions to improve quality of care, such as in-service demonstrations, case reviews and audit-oriented
observations'®, Literature recommend the implementation of integration strate%ies at the micro-level led by
healthcare professionals from the beginning of the configuration process of IHN™ % although better cutcomes
are achleved when care coordination is promoted in all three levels®™. The promotion of the Implementation of
Integration strategies at the micro-level Is based on one of the main weaknesses detected in the development of
such Initiatives: the excessive attention paid by IHNs' managers to strategic discourses and organizational
changes, Ignoring actions aimed at improving clinical management™. Although macro and meso-level strategies
facilitate clinical integrationﬁ, mechanisms for care coordination seem to be more effective in enhancing
collaboration between professionals of different care levels by creating spaces for communication and mutual
understanding®. Micro-level coordination strategies will be the focus of Equity-LA II. The potential interventions
to irprove coordination and quality of care is not exhaustive but Just an example, since the final selsction of
interventions will depend on the results of the base-line study and the final dacision made by each National
steering commitiee. ‘

At a micro-leve! health organisations may opt for different types of sirategles to coordinate care that may range
from the introduction of shared care strategles that combine a series of mechanisms, to individual heaithcare
mechanisms. Those may be of differant types’®"*® according to the basic processes in which they are based
(Box 1): '

1) Based on programming: the implementation of standardization mechanisins, useful for those situations which
can be anlicipated — and therefore normalized - and do not require a rapid response. In this case, coordination
Is achleved by specifying processes, outcomes or skills in advance®”

2) Based on feedback: a) direct supervision, which is generally used to coordinate activities lacking in high
levels of uncertainty®” and which Is achleved by making one person responsible for the work of the rest, giving
instructions and controlling the actions of their staff; b) the implementation of mutual adjustment mechanisims,
useful when the volume of information to be processed Is high® and the activities are highly specialized and




interdependent™. In this case, coordination is achieved by encouraging contact between individuals in order to
resolve the problem at the same level at which the information was generated,

The Equity-LA Il project aims at coming up with new strategies to integrate the networks, to be designed and
tested by creative local teams and that are aimed at the specific problems for network integration that might be
different across the [HNs. Therefore, from the potential available interventions to improve coordination (Box 1)
the interventions finally selected to be tested will depend on the results of the base-line study in each country.

Box 1: Types of intérvéntlons targeted to improve care coordination

Coordination Theoratical coordination Care coordination mechanisms
basis mechanisms
Programming  Standardizalion of skills Expert system: continuing medical education,

alternatives to traditional consultations.

Standardization of work processes  Clinical guidelines, hea!thcare maps,
: pharmacological guides, discharge ptannmg,

Patients’ referral protocols and pathways,
Shared appoinfmant system;
Action planning system.

Standardizatton of outputs Healthcare maps;

Performance monitoring systems.

Feedback Direct supervision Program or process manager.
Mutual [nformal : .
adjustment communication E-mail, post, web, phone, informal meslings.

Liaison

mechanisms Multidisciplinary, interdisciplinary and

transdisciplinary healthcare teams;

Lialsing job posts: case manager and centrai
regulation office;

Permanant committeas: cross-level

management committee;
Integration manager. care manager, cross-field
manager;
Maltrix design,
Vertical Referral records;
information o .
system Clinical information systems.

Regarding the two tracer conditions (COPD and type 2 diabetes), the analysis of a range of practices used to
coordinate the care for chronic patienis concludes that some of these strategies have the potential to increase
quality and satisfaction among patients and providers by helping to shift the healthcare delivery system towards
better coordinated care'®, but they need to be furiher explored. Results of several studies on diabetes point
towards potential mtervent:ons to improve care through integration, For instance, in Germany, the combination
of integrated care disease management with practicable integrated quality management including collaboration
between family doctors and specialist services represents an |nnovahon in chronlc care management and seem
to be an efficient way {o improve diabetes care continuously™!. In Australia, following a muilidisciplinary care
plan, adherence to dlabetes gu:dellnes increased and metabollc control and cardiovascular risk factors
mprox.uacl“’2 Finally, In Spain'®, some projects have introduced a strategy of shared care between specialist
and primary care ta improve care to the diabetes patient, and seem to be producing very encouraging results.
As for COPD, its nalural history is vanable and there are a number of measures that can be taken to Improve
the symploms and patients’ quality of life'™, All of these interventions, however, focus on the introduction of
shared care mechanisms such as the mcorporatton of multidisciplinary teams in a communily hased care model




"% and promoting patients involvement'®,. Factors and actors that infilusnce the affectiveness of the intraduction "
of these strategies In different contexts needs to be further explored. Thus Equity-LA Il wilt contribute to provide
evidence on best strategies to improve coordination of care for both chronic conditions in different healthcare
selting in middle income countries.

Evidence on effective interventions to improve integration of care in Latin America and evaluation of their
impactioutcomes '

Evaluations of interventions to improve coordination have mainly besn performed in the United States and
Europe and these show, firstly, that interventions involving multiple strategies produce more successful resulis
than those which employ a single strategy®*™ and secondly, that despite the weaknesses associated with the
studles conducted, there Is a certain amount of evidence to suggest a connection between specific strategies
and improved care outcomes'®™, Shared care strategies that encompass multidisciplinary groups for care
coordination, disease management programs and case management have been shown fo improve care
outcomes in specific population groups, such as patients with psychiatric illnesses, patlents who have suffered a
stroke and patlents with diabetes, with improvemeants being noted in mortality rates and hospital readmissions,
among others', Some interventions, such as the use of team-based models in some disease management
programs targeted at severely and moderately il (asthma, diabetes or heart failure) patients at risk of
preventable hospitalization; team coordination for stroke patients giving early coordinated discharge from
hospital and providing post-discharge care and rehabilitation at home; and multidisciplinary teams for patients
with heart failure, glving follow-up with speclalist heart failure nurses and patlent caregiver education: have
+ shown that coordination improve quality and save money®. However, the associated effects of these
Interventions on other groups of patients are unknown and the associated effscts of the other interventions
proposed for improving care coordination are equally unknown. It also remains to be demonstrated whether the
results obtained for evaluations in the North American and European contexts are also applicable to other
contexts such as Latin America. '

Moreover, there is some evidence that one of the factors that influence the use of care coordination
mechanlsms by. professionals depends on their knowledge and degree of involvement in the design,
implementation and evaluation. Thus some authors suggest that the Introduction of slrategies for beller care
integration should be: .

a) bottom up, in order words, IHN health professionals should pléy a central role in introducing the
changes'™ 1%

b) based on human resources training®;

¢} assuring a ba!anée between rationalization of clinical decision making and the individual health
professional's therapeutic freedom®®.

The systematic introduction and evaluation of micro-leve! interventions in different healthcare contexts will be
addressed by the Equily-LA Il action-research approach.

Measuring coordination, continuily and qualily of care

Coordination, continuity and quality of care can be analysed using. both quantitative and qualitative methods:
however, while coordination and quality may be analysed from the point of view of services or the users,
continuity of care, following the Reid et al.'s definition, applied in this research, can be analysed only from the
point of view of users’’. The revision of literature shows that available methods and tools are limited-and there is
no consensus on how best to approach the analysls coordination and continuity across care levels and its
relationship to qualily of care. To contribute to progress beyond the state-of-the art, Equity-LA (1 will develop and
apply indicators and tools, bullding upon and further developing the Equity-LA conceptual framework (Fig.1).
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a) Care coordination

Coordination analysis is generally based on the use of a combination of indicators which assess aspects related
to the structure, process and outcome of the coordination between levels needed to guarantee lnformattonal
.and managerial continulty across the healthcare continuum'’ as well as administrative care coordination”,
Coordination of Information throughout the process is analysed by svaluating the avallability of mechanisms for
transferring mformetion between different care levels, the level of accessibility, and the adecluacg of shared
information 1% (structure) and the degree of their use and interpretation by the provider™™ **'"* (process).
Indicators proposed for assessing the results of this type of coordination are among others related to
unnecessary duplication of medical supplies and services.

Managerial care coordination is evaluated through [ts two dimensions: care monitoring and consistency of care.
The first dimension refers to the adequate follow-up of the patient when there are transitions from one care level
to another, whilst consistency of care implies the existence of similar ireatment approaches and objectives for
the different primary and secondary care professionals providing care to the patient. These dimensions can be
evaluated with structural indicators which assess the availability of mechanisms for the coordinated
managemsit of the patient throughout the continuum (shared clinical practice guides, liaison jobs, planning of
hospital dlscharges) 1”'; secondly, with process indicators which assess the professionals’ degree of
adherence to thess''*'"" as well as the degree of longitudina monjtoring of the pailent and the gaps or
disruptions which oceur (foilow-up consultations, perlodicity, etc) thirdly. with care outcome indicalors
finked to the health objectives of the coordination mechanisms put in piace . A set of structural, process and
outcome indicators, which Incorporates an analysis of the three types of coordlnauon {informational, managerial
and administrative) are currently being validated in the Catalonian context'® by Participant 1.

For the analysis of administralive coordination new indicators need to be developed. These could be based on
the evaluation of the tools used, that may encompass from integrated health information systems that allow for
the on-line regisiration of patients referrals between care levels, facilitating the allocation of the patient to the
most adsquate service In view of their needs and avallable services and consultation programming; access
pathways to guide referrals of patients between care levsls; and liaison positions that evaluate and authorize
referrals’”.

Care coordination should also be analysed on the basls of managers' and professionals’ {the ultimate users of
the care coordination mechanisms) opinlons on coordination with other care levels and on the barriers and

_enabling factors associated with the use of established coordination mechanisms, using qualitative research
methods such as in-depth interviews or focus group discusgions® ¢!

b) Continuity of care

Measuring continuity across lavels of care should be undertaken In a comprehensive manner by taking the three
types (relalional, informational and managerial) into account, so that all potential faults from the patient's
general perspactive are detected” 7128120 . However, most of the avallable résearch generally concentrates on
one type of contlnuity, relational continutly , one care level, primary care’™, and generally focuses on one type
of pathology>'"2 only very few have approached continulty of care in a comprehensive way %1%,

Relational continuity is measured by analysing patients’ perceptions regarding the relationship they establish
. with the different providers and the stability of the professional team. The most frequently used measurements-
to evaluate the doctor-patient relationship, mainly in pr]mag care are based on surveys, whereby, patients are
asked whether they have a personal or regular doctor’ "™, and the duration of the relationship between ihe
professional or the concentration and sequence of care between the different providers are evaluated’"
Information and managerial continuity measures have been deveIOped to a lesser degres. They tend to
evaluate the transfer and use of information from the palient's viewpoint', by asking patients if their previous
medical examinations and records were available when they met wiih thelr heallhcare provider, if the
professional was aware of their previous consultations and :f the flle was complete and was used and finally if
the problems ;dentlfted in preceding visits were foilowed up’®

The avaitable q’uestionnalres to measure continuity of care include the Primary Care Assessment Tool {(PCAT)
queetlonneire , which focus mainly on primary healthcare, but also include items related to continuity across
levels of care and fhe Consumer Quality Index Continuum of Care™®, which addresses continuity as a part of
quality. In recent years two quantitative instruments have been developed to comprehensively evaluate the
three types of continuity of care and thelr dimensions, which are applicable across all care levels and aimod at
the general population: '

a) the recently published Nijmegen Continuity Questionnaire' which has just been validated In the
Netheriands

11




b) the continuity across levels of care questionnaire (CCAENA), developed and validated by Participant 1
(CSC) ™ in Catalonia which addresses patients experlences regarding continuity of care by analysing the
heaithcare trajectory for a specific episode and also measures the perceplions of conlinuity of care
assessed by means of a Likert scale. The scales to evaluate patients' perceptions of care continuity were
also validated in Colombia and Brazil within the framework of the Equity-LA project® and will then be
applied in the Equity-LA II.

Continuity of care may also be analiysed using qualitative research methods to approach the perceptions of
patients, their carers and relatives™*"*° regarding their experlences with the health services. In-depth interviews
and focus groups are generally used for this purpose'*,

¢) Quality of care

According to Donabedtan, the evaluation of quality should include structure, process, and outcomes'™'.
Structurat measures of qualily are refer to the presumed capacity of the practitioner or provider to deliver quality
healthcare, and include the characteristics of the resources in the healthcare system, including individual
practitioners, groups of practitioners, organizations and systems of care, geographic location, and accessibility
of services', Process measures, or performance measures, typically include Interpersonal aspects of care, as
well as aspacts such as timeliness and accuracy of diagnosis, the appropriateness of therapy, complications,
and mishaps during treatment and coordination of care across delivery settings, episodes of care, and
professional disciplines'®, Finally, outcorie measures refer to the patient's subsequent heailth status and can
be analysed from two perspeclives; the paflent perception, and the technical assessment’®. Patlents’
parceptions of quality depend on their individual characteristics and affect their compliance, follow-up decisions,
and long-term lifestyle change'®, and their measurement may include patient reports about their state of health,
or the analysis of various aspects of their care experience in comparison to their expectations'*?. The technical
assessment depend on adherenice to normative standards for appropriateness of care or explicit evidence-
based criteria', and usually Include the traditional measures of survival, unintended effects of treatment (e.g.
infection), and the relief of symptoms, which may be specific to a given health problem or more comprehensive
assessments of the effect of an intervention2,

Various methods are available in order to assess whether healthcare services meet acceptable levels of quality,
which permit to analyse the three dimensions of quality of care previously described, These methods range from
purely quantitative methods, such as the use of quality indicators, to qualitative methods, such as in-depth
interviews'*%. Among the former, the most widely employed methods include record review and audit, to analyse
quality from the point of view of services. The analysis of quality from the viewpoint of patlents is usually
conducted through surveys that measure patient satisfaction with respect to scientific technical performance,
interpersonal relationships, physical environment and access to services. Another approach used is to measure
the difference betwesn what the patients expsct from health services and the perceplion of qualily actually
received, by an instrument that in addition to taking into account aspects of satisfaction, consider the
expectations and perceptions of users'®. Among the qualitative methods, interviews with healthcare providers,
written and oral examinations, Interviews and focus groups with patients, direct observation of the delivery of
sarvices, surrogate patients, retrospective review of adverse outcomes, and simulations among others'®, are
used to assess quality of services,

Need for adequate research design and approaches In testing care integration interventions

Organisations are using many types of interventions that are thought to improve different types of coordination,
but there is very little evidence of their effectiveness for improving Erocess indicators, and even less for
improving the main end outcomes of resource use and qualily of care®, Among other reasons because work
related to care coordination often occurs outside the research paradigm'™. Ovretveit® atlributes this lack of
evidence malnly due to the following reasons: underdeveloped theory and research desligns for studying clinical
coordination changes which limits discovering pathways of Influence; an over-reliance on a limited set of
experimental designs for conducting research which do not give answers for practical questions, and the lack of
independent evaluations of the growing number of private ‘coordination-plus’ interventions in different seltings.
In the same line, Solberg'” considers that controlled trials developed to assess care coordination interventions
create atificial limitations that are not common in clinical practice and may not respond to the needs of
coordination of the people wha implement healthcare and of patients’.

To overcome this situation, it has been suggested to stop spending resources on research that cannot provide
more informative answers to pressing questions® and start to develop more quasi-experimental research in
order to develop theory about how a coordination change Is best made, how the changes influence bshaviour
and intermediate activitles, and thus influences end outcomes on quality and continuity™"'¥". By developing a
well-designed quasi-experimental study (a controlled before and after design), Equity-LA Il will address those
limitations in the evaluation of complex interventions. In every participating country two comparable IHNs wilt be
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selected, one representing the Intervention, the other the control area. Data will be collected before (hase- Ime
study) and after the intervention in each IHN, to compare pre and post-intervention performance . With this
design, observed differences in performance are assumed to be due to the intervention since control[ed hefore
and after studies protect against secular trends and sudden changes, L.e. changes resu[tmg from maturation and
external factors can be estimated'*

Furthermore, quasi-experimental studies allow for considering participants’ preferences - in contrast to
randomized studies; which may be important for influencing participants’ motivation and atlitudes, e.g.
physicians will only take up, or comply with, an intervention desighed to change practice, if they have made an
explicit or implicit decision to do s0™®. These aspects will be further promoted by ado wptmg a participatory action
research approach. Participatory action research (PARY) is an approach to research'®, that focuses on learning,
_success and achon by involving a collaborative approach that builds on strengths, values and contribution of all
agents concemed’® One of its added values is that the knowledge acquired focused upon action, not
understanding alone'®. Thus, its strength lies In generating solutions to practical problems —~ such as strategies
to improve care coordination and quality - in addition to ;mptementmg those solutions and by systematically
monitoring and reflecting on the process and outcomes of change!®. Action research implies the involvement of
all stakehelders in defining the questlons they need answered, and In assessing whether research can deliver,
or is delivering already what they require, 5o that it can be more helpful to them®. All stakeholders mvo!ved m
healthcare are represented'™ and participate aettve!y with the researcher throughout the research process'™
This aliows for a more holistic picture of problems'® and has been shown fo improve effectiveness and queiliy
of research, coupled with saving time and money in pianmng . Furthermore, it contributes fo raise the
relevance of research, its credibility and soctal validity. In addition, ihe involvement of stakeholders (in this case
healthcare professionals) will allow for the boftom-up emergence of strateg[es considered the most effective,
and which has important Implications for the sustainability of interventions'®. Therefore, participatory action
regearch seems the more appropriate approach for the development and evaiuaiion of effective, appropriate
and sustainable integration strategles™. 12

Although participatory action research lends itseif well fo the discovery of solutions and the evaluation of
success in terms of the size of change aeh:eved it may also shed light on additional {unsolved) problems that
heed to be improved in future deve!opments . To generate the evidence required a variety of quantitative and
qualitative research methods are used 8 10 malntaln the standards of scientific rigor necessary. Findings will
generate well supported information that can be used for transference of the service delivery mode! to other
practice settings’2.

In addition to contributing to the generation of evidence, adopting a participatory action research approach will
enhance the achievement of our objective regarding the translation of evidence on best practice of integration of
care into innovative and effective policies. The adoption of an action research approach contributes to bridging
the theory - praclice gap™. 2 By drawing on professionals' experience, it can generate findings that are more
meaningful and useful to them, compared {o traditional scientific knowledge'®, It helps to assist wider-reaching
-changes regarding political and personal transformations due to new relailonships between researchers and
other participants, provoking the need for wider institutional changes'®

BASELINE OF THE PROJECT

Despite sirong efforts to implement IHN In Latin America, the question of the repercussions of these reforms in
equily of access, coordination of care and efficiency remains unresolved, Most of available research on IHN Is
based in North America or Europs. In Latin America, even if experiences with integration of health services are
growing few have been systematlca!ly studied or evaluated'®; moreover, the limited available information is
dispersed and not easlly accessible'®™

Equity-LA* represented a first approach to studying the impact of different types of IHN on healthcare access,
coordination and efficlency by analysing two Latin American countries -Colombia and Brazil. ts results are the
basis of Equity-LA II.

Preliminary results of document analysls of Equity-LA show that IHN' policy has progressed in both countries
through the recent publications of norms for the developnient of healthcare networks. The organization of
networks is formulated, according to the stated policles' principles, as a strategy to address current weaknesses
-that are the result of the particular evolutions of their health systems models: in Brazll, as a way to overcome
fragmentation of care in the public system which entalls the municipal decentralization, and in Colombia, as a
way to deal with the financtal difficulties faced by public providers, due to the Intraduction of market mechanism
in the health system. However, interviewed policy makers and managers from both counlries referred
experienced difficulties in the implementalion and consolidation of that IHN policy: in Brazil related, among
others, to the process of decentralization, such as few incentives to municipal policy makers to collaborate In the
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conformation of the regional networks; and in Colombia related to deficits in the territorial distribution of
healthcare services, concentrated in the urban areas of the counfry, as well as fo the purchasing systems and
payment machanisms employed by insurers that discourage the collaboration betwsen providers. To analyse
further IHN policy and factors that infiuence on it, Equity-LA Il will extend the scope of the research {o other
Latin-American countries with different healthcare system models that have also imptemented IHN policies.

-In addition, results from Equity-LA suggest Important weaknesses in the performance of the analysed IHNs in
each country in relation to intermediary outcomes (access and care coordination) and final outcomes (quality of
cars), ‘

Regarding access to healthcare services, preliminary results of the population survey show that individuals with
health needs from the study areas of Colombia experience more barriers to seeking healthcare than those in the
areas of Brazil. The latter face more difficulties at the entry of the services {denial of care). In Colombia barriers
in seeking healthcare are related to poor quality of services and insurance conditions (such as affiliation
problems and copayments). In Brazil, the reasons for denial of care are related to insufficient available
resources such as lack of physicians,

Results of the qualitative study also show important barriers to access to varlous levels of the healthcare
continuum, which differ between care levels and countries. In Brazll, structural and organizafional barriers
refated to health services are identified. Regarding structural barrisrs, in primary care the insufficiency of
services for the needs of the assigned population, particularly the lack of physiclans were pointed out, while in
secondary care, low response capacity of primary care with & number of inadequate referrals and long
distances to the healthcare facilities were highlighted. Long waiting times for consultations and diagnostic tests
were the main organizational barrlers fo primary and secondary care. In Colombla, barriers of access care are
mainly related to Insurers - especially to secondary care - and to lesser degree related to characteristics of
providers and the population. In primary care, structural barriers (insufficient resources and limited geographical
accessibility) and organizational barriers (long waiting times for an appointment) are predominant. While in
secondary care, barriers related to the managed competition model are added to structural barriers: care control
mechanisms, long administrative procedures, care fragmentation and long waiting times. Managed care
mechanisms are not only a barrier in themselves, but also contribute fo increase the negative impact of
structural and organizational barriers, aiso found in Brazil, through the increase of indirect costs {time and fravel
costs) and of delay in care,

These results seem lo indicate numerous problems regarding access to healthcare services, not just at the
entry of the healthcare system, but also to adequate services according to heaith needs, as well as care
coordination as an influencing factor. More research should be conducted in order to deepen the analysis of
perceived quallly of healthcara by social actors in IHN. '

Those results suggest important deficiencies in the coordination between primary and secondary care according

to the perspective of IHN managers and health professionals, resulting from the qualitative study, In Colombia,
Internal and external obstacles to coordination are identified, Among the internal factors, the main barrlers to
care coordination are related to the low response capacity of the primary care; insufficient coordination
mechanisms between care levels - especially the absence of an integrated Information system - and lack of
professionals’ training and adherence to clinical guldelines. Inadequate working conditions for professionals
(type and duratlon of contracts, high staff rotation) are considered to be an important conditioning factor.
External factors refer to deficiencies in the public reguiation of contracts between insurers and providers and
lack of a policy to promote care coordination in IHN at national level. In Brazil internal barriers to care
coordination are predominant: fack of communication between healthcare professionals with the user as the
main informatlon transfer mechanism, non-existent coordination mechanisms and poor response capacily of
primary care. In order to identify the magnitude of the problem and analyse the link betwaen lack of coordination
and poor quallly of care, the extent of the barrlers from health professional perspective will be measured, as well
as the research be broaden to different healthcare systems.

Additionally, results from Equity-LA show poor IHN performance regarding selected tracer diseases (type 2
diahetes and breast cancer) In refation to diabetes, the resuits of both countries indicate limited patient follow-up
and limited compliance of clinical standards defined by national and international guidelines. This is evidenced
by the low percentage of palients who have fulfiled standards of necessary tests for monitoring the disease. In
the case of breast cancoer, a long period of time between the first symptoms and the start of the trealment is
deteated, which indicates barriers not only to entry the system but also throughout the healthcare continuum.
Although breast cancer has not been selected as a tracer condition for Equity-LA It due to the fact that
coordination between care levels is more relevant for other chronle diseases — e.g. type 2 dlabetes and COPD-
the founded barriers to access across the healthcare continuum, highlight important problems that nead to be
taken in consideration in the analysis of [HNs' performance. .
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The evaluation of best practices of care integration in the Latin Amerlcan context is praclically nonexistent, with
available assessments conducted at national level and focused on specific populations - mainly mothers and
chiidren’™™® in addition, most sludies have concentrated on the evaluation of a single mechanism, such as
Implementation of information technology in healthcare settings'*%*®", In addition, most of the available literature
on care coordination is based on research developed in high income countries™'H12HRIEZ1E and generally
refers to two interrelated fypes of care coordination - informaiional and managerial. In high income context,
research on care coordination usually disregards the coordination of patient access, relevant to less developed
countries. ' .

Evidence on the factors and actors that Infiluence the effectivensss of micro-teve! interventions to improve
integration of care In different health systems and sellings of middle income countries is also practically non-
existent. Preliminary results from Equity-LA suggest that the implementation of integration sirategies,
~ particuarly at the meso- and micro-level, s still at an early stage in Colombia and Brazil®™. In those areas where
some care coordination mechanisms have been Implemented, a range of barriers in the design and
implementatlon process have been identified™, These include limited participation of health professionals in the
design and dissemination of coordination mechanisms and low rate of referrals from secondary to primary care.
In accordance with other studies™'®, these results clearly indicate the need for designing and testing effective
bottorn-up strategies targeted at improving health services integration and for applying interventions
benchmarking that takes into account {ocal conditions. '

Finally indicators to evaluate systematically coordination of care aspects have been limitedly developed,
Available measures of care coordination commonly refer to one care level (often primary or ambulatory
care)#72%1%3, ey are generally based on professionals and/ or managers opinions'*'®, and mostly measured
through surveys'; and they only measure limited aspecis of care coordination. In addition, the conceplual
framework used to develop the measures is not made explicit, so that what precise aspects of coordination of
care are being analysed or how measures relate to care coordination is not obvious; and, few take into account
health systems’ contextual factors or have been validated In different settings'*%**%'%_ Equity-LA 1l will further
develop and apply indicators of care coordination within different healthcare systems and settings.

PERFORMANCEIRESEARGH INDICATORS
Perfo:jmanceiResearch Indicators

- Progress

a) Research tools for the qualitative analysis of care coordination, continuity and quality of care from actors’
perspective (developed and adapted topic guides) in Spanish and Portuguese

b) Tested questionnaire to determine user's perceptions of continuity and quality of care (developed and
piloted)

¢) Tested questionnaire to find out the health professional's opinion about the degree of coordination and
guality of care (developed and piloted} '

c) National steering committee representing all stakeholders involved set up and trained in all Latin American
participant countries

d) A common research capacity building strategy developed
f} A plan for the use and dissemination of results of the project developed
g) Project web site to provide information on the research outputs of the project

h) Completed data collection and preliminary analysis of base-line study in all Latin American participant
countries

i) Implementation plan of interventions aimed at improving care coordination and quality in the domain of
chronic diseases developed in all Latin American countries

j) Selected micro-level interventions implemented in the intervention IHN in all Latin American participant
couniries

k) Completed data collection and preliminary analysis of the effectiveness of the interventions in all Latin
American countries

I} Papers submitted in peer-reviewed journals
my} Final regional conference to disseminate methods and findings organised
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Results

a) An assossment of IHNs' performance regarding coordination, continuity of care and quality of care (base-
line)

b) A set of bottom-up designed interventions to improve coordination and quality of care of COPD and type 2
diabetes

¢} Tested interventions aimed at improving care coordination and quality for a particular-context (intra-country
analysis)

b} Evidence on the outcomes of interventions almed at improving care coordination and gualily, and the
associaled factors in each health system context (cross-country analysis).

¢} A best practices report that provides evidence on effective interventions to improve integration of health
services in different health systems contexts.

d} Policy tools for national and international policy makers to apply project results, in order o implement

policies conducive to higher system performance (throtigh better coordination and quality of care).

Impact

a) Evidence avallable on best practices to improve care coordinafion and quality of care in healthcare
networks in different healthcare systams In Latin America, '

b) Evidence basis for policy development to promote the emergence of better quality and better performing
IHNs, ’

b} Key decision-makers trained for the planning and implementation of evidence- based interventions to
improve care coordination and quality of care of IHN, as well as for the evaluation.of the performance of IHN
in each country,

¢) Health professionals with knowledge and skiils on care coordination and quality of care of chronic diseases
in the intervention IHN of each country.

8) A national and international network of key stakeholders concern with the integration of care that will
increase the probability of implementation of evidence-based policies to improve performance of IHNs,

f) A network of research institutions involved in Equity-LA Il with scientific capabilities to carry out research in
the flelds of Integration, qualily of care, and participatory action research In all participant countries.
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B1.3 S/T METHCDOLOGY AND ASSOCIATED WORK PLAN

B1.3.1 Overali strategy and general description

. Study design A quasi-experimental design (a controlled before and after design) for evaluating complex
interventions'® will be adopted, with a participatory and mullidisciptinary action research approach. Padicipatory
action research entails the documentation of problems, achievements and state of the art, the formulation of an
analysis and action model including interventions’ design, implementation and evaluation : as well as the
stakeholders’ active participation — including policy makers - throughout all research phases'®

Stucy area. Research will be carried out in the six parliclpating Latin American middle income countries,
representing different types of healthcare systems. In each country, two comparable integrated heaith services
networks (IHN) - one intervention and one control area- have been selected according to the inclusion criteria:
a) provision of a continuum of services including at least primary and secondary care; b) provision of services to
a defined population; ¢) provision of care mainly to urban slums; d) willingness o participate and implement
deslgned interventions; and ¢) leadership with competence for implementing designed strategies. Selected IHN
are: Colombia: Sur-occidente and Centro-oriente networks of Bogotd; Brazil: Recife and Caruar(; Chile: Centrai
and South networks of South Metropolitan Health Service (Santiago); Mexico: Xalapa and Veracruz; Argentina:
North District and South District of Rosario; Uruguay: Eastern region of Montevideo and the heaithcare network
of Saito ,

Research phases and methods. The project will be structured in four sequential research phases which will
extend over | 60 months and take into account Campbeli ot al’s model for the evaluation of complex
intervention' as well as the participatory aclion research approach (Box 2),

Phase 1. After finalising the research framework and research plan, a base-line study will be conducted using
both qualitative and quantitative research methods to assess the IHNs' performance regarding coordination,
continuity and quality of care. This phase encompasses documentation of problems and state of the art for the
design of interventions. The national steering committes, made of stakeholder, will be established.

Phase 2. Desigh and implementation of interventions to improve care coordination and quality, based on the.
results of the base-line study; this phases includes the |dentmcatlon of the Intervention components and the
formulation of an analysis and action model.

Phase 3. Evaluation of interventions applying the same design as in the base-line study and including two intra-
country comparison (before and after in every IHN; intervention-control)

Phase 4. Cross-country comparative analysis

Throughout the four phases, capacily building and dissemination of results, as well as coordination and
manageinent activities will be carried out (WP6 and WP7).

Box 2: Study phases duration and relation to work packages and objectives

Phase Objective Duration Description WP
Phase a) 24 Research framework and tools (6M) We1
1 months Base-line study In all parlicipating Latin American countries (18M) = WP2

Design and implementation of interventions In one integrated

Phase  p) 18 heafthcare network (iHN) In every participating Latin American ~~ WP3
2 months

country
Phase 12 . . . .
3 c) months Intra-country evaluation of interventions Wp4
Phase 12 .
4 d) months Cross-country comparative analysis WPBE
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Work Packages description

The work plan is broken down into seven work packages (WPs), following the phases of the project
implementation (WTT List of work packages, Part A) (Fig.2)

Work package 1. Theoretical framework and research tools. This WP will be developed at the beginning of
the Phase 1, in order to preparing the onset of the project by finalising the common theoretical framework,
elaborating the research plan and preliminary research toals, set up research teams and committess and start
capacity building activities (Objectives a, b, ¢ and d). To finalise the conceptual framework, based on the Equity-
LA’s one, will be carried out a literature review on the International evidence on coordination and quality of care
with a particular focus on the participating Latin American countries. The formulation of a common conceptual
framework will enhance the comparabliity across countries. The development of a research plan will ensure
timing and scientific quality of all aspects of the project. This WP will particularly focus on the adaptation of tools
from those developed by the Equity-LA project, and the development of new research tools based on the review
of the scientific literature.

During this work package, 3 committees with different functions will be set up in each LA country: 1} a national
steering committee representing all stakeholders involved in the healthcare (healthcare professionals,
managers, users of the involved IHNs, local policy-makers and researchers) that will remain active for the five
years of the project. The national steering committee of each country will participate in all project phases and
will be In charge of the design and implementation of interventions, i) the International scientific committee (M3),
consisting of key experts in the field of research. The committes wiil meet annually and is in charge of assuring
quality of the sclentific work performed and advising on the scientific aspects of the project. ili) the nafional
steering committee, In each Latin Amerlcan participant (M4), in which main stakeholders will provide support to
the country research team, address emerging issues throughout the project and contribute to the dissemination
of findings along the research, -

During this wark package, two meetings will be organised: the 1% Workshop at the start of the project (M1) to
reach an agreement on the main aspects of the theoretical framework and research toois, and the 2™ Workshop
towards the end of this work package (M8) targeted to finalise the framework, the research plan and the
gualilative research tools.

Capacily building which is a transversal component of the project will already start during this WP in two
domains: research and policy making. This will take place by means of the exchange among all researchers and
the beginning of needs appraisal. This Inciudes selection of junior researchers, permanent communication and
debate, workshops on research framework, methods and tools and Joint work among the teams.

In this WP, led by Participant 1 (CSC), every parlicipant will contribute according to their field of expertise.

Work package 2, Base-line study. In Phase |, an assessment of the performance of the intervention and
control I1HNs will be also carried out in all six Latin American participating countries, to set the base-line for the
later evaluation of the interventions (Objective a). This base-line study will concentrate on coordination,
continuity and quality of care to the general population and to patients with tracer conditions (COPD and type 2
diabstes)

This work package is made up of three components (more details in WT3 Work Package descriptions, Part A):

1. A qualitative study fo investigate care coordination, continuity and quality of care from stakeholders’
perspective — IHN's healthcare_professionals, managers and patients with tracer conditions-. Data will be
collected by focus groups and individual interviews (M7-18).

2, A quantitative study. Two questionnaire surveys will be conducted in order: a) to determine user's perceptions
of continulty and quality of care, and b) to find out the health professional's opinions about the degres of
coordination and quality of care (M13-21). As a first step, the questionnaire, adjusted according to the resuits of
the qualitative study, will be piloted and afterwards adapted for its use in the data collection. Simple random
samples of heaith professionals and users will be selscted In both (intervention and control) HNs under
investigation in each country.

The sample size for the questionnaire survey will be calculated taking into account the controlled before and
after design of the study. The sample size is estimated in order to snsure the detection of a 15% varlation in
professionals’ opinions on coordination and a 10% vartation in patients’ perceptions of continuity and quality of
care between phases and 1HNs. In both cases, sample size is caloulated on the basis of a power of 80% ( =
0.20) and a confidence level of 95% (a = 0.05) in a bilateral contrast (more details In WT3 Work Package
descriplions, Part A).
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3. The analysis of the base-line study will be completed by combining the prefiminary results of the qualitative
study with those of the quantitative study (M19-24). Resulls wilf be used for the design of interventions in the
intervention’s IHNs of each country. They will further serve as the basis of the before-after and the intervention-
control comparison. :

During this work package, the 3" Workshop will take place for finalising the quanlitative analysis plan and
research tools (M13), and the 4™ Workshop to discuss the overali resuits of the base-line study (M18).

During this work package, capaclly building will continue adding to the activities started in WP1 and activities of
WP8 following specific activilies: specific training of junior researchers to develop the knowladge and skilis
required for the development of the base-line sludy, scientific support to Participant 6-9 provided by participants
of the previous Equity-LA (1-5) to obtain a common understanding among all the partners of the main research
slements related to base-line study, and exchange among researchers that include permanent communication
and debate, workshops on research methods and resuits of the hase-line study, and join work among the teams
(more details in WT3 Work Package descriptions, Part A). :

Participant 1 {CSG) will be overall responsible for this work package, but every Latin American country team
(Participants 3-9) will lead and -carry out the base-line study in their own country with the scientific support of
previous participants of Equity-LA (Participants 1-5). Participant 2 (ITM) will lead the researchers’ capacity
buitding process.

Work package 3. Design and implementation of interventions. This WP will be developed during Phase 3 in
order to design, implement and benchmark a set of organisational interventions almed at improving care
coordination and quality, in the domain of chronic diseases (COPD and type 2 diabetes ), in different IHN in
Latin America (Objactive b).

Design of interventions (M19-21). Based on the results of qualitative and quantitative baseline study, a list of
micro-level priority interventions will be established and the top three Interventions priority of each country will
be selected to get implemented and evaluated. The selected strategles will be conceived to motivate heaith
professionals to participate on a voluntary basis. Identified interventions will target care coordination and quality
of care that may refer fo the introduction of a single mechanism or a combination of mechanisms in a
comprehensive program. A set of indicators will be elaborated to monitor the interventions once these have
heen defined. Indicators that measure coordination and quallty of care will be adopted from those used in
Equity-LA, and developed hy Partticipants 1 (CSC) and 2 (ITM) in the context of other studies, The nattonal
steering committees of each country will be in charge of designing and implementing the interventions, coached
~ in carrying out these actions in their network, by Participant 2, They will be further responsible for recruiting and
training participants in their countries, throughout the process.

implementation of interventions (M22 to 36), The national steering committee will be in charge of monitoring the
process of the intervention and will receive support by the more experlenced participants. Each member of the
natiohal steering committes will supervise one or two participating health facilities of the [HN in their country
during 18 months. The constant monitoring will facilitate the adaptation of the intervention to achieve optimal
effectiveness. Interventions wili be implemented in the intarvention IHN in each country, and it will be introduced
in the control IHNs (comparative arm) at the end of the country study, In order to prevent changes oceurring too
early and thereby hindering detection of differences.

At beginning of this WP (M19), the 4™ Workshop will take placs to discuss the results of the base-liné study and
potential interventions based on those results. The 5™ Workshop (M25) will be also hold in order to analyse the
uptake of the intervention and discuss potential adjustments, ' :

The capacily building aclivities developed in this work package include: (1) in-service training, supervision and
monitoring to contribule to capacily building of researchers, nalional steering committee and heaith
professionals in an on-going learning process; (2) training of junior researchers to develop knowledge and skilis
to support and coach the members of the national steering commiitee In their activities; (3) training of national
steering commiltee fo ensure a common understanding of the main research elements necessary for the
design, implementation and monitoring of interventions in 1HN; (4} training of health professionals to abfain
expected capacities for the introduction of Interventions in the IHN of each LA country; (6) exchange among
researchers to obtain a common understanding among all the partners of the maln action-research elements
necessary for the design, implementation and monitoring of the interventions (more defails in WT3 Work
Package descriptions, Part A).

Participant 2 (ITM) with the support of Participant 1 (CSC) will lead this WP, but every Lalin America participant
(Participants 3-9) will be responsible for successfully implementing the intervention in their own country,
supported by previous participants of Equily-LA (Participants 1-6). ‘
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Work package 4. Evaluation of interventions. This WP will be developed in Phase 3 in order to assess the
effectiveness of the interventions, recognize their limitations and identify factors that determine the applicability
in different contexts (Objective c). This evaluation will follow the same design as the one used in the base-line
study and will also combine qualitative and quantitative methods (more details in WT3 Work Package.
descriptions, Part A).

During this work package, two meetings will be organised: the 6™ Workshop (M34) in-order to develop an intra-
couniry comparison plan, and the 7" Workshop (M40) to discuss the evaluation preliminary results and identify
issues where more data collection or analysis is needed. : ‘

A series of capacity building activities will be developed: specific training of junior researchers to develop the
research knowledge and skills required in the evaluation of interventions, sclontific support to Participant 8-@
provided by participants of the previous Equity-LA (1-5) to obtain a common understanding among all the
partners of the main elements necessary for evaluation and comparisons of the interventions; and exchange -
among researchers that include permanent communication and debate, workshops on research plan and results
of the interventions' evaluation and joint work among the teams (more defalls in WT3 Work Package
dascriptions, Part A).

Participant 1 {CSC) will be overall responsible for that WP; however every Latin American counlry feam
(Participants 3-9) will lead and carry out that WP in their own country, with scientific support of previous
participants of Equity-LA (Participants 1-8). Participant 2 (ITM) will lead researchers’ capacity bullding process.

Work package 5. Cross-country comparative analysls. In Phase 4 the cross-country comparison will be
carrled out which will result in a belter understanding of the link hetween different interventions and their
outcomes, and the associated factors in each health system and healthcare setting (objective ¢).

The cross-country comparison wili be done among participating LA countries and with international experiences,
such as those from Catalonia (Spain} where IHNs have been evaluated. ’

At the beginning of this work package (M46), the 8th Workshop will be held in order to the present the final
resufis of the intra-country analysis to develop a cross-country comparative analytical plan.

During this work package, a series of capacity building activities will be developed: specific training of junior
researchers will be conducted in order to develop the knowledge and research skills required for the cross-
country comparative analysis and the elaboration of policy-makers tools, and exchange among researchers
(more dstails in WT3 Work Package descriptions, Part A).

This WP will be led by Participant 1 (CSC) together with Participant 2 (ITM), with all other participants
contributing to specific areas of analysis. Latin American country teams (Participants 3-9) wilf contribute to
develop the policy tools for their national policy-makers.

Work package 6. Capacity building and dissemination of research results. This WP will be carrled out
throughout the four phases. it has two main parts: one dedicated to research capacity building and the other
dedicated to the dissemination of resuits (Objective d),

Capacity building is a transversal companent of the project that will take place throughout its implementation in
thres main areas: (1) policy making capacity building for the planning, management and organisation of heaith
systems by involving key stakeholders from the beginning of the project and generating evidence based tools
for the development of policy; and research dissemination (2) strengthen research capacity of all involved
institutions in health system research through specific training of junior researchers and exchange of knowledge
and experiences among senior researchers; and (3) improve health professional knowledge and skills on care
coordination and qualily of care through in-service training programmes {more details in WT3 Work Package
. descriptions, Part A). ‘

A common capacily building strategy will be developed at the beginning of the project by partner 2 in close
collaboration with all partners on the basis of needs exposed in the first Workshop (M6). At this stage, each
partner will assess the specific needs of the various actors involved, through meetings, workshops and
interviews, '

a) Policy makers' capacity bullding

National steering committees' capacity building that include: speciﬁc training to enhance the active participation
of the national steering commiltee in the action research process and participation of national steering
committee memnbers in all activities of the project (learning by doing training).
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Capacity building strategy is not restricted to the members of the national stesring committee, but also extended
to the national and regional policy makers by means of the dissemination of the knowledge generated by means
of different mechanisms. '

b) Research capacity building of the involved institutions

- Spegdific training (formal training) of junlor researchers by means of workshops and seminars in order to
develop research skills, organised by the LA participant In close collaboration with participant(s) with
expertise in the area :

- Participation of young researchers In all activities of the project to develop necessary research skiils
(learning by doing training) - '

- Exchange among researchers that include permanent communication and debate, workshops on
research methods and tools, joint work of the teams and when necessary, training in areas relsvant to he
project and to share knowledge and skills (in Latin America and also in Europe)

- Close monitoring by senior researchers in each country team

- On-line and in-situ support by paired-partners

¢) Health professionals’ capacily building

- Specific training on aspects relating care coordination and quality of care for health professionals,
according to ldentified needs

- On the job traling and close monitoring during the implementation of interventions by national steering
committee

At the first Workshop (M6), capacity building nesds will be identified and a common reéearch capacity bullding
strategy devsloped. _

The second part of that work package is dedicated to adequately conduct research knowledge management
and to finalise a plan for the use and dissemination of results. The preliminary version of the plan will be
prepared during the first phase of the project (M3). The dissemination aclivities will encompass, among other
activities, the development of a disseminalion strategy at the first Workshop (M6), Involving policy makers and
other relevant stakeholders in the Latin American countrias; building networks with the stakeholders involved in
the project, as well as international networks that will promote the distribution of results; the elaboration of policy
tools for national and International palicy makers; organisation of round tables; submissions of research papers;
ete. (more detalls in WT3 Work Package descriptions, FPart A).

In order to facilitate the implementation of elaborated policy guidelines and to obtain the maximum impact on
local, regional and national health policy levels in the involved Latin American countries, policy makers are
involved from beginning in the project and will work in close collaboration with relevant stakeholders.

During the project, annual national scientific committee meetings wilt be organised by the leading participant in
order to identify and incorporate key elements that increase the appropriateness of the results for varied social,
political and economic contexts (M6, M19, M34, M46, M54). E

Two meetings will be organised devoted spacifically to dissemination of project’s results: the 9th Workshop
(M54) in order to discuss the elaboration of best practices reports and policy tools and guidelines, that targets
the preparation of the final Regional conference for the regional dissemination of results, and the conference
itself, which will take place in month 60.

Participant 2 will be in charge of developing the capacity bullding strategy at the beginning of the project and to
supervise lts implementation, in close collaboration with the other participants.

Work Packags 7 Project management and coordination. This work package, carried out throughout the four
phases will deal with all administrative Issues. The following tasks wili be developed {more detalls in WT3 Work
Package descriptions, Part A).

1) Set up of project management office (M1) that will monitor the progress of the work packages.

2) Set up of the project management committee (M1) made up of the leading scientist of each team (principal
investigator). It will meet every six months and bears the following responsibilities: monitoring the project,
planning of activities and follow-up of the project and budgst; assuring quality of deliverables. '

3) Project monitoring and evaluation by the Project management committee every six month and reported to the
EC every eighteen month (detalls of tentative schedule of project reviews in WT5, Part A).
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4) Financial management of the consortium by each participant coordinated by Participant 1.

5) Project management and coordination mechanisms. In order to ensure that all pariners are acting as a team
and lhere is effective management and scientific coordination, a series of mechanisms that Include: periodic
‘project management commiltee mestings, web site (M3) and permanent communication (e-mails, video-
conferences, etc.), and administrative tools and procedures for the project management. Each participant will
prepare semi-annual progress and activity reports, and will submit them to participant 1 for further distribution to
the project management committee. The project reviews will be planed in line with its milestones, and they will
take place in the corresponding scheduled workshops (details of the milestones in WT4 Waork Package
descriptions, Part A). The outcormes of the reviews, as well as required changes to the work plan, will be
presented in the four reports delivered to the EC {detalls of the schedule of project reviews in WTS5, Part A).

Participant 1 (CSG) will be responsible for the overall management and coordination of the project, overall
sclentific supervision and follow-up of the project and will represent the consortium in its relations with the EC.
Furthermore, all participants are responsible the project management in their own couniries and for producing
timely information as requested by the project coordinator in order to he able to_monitor the progress of the
projact. _ :

Responsibilities and relationship between participants. Each participant will lead the scienific area in which
they have the most expertise. In addition, Participant 1 (CSC) will be responsible for the overali coordination of
the project and will provide the scientific lead. CSC will lead deliverables 1.1., 2.1, 4.1, 6.1., 6.3, 7.1. (details of
the schedule of project reviews in WT2, Part A) Participant 2 (ITM) will lead the overall design and
implementation of interventions WP3. ITM will lead deliverables 3.1, 5.2, 6.1, 6.2. Participants 3 to @ will be
responsible for carrying out the project in their own countries (WP2-4; 6-7), will be in charge of their parts of the
deliverables, and will contribute to research’s overall design and cross-country comparative analysis (WP1;
WPB). Each previous Equily-LA participant (1-5) will provide scientific support to one of the new participants (6-

9).

- Figure 2! Graphical presentation of the workpackages and project workshops showing thelr
interdependencles
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Significant risks and contlngency plan

Although the methods and tools proposed In this research have been widely used and validated, the following
identified risk factors could hamper the study's success and need lo be targeted and overcome:

- Integrated healthcare networks {IHN) selected fo} investigation refuse to participate: the IHN will be replaced
by another IHN of the same counry, using defined selection criteria.

- Selected subjects for the qualitative and quantitative study or for the implementation of the intervention are not
willing to panlicipate or drop out during the study: a percentage of drop- out rates will be considered when
calculating the sample or determining the number of participants.

- Impeded cooperation with relevant stakeholders and hindered or rejected access to documents, institutional
records and actors; a careful analysis of stakeholders will minimise the facts thal endanger their participation in
the project; furthermore, a permanent and fluid communication with stakeholders will promote thelr active
engagement and avoid fulure obstacles.

- lssues that may lower comparability between the countries results, e.g. no sharing of a minimum data set for
comparative analysis or no common explanatory framework: in order to countervail those issues, a common
concepltual and explanatory framework will be developed, close communication between the participants will be
kept by different means; and periodic workshops will be organized. In addition, collaboration among the
participants in previous research studies has proved to be successful.

- Political changes during the intervention phase that lead to changes in managerial positions of {HNs and
therefore affect the study areas: this risk will be reduced by signing collaboration agreements with the networks
at the beginning of the project that guarantee their full commitment.

in addition, partners will be encouraged to signal problems as soon as they appear, instead of allowing them to
cause delays. Permanent contacl will be encouraged and maintained among all participants by means of e-mail,
telephone and the project wab site. ‘
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B1.3.2 Timing of work packages and their components
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B2. IMPLEMENTATION

B2.1 Management structure and procedures

The Equity-LA H project wi

institutions.

Il be managed by a consortium consisting of two European and seven Latin American

Parallel to the negotiation of the Gran Agreement, the Consortium Agreement will be developed and signed by
all participants, which wili determine the responsibilities of each partner in the implementation of the project as
well as the project monitoring and evaluation, It is critical for the success of the project that those management
arrangements are clearly stated and workable. The consortium will be managed throughout the project
according to the rules and regulations stated in the agreement,

The Equity-LA Ii consortium will have a well defined and tightly knit management structure, based on the
principle of consensus, and consisting of the following components:

* & & 8 * »

Coordinator and project management office
Project management committee
Country teams

National steering commillee
‘Mational scientific committes
International scientific committee

Key features of the management structure are summarised in the project's organisatipn chart (Fig. 3) and are

described below.

Figure 3: Project's organisation chart
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* Coordinator and project management office

The Consorci de Salut i d’Atencié Soclal de Catalunya (CSC) In Barcelona, Spain, will be the coordinator of the
consortium represented by Dr. Luisa Vazquez. She Is the head of the Health Policy Research Unit (HPRU) at
the CSC, showing extensive experience in international research management gained through her current
leadership of the FP7 project Equity-LA (SICA - Project 1D,223123) and her position as the principal nvestigator
in two INCO projects (STD 204-E; 1C18-CT98-0340) and a Leonardo da Vinci -project (2002-
KiQ2/B/FIPP/129_583). ‘

GSC is a public entity, with a wide ranging experience in developing and implementing health sector reform
programmes in Spaln as well as in Latin America. It has substantial high level experience in managing
programme budgets up to € 10 million. As a whals, it has a turnover of almost € 54 million. The Equity-LA Il
consortium will benefit from the support provided by the administrative and financial structure of the CSC and
their significant track record In project management,

The coordinator will be responsible for the global administration, general coordination and foliow-up of the
project as well as the overall scientific supervision. It will represent the consortium in its relations with the EC
regarding the overall management of the project. The coordinator with support of the project managemeant office
will monitor the progress of the work packages, to make sure progress is made according to the plan,
Participants will he encouraged to signal problems as soon as they arise, instead of allowing them to cause
backlogs in the project prograssion. ' ' '

~ To ensure appropriate and timely execution of the project, GSC will establish a project management office in
Barcelona (consisting of researcher, research assistant, project manager and administrative support) and will
represent the Consortium in its relations with the EC regarding its overall management, The project
management office will be responsible for ensuring regular adequate communication and information exchange
among the parlicipants, facllitaled by the use of a web-based secure infranet, e-mail, telephone, video-
conferences, etc. It will be responsible for producing regular reports and financial statements to the EC as
required on the hasis of the information provided by all partners and will guarantee the successful execution of
alt work packages, to ensure that progress is made according to the plan envisaged. The project manager,
under the supervision of the project coordinator, will be responsible for WP7 and the adminisirative, financial
coordination: supervision of the production of the financial reports, audits In conjunction with the submission of
the financial and administrative reports to the EC.,

In the circumstances of the addition of a new beneficiary during the lifetime of the project, its leading scientist
will be Incorporated to the project management committee in similar conditions to the rest.

* Proiect management commilfge

Gained experience from previous attention to coordination activities between work packages. The Equity-LA {]
projact will ensure that sufficlent time is given for ideas and concepts to be exchanged batwean those involved
in the work packages. While much of the work can be achieved through Internet, phons calls and emails, face-
to-face mestings are essential in order to ensure networking, real dialogue and concrete agreement, Therefore,
the project management committee will be the principal vehicle to exchange views between project pariners. 1t
will be composed of the leading scientist of each team (PI; principal investigator), For Brazil, IMIP's principat
investigator will represent also UPE's IP. The project coordinator will be the chair of this committee. This
commiftee wili be responsible for the planning, follow-up of the project and key decisions. It will fusther ensure
that project objectives are fulfiled, discuss problems that arise and suggest solutions to resolve those. This
committee will meet every six months, '

The project managerment commiltee will be responsible for:

- Monitaring the project;

- Planning and follow-up of project aclivities;

- Approving annual work plans for insitutions involved;

- Assure quality of the deliverables, milestones and technical reports;

- Managing the financial plan and defining budgels for the individual parts of the project, and jointly
discussing mayor project or consortium changes; .

- Approving research funds allocation,

All resolutions of the Project Management Commiltee shall require the unanimous consent of members elther
present at a commiltee meeling or responding to a written consultation organised by the Coordinator. No reply
within 2 weeks Is considered as agreement. If consensus cannot be reached, a voting mechanism based on a
simple majorily vote will be established. Project Management Committee shall not deliberate and decide validly
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unless two-thirds {2/3} of its Members are present or represented (quorumj) (more details on the Consortium
Agreement),

* Counlry teams

The principal investigator of each team will be in charge of the overall management and supervision of the
project in thelr particular country and will liaise with other participants and the project coordinator. Each partner
il be supported by an administrator from his or her institution to manage the projeot funds. :

Each of the Latin American participants will be responsible for the development of the country study in all their
phases: base-line study; design, implementation and evalualion of the intervention. They will carry out the
respective activities at the research sites In their country and contribute to the development of the research -
framework and the cross-country analysis. They will be responsible for the detailed planning, timely execution
and high quality of the aclivities they are leading. The country teams will submit annual detailed work plans,
including detalled estimations of resources and deadlines for deliverables. Latin American participants will be
also responsible for organising the different warkshops.

Four leams will be established that combine participants with different levels of experience: each team is made
up of one participant of the ongoing Equity-LA project and one of the new parlicipants. Teams arg formed as
followed: Spain-Chile; Belgium-Argentina; Colombia-Mexico; Brazil-Uruguay. Participants of the Equity-LA
project will provide scientific support to its partner country for development of WP2-4. Therefore, each new
participant institution will have a sclentific back-up team that wili provide both long distance and in situ support.

* National steering coinmiltes

At the beginning of the project, a national steering committee will be set up in each LA country. T he national
stearing committee aims at avoiding a fragmented account of problems and solutions and ensuring equal
relationship between researchers and other participants. It will be composed of no more than seven members,
representing all stakeholders Involved in the healthcare, thus consisting of healthcare professionals, managers,
users and researchers of the involved IHNs. _ '

The national steering committee will be in charge of

- analysis of situation (base-line study);

- identification of problems hampering care coordination in the [HNs and definition of intervention
measures; '

- . implementation, monitoring and adaption of interventions;

- supervision of one or two participating health centre(s) in thelr country during 18 months;

- contribute to the recruitment and training of heaith professionals (see WP3, page 19).

The membérs of the natlonal stesring committee will sign a long-standing collaboration agreement as in house
consultants with the participant in each LA country that guarantee their fuil commitment.

* Natlonal scfentific committeg

A National scientific committee will be established in each Latin American country, in which main stakeholders
will participate: policy makers, health providers' representatives, professionals and civii sociely representatives
related with the project's field of the research, Scientific officers of the EG representing each country will also be
invited to participate. It will be comprised of 5-7 members. The objective of this commiltee is to provide technical
support to the research, to address emerging issues throughout the project and to tacilitate the ownership of the
research by key stakeholders. L

a

The national sclentific committes will:

- provide technical support to the country based research team,
- address emerging issues along the project,
- contribute to dissemination of findings along the research,
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* Intemnational scienlific commiltee

An independent, international scienlific committee will be set up, consisting of key experts in the fleld of
research (Box 3). They will provide ah external view of the quality of the project's process. This committee will
meet every year. The timing of the mesting will coincide with the project workshops.

The international scientific committee will:

- review and comment on draft annual work plans and reporis;

- assure qualily of the scientific work performed;

- advise on the sclentific aspects of the project;

- act as an indepsndent arbitrator within the consortium on scientific matters.

Box 3: Provislonal international scientific committee

Expeort Institution Area of exnertise
Reynaido Holder Pan American Health Organlsation (PAHO) Integrated healthcare nelworks
Herndn Montenagro World Heallth Organisation (WHO) Integrated healthcare nelworks
Juan Garay European Cornmisslon Health policies '
Alicia Ugs - Escola Nac. de Satde Péblica FIOCRUZ, Brasil Health qualily and evaluation
Asa Cristina Laurell Universidad Auténoma Metropolitana, Mexico Health policlas

School of Public Health, The University of Texas
Nuria Homedes Healih Sclence Centre at Houston y Health services assessment

Project management and coordination mechanisms

To ensure that a genuine team is formed and the project Is coordinated and managed effactively, a sarigs of
mechanisms will be needed to put in place: :

- Biannual meeting of the project management committee; -

- Annual meeting of the national sclentific committee meetings;

- Annual meeting of the international scientific committee meetings;
- Administrative and financial support;

- Annual action planning;

- Web site; )

- Permanent communication {web site, e-mails, phone calls, etc.).

These mechanisms will ensure that similar data sets are collected and a common explanatory framework is
developed, so that comparalive analysls of the resuits is possible. It will also aliow to monitor progress of the
WPs and to make sure progress Is made according to plan.

In general, meetings and workshops intend to build capaclty and also to facilifate an optimal transfer of results
from the previous phase to the subsequent one. Moreover, they should allow for identification of problems that
emerged while working on the different work packages and are part of the project review about its
advancement. The organisation and location of the workshops will allernate between the Latin American
countries. Workshops will last an average of 10 calendar days and the estimated number of participant is 2
people per bensficiary. :

The project management committee will mest every six months in order to monitor progress and it will make
sure that project objectives are fulfilled and will make decisions on the overall management of the project. It will
discuss potential problems and solutions. These meetings will take place in the framework of the project
workshops. They may meet more frequently, via teleconferance if needed according to the circumstances.

National scienlific commiltes meetings will meet annually In each country in order to address emerging issues.

The international scientific committee will meet annually in order to provide an external review of the quality of
the project’s processes.

Each partner will elaborate a detailed action plan at the beginning of every ysar and an activity and financial
report at the end of the year. Those reports will feed the project’s global technical and financlal reports that the
project coordinator will submit periodically to the EC, The project management office will provide support for the
development of these reports. .
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A project web site with secure Intranet will be created for the project to ensure a) a wide dissemination of the
project and its results and b) facilitated exchange of information and communication among partners throughout
the project. This tool will further permit saving information (documents, audio files, etc.), holding chat sessions
with partners and using a forum board to post comments and suggestions. The web page will provide
information on;

- Research project in general

- Preliminary and final results reports

- Research protocols and instruments

- Documents relating to dissemination activities (i.e. workshop programmes, papers and documents
provided; papers, newsletter, etc.)

- Diractory of all participants

- Links of interests

- Research and dissemination activities timetable

-« Follow-up of activities and their resuits

Permanent communication will be maintained among all participants by extensive use of emails, web site and
conference calls befween the project management committee meetings and the workshops, to ensure that there
is continued communication between researchers within WPs, as the researchers will be working on their
individual work packages, so fargely in thelr own workplaces. Conference calls will be used when urgent matters
need to be discussed. It is intended to set up a Volce over Internet Protocol (VolP) communication structure
{e.g. using Skype) that also enables video conferencing and simplifies communication within the consortium,

Working languages. The working languages will be Spanish and Portuguese, with periodic reports fo the EC
belng produced In English, Dissemination activities will be conducted In any of the three languages depending
on the context and circumstances,

Gender Issues. Thé project takes into account the European policy of equal opportunities between women and
~ men. It will promote gender equality both in the process of research as well as in the subject of the research.

The pfoject will take the gender mainstreaming strategy of the Commission as a basis for integrating the gender
issuss in the project. It wilt address gender issues in the substance as well as in the process, as described
under.

Interaction with European Commission Services/Agencies. In the context of the policy relevance of the
research being carried out, the consortium will use appropriate mechanisms to ensure dialogue with
Commission policy-makers and to guarantee regular and appropriate contacts with relevant Commission
servicesfagencies. This may include i.e. meetings, briefings and informal contacts between the consortium and
relevant Europsan Commission services and representatives.

Workshops and meetings as part of capacity building activitles

Capacily building Is a fransversal component of the project that will take place throughout its implementation
addressing policy makers, researchers and heaith professionals. In addition to other activilles (described in WPs
1-6 and B.1.3.1), it encompasses workshops and meetings with different participants and contents summarised
in Figure 4.

Policy making capacily building. a) training of the members of national steering committee by means of
workshops to enhance their active participation In the action research process (7 training sessions, 7 tralnees
per country; b) 5 National scientific commiltee meetings to facllitale the ownership of the research and ensure
that emerging issues are addressed by key stakeholders in each LA country (30). They will coincide with the
project workshops in the host country and the estimated number of participant Is 5-7 members; ¢} 5 country
workshops in each participating Latin American country (30) addressed to main stakeholders 1o disseminate the
project and its resuits along Its development; ¢) an International Conference for regional dissemination of resuits
to reglonal and national policy makers at the end of the project. The estimated number of participant is 2 people
per henficiary (apart from the general public).

Research capacity building: (a) 9 project workshops planned every 6 months dedicated to train the teams to
develop the skills necessary to conduct every phase of the research and to facilitate the optimal transfer of
results from the previous phase to the subsequent one. Project workshops will tast an average of 10 calendar
days and the estimated number of participants is 2 people per beneficiary, except for the host country that will
have the whole team including the national steering commiltee. The contents of these workshops, organised
alternatively in every one of the Latin American countries will be subsequently used by each LA partner fo train
their teamy; (b) & Internalional scientific commiltee meetings, coinciding with project workshops, to provide
soientific advise on the quality of the project's processes; {c} speclfic training (formal training) of Junior
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researchers by means of workshops, as well as by learning by doing training and close monitoring in order to -
develop research skills (15 training sessions, 3-4 trainess per country); (d) exchange among researchers, that
include, in addition fo the project workshops, virtual meetings and in situ support by paired-partners.

Health professionals capacily building. a) specific training of health professionals to obtain needed capacities for
the introduction of interventions in the [HN of each LA country, by means of a formal training (5 training
sessions, 20 trainees per country), as well as an on the job training and close monitoring by national stesring
commiltee, with the support of partner 2.

Figure 4: Workshops and meetings as part of capacity building activties .
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B2.2 Beneficiarles
BENEFICIARY 1. Consorcl da Salut | d’Atencid Social de Catalunya, Spain

The research co-ordinator; the Health Policy Research Unit (HPRU) is a leading research unit in heaith policy
and health services in Spain, Its main areas of research are: heaith financing and its implications for equity,
infegration of healthcare and its implications for care coordination, quality, access and efficiency; soctal
participation in health systems and migrants’ healthcare. The HPRU is involved in the development of a
muitidisclplinary approach to health systems research and is a member of the Health Research, Teaching and
Extension Network for Latin America {REDIDESAL).

HPRU forms part of the Consorci de Salut i d'Atencié Social de Catalunya (CSC), a public enlity that groups
public health providers of the Catalonlan national health system. The CSC has contributed to the modernisation
of the national health system in Catalonia, promoling the decentralisation by increasing autonomy and ¢o-
responsibilily In healthcare management, CSC has a collaboration agreement with the PAHO lo provide support
regarding the introduction of IHN in the Americas. The CSC has wide experlence in international research
projects among them the ongoing Equity-LA project as a coordinator {(FP7-SICA Project 1D.223123), and other
EC funded projects as participant (See page no. 37).

The CSC will be the project coordinator; hence will be responsible for the overall coordination and the scientific
supsrvision of research activittes. It will lead WP1, WP2, WP4 and WP7, and WP5 together with ITM (Belgium).
The CSC also will provide scisntific support to UChile,

Staff involved in the project

Principal investigator: M. Luisa Vazquez MD, PhD, MSg, is head of the HPRU and has conducted research and
training in the field of public health and heaith systems in Latin America for the last 25 years; first as a
researcher of the University of Heidelberg and then as lecturer at the Univarsity of Liverpool, before moving to
Spain in 1998. She has wide ranging experience in aclion-research, qualitative research methods and
population surveys in health systems and services research. She has been the principal investigator in several
research projects financed by the European Commission; and is the coordinator of the current Equity-LA
project.

ingrid Vargas, BA Econ, PhD, MSc is a health economist and researcher at the HPRU, Her areas of expertise
are integralion of care, equity and access to healthcare, health financing and heaith system reforms she Is one
of the main researchers in Equity-LA.

Marta B. Affer, BPharm, BA Anthrop, MPH and current PhD candidate, researcher at the HPRU, with
experlences in quantitative methodology, systematic reviews and mela-analysis, as well as the design of tools
for quality of care assessment. Her PhD thesis is on continuity of care between care levels in different
healthcare contexts in Catalonla. She Is research feliow in the current Equity-LA project.

Selected publications

Aller MB, Vargas |, Waibel S, Coderch-Lassaletta J, Sanchez-Pérez I, Llopart JR, Colomés L1, Ferran M, Garcla-Subirats |,
Vazquez ML, Factors associated to experienced conlinuily of care between primiary and outpatient secondary care in the
Calalan public healthcare system, Gac Sanit. 2012 (accepted),

Vargas [, Unger JP, Mogollén-Pérez AS Véazquez ML. Effects of managed care mechanisms on access to heailhcare in
Colombia: resulls from a qualitative study. Int J Health Plan Manage. 2012 (accepled).

Walbel 8, Henao D, Afler MB, Vargas |, Vazquez ML, Whal do we know about patients' perceptions of continuily of care? A
meta-synithesis of qualitative studies. Int J Qual Health Care. 2012 Feb;24(1):39-48,

Vazquez ML, Vargas [, Nufio R, Toro N, [Integrated healthcare organisallons and olher example of collaboration among care
providers. Informe SESPAS 2012. Gac Sanit. 2012;26(8):94-101.

Unger JP, Vargas 1, Vazquez ML. Improving clinical declslon making. In: Unger JP et al. International Health and Aid
Policies. Cambridge: Cambridge University Press; 2010. p.226-233,

Vargas |, Vézquez ML, Mogollén AS, Unger JP, Barrlers of access o care in a managed competiion model: lessons from
Colombla. BMC Heallh Serv Res 2010; 10:297-308,

Letelier MJ, Aller MB, Henao D,et al. [Deslgn and validalion of a questionnalre to measure continuily between care levels
from the user's perspective]. Gac Sanit 2010; 24{4): 339-348.

Delgado ME, Vazquez ML, Vanderlsi L. [Quality of healthcare according to social actors' frameworks of meaning In
Colombla and Brazil). Rev Salud Publica (Bogota) 2010; 12(4): 533-545.

Vézquez ML, Vargas |, Unger JP, Mogollon AS, Silva MRF, Paepe P. integrated heaithcare networks in Latin America: a -
framework for analysis. Rev Panam Salud Publica f Pan Am J Public Health, 2009; 26(4): 360-7.

Henao D, Vazquez ML, Vargas 1. [Factors Influencing coordination among heaithcare lovels according to the opinion of
healthcare managers and heallh professionals], Gac Sanit. 2009; 23{(4): 280-6.

Terraza-Nifiez R, Vargas |, Vézquez ML. [Coordination amang healthcare levels: systemalization of tools and measures),
Gac Sanil 2008; 6(20):485-495,

Vargas [, Vazquez ML, [Barrers and facilitators for healthcare coordination in Iwo inlegrated heallhcare organisations of
Catalonia). Gac Sanit 2007; 21(2):114-123.

Vargas |, Vazquez ML, Jané E. [Equily and Heaith syslems reform in Latin Amerlca). Cad Saude Publica, 2002;16(4): 927-
037,
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BENEFICIARY 2: The Prince Leopold Institute of Troplcal Medicine, Belgium

The Prince Leopold Institute of Tropical Medicine (ITM) Antwerp is one of the world's leading Institutes for
training, research and technical assistance in tropical medicine and healthcare in developing countries. In total,
the Institute employs about 418 FTE (77 staff in the public health department, of which 55 scientists),
technicians and supporting personnel and has an annual turnover of € 52,3 million (ITM Annual Report 2010).
The Department of Public Health Is structured Into two research groups (Group Health Systems and Group
Epidemiology and Disease Control). The department's research priorities are primarily based on the relevance
for healthcare systems in developing countries, on the core values of primary healthcare - the universal right of
every person fo accessible, effective and high quality health services - and the pursuit of added value or
innovation in international health policies. The department's research porifolio covers the domains of health
policy, access to care, quality and human resources, and disease control. The ITM has wide experience in
international research projects, many of them funded by EU: Equity-LA (SICA Project 1D.223123); HESVIC
(SICA Project [D.222970); NIDIAG (SICA Project ID. 260260). ITM is also member of the Health Research,
Teaching and Extension Network for Latin America (REDIDESAL). ‘

ITM will lead WP3 and WP8, and WPS together with CSC (Spain); it will contribute to the other WPs and will
also provide sclentific support to UNR (Argentina). .

Staff involved In the project

- Prof. Jean-Pierre Unger, Dr. Plerre De Paepe and Dr. Patrick Van Dessel belong to the Unit of Public Sector
Healthcare of ITM's Department of Public Health. Together they recently published on the health systems of
Costa Rica, Colombia and Chile. Moreover, they are involved In the ongoing Equity-LA project, and the project
HESVIC (Heallh system stewardship and regulation in Vieinam, india and China), a project focusing on
stewardship and regulation as it relates to governance of health systems in policy and practice. They

Principal Invesligator: Prof. Jean-Plerre Unger, MD, MPH, PhD and Senior Lecturer, is a specialist in health
services organisafion and has experlence in national health planning activities in Latin America, Asia and Africa,
He provided scientiﬂg guidance for health systems development in different countries.

Dr. Pisrre De Pagpe, MD, MPH, is an expert who worked in health district development and health sactor reform
in Latin America for over two decades. He coordinated PHGC programmes in Peru and Argentina, and provided
technical assistance to the Ministry of Heaith of Ecuador during the health sector reform.

Dr. Patrick Van Dessel, MD, MPH, is a public health specialist who has worked in several African countries and
in Bollvia, and presently in the HESVIC project in Asia. -

Selected publ!caﬁons '

Unger JP, De Paepe P, Van Dessel P, Stolkiner A. The production of critical theorles in Health Systems Research
and Educatlon. An epistemological approach to emancipating public research and education from private interests.
Heallh, Cult, Sec. 2011(1)%1-28.

Unger JP, De Paspe P, Sen K, Soors W. Internalional Health and Aid Policies. The Need for Alternatives. 1st ed,
Cambridge: Cambridge University Press; 2010,

Unger JP, De Paepe P, Buitron R, Soors W. Costa Rica: achievements of a heterodox health policy. Am J Public
Health. 2008(4):636-43,

Unger JP, Marchal B, Green A. Quality standards for healthcare delivery and management in publicly-oriented heaith
services. Int J Health Plan Manag 2003; 18; $79-S88.

Unger JP, De Paepe P, Gresn A. A code of best practice for disease control progrémmes to avold damaging
healthcare services in developing countriss. Int J Health Plan Manag 2003; 18; $27-839.

Unger JP, Van Dormael M, Crlel B, Van der Vennet J, De Munck P. A plea for an iniliative to strengthen family
medicine in public healthcare services of developing countries. Int J Health Serv 2002; 32(4): 799-815. :

Silva HT, De Paepe P, Soors W, Lanza OV, Closon MC, Van Dessel P, Unger JP. Revisliing health policy and the
World Bank in Bolivia. Glob Soc Polley 2011 22-40.

De Paepe P, Aguilar &, Echeverrfa R, Unger JP. Ecuador, the silent reform. Int J Health Serv, 2012:42(2):219- 33,

De Paspe P, Soors W, Unger JP. International ald poficy: public disease control and private curalive care? Cad
Saude Publica 2007; 23(Sup. 2):5273-8281.

De Groote T, De Paepe P, Unger JP. Colombla: In vivo test of health sector privatization in the developing world. int J
Health Serv 2005; 35(1): 125-141.
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BENEFICIARY 3: Universidad del Rosario, Colombia

The University of Rosario (URosario) is a private non-profit instilution, founded in 1653, and has been certified
with the Institutional High Quality Accreditation by the Colombian Ministry of Education. Furthermore, the
Universlty has been the first one in the country applying for a certification of high quality in research, awarded by
the European University Associalion in 2008. The University is a teaching institution that carrles out research
and has an important extension policy. In URosarlo, of the 31 research groups, 28 are officially recognized by
COLCIENCIAS (Colombia Institute for Science and Technology Development). The Urosarlo has developed
experience in international cooperation projects, aiming at reaching academic excelfence, institutional
strengthening and development of scientific knowledge, funded by the EU, 1DB, PAHO, PNUD, among others.
URosario is member of the Research Network, Teaching and Health Extension for Latin America (REDIDESAL).

URosario has participated in several international research projects in the framework of EU ALFA programme or
FP6 and FP7: EVAL-HEALTH (Project ID. 261389) and the current Equity-LA (SICA. Project 1D.223123); The
School of Medicine and Health Sclences addresses the understanding of soclal dynamics and health policy
related public health, community heaith, and clinical research, The School has become a national reference for
the formulation of public policy for vulnerable populations,

URosario will ba involved in WP2-4 leading the project In Colombia, and will contribute to WP1 and WP5-7.
URosario will also provide scientific support to UV. (Mexico).

Staff invoived in the project

Principal Investigator: Amparo Mogollén, BPhy, PhD is sanior lecturer and researcher at the Research Centre in
Health Sciences at the School of Medicine and Health Sciences in the University of Rosario (URosario). She is
- member of the research group State, Public Pollcy and Social Participation of the URosario, She has wide
expertise in training and health policy research with a special focus on access to healthcare, Integration of care
and vulnerable population and is the leading scientist in current Equity-LA project in Colombia.

Angela M. Pinzén MD, MPH, PhD, is senior lecturer at the same research centre and has conducted research
and training In the field of public health for over ten years. She has worked in Latin America, the USA and Africa
in child heaith. She has wide experience using quaniltative research methods, in panicutar conducting
population surveys in health.

Virginia Garcla, BPhy, MAAnthrop, is a lecturer at the Research Centre in Health Sciences at the School of
Medicine and Health Sciences and has experience in community health, anthropology and qualitative research.
She also participates in Equily-LA.

Selected publications

Vargas 1, Vazquez ML, Mogollén AS, Unger JP. Barriers of access to care in a managed compelition model: lessons
from Colombia, BMC Heallh Serv Res 2010; 10: 297-308.

Vargasl Vézquez ML, Mogollon AS. [Access to healthears in Colombia]. Rev salud publica; 2010 12 (6). 701-12.

Vézquez ML, Vargas |, Unger JP, Mogollon AS, da Siiva MRF, De Paepe P. [Integrated healthcare networks in Latin
America: a framework for andlisis]. Rev Panam Salud Publica f Pan Am J Publlc Health. 2009; 26{(4). 360-7.

Mogolién AS. [Reftections on public health]. Bogotéa: Universidad del Rosarlo, 2009, p.1 60.

Vargas |, Vazquez ML, de la Corte P, Magollén AS, Unger JP. [Reform, equily and efficiency of heaithcare systems in
Latin America. An analysis to Inform the Spanish aid, 2008 SESPAS Report]. Gac Sanit 2008; 22 (Sup! 1):224-30.
Mogellén AS, Vazquez ML, [Factors affecting access to hea!lhcare institutions by the internally displaced population in
Colombla], Cad Saude 2008; 24(4):745-564.

Hofferth SL, Pinzon AM. Do nonresldential fathers’ financial support and conlact improve children's health? J Fam
Econ Iss 2011; 32:280-95,

Pinzon-Rodon AM, Koblinsky 8A, Hofferth SL, Pinzon-Florez CE, Bricefio L. [Work-relaled injuries among child street-
laborers in Lalin America: prevalence and predictors]. Rev Panam Salud Publica / Pan Am J Public Health. 2009;
26(3):235-43,

Pinzon-Rondon AM, Hofferth S, Bricefio L. Children working in the strests of Colombian Cities: Different pathways to
the street lead o diffsrent populations. Child Youth Serv Rev. 2008 30(12):1417-24.

Parra C, Garcla V, Insuasty J, {Life experlencas of women with breast cancer chamotherapy]. Rev Colomb Pslg 2011,
40(1): 65-84,
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BENEFICIARY 4: Instituto de Medlcina Integral Prof. Fernando Figuelra, Brazil

The Instiluto de Medicina Integral Prof. Fernando Figueira (IMIP), a non-profit non-governmental institution
created in 1960, is recognised by the Brazilian Ministry of Education as a teaching academic hospital and by the
Ministry of Health as a referral hospital. The IMIP's main research fields are: heallhcare delivery; epidemiology,
mother and child health, evaluation of health programmes and policies and community based projects.
Furthermors, IMIP offers undergraduate and postgraduate programmes on mother and child health, intensive
and palliative care and health evaluation. Along with care delivery and teaching, research makes up the tripod
that supports the IMIP's instilutional mission. Its research board aims to coordinate, guide and support the
development of research and knowledge production. The scope of activities has been extended within the last
years, now consisting of seven research groups registered in the Nattonal Council for Scientific and
Technological Development (CNPq) among them the Research Group for Healthcare Evaluation. IMIP has
participated in various research programmes funded by different national and international funding bodies such
as the Brazilian Ministry of Health or the European Unlon. For instance, INCO 97 (IC1 8-CT98-0340). The IMIP
Is one of the participants of the ongoing project Equity-LA (223123)

The IMIP will lead the project in Brazil, being responsible for WP3 and the quantitative part of WP2 and
contributing also to WP1 and WP5-7. IMIP will provide scientific suppor to UDELAR {Uruguay).

Staff involved in the project

Principal Investigator: /sabelfa Chagas Samico, MD, MSc¢, PhD is a pediatrician, lecturer and researcher at the
IMIP. She is the coordinator of the Research Group on Healthcare Evaluation of the IMIP as well as of the
Master's program in Health Evaluation. She has experience in the fisld of medicine and public health, with
special emphasis on health evaluation care program evaluation and maternal and child health. She has been
developing work In the area of implementation of health services and programs.

Farnando Antbnio Ribeiro Gusméo Fitho, MD, MSc, PhD. He is the coordinator of the Medicine course of the
Universily of Pernambuco and teacher at postgraduate programs offered by IMIP; member of the Research
Group on Healthcare Evaluation; as well as the Epidemiology Unit. His research areas primarily regard health
services research and public health,

Selected publications

Vidal SA, Samico |, Frias PG, Hartz ZMA. An exploratory study of the costs and conseduences of pranatal care in the
Family Health Program. Rev Saude Publica 2011 (3):467-74.

Felisberio E, Freese E; Bezerra LCA, Almaida CKA, Samico L. Sustainability analysis of an evaluation policy: the case
of primary healthcare in Brazil. Cad Saude Publica 2010; 26(6): 1079-95.

Natal 8, Samico |, Qliveira LGD, Assis AMJ. Availabiiity study of the human resources training network of Secretary of
Heaith Surveillance of Heaith Minislry. Cad Saude Colet 2010; 18(4); 560-71.

Samico |, Felisherto E, Figuelré AC, Frias PG. [Health assessment: conceplual and operational bases].1st ed. Rlo de
Jansire: MedBook; 2010,

Samico |, Figuelro AC, Frias PG, {Methodological approachas in health evaluation]; Samico I, Felisberto E, Alves CK,
- Natal 8, Fellsberto E, Samico 1. [Interpretalion and analysis of information: use of matrixes, criteria, indicators and
standards]. In: Samico [, Felisberto E, Figueird AC, de Frias PG. {Heallh assessment: cohcepiual and operational
bases]. 1st ed. Rio de Janeiro: MedBook; 2010. p.8g-107.

Vidal SA, Gusmo-Filho FAR, Samico L {Economic evaluation in health). In: Samico |, Felisberto E, Figueiré AC, de
Frias PG. [Health assessment: conceplual and operational bases). 1st ed. Rio de Janelro: Medbook: 2010. p.109-130.

Figuelré AC, Felisherto E, Dubeux LS, Samico 1. [Evalualing assessments: meta-evaluation, an introduction o the
Issug). In: Samico |, Felisberto E, Figuelré AC, de Frias PG. [Health assessment: conceptual and operational -
bases). 1st ed. Rio de Janeiro: MedBook; 2010. p.161-170.

Felisherto E, Carvalho EF, Alves CK, Bezerra LCA, Samico [. [Policies for monitoring and evaluation of primary
healthcare In Brazil from 2003 to 2008: conlextualizing its implementation and effects}, Rev Bras Saude Mater Infant
2009; 9(3): 339-357.

Gusméo-Filho FAR, Carvalho EF, Aratjo Junlor JLAC, [Implementation degree assessment of the hospital urgency
care qualification program (Qualisus)]. Ciencia e satide coletiva; 2010;15(1):1227-38.
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BENEFICIARY §: Unliversidade de Pernambuco, Brazil

The University of Pernambuco Is a public higher education insiitution, established in 1990. Its mission is to
contribute to the sustainable development of Parnambuco through teaching, research and university extension.
The universily's central facilltles are located in Recife, but the university also have decentralised campuses in
several cities of Pernambuco; thus, it is a multi-centric university, made up of 13 units and 3 large teaching
-hospitals, It provides graduate and postgraduate tralning in health sciences, naiural sciences and tralning of
professlonals. The University's vision is to be recognized by soclety and various levels of government for their
contribtition to sustainable development of soclal Issues in ail regions of Pernambuco, dus to its excellence In
teaching and ressarch.

The UPE s the leading participant of the current project Equity-LA (SICA) FP7- HEALTH~2007—B Project
ID. 22_3123) in Brazll.

UPE will be responsible for conducting the qualitative study in WP2-and WP4 in Brazil and will contribute-to
WP1 and-WP5-7. UPE will provide sclentific support to UDELAR (Uruguay) specifically in the qualitative
research component. '

Staff Involved in the project

Princlpal Investigator; Maria Refane Ferreira da Sifva, BSc Nurs, PhD, MSg, is a lecturer at the Umversity of
Pernambuco and the coordinator of the Maternal Health training program. She Is researcher at the Research
Centre Aggeu Magalhaes/FIOCRUZ, where she has parlicipated in different research projects and forms part of
the municipal Laboratory in Support of the Health Decentralisation Process, She has wide experience in the use
of qualitative research methods. She Is the principal investigator of the Equity-LA project in Brazil.

Lia Giraldo -da Silva Augusto, MD, MSc, PhD is senior lecturer and researcher at the UPE, Her areas of
research in public health refer to environmental and occupational health policies.

Selected publications

Vézquez ML, Vargas |, Unger JP, Mogollén AS, da Silva MRF, De Paepe P. Integrated healthcare networks in Latin
America: a framework for analysis. Rev Panam Salud Publica / Pan Am J Public Health. 2009; 26(4): 360-7.

Vézquez ML, da Silva MRF, Mogollén AS, Fdez. Sanmamed MJ, Delgado ME, Vargas 1. [intreduction to qualitative
rassarch in health]. Barcelona: UAB, 2006.p 131.

Vézquez ML, da Silva MRF, Campos ES, Diniz AS, Pereira APC, Veras IL, Arruda IKG. [People’s level of information
and utilization of instilutlonal mechanisms for social participation in heaith in two municipalities of Northeastern Brazil].
Ciénc Saude Coleliva 2005; 10{sup): 141-155,

Vézquez ML, da Sllva MRF, Siqueira E, Kruze 1, Diniz A, Veras |, Perelra AP. [Social participation in health services:
users’ and community leaders’ opinions in two municipalities of Northeastern Brazil). Cad Saude Publica 2003;
19(2):579-591,

Siqueira AAP, Sampalo J, Bedor CNG, Augusto LGS. A -reprodugéo social na salde do trabalhador. o
desenvolvimento de pollticas na fruticultura Irrigada de Petrolina-PE. Satde em Debate, v. 35, p. 281-291, 2011.
Santos SL, Cabral ACSP, Augusto LG.S. Conhecimento, atilude e préalica sobre dengue, seu vetor e agles de
controle em uma comunidade urbana do Nordeste. Cléncia e Salide Coletiva (Impresso) 16: 3129-3140, 2011,
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BENEFICIARY 6: Unlversidad de Chile, Chile

The University of Chile {UChile), founded in 1842, is the oldest highar education institution in Chile, a public
university with internationally recognized high qualily and placed at the top of the Chilean university system with
regard to teaching, research, creation and dissemination, In-all its areas of knowledge. UChile Is the most
renowned Chilean Institution in scientific and technological research. It counts for a third of the sclentific
publications in Chile and is know for the high percentage of compstitive research projects in fields of technology,
humanities and social sciences. )

UChite has wide experience in international research projects in different areas, some funded by FP6 and FP7,
and among them the following projects: CHAGASEPINE (HEALTH-2007-223034), DIVINOCELL (HEALTH-
2007-223431) and ALFA programme. UChile is member of the Health Research, Teaching and Extension
Network for Latin America (REDIDESAL).

The Salvador Allends Gossens School of Public Health at the University of Chile was founded in 1943 and
conhstitutes Chile’s most important training institution in public health research and fraining. Its research,
extension and support in teaching programs contributed to attaining great international prestige. It has been
conducting public health services research into technical teams from different levels of management in the
Chilean health system,

UChile wilt tead WP2-4 in Chile and will contribute to WP1 and WP5-7.
Staff involved in the project

Principat Investigator:Pamela Equiguren Bravo, BMid, MPH and PhD candidate, Is lecturer and head of the
Health Promotion Division of the School of Public Health and coordinator of the Observatory of Gender Equity in
Heallh in Chile. Her research Interest includes gender analysis in health and healthcare and qualitative
research. : : : '

' Oscar Arteaga Herrera, MD, MSc, PhD is head of the Schoo! of Public Health (SPH). He has wide experience in -
health policy and health services evaluation. He has experlence as consuitant for PAHO, BID and World Bank.
His research areas include the analysis of fHN and public health.

Alvaro Lefio Celeddn, MD, specialist in Public Health, belongs to the Health Promotion Division of Public Health
School. He was Deputy Director of the Health Service Arauco. He has conducted research on Infant mortality,
health services evaluation, with mixed methodological approaches. '

Selected publications

Matamala Mi, Eguiguren P Diaz [Tensions and silences in health reform. gender and absent rights) OPS. 2011

Calvin ME, Diaz X, Eguiguren P, Ferrer M, Iglesias M, Olavarria J. [Observatory of gender equity in health. Report
2007-2008). Universidad de Chile 2009,

Garcfa-Calvente MM, Mateo-Rodriguez I, Egulguren P. [The informal system of care in key of inequalily). Gac Sanit
2004; 18(Sup! 1); 132-38. :

Arteaga O, Fuentes A, Toro O, Alarcon A. From the design to imptementation: the case of the Heaithcare Integrétion
Counclis (CIRA) in Chlle. Int J Equity Health 2012(supi):A2,

Unger JP, De Paepe P, Solimano G, Arteaga O. Chile's nsolibaral health reform. In: Unger JP et al. International
Heallh and Ald Policies. Cambridgs: Cambridge University Press; 2010. p.97-107.

Pefla S, Ramirez J,” Becerra C, Carabantes J, Arleaga O. The- Chilean Rural Praclitioner Programme: a
multidimensional strategy to atiract and retain doclors in rural areas. Bull. WHO 2010: 88:371-78. ’

Arteaga, O. [From design to Implementation of public poficies: the case of health reform in Chile]. In Espinosa B,
Watars W. [Soclal change and health system in Latin America). Quito; FLASCO: 2008. p.121-42.

Arteaga, O. [Tendencles In the change of healthcare models and the management of resources in hospitals], In:
Lopez-Arteaga O, Bedregal P, Margozzini P. [Health in the Americas - Chile} Washington DC: OPS/OMS. 2007,
Arteaga O, Mufioz E. [Reglonal health authorily: two years after implementation], Expansiva.En Foco N. 109. 2007.

Arteaga, O. [Difficult path from design to the implementation of health reforms]. Rev Chit Salud Publica 2004;8(1) _

Lefio A, Alvarado N. [Process evaluation of a surveillance program about adverse events in hospitals: Clinica Davila,
Chile}. Rev Chil Salud Publica 2011; 15 (3):135-46.
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BENEFICIARY 7: Universidad Veracruzana, Mexico

The University of Veracruz (UV) is a public higher education institution and the top regional public university in
terms of offer diversification. Since 1980, the Public Heaith Institute, one of its 24 research centres, has held as
its main objectives the postgraduate iraining of human resources and research development in public health,
Since 1984, It has run specialization fraining in public health, now referred to as a Master's in Public Health,
approved by the National Science and Technology Council (CONACYT) for entry in the National Register of
Quality-Approved Postgraduate Courses due to its social relevance, results and longstanding collaboration with
various sectors of soclety. The 8% of the students are from Central and South American countries. UV has
experience in international collaboralion projects among then some funded by EC, for example the ALFA
programme, In different areas of education and research. UV Is member of the Health Research, Teaching and
Extension Network for Latin America (REDIDESAL), )

One of the Public Health instilute research lines relates to the organized social response to healthcare and is

aimed at generating and applying knowledge in matters regarding public health policies, public health services
legal framework, strategic planning and management of health services and programmes, regulation and fiscal

contrél in public health, innovation in healthcare systems and human resources training. The three researchers

who form part of the Equity-LA Il project actively pursue these research areas and two of them also possess the

significant advantage of having held high-level decision-making roles in the country's local health ministries.

UV will be involved in WP2-4 leading the project in Mexico, and will contribute to WP1 and WP§-7,
Staff Involved in the project

Principal Investigator: Angélica Ivonne Cisneros Lujén BA Econ, MSg, in December 2011 completed the
Leaders Program in International Health sponsored by PAHO/MWHO, is senlor researcher teacher in the specific
lines of Public policles with special attention to: social participation In health, social control in health, health
systems, health financing and budgeting, gender in health. She was General Director of Administration of the
Ministry of Health of the Federal District, ‘

Edit Rodriguez Romero MD, MPH, is senior researcher teacher in the specific lines of health systems, health
legislation, tralning human resources for heaith, She was Minister of Health of the State of Veracruz and has
been recognized with the Medal of Merit both state and national Health 2008, which granted both Veracruzana
Soclety of Public Health as the Mexican Sociely of Public Health.

Dulce Marfa Cinta Loaiza BA Econ, PhD, is senior research teacher in the specific lines of Public policies in
health, social determinants of health, gender and hsalth and training of human resources for health.

Eisa Ladron de Guevara, MD, MRegDev, PhD is senior lecturer at the UV, current president of the Veracruzana
Soclety of Public Health and the former director of the Public Health Institute. Her field of research refers to the
analysis and evaluation of health policy and health services.

Sslected pubtications

Clsneros Al. [Social control In health: an analysis from the system access to public information of the Federal and
State of Veracruz Minisiries of Health). Proceedings of the 11th Annual Research Gonference on the Third Sector. In
press.

Cisnaros Al. [The Contralorfa Soclal and access to the public information at local level] In: Martt C. [Selected themes
of and access to information), Xalapa: Instiluto Veracruzano de Acceso a (a Informacion Pablica; 2011.

Rodriguez E. [Actual situation of healthcare services decentralization in Veracruz]. UniverSalud, in press.

Rodrigusz E. [Responsibliities of the Mexican State regarding health Issues}. In: Hernéndez Guerson E. [Selected
topic in Public Health] México: Universidad Veracruzana; 2006. p. 193-210. :
Rodriguez E. [Mexican law in the care of the elderly]. In: Cinta Lozaiza D.M. {Opening doors to aging, from biclogical
to the social). México: Paspariy; 2005. p, 321-328 , -

Cinta DM. [Democracy, accountability and gender]. In: Mart! C. [Selscted themes of and access to information].
Xalapa: {nstituto Veracruzano de Acceso a la Informacion Pablica; 2011, p. 67-79. '

Cinta DM. Soclal determinants of health (book review). Alispepaktli. Salud de la comunidad ; 8(11):70-3.

Cinta DM, Portlllo Cancino Al. [Reflections on gender, health and mass media). Altepepaklli. Salud de la comunidad
2000(9): 25-30, '

Ginta Loalza DM, et al. [Evaluation of the design and operatlon of the open access programme for madical services
and drugs for residents of DF without soclal securily}. Veraciuz: Instituto de Salud Publica; 2008. Unpublished report
180 p. :

Cinta Loalza DM. [The elderly In Veracruz: why do they get sick and die?]. In; Herndndez Guerson E. [Selecled topic
in Public Health). Veracruz: Universidad Veracruzana; 2008. p,109-126.

Cinta Loaiza DM. [The old age: the family's responsibility?]. Altepepakiil. Salud de la comunidad 2006(3): 67-70.
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BENEFICIARY 8: Universidad Nacional de Rosarlo, Argentina

The National University of Rosario (UNR) is a public and autonomous institufion of the Argentinsan Higher
Education System, coordinated by the Natlonal Interuniversity Councll (CIN). It is one of the biggest national
university In the country and carries out teaching and scientific and technological development in all main
branches of contemporary knowledge. The UNR was founded in 1968. Actually the institution includes 12
faculties, 3 Institutes at secondary level and 1 interdisciplinary study centre. Its chief activities include 124
poslgraduate, 63 graduate programs and 15 technical careers.

The Juan Lazarte Institute of Health (ISJL) is a foundation at the UNR, a joint venture with the Town Councii
and the Medical Association of Rosarlo, with the specific purpose of creating a "space for reflection and
practice orlented to the interdisciplinary study of health problems and planning and management of healthcare
services. The main lines of research in recent years have been in the field human resources development,
health services nefworks, primary care, epidemiology, social and institutional actors' representations of the
health sector, appropriate technologies and health policy. The ISIL has developed a very significant internal
network with most of the academic units of the University involved directly or indirectly in health and health
education, which promotes muiti-centric research projects, Its close relationship with the Secretary of Public
Heallh of Rosarlo, as well with other public and private heaith agencies, encourages a sustainable technical
cooperation including development projects, continuous education and operational research.

The Master in Public Health is a postgraduate programme of the UNR founded in 1994 and depends directly of

the Superior Gouncil; the academic supervision is made through the interdisciplinary studies centre (CEl in

Spanish). This programme was certificated twice by the National Councll of Universily Accreditation and

Evaluation (CONEAU in Spanish), The MSP activities: teaching, research and technical cooperation, are usually
" managed by the ISJL.

Staff involved in the project

Principal investigator: Mario Roberto Rovere MD, specialist in international Health, Is the Director of the Master
of Public Health of UNR. He has been reglonai consuitant for Human Resources Development at PAHO/WHO,
former National Secretary of Soclal Policy, and consultant for international agencles in health,

Irene Raquel Luppi BSc Stat, MPH is head of the Department for the Promotion of Research, and academic
coordinator of the Master in Pubfic Health. She has participated in a number of research projects in health
services assessment, human resources, research methodology, and health informatlon systems. She also
provides advice to institutions, students and teachers.

Francisco Leone MD, Public Health speclalist, lecturer of health services management of Master in Public
Health and coordinator of technical cooperation of the ISJL. He was the former secretary for Administration and
Management in the Province of Tierra del Fuego, and has management experience In various health
instifutions.

Alicia Aronna BSc Stat, MPH is research coordinator of the Master of Public Health, director of Health Statistics
of the Secretary of Health of Rosario, and researcher in several projects related to health services assessment,
human resources, and research methodology and health information systems.

Selected publications

Rovere M, Luppi I, Muruaga M. [Technology assessment in primary care: Articulation of the University and the
services for the right to health}. 1st ed. Rosarlo: nst, Juan Lazarte; 2011,

Sacchetil L, Rovere M, [The emergence of modern nursing] Buenos Alres: El Agora; 2011,

Sacchetl L, Rovere M. [Public health in international relations]. Buenos Alres: Ei Agora; 2011,

Penchaszadeh VB, L.eone F, Rovere M. The health system in Argentina; an unequal struggle between equity and the
market. Ital J Public Health; 2010; 7(4):350-8, :

Barten F, Rovere M, Espinoza E. [Health for all a possible goal; mobilized people and commilted governments in a
new global context]. 2nd ed. Buenos Alres: IIED-América Latina Publicaclones: 2009,

Rovere M. [A public health cily model]. Rosarfo: PNUD. Gobierno de la Municipalidad del Rosario; 2008,

Riveros E, Bifarello M, Rovere M, Gonzélez C, Fernandez MC, Tamburrinl MC. [Rosatlo Experlence. Governance
policies), 1st ed, Rosario: PNUD. Gobigrno de la Municipalidad det Rosario; 2008. .

Rovere M. [Quality management of the posigraduate programme in public health]. Washington DC: OPS/OMS; 2005.
Rovare M. [Health Networks, a new paradigm to address the organizations and the communily]. 1st ed, Rosarlo:
Secretarfa de Salud Publica / AMR instiluto Lazarte; 1999.

Luppi 1, Bagglo G. [Multilevel models: an analytical strategy for the study of the popuation heaith problems].Rev Bras
Ep[demiol 2008; 9(1):42-55. .

Bloch C, Luppi |, Aronna A. [Medical labour market]. 1st ed. Rosario: Inst. Juan Lazarte; 2003.

Luppi . [Physician-patient encounter; harmony or confiict?]. 1st ed. Rosarlo: Universidad Nacional del Rosario; 2001.
Aronna A, Luppl |. [Evaluation of health services: preliminary contributions from an epiderniologlcal perspective).
Investigacion en Salud, Pubilicacion Clentifica de la Secretarfa de Salud Piiblica Municipal 20086(1,2).
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BENEFICIARY 9: Universidad de la Republica ~ Facultad de Enfermeria, Uruguay

The University of the Republic (UDELAR), a public and autonomous entity with more than 150 years of history,
Is the first institution of higher education and research in Uruguay, and the only public university. UDELAR, with
more than 80,000 students, is responsible for all public higher education in Uruguay and for 80% of the research
in the country. it collaborates with a wide range of institutional and social actors ta carry out mulliple activities
addressed at the application of knowledge and dissemination of culture. It is accountable to the national
government. it is a member of the Assoclation of Universities of the Montevideo Group and the Union of
Universities of Latin America and the Caribbean. lis Sectorial Commission for Scientific Research (CSIC) aim is
‘the promotion of research to contribute to the solution of public Interest and social inclusion problems. Since
1990, UDELAR has participated in International academic collaboration programmes, including the EU ALFA
programme 1, II, [li, and several international research projects among then some funded by FP7, in different
areas of knowledge, such as CHIBCHA (223678} in health.

The Faculty of Nursing, belongs to University's Health area, was founded in 1950 as the School! of Nursing and
became a Faculty in August 2004. Its iines of research are closely linked with the development of the integration
in the heaith system. Among others, research is conducted on emerging public health and health services
problsms: population ageing, quality of health services, human resources tralning in nursing, primary care
components,

UDELAR will be involved in WP2-4 leading the project in Uruguay, and will contribute to WP1 and WP5-7,

Staff involved in the project

Principal Investigator: Fernando Bertolotto, BA Soc, MPH Is senior lecturer and researcher at the Research Unit
of the Nursing Faculty and coordinator of postgraduate tralning at the Institute of Public Heaith, Epidemiology
and Development at the Universily of Bordeaux - France. He has wide experience in researh and action
research in heath services and urban health policy in France.

Alicia Cabrera, MSg, lecturer and head of the Administration Department of the School of Nursing-UDELAR,
Director of the Speclaily and Master In Heallh Services Management and of the Doctoral Program in Health
Sciences with the National School of Public Heallh of Cuba. She coordinates an international project on the
composition and distribution of nursing resources In Latin America.

Josefina Verde, MSc and Laciurer, Is head of the Postgraduate Centre of the School of Nursing UDELAR, Her
lines of research include Diabetes, and she is ihe coordinator of the project "Prevalence of Diabetes in’
Uruguay”, declared of National Interest by Parliament in 2003, 2004.

Teresa Menoni, MSc, is lecturer and coordinator of the Update on Family and Gemmunity Health course for
Chilean professionals. Her research relates to heaithcare access and vulnerable population.

Selected publications

Berfololto F. [Specifications of the external evalualion of healih networks]. Rhizome Bulleiin national santé mentale et
précarité. Observatoire National des pratiques en Sanlé Menlale et Précarité N°34, 2009, p.16-17: .
Bertolotto F, Pommier J, [Health promotion and local development: action-training workshops]. in: {Health City: a local
approach to reduce social inequallties and territorial heaith). Salnt-Denls: les Editions de.la DIV; 2007. p.84-7.

Cabrera A. [National development plan for nursing human resources). Rev Urug Enferm 2006; 1(1):37-43.

Santana 8, Verds J, Cabrera A, et al. [Trained to a new mode. Managed care experiences]. Montevideo: Ed, de
Enfermeria; 2008, :

Bertolotto F. [The difficuit assessment of *health” networks] La santé de 'Homme — INPES 2004; 369:21-2, Jourber
M, Bertololto F. [Local policies, actions of proximily and mental heaith prevention. Public polictes problems). in:
Joubert M. [Mental heaith, cily and viotence] Parls; OBVIES-Universile Parls: 2003, p.228-61.

Berlolotlo F, Cabrera A, Santanta S, et al. {Manual of standards for the accreditation of nursing services. Quality
Assurance Program] Montevideo; Ed. de Enfermeria: 2000, _

Villar H, Ferrelra C, Ballestero H, Cabrera A, et al. [Decentralization in health, departmental systems of care. Part two.
Human resource tralhing in a program of decentralization] Montevideo: Sindlcato Médico Uruguay; 2008. pp.131-9,
Cabrera A. [Changing the model of care and its implications for hospital management]. In: OPS [Sub-regional Meeting
on Hospital Management in Southern Cone countries, Brazif and France]. Montevideo; OPS: 2003. pp.110-5.

Cabrera A. [Nursing labor market}. Rev Uruguaya Enferm 2001. No. 1y 2.

Cabrera A, Santana S, et al. [[nstitutional diagnesis using prospective analysis methodology]. In: [Health management
services-National experiences. Montevidso: Editorial Mosca. 2001,

Cabrera A. Santana A, et al. In: Carrasco A, Espejo de Viilas R. [HEALTH-WORK. An Argentine-Uruaguayan
contribution to nursing in front of the third millenium]. Montevideo; Ed. Nordda Comunidad: 2000. pp.145-53. Menoni
T. [Heaithcare family-centered]. [Nursing consultation]. [Nursing care process with family focus]. [Diabstes: a
challenge for palionts, their families and health team]. In: [Update on community and family
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B2.3 Consortium as a whole

Roles and expertise of participants to be brought into the consortium

The Equity-LA I project will be undertaken by integrating the expertise of nine project particlpants: two
European and seven Latin Amerlcan. Of those, five are participants of Equity-LA.

The new participating middle income Latin American countries have been selected in order to represent
different types of healthcare systems according to two components that influence healthcare Integration: a) the
degree of segmentation that refers to the segregation of the population into different healthcare subsystems and
institutions'®; and, b) the existence of private participation in the provision of care or insurance management, On
the one hand, in segmented healthcare system, the financial and legal possibility of moving across segments is
limited, and therefore coordination betwsen healthcare providers of different subsystem is rare. On the other
hand, the diversity of healthcare providers' ownership in health system private participated has been found an
important barrler to establish alliances, shared objectives and strategies, and shared clinical co-ordination
mechanisms'®. The six middle income Latin American countries participating in the project represent different
types of healthcare systems according to the dagree of segmentation and private participation (Box 4). In
addition, they also constitute a good geographical representation of Latin America (in the north; Mexico; South
America north-western Colombia; South America eastern Brazil; and south Chile, Argentina and Uruguay).

Box 4: Types of health system selected for Equity-LA Il'proj'ect

Segmentalion degree
integrated Segmented
T [eme
Private participation Uruguay (p++) Argeniing (p++4)
No Mexico

p: privale pariicipalion in provision
Soures: modified from Gldeon el al, 2010%7

The European participants belong to different types of institutions: health system research unit at a public health

providers’ association and a private non for profit academic institution. The Latin American teams combine

private (non for profit) and puble, academic and research institutions. The first five previously proven successful

Equity-LA participants (CSC, iTM, URosario, IMIP, UPE) have been joined by four new participants, all with
~expertise in health system research and healthcare networks.

All participants have been involved in the development of the proposal and have agreed fo form a Consortium
on the basis of clear distributed roles (Box 5), ‘ :

The main feature of the project will be its particlpatory character. Even if leading roles have been distributed
among the participanis according to their areas of expertise, all participants will work as a team, enabling the
project to achieve its objectives, This will be facilitated by the use of project web site, e-mail, video-conferences
and shared research protocols, Participants will be encouraged to seek support from their team participant and
from any other participant. Project workshops, meetings and scientific exchange will be an important opportunity
for sharing expertise, building capacity as well as congolidating a scientific partnership. ‘

The CSC research team will be responsible for the overall scientific coordination, development of research
framework and tools, intra-country and cross-country analysis along with ITM, and the follow-up and sclentific
supervision of the research activities, building upon its previous experience coordinating the Equity-LA project.
At the same time will team up with the UChile team to provide scientific support in the development of Chile's
country study (WP2-4), It wili build upon its research and management experlence, as well as, on a good
knowledge of the Lalin American context. Its areas of expertise include integration of care, coordination and
continuily of care In Latin America (with a focus on diabetes) and Spain (with a focus on COPD), and qualitative
and guantitative research methods and action-research. - . '

The ITM team will be responsible for leading the design and implementation of interventions and the
disseminalion and capacity building strategy dus to their wide experience. Together with the CSC team, 1TM will
lead the cross-country comparative analysis, building upon their previous participation and experience in the
Equity-LA project. Furthermore, ITM will contribute to the overall scientific development of the project and will
team up with UNR to provide scientific support to carry out the Argentina’s country study (WP2-4), bullding on
their knowledge of the Argentinean health system acquired in other projects. Their areas of expertiseinclude
action research, health policy and services research with a focus set on access to effective and quality heaith
services in developing countries,
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Box 6; Participant’s roles of work packages

Parﬁcipant Ne

Inslitution

Participant's roles

Participant 1
CsC

Consorci de Salut |
d'Atencié Soclal de
Calalunya, Barcelona,
Spain

Project coordinator j
Overall sclentific coordinatlon and administration (project management
WP7) _

Davelopment of research framework and tools (WP1)

Sclentific support to Chile: paired with Participant 6 (WP2 -4)
Cross-country analysis (WP5)

Participant 2
T

Prince Leopold Instiluut
Voor Tropische
Genaeskunde,
Aniwerp, Belglum

Contribution to development of research framework and tools (WP 1)
Design Implementation of interventions (WP3) :
Sctentific support to Argentina; paired with Participant 8 (WP2-4)
Cross-country analysis (WP5)

Development of capacily building and dissemination plans (WP6)
Project management and coordination for Belgium (WP7)

Parlicipant 3
URosaric -

Universidad del
Rosario, Bogota
Colombia

Contribution to development of research framework and tools {WP1)
Base-line study (WP2); design, implementation and evaluation of
intervention in Colombla (WP2-4); Scientific suppori to Mexico palred
with Particlpant 7 (WP2 and WP4)

Contribution 1o cross-country analysis (WP5) :
implementation of results dissemination and capacity building plans in
Colombta (WPG)

Project management and coordination in Colombia (WP7)

Participant 4
IMIP

Insituto de Mediciha
Integral Prof Fernando
Figueira, Recife, Brazil

Contribution to development of research framework and tools (WP1)
Quantitative base-line study, design, implementation and quantitative
evaluation of intervention In Brazil (WP2-4); Scientific support to
Uruguay (WP2 and WP4) palred with Participant 9

(WP2 and WP4)Contribution to cross-country analysls (WPE)
Implementation of resulls dissemination and capacily bullding plans in
Brazil (WP6)

Project management and coordination for Brazil (WP7)

Participant 5
UPE

Universidade de
Pernambuco,
Brazil .

Contrlbution to development of research framework and tools (WP1)
Qualitative data collection on base-line and analysis of intervention in
Brazil (WP2 and 4); Sclentific support to Uruguay in this fleld (WP2
and WP4) palred with Patticipant 9 :

Contribution o cross-country analysis (WPS)

Contribution to Implementation of resuits dissemination and capacity
building plans in Brazll (WP8)

Project management and coordination for Brazil (WP7)

Pariicipant 8
UChile

Universidad de Chils,
Santiago, Chile

Contributes to development of research framework and tools (WP1)
Base-line study, design, implementation and evaluation of intervention
in Chile (WP2-4); paired with Particlpant 1

Contribution to cross-country analysls (WP5)

Implementation of results dissemination and capacily building ptans in
Chile {(WP8) _ _ '

Project management and coordination for Chile (WP7)

Participant 7
uv

Universidad
Veracruzana, Xalapa,
México

Contribution to development of research framework and tools (WP1)
Base-line siudy, design, Implementation and evaluation of intervention
{WPR2-4), paired with Participant 3

Contribution to cross-country analysls (WP5)

Implementation of results dissemination and capacity buliding plans in
Mexico (WP8) -

Project management and coordination for Mexico (WP7)

Parlicipant 8
UNR

"Universidad Nacional

de Rosario, Argentina

Contribution to development of research framework and tools (WP 1)
Base-fine study, design, implementation and evaluation of intervention
in Argentina (WP2-4); paired with Participant 2

Contributlon to cross-country analysls (WP5)

implementation of results dissemination and capacily building plans in
Argentina (WP 6) ‘

Project management and coordination for Argentina (WP7)

Participant 9
UDELAR

Universidad de la
Republica, Montevideo,
Uruguay

Conltribution to development of research framework and tools (WP1)
Base-line study, design, Implementatlon and evaluation of Intervention
in Uruguay (WP2-4); paired with Participants 4 and §

Conlribution to cross-country analysis (WP5)

implementation of results dissemination and capacity building plans in
Uruguay (WP8)

Project management and coordination for Uruguay (WP7}
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The URosario team will be responsible for the Colombla country study: data collection and analysis, design and
implementation of interventions, capacity building and dissemination plans in Colombla. Additionally, they will
team up with the UV team to provide support to the development of the Mexico's country study WP2-4) building
upon their acquired experience and knowledge In the Equity-LA project; they will also contribute to finalising the
research theoretical framework, and to the cross-country analysis, based on thelr research experience relating
to access to healthcare, integration of care and diabetes. :

The responsibility for the Brazit country study will be shared between IMIP and UPE. The IMIP team will bo
responsible for the quantitative data collection and analysis, design, implementation and evaluaiion of
interventions, capacity building and dissemination plans in Brazll. The UPE feam will be responsible for the
Brazil qualitative data collection and analysis and will contribute fo the other components of the project, IMIP
and UPE participate in the on going Equity-LA project and building upon the experience and knowledge
acquired in that project, they will team up with the UDELAR team to develop Uruguay’s country study {(WP2-4);
they also will contribute to finalising the research theorelical framework, and to the cross-country analysis,
building upon their research experience in access to heallh services, integration of care and diabetes.

The UChile team will be responsible for the Chile country sludy: data collection and analysis, design,
implementation and evaluation of interventions, capacily building and dissemination plans in their own country.
They also will contribute to finalising the research theoretical framework, and to the cross-country analysis,
building upon their research experience relating to action research, gender analysis and qualitative methods,
diabstes and healthcare networks.

The UV team will be responsible for the Mexico country study: data collsction and analysls, design and
implementation of interventions, capacity building and disseminafion plans in Mexico. They will contribute to
finalising the research theorefical framework, and to the cross-country analysis, building upon their research
experience relaling to health policy research, gender analysis in health and diabetes. .

The UNR team will be responsible for the Argentina country study: data collection and 'analysis, design,
implementation and evaluation of interventions, capacity bullding and dissemination plans in Argentina. They
also will contribute to finalising the research theoretical framework, and to the cross-country analysis, building
upon their research experience relating to human resources development, quality of care and health workers
training. '

The UDELAR team will be responsible for the Uruguay country study: data collection and analysis, design and
implementation of interventions, capacity bullding and dissemination plans in Uruguay. They also will contribute
to finalising the research theoretical framework, and to the cross-country analysis, building upon their research
experience relating to diabetes, public health pelicy and action-research. :

Institutions parlicipating in the consortium hold the necessary complementary skills, have experience inscientific
collaboration and are committed to the research project (Box 6). They will provide working space, time for the
research team {o work on the project, institutional support to dissemination activities and space for national and
international meetings. They have long standing relationship with the health services that will ensure their
involvement In the process of research from the very beginning. [n addition, an ad hoc long standing
collaboration agreement will be established with the health services networks that constitute the study areas.
Furthermore, they will look for complomentary funding, for instance, for additional dissemination activities or to
expand areas of research.

Box 6: Expertize of the participants

1 z 3 4 5 (3 7 Y g
C5G IT™ URosado | IMIP UPE Uchite uy uUNR | UDELAR
Spala Botplum | Ceolomblz Brazil Brazil Chite Heoxico | Argentina | Uruguay
Research methods v v Y v v v v v v
Aclion research ¥ v v v v
Infegration and coordination of care v v s v
Quality of care v v v v
Access lo health care v v v v v v v v v
integrated Heoalth Services Networks v v v v v v v
Heallh servicas evaluation v v v v v v v
Diabetes v v v v v v v
COPD v ¥ v
Gender analysis v v v
Project managemaent v v v v
Training and capacily building v v v v v v v v v
1. C5G, Consorc] do Salul | FAtenctt Social de Calalunya; 2. 1TM, Princa Leopold inslitule of Tropical Medkclng; 3. URosario, Universidad det Rosario; 4. IMIP,

Instilute de Mediclna Integrat Prof Femanda Flguelra, Brazll; 6. UPE, Universidade de Pernambuco; 6. UChile, Universidad de Chile; 7. UV, Universidad
Veractuzana, México; 8. UNR, Universidad Naclanal de Rosario, Argenling; 9. UDELAR, Universidad de La Repiiblica, Uruguay.
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Existing relationships betwesn participants

Many of the parficipants have experience working together previously in this research setling (Box 7). The
project coordinator has collaborated with some participants Involved in the project on many different occasions.
In addition the European participants have a wide experfence and knowledge of Latin American heaith systems
research, and in facilitating policy implementation processes in Europe and Latin America.

Box 7: Participants who have worked together prior to development of the proposal

3 4 6 6 7 8 9
URosarlo | IMIP UPE UChile uv UNR | UDELAR

1 CSC
21TM

3 URosarlo
4 IMIP

5 UPE

6 UChile

7 UV

8 UNR

9 UDELAR ' ‘
1. CEC, Gonsorcl do Salut [ dAencld Sodial de Calalunya; 2. ITM, Princs Leopold institule of Troplcal Medicine; 3. URosarlo, Universidad def Rosaro; 4. IMIP,
Institulo de Medicina integral Prof Fernando Flguelrs, Brazil, 6. UPE, Universidade de Pemambuico; 6. UChila, Unlversidad de Chile; 7. UV, Universidad
Veratruzana, México; 8. UNR, Unlversidad Nacional de Rosario, Argentina; 9. UDELAR, Universidad de La Repablica, Uruguay,

ASENRNANENEN

| Sub-contracting

Project audits and design and maintenance of the project web site, activities that do not concern the research
work itsslf {non core aclivities), but that are needed in order to a) provide to the EC a certificate on the financlal
statements; and b} to ensure a wide dissemination of the project and its results and facilitate exchange of
information and communication among partners throughout the project. Beneficiary N°4 will subcontract the
design and malntenance of the praject web site for the amount of 9750€ and the beneficiaries 1 to 9 (except
beneficiary N°5) will subcontract the audit.

[n compliance with the guide for Financial Issues relating to FP7 indlrect actions, all the heneficiaries will ensure
transparent bidding procedures before selecling a subcontractor, following the principle of the best price-quality
ralio under conditions of transparency and equal treatment. For public entities will foliow the procurement
principles established by their national authorities. Private legal entities will follow the rules that they usually
apply for the selection of procurement contracts, respacting in any case the terms of the ECGA.

Third parties (other than subcontractors)

For the management of funds, the Universily of Pernambuco (UPE) has a prior agreement with the [nstituto de
Apoio a Fundagéo Universidade de Pernambuco by means of which the latter handies the. financial and
administrative tasks of the UPE.

The Instituto’ de Apoie a Fundagdo Universidade de Pernambuco is a non-for profit foundation, created to
provide support to the UPE in managing research and development projects that receive external funding,
. providing the administrative and financlal resources to the University of Pernambuco (UPE) free of charge.
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B2.4 Resources to be committed

The participant institutions will provide a team that will be responsible for the project implementation in thelr own
country and/or for the provision of support to their paired country, will contribute to the cross-country analysis,
implement the capacity bullding strategy, llaise with addilional stakeholders and make sure that the research
objectives will be achieved. For the research to be successful, additional resources are necessary. This is a
health systems action research profect with an important component of capacity bullding: hence, the resources
requested are needed basically for personnel time, training and dissemination activities and for the overall
project coordination and management. -

The budget Includes eligible direct and indirect costs. Direct costs are all eligible costs directly attributed to the
project in accordance with the activities given in the work packages. The requested EC financial contribution
respects the indicated upper funding limits: 75% for RTD activities, 100% for Management and other activities,
This proposal does not require Demonstration activities. Costs are allocated according o the corresponding
type of activity: RTD for scientific activities, MGT for management activilies and OTHER for dissemination and
capacity building.

The total cost of the project, as described in A3, is 7,413,930€ of which 80% corresponds to RTD (5,047,974€),
4% to MGT (293,117€) and 16% corresponds to OTHER (1,172,839€). The requested EU contribution is
5,926,937€ of which 33.3% (1,970,863€) is allocated to capacity building, a iransversal componemt that takes
place throughout the project. Its expenses, mostly personnel costs, have baen budgeted in the corresponding
work packages as RTD (74%) or OTHER (26%).

The budget breakdown is summarised bslow in Box 8. Financial information breakdown cost and
disaggregated by partners in Boxes 9-17,

The difference between participant 1 requested funds and the rest is to cover activities ragarding overall
scienlific supervision and management of the project. Management funds for the project administration include
personnel costs, travel and subsistence (one travel per year to support beneficiarles management activities),
and subcontracting (ceriificated of financial statements). Other subcontracting funds are for Web page design
and maintenance, ' _

Differences between Latin-American participants are due to different indirect cost (20%; 60%; 10%) and
salaries. Furthermore, participants 1-4 have an additional budget allocation fo provide scientific support to the
new participants (6-9).

1. Personnel Costs (3.636.104€)

The cost of personnel assigned to the project represents the main share of the budget, of which 77.6% Is
dedicated to RTD, 4.5% Management and 17.9% to OTHER, The budget includes funding for researchers and
administrative staff, calculated in accordance with the person-months per participant given in the Project effort
by activity per beneficlary (Annex | WT'7). Salaries are calculated based on the unit costs provided by individual
participants. Administrative staff has only been requested for the project coordinator {project manager (30p/m)
and administrative support (30 p/m). '

2. Other direct costs (1.770.761€)
a) Travel and subsistence '

- For project workshops are essential in order to facilitate an oplimal transfer of results from the previous
phase to the subsequent one, to identify problems, and to monitor and control the progress of the project, Thay
are also part of the capacity building strategy not only by facllitating the exchange among researchers but also
by including specific training activities. A workshop has been planned svery 8 manths, totalling 9 workshops for
the length of the project of which 8 are dedicated to RTD activities and the last one to the preparation of the
Regional Conference for the reglonal dissemination of results (OTHER). The last day of every workshop is
dedicated to the project management committee meeting (Management). In addition, the International Scientific
committees will participate in 5 workshops (one per year).

Workshops will last an average of 10 calendar days and the estimated number of participants is 1 or 2 per
benefictary; and, in 5 workshops, also 7 members of the International scientific committee. The budget for the
workshops includes funds for travel expenses on an economy class basis and per diem expenses. Subsistence
costs and accommodation have been calculated for all the activities on the basis that only beneficiary 2 (JITM)
will opt for flat rate according to Financial guide and the dally allowances of the Europsan Commission. The
other beneficiaries will opt for reimbursement of per diem and accommodation costs according to eligible costs,
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Costs have baen calculated on the basis that each meeling will be held at the location of one of the project
participants and, therefare, one of the participants will not require travel costs. The project coordinator has
additional subsistence funds to support the beneﬂmary responsible for preparmg and organizing ihe
corresponding meeling. .

- In sifu exchange

Participants of the previous Equity-LA (1-4) will provide in situ scientific support to partlcipants 6-9 during WP2
and 4. Additionally participant 2 will provide scientific support to beneficlaries 3-9 during the imptementation of
the interventions (WP3). Budget includes funds for travelling on economy hasis (2 -3 travels according to the
beneficlary) and per diem expeanses (RTD.and OTHER).

- For the regional conference. At the end of the project a regional conference will be organised for the wider
dissemination of research results, The international conference will last 3 days. 1 or 2 people per heneficiary will
altend the conference. Two extra days have been calculated to collaborate in the final preparations and
conference follow-up. The budget for the regional conference includes funds for travel expenses on an economy
class basls and per diem expenses (OTHER).

- For natlonal conferences

The budget also includes funding for each beneficlary to altend two national conferences per year (one person).
Funds cover traval, conference inscription and subsistence for 4 days (OTHER).

b) Organization of meetings and workshops

The budget for workshops includes funds to renta meeting room and a catering service. The hosting participant
of the workshop will deal with travel and per diem expenses for the members of the intemational Sclentific
committes {(RTD). .

Country workshops will be held annually in each participating Latin American country to disseminate the project
and its results along its developmeni. Funds have been allocated lo cover the derived expenses.

Regional conference. At the end of the project a regional conference will be organised for the reglonal
dissemination of research results. Funds have been allocated to the hosting pariner to cover derivad expenses -
of its organisation. The international conference wiii last 3 days. (OTHER)

¢} Consumables

Funds requested for stationary include bibliographic materials, paper, CDs, library costs, digital voice recorders,
photocopies and other incidental supplies that are principally expendable in nature (RTD). It also Includes the
ATLAS-ti software to analyse qualitalive data, SPSS software for statistical analysis and Reference Manager to
manage the bibliography references (RTD). The budget also included the provision of basic computer
squipment fo Latin-American participants (one PC for each LA participant) {RTD).

The budget includes funding for training material to national steering commitlee members, junlor researchers
and health professmnals (RTD).

d) Fieldwork

The funds necessary to cover field research activities have been calculated, on the basis of prevlous
experiences on the LA countries budget (RTD):

- to cover the cosls of the professionals and users surveys: supervisors, interviswers, training, travel expenses,
printing of the questionnaires and data entry and processing. It has been calculated on the basis of a sample
size of 692 with respect to health professionals (173 for aach IHN and phase) and 1,568 for ugers (392 patients
per IHN and phase}. -

- to support additional activities of the qualitative study: The budget includes funding for transport for
interviswers and per diem for team members (interviewers, supervisors and observers) that participate in focus
groups and data transcription. it has been calculated on the basis of a sample size of 16 focus groups (8 groups
per IHN and phase) and 60 individual interviews {15 interviews per IHN and phase).

- to design and implement the intervention: transport cost and per diet for trainers.
e) Publications

_The budget includes funding for each beneficiary to cover fees of open access scientific journals and for feaflets,
essential components of the dissemination strategy (2 open access papers per counlry) (OTHER),
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Explanation of specific capacity bullding budget allocation

The project adopis a participatory action research, which means that many decisions will depend on the needs
identified in each phase of the project. Capacity building is a transversal component of the project that will take
place throughout its implementation in fhree main areas: 1) policy making capacity building for the planning,
management and organisation of health systems by involving key stakeholders from the beginning of the
project; generating evidence based tools for the development of policy; and, through research dissemination 2)
strengthen research capacity of all involved institutions in health system research through specific training of
Junior researchers and exchange of knowledge and experiences among senior researchers: and 3) improve
health professional knowledge and skills on care coordination and quality. of care through In-service training
programmes,

In this section, the funds specifically allocated to capacity bullding are described. The main share of the funding
to capacity building are junior and senior researchers' time {personnel costs), allocated to the corresponding
work package WP (RTD or OTHER). ' : :

The capaclty buliding budget allocation is summarised in Box 18 below,

At the beginning of the project a common capacity building strategy will be developed on the basis of the need
assessments carried out by each pariner (0.3% of the requested EU conlribution). The total eslimated effort in
person-month for this activity is 0.625 p/m ovér 6 months per beneficiary imputed to WP8 (OTHER).

Funds for the implementation of capacity building strategy are allocated to the three main areas:

(i) Policy making capacity building (9.3% of the requested EU contribution)

Funds have been allocated to cover expenses of the national steering committee members' training sither as
formal training (workshops) or learning by doing training, conducted by junior researchers under seniors’
supervision. The number of training sessions will depend on the needs of each commitles. Allocated funds have
been calculated for 7 training sessions, of 4 hours each and 42 trainees (7 per country), Formal lraining will take
place mainly during WP2 and the beginning of WP3 and learning by doing training during the development of
WP 2, 3 and 6. This represents a total of 36.3 p/m of junfor researchers and 2 p/m of the senior researchers in
the corresponding WP (RTD and OTHER). The budget also includes per diems for the members fo asslst the
trainings and meetings. Policy making capacity building strategy also includes generation of evidence and its
disseminalion to national and regional policy makers and other relevant staksholders. Dissemination will be
done through natlonal and Internationa! workshops and conferences and through translation of resutts into tools
to inform policy making, such as best practices reports and policy guidelines. The total estimated effort in
person-month aliocated to activilies condlcting to these policy tools (159.6 p/m) of junior and senior researchers
imputed to WP8 (RTD and OTHER).

(i) Research capacity building of the involved inslitutions {20% of the fequesled EU contribution) RTD

Research capacity building comprises: (1} specific training (formal training) of a minimum of 24 junior
researchers (3 per beneficiary) by senior researchers (0.3 p/m imputed to WP 1-5 (RTD)). Funds have been
allocated to 15 sessions; (2) close monitoring to junior researchers by senior researchers (52.6p/m imputed in
- WP 1-5, 12% of senior researchers time (RTD)); (3) supervised participation of junior researchers in all phases
of the research: data collection of the base-line study, design, implementation and evaluation of interventions,
and data analysis (326 p/m imputed to WP 1-6 (RTD)); and (4) exchange among researchers that include
participation in the workshops and in-situ support by paired partner and in situ support on the implementation of
the interventions by beneficiary 2 to pariners 3-9 (see above, travel and subsistence (RTD)).

(ilf) Health professionals’ capacity building (3.7% of the requested EU contribution)

Funds have been allocated to cover expenses of training and monitoring to health professionals during the
implementation of interventions conducted by national steering committes and researchers of each country
team. The number of sessions will depend an the type of intervention to be implemented. Funds have been
allocated to 5 sessions of 4 hours each and 120 health professionals {20 professionals per intervention IHN).
The costs are based on a tolal estimated effort of 101 p/m of senlor and 126 p/m of junior researchers over 14
months imputed to WP3 (RTD). They also include per diem for trainers and reserved funds to remunerate the
in-house consultant if it Is considered necessary/appropriate.

Sub-contracting. (81.750 Euro) (Management and OTHER)

The budget includes funds to subcontract the design and maintenance of the project web site (9,750€) (OTHER)
and the beneficiaries 1 lo 8 (except beneficiary N°6) will subcontract the audit {9,000€ per beneficlary)
(Managemaent),
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B3. IMPACT

B3.1 Strategic impact

B3.1.1 Contributions to the expected impacts listed in the work programme

The project addresses the objective of the FP7 Health Cooperation Work Programme: health specific
cooperation actions of supporting research to improve the efficiency and effectiveness of health systems In
many low and middle income countries, focusing on the two areas of the call: health systems/health services
rasearch and strengthening research capacity building in terms of human resource.

The project focuses on the HEALTH.2012.3.4-1 topic “Research on health systems and services in low-and
middie income countries” and will contribute to the expected impacts of the topic by developing, implementing
and testing a sel of interventions to improve care coordination, continuily and quality in six Latin American
countries, within a participatory and muitidisciplinary action research framework. It will contribute to the
strengthening of health systems increasing their qualily of care and performance, by addrassing an area of high
interest, but so far little explored: the integration of healthcare. ' -

Firstly, In response to policy makers' needs it will contribute to empower national and reglonal declision-makers
it middle income countries in the planning, management and organisation of health systems, not only by:

a) by providing robust evidence on best practices to improve the integration of health services that wil
contribute to the strengthening health systems, but of equal importance )

b) by involving key stakeholders in the process of research from the beginning of the project

¢} by developing tools based on best practices of disseminating information to non-academic public, to allow this
evidence o be translated into healthcare integration policies conducive to more effective heaith systems and
higher quality health services.

Secondly, it wil contribute to capacity building in at least three dom.ains:

1} strengthening research capacily in the field of health systems/health services research by
a) establishing EU-LA and South-South cooperation links
b) specific training of junior researchers

2) health professional knowledge and skills on care coordination and quality of care for IHNg’ through In-service
training programmes and involvement in action research activilies. B

3) pre-graduate and post-graduate public health training for health professionals of involved institutions will
incorporate teaching on adequate strategies to improve coordination of care in networks, particularly for chronic
elderly patients.

Equity-LA Il builds mainly upon the results of Equity-LA, which explored access to the care continuum in IHNs of
Colombia and Brazil and Identified important barriers to care coordination. it will expand the scope of the
research in Colombia and Brazil and will incorporate four new countrles to represent a large array of heaith
systems and IHN. in addition, it bulids upon two other FP7 projects, in which the ITM participant was directly
involved: HEPVIC (PL 517746), which studied key determinants of health policy making, and revealed
mechanisms common to different countries, opening new research avenues; and HESVIC (222970) provides an
insight into how regulation and governance could foster networking healthcare delivery services and into what
can be expecled from a regulatory approach in conjunclion with a managerial one. It provides an array of
methodological orfentations and mechanisms worth being further analysed. Equity-LA Il will also develop
synergies with profecls related to the topic Improving the organisation of health service delivery
(HEALTH.2012.3.2.1) by providing information on best practices of integration between primary and secondary
care and on the effect of new organisational approaches on quality of care, in difforent healthcare contexts also
relevant for EU healthcars systems.

The project contributes to the Innovation Union Pilot Partnership on Active and Heaithy Ageing goals since it will
provide evidence on best practices of care integration, particularly for the management of two diseases highly
prevalent among the elderly: type 2 diabetes and chronic obstructive pulmonary disease (COFD}. It will,
therefore, contribute to improve the performance of healthcare systems by providing effective strategies,
adapted to the context, to improve the coordination allowing for a better life quality for the elderly.
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Spacifically, the project wilt contribute to the expected impacts by:

1. Generaling evidence-hased policies, strategies, practices and interventions to improve integration of care in
Latin American countries , : ‘

Calls for a better integration of healthcare networks have appeared worldwide"**#%®%'%, | response to these,
many countries in Latin America, and around the world, with different types of health systems have issued
policies fostering the introduction of integrated healthcare networks. However, there is practically no svidence
on the effectiveness of available interventions targeted to improve integration of care, and their resulls on
coordination and quality of care, within the context of low and midd!le incoms countries. -

By using a quasi-experimental design; this research will help fill the evidence gap to support health policy
making by providing the first avaliable evidence on best practices of care integrallon in the region. Evidence will
be produced by: "

a) combining qualitative and quantitative methods for analysing thé performance of IHN developed in
different Latin American middle Income countrigs, and evalualing the effectiveness of the tested
interventions;

b) conducting intra- and cross-country comparlsons to henchmark care integralion practices in different
health systems and generate robust evidence for their transferability. The participation of a wide range
of Latin American countries, with different healthcare systems and different development of their
healtiicare networks, will result in a belter understanding of the link between the context of the heaith
systems and the development degree of healthcare networks on the one hand and the different
Interventions and their outcomes on the other.

In addition, despite the growing enthuslasm, there is liltle guidance for planners and decision-makers on how to
plan and implement integrated health systems'®. By developing, tools based on best practices of disseminating
information to the general public or audiences who have little to no knowledge of the subject matter, Equity-LA Il
will empower national and regional decision makers to better translate knowledge, empirical and operational
data into policies and planning conducive to more effective health systems and services, through better
integrated heaithcare networks.

2. Strengthening res'éarch capacily of all involved institutions

The development of research capacity inthe particlpant countries represents an important project component,
encompassing two aspects: generation/consolidation of new areas of research and skills. Healthcare integration
is a priority area for health systems development and research but not much developed in Latin America
research institutions. Equity-LA provided an opportunity to involved research institutions to develop it. Equity-LA
11 will contribute to consolidate this capacity in previous participants' institutions and at the same time, to expand
it to the new participants. It will enable them to identify priority issues on integration of care, quality and IHN; to
carry out research In areas identified as priority research areas in heaith system development In their own
countries, and develop thelr abilitles in applying different research approaches and methods (participatory action
research; qualitative and quantitative methods); and getting evidence into policy and practice, in order to build a
basis for enhanced knowledge-development in their countries. ,

The project brings together participants with different complementary fields of expertise and wiil davelop the
research capaoity, building upon Equily-LA previous experience, among others. New participants would benetit
from the knowledge and experience of the previous research experience on integration of care, access to health
services; old particlpants will benefit from new participants complementary knowledge and skills, such as, heaith
workers training, gender analysis. This exchange will take place at three levels: between European-Latin
America institutions; amongst European research institutions and, amongst Lafin Amertean research institutions.
This Is expecled to be mutually beneficial both for European and Latin American countries.

In addifion to developing the project as a team, in permanent communication and debate, the project includes
the implementation of a training plan, to develop the necessary research skills of parlicipants (based on an initial
training needs analysis). This will include workshops on research methods and tools; joint work among the
teams, in order to share knowledge and skills (in Lalin America and also in Europe) and specific iraining and
close monitoring of younger research fellows by senior researchers in sach country team. Junior researchers
will participate In workshops and where appropriate there will be exchange among participants to be trained in
areas relevant to the project. Moreover, some junior may have the opportunily to pursue formal academic
training In the framework of the project.
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Capacity building will contribute to create a sustainable and attractive research landscape for heallh systemns
and services research, particularly in the areas of integration and guality of healthcare, in the parlicipating
countries. This will Incorporate ethical and gender issuss. '

3. Improving skills and enhancing motivation of heaith workforce

Equity-LA Il will focus on testing healthcare integration strategies at the micro-level, that according to avallable
evidence, seem to be the most effective in enhancing coliahoration across care levels®. The introduction these
integration strategles needs a) to adopt a bottom up approach where health Professionals play a central role in
introducing the changes''® and b) to be based on human resources training'®.

Thus the improvement of health workers skills and increasing thelr motivation will be at the core of the project.
To introduce and test integration interventions an action-research approach wili he adopted, whereby health
professionals will be involved in all phases of the research from the very beginning. Moreover, the core of the
interventlon is the provision of specific training programs for the health workers, aimed at improving coordination
and care quality, and based on their identified needs. This may include, improvement in health workers skills in
the development and use of coordination mechanisms, such as referral system, clinical guidelines, eic; team
work, commumnication skills, and clinical audits, among others,

These two parallel actions will contribute to increased mollvation and raised morale among healthcare workers
to remain in their workplaces, while improving their performance and skills. Moreover, the project will produce
evidence on best practices to train and molivate healthcare workers,

As a collateral effect, and through its links with universities, it s hoped that as a result of the project and in the
medium term, undergraduafe and post-graduate public health training for physiciang and other health
professionals will incorporate teaching on adequate strategies to.improve coordination of care in networks,
"particularly for chronic elderly patients, whereby the pilot IHNs of the project could be taken as demonstration
fields of good practice. ' :

4. Building networks

The research will bring together a diverse range of interest groups and stakehoiders concerned with health
sector organisation at local, national and international levels:, civil society groups, organized users of health
services {e.g. type 2 diabetes patients) and health providers, it is expected that collaborative links established in
each country and between countries wifl continue after completion of this project. ‘

These links together with capacity building activities will increase the probability of implementation of evidence-
based policies, strategies and interventions to improve the performance of IHNs and the quality of their services.
Moreover, Equily-LA It will provide the opportunity to consolidate and expand the networks already established,
that involve policy makers, civil society, and international experts and networks-enhancing the work developed
during the Equity-LA project.

8. Contributing to support towards Millennium Development Goals

Achieving health-related Millennium Development Goals (MDGs) crucially depends on people having access fo
heaithcare to mest their heaith needs. Thus, in Latin America and the Caribbean there is an urgent need to
improve access to quality healthcare services as a condition for achleving the MDGs. Although the Latin
American countries differ in terms of health situation relating to Millennium Development Goals, they face
commen challenges to meet the commitments undertaken: a faster progress towards a substantial reduction in
health inequalities, progress with respect to universal health-care coverage under soclal protection schemes
and an improvement of the quality of resource allocation. With this aim, the PAHO highlights among the guiding
principles for health policy: Improving equity and extension of social protection in health; strengthening haalth
systems capacily to respond to the needs of the population, among others, by building-up a network of services
to make the universal right to health a reality, and ensuring continuily of care between different levels and
subsystems of the health system®* 1%,

6. Lalin American couniries selected fo participate in the study are listed as International Co-operation
Participants Counlrles (ICPC) In the Annex 1 of the FP7 Cooperation work programine. Argentina, Brazil,
Colombia, Chile, Mexico and Uruguay are countries listed in the ICPC. The inclusion of these countries with
~ thair different types of health systems {and subsystems) ensures a combination of public-private in the provision
and Insurance management; different lavels of access to healthcare; and different types of integrated heaithcare
networks. This is particularly relevant because it will allow establishing different relevant contextual factors that
may influence the effectiveness of the interventions and contributes to the innovative potential of the proposal
and ensures both comparability and interoperability of their results.
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‘The research addresses priority Interasts on the national research agenda of the Latin American countries

+ Argentlna: Segmentation and fragmentation of the health system are major problems: primary
healthcare centres provide ambulatory care and refer patients to secondary and tertiary levels of care
according to need, without much coordination either of care or patient flows, and with the shortcomings
characteristic of a fragmented system'’®, The municipalily of Rosario, Santa Fé province, home to the
project participant In Equity-LA 1I, is developing local networks since 2005. The national programme
RemediartRedes promotes the strengthening of provincial healthcare networks.

« Brazll: In the field of Health System and Palicies, the Brazilian Ministry of Health defined research on

~ health system organisation as a priorily research area, with emphasis on Integralion of services,

regionalisation {meaning heaith services networks), intersectorial coverage, access and continuity from
user's perspaciives'’". In addition, the integration of health services is at the core of the newest health
policy in the country %, : : ;

+ Colombla: the Ministry of Health and COLCIENCIAS included research in public health as one of the
action lines of the National Programme of Science and Technology, looking, amongst other issues, at
evidence-based strategies to improve equily of access and to develop integrated healthcare
models*™, Research info and improvement of integrated healthcare networks is a priority for the
Health Secretariat of the Bogota District'’®. The introduction of healthcare networks was defined since
the inception of the system in 1993 and it is at the core of recent legislation on the organisation of heaith
provision®, Moreover, one of the key heaith objectives in Colombia’s latest National Development
Plan'® (for 2010-2014 period) Is to implemant IHN.

o Chile: a recent policy document of the Ministry of Health, "Orientations for Planning and Programming
of Networks In 2012°, mentions the need of a greater articulation among the hospitals of lower
complexity and the municipal heaith teams. Law 19.937 and the AUGE initiative (Law 19.966) also
stress the need for Integration of care across care levels. In the 2011 call for research project financing
of CONIGYT (National commission for scientific and technological research) priority themes include
research on coordination of the healthcare networks, qualily of care and aiming at improving the
arliculation of the network'”, '

+ Mexico: IHNs have been a priority for the Minisiry of Heaith since 2006, when a specific programme
(MIDAS) was launched*! in order to promote the Integration of health services networks. In 2011 the
promotion of THN is one of national health strategies and priorities in the Annual Governmant
Presidency’s report'™®. Because results are still incipient, research on the impact of this public policy isa
pHority. :

o Uruguay. Law 18,211 of 2007 defined the legal framework for the creation of the National Integrated
Health System and the strategic orlentations for the organisation of the provision of care in networks
based on the first level of care. The {HN implemented in Montevideo (ASSE-RAP) can be considered a
large-scale experiment that has so far not been evaluated. Research on Innovative management of
health services pivoting in primary care level, has been established as a priority area by the National
Research Agency'”, .

B3.1.2 Steps to bring about the expected impacts

To bring about these impacts, the following steps will be tndertaken:
1) Develo_pment of sclentific evidence on effective interventions aimed at improving care integration

1. New evidence on the effectiveness of the introduction of specific Interventions to improve care integration;
the performance of IHN relating to care coordination, continuity, and quality of care, particularly relating to
chronic diseases; how contexiual factors relating to health systems and healthcare settings influence these
results; how factors and actors influence the effectiveness of integration strategies In improving care
coordination, continuity and quality, in different health systems and healthcare settings; particularly in the field of
chronic conditions! better understanding of gender issues related to heaith systems structure in order to
contribute to reduce gender inequalilies. : ' '

2. Providing evidence for policy development to promote the emergence of batter quality and better performing
among healthcare providers that will benefit national efforts fo improve healthcare organisation and
effectiveness in the heallh sectlor. -
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Policy récqmmendaﬁons may be put forth:

+ 1o adjust and further develop policies, strategies and mechanisms currently used to progress towards
integrated heaithcare

+ to develop incentives and mechanisms to introduce mechanisms that increase coordination of
instilutions providing healthcare, especially those aiming at coordinating primary and secondary care
levels. This will contribute to a better-coordinated and more sfficient healthcare delivery.

* toimplement stralegies for coordinating heaithcare that take into account the identification, by ali actors
involved, of critical factors that influence care coordination, continuity and quality of care. This is
intended to improve the performance of access mechanisms in place, or to generate new alternatives
seeking consensual sofutions.

¢ fo develop better stratégles to ensure that the views and experiences of users relating to continuity of
care and access to health services are taken into account;

* to set up or improve training programmes directed at strengthening management skills to support
Integration in the health system.

3. Equity-LA 1l will develop health services management know how and test research instruments to
analyse and monitor factors and actors influencing health services performance.

To improve health systems regulation and to make health services work belter, policy makers and health
providers must invest in efforts to measure systems’ parformance and to inform the public on it. On the one -
hand an adequate regulatory framework Is required. Information about the performance of providers is essential
to preserve the heallhcare system and to protect citizen's rights. On the other hand, integration of health
services is a process that takes time and it is essential to learn from IHNs performance evaluation throughout
the process. As already mentioned, there has been relatively litlle systemaltic research on the performance of
IHNs, particularly in Latin-American countries, and even less research with a quasi-experimental design.

This research project will contribute to efforts for providing validated methods, tools and standards to evaluate
the performance of IHN, regarding coordination, quality and continuity of care. The final aim is to assist
governments (in their stewardship role} in their attempts to develop effective ways of not only measuring system
performance, but also in using this knowledge to improve health systems' performance. A tested methodology,
with lools, indicators and standards to monitor IHNs performance will be delivered in the last phase of the
project as a result of the literature review and research carried out at country and cross-country levels,

The performance evaluation framework and standards will be derived from the following principles®®®":
-~ establish measurable goals on coordination, quality and continuity of care based on national targets.

- apply the performance framework to alf levels of the health system, before the intervention (baseline
diagnostic) and after.

- include measures of system operation based on process variable focus on sub- -populations, mciuding
those at higher risk, with particutar attention to women

- ensure data avallabllity and quality

- ensure patients’ perspective is included In the framework and measures

- provide reports that are comprehensible and meaningful to targeted audiences at different levels
Specific measures and strategles will be suggested in the following areas:

a} management, informational, and administrative coordination of care

b} relational, informational and management contlnuity;

¢) quality of care - a combination of structure, process and outcome indicators will be used.

The framework and measures developed will provide validated tools for measuring health organisations’
performance; lo be used, for example, in purchasing agencies' information systems to support the evaluation of
heaithcare provision; in benchmarking initiatives to compare results among providers.
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11} Enhancement of research cooperation links to promote excellence

in order to conduct this research, it Is necessary to develop strong scientific partnerships on basis of mutual
interest, to generate and exchange knowledge needed to contribute to provide a sclentific base for [CPC to
improve their health systems. These partnerships will take place at two levels:

f}

ii}

between European and Latin American research institutions, to enable production and exchange of
knowledge about care integration that will serve as an evidence base that {CPCs can use in improving
their health systems; :

betwesn research institutions and local health services networks involved in the action research process.
This, together with the personnel training plans, will facilitate the process of translating research findings
into practice. .

This will be achieved by:

Research desigh. In the way it has beaen designed (participatory action research), the research will
coniribute to research ownership by Lalin American countries, establishing links between them, and
also with European countries. 1t will contribute to sustainable development and also to strong North-
South collaborative links. Within both groups this collaboration should persist following the project's
culmination.

Improving the research capabilities of universities and research institutions in the field of health systems

- research and health policy analysis in the six Latin American participant countries. Not only by training

and research experience, but also by establishing collaborative links within and among participating
countries. It will have a particular emphasis on improving capabilities to geiting research results into
policy and practice,

Interacling throughout the research process, the project will enhance the collaboration hetween these
research/training institutions, health service providers, policy makers, and civil society organisations
involved in the project, Every research institution invalved in this project has iong-standing agreements
with the Ministry of Health of its own country and with heaith services providers.

Involvement, from the very starf, of policy makers, and other stakeholders, such as health providers,
civil society organisallons and academics in the research process of diagnosis and identification of
solutions of problems in IHNs will facilitate the process of moving from diagnosis to action and getting
research resulls into policy. '

Fostering social ownership of the knowledge generated by the project. This wil be achteved in addition
to involving key social actors, through the wide dissemination of results using materials and means
appropriate to different audiences (including, meelings, workshops, round tables, short reports,
sciantific papers, conferences, etc) and through the integration of research results and methods into the
curricula of universities and health services training programines,

Contributing to further development of collaborating links betweén European and Latin American
countries and within both groups, will open up avenues for fulure sclentific and technological
collaboration. The involvement of PAHO (Pan American Health Organisation) and the coordination with
other international agencies and networks will guarantee dissemination of results beyond the six Latin
Amerlcan counities involved.

Addressing priority areas of research in health systems, sector policy and services management.

The participation of a scientific committes, which will contribute to the scientific excellence of the
research process and at the same time to resuits dissemination

“The gender mainstreaming strategy adopted by the Commission would form the basis for integrating the

gender dimension in the project. Gender aquality and the empowerment of women will be addressed in
two ways: in the process of research, encouraging gender balance In all commitiees as well as in
researchers, data collectors and analysls, and in the substance of research, contributing to enhanced
understanding of gender issues regarding management of healthcare.
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| Ill) Getting Equity-LA It Research results Into Pollcy and Practice (GRIPP)™?

In order (o get an impact on heaith systems performance, special emphasis has been put on getting research
results into practice. Therefore, all participating Latin American research teams have long-standing coltaboration
links with the Ministries of Health of their respective countrigs. In addition, a sirategy will be developed from the
very heginning of the project that will lake into account factors identified as enhancers of health research
utiiization In policy-making: the Interactions across the Interfaces between researchers and policy-makers, the
role of policy-makers as “receptors’, and the need for careful priotity setting {see 3.2), There will be open
access to publications of research results from the beginning through the Webpage. Moreover, tools will be
developed to translate evidence on best practice of integration of care into innovative and effective policies and
practices for better organisation of IHN In Latin America.

Policy tools and guidelines wiil be developed fo help policy makers to better translate knowledge, empirical
and operational data into policies and planning conducive to more effective health systems and services,
through the improvement in the integrated heajthcare networks. Thase guidslines will include strategies on:
policy advocacy, involvement of stakeholders, use of evidence, scaling up small scale examples.

Potentlal users of research results include Eurcpean Commission, Health Ministes and Public Health
inslitutes of Members States, International and national policy makers and other stakeholders (WHO/PAHO,
Health Ministries of ICPC) external funding agencies and NGO which support health sector policies aimed at
improving integrallon of care and quality of services; local integrated heatthcare providers; finally, the results wil
be used by scholars to enhance understanding of the relationship between integrated healthcare providers, on
the one hand, and overall health sector organisation and development in middle income countries on the other.
Most of the researchers in the project have academic lasks and will apply the generated knowledge in their
tralning courses, where possible taking pilot iHNs as practical demonstration fields.

B3.1.3 European and international approach

~ This research aims at achieving sclentific excellence by bringing together international, muiti-disciptinary
institutions in carrying out the research. It will analyse the effecliveness of different integration strategies in
improving coordination and quality .of care in IHN in different national and health systems contexts, This
objective can only be achisvad through European-Latin. American collaboration, as was already shown in the
previous Equity-LA project. On the one hand it will allow cross-countries comparisons to establish relevant
factors for different health systems and care settings, to benchmark interventions and to establish best
practices. On the other hand, it will allow building upon the European experiences of integration and research.
Several European health systems have a long experience in care coordination In different health systems:
Spain®, Sweden'®, Netherlands'™, UK™® and Belgium™®. Moreover, the European parlicipants are involved
in several related research projects.

Through a European and multidisciplinary approach, whereby economists, businass administrators, sociologists
and health professionals are involved in the design and imptementation, the project will;

- bring together existing knowledge on integration of heaith services and pariicipatory action research
from expert institutions in Europe and Latin America. The heallh systems of the EU reftect values of
universal access {o good healthcare, solldarity and equity.

- foster exchange between participants to maximise expertise and shared learning

- genserate new knowledge on integration of healih services and high quality services from case studies in
countries involved

- generale new research approach and instruments
- contribute to exchange of knowledge, capacity building and network bullding
- getresearch into practice

- develop practical guidelines to strengthen evidence-based policies to improve continuity of quality care
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B3.2 Plan for the use and dissemination of foreground

Research projects often fall to ensure that their findings are used to Inform policy and practice and disseminated
to the greater public. Common weaknesses of knowledge management and poor dissemination of resuits can
lead to an insufficient impact on practice palicy. A separate work package (WP8) s dedicated to knowledge
mahagement, with a plan for the use and dissemination of results of the project In order to ensure that their
findings are disseminated to the greater public and changes conducive to belter coordination and more qualily
of care are implemented into policy practice. This will include different mechanisms, which will involve all the
stakeholders, :

The dissemination ptan will again follow the framework proposed by Gonzalez-Block and Hanney and
Kuruvilla'® 1% to build successful dissemination strategies (Fig. 5). This strategy has produced the desired
restlts in the on-going Equity-LA project and will thus also be adopted in Equity-LA H.

Figure 5: Strategies for the utilization and dissemination of research results
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{A'd‘a'pted from Gonzalez-Block and Hanney and Kuruvliia"*'*

Stage I. Priority sefting and project specification with policy-makers
Engaging with key stakeholders {policy makers, health professionals, civil sociely, potential users efc.)

Stage Hl. Building networks of colfaboration between stakeholders In the research process

a) networks of key contacts among relevant organisations (academics, government, civil society organisations,
stc.} in the 6 LA countries and international agencles and networks, such as EC, WHO/PAHO, World Bank,
ALAMES, etc,; ’

b) commiltees at national levels to allow researchers and policy-makers to discuss Issues; '
¢) provision of periodical policy briefing for policy-makers in research process.

Stage lll. Primary outputs from research

Primary outpuls from research will be disseminated to user groups through specially designed materiais and
machanisms, including: meetings, workshops, round tables (with brlef summary reports) of key findings and
policy recommendations, participation in regional andfor international meetings, ‘Webpage, a book, short
reports, research papers in peer-reviewed journals elc,
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Stage IV. Pollcy maker secondary outputs

The secondary outputs are policies and strategies oriented at national (policy briefs) and local policy makers
-and IHN,

Stags V. IHN and health professlonal's applications

Managers and health professionals will develap and apply new evidence-based practices regarding coordination
and quality of care. This process will be twofold: a) promoted by the changes in policy framework and guidelines.
(stage 1V}, b) parficipating in the definition and implementation of interventions, which will help to bridge the
theory-praclice gap.

Stage VI, Final outcomes

Final outcomes expected from this research are increased inlegration of healthcare delivery systems and
increased continuity and quality of care, with gains in access lo healthcare. It is expected that the intra-country
analysls of the results of the micro-level interventions on care coordination, quality and continully, particular in
chronic conditions, in the six Latin American countries and a subsequent. cross-country analysis with
recommendations an effective interventions for policy makers will contribute, in the medium and long term, to an
improvement of their in these three tracer indicalors an In the field of chronic conditions.

B3.2.1 Management of knowledge

Mechanisms for the management of newly generated knowledge that will be considerad are:

a) Round tables in the 6 LA countries to discuss preliminary resuits and bring together researchers and a
variety of local and national interest groups (policy makers, managers, and civil soclely organisations).

b) Meetings and workshops (with brlef summary reporis) of key findings and policy recommendations to
local and national interest groups as a tool for improving integrated delivery systems’ performance.

¢) Participation In regional and/or international meetings concerned with health sector organisation and
policy will be undertaken, to disseminate methods and findings for comparative research in other
countries, relevant to donor agencies and other governments.

d) Short reports and research papers, peer-reviewed journals and other relevant publications for
dissemination among the academic communities. '

€) Building networks of key contacts among relevant organisations (academic, governmental, non-
governmental, civil society, including users' organisations etc.) in the 6 LA countries and other Latin
American countries and internalional agencies, such as the PAHO, World Bank, WHO, EC -etc, and
coordinating with already established networks.

f} Specific materials and meetings, where appropriate, with local and national stakeholders on . partial
resuits in the 6 research countries well as, including comparative results.

g) A best practices report on care integration in the region.

h) Integraﬁn'g research results into capécily building prdcesses in research and training {in related areas)
at the heaith services and training institution tevels.

i} Policy guidelines will be produced to ensure that results inform palicy making. These guidelines will
- Includs strategies on: policy advocacy, Involvement of stakeholders, use of evidence, scaling up of
small scale pilot examples.

| 83.2.2 Management of intellectual property agreament

A management of intellectual property agreement wiil be developed and signed by all participants in order to
promote a clear understanding of their respective intellectual property righls over project's results. The
ownership shares, use of results, authors’ rights and responsibilities, and general procedures will be clearly
stated. The agreement will regulate inteliectual property related to the book on project restilts, papers in peer-
reviewed journal and sclentific databases generated. The agreement will include clauses to proiect
confidentiality of information resulting from the project. More detailed instructions may be provided after the start
of the project.
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B3.2.3 Standard communication materiai to be provided to the European Commission

In support to the communication aclivities of the Commission services, and in addition o a presentation leaflet
that it may initiate, the consoriium will provide to the Commission, within 3 months after the start of the project, a
2 pages Information shaet (double sided A4) which will be drafted in a stendard format communicated by the
Commission, The consortium will also provide an updated version of this information shest on an annual basls.

The commission services may also request one illustration (picture, schema or drawing) fo illustrate such
communication material. '

B3.2.4 Project web site

In support to its activities, including dissemination activities, the consortium will set up a specific project web
site. The structure of this web site will depend on the project specific needs but should contain minimum
information about the project, its objectives, work plan and involved participants. It may confinue and update the
existing website of the Equity-LA project (www.equity-fa.eu). it will also acknowledge European Commission
FP7 support and display the EU flag and FP logo in conjunction with the name and contact details of the EC
project officer assigned and the coordinators contact details. .

.B3.2,5 Open-access

In addition to Article 11.30.4, beneficiaries shall deposit an elsctronic copy of the published version or the final
manuscript accepted for publication of a ‘scientific publication relating to foreground published hefore or after the
final report in an institutional or subject-based repository at the moment of publication. Beneficiaries are required
to make their best efforts fo ensure that this electronic copy becomes freely and electronically available to
anyone through this repository:

- immediately if the scientific publication is published "open access", i.e, if an elecironic version is also
available free of charge via the publisher, or

= within 6 months of publication.

(Special clause 39 on the "Open Access Pilotin FP7")

B3.2.6 Contributions to European research on integrated delivery systems

Policy lessons will also be relevant for EU countrles. improving access to, and qualily of, healthcare provision by
introducing different ways of organising the health. sector, such as integrated delivery systems has attracted
Increasing interest worldwide. [n many countries around the world, including some in Europs, there is a growing
awareness of the nead for integrated care. Countries are faced with an-increasing number of people suffering
from complex health problems that require coordination of multiple agencies, professionals and financial
streams. Co-operation between different levels of care providers is considered a remedy to fragmentation and
discontinuity and it Is also expected that integration will contribute to cost reduction and quality of care®.
Consequently different initiatives have evolved, also in Europe, such as the growth of netwarks of heaithcare
providers or the Introduction of integrated care programs®*'®®. In particular research results may be of
importance for European countries: Spain, and especiafly Catalonia is implementing integrated delivery
systems; the UK would seem to have by far the most integrated health system but is experimenting with
contracting elements of it out to the private sector, Belgium has some experience with comprehensive care
deliversd by family doclors and multi-disciplinary teams, and Is testing integrated local care systems'®*'®",
Medical errors due to lack of coordination have been quantified in seven European countries’™.
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B4. ETHICAL ISSUES

The project has been developed and will be carried out with full adherence to current EU legistation {Charter of
Fundamental Rights of the EU, Directives 96/46/EC of the European Parliament and of the Council of 24
Octlober 1995 and European Clinteal Trlal Directive 2001/20/EC), international conventions and declarations
(latest version of Helsinki Daclaration and other), current national legislation (Spain; Law 16/1992 and Royal
Decree 994/1999; Belglum: LEHP 7th May 2004; Colombia: Law 23/1984, Statutory Law 1266/2008, Law
1273/2009, Resolution 13437/1991 and Resolution 008430/1993;- Brazi: Resolution 196/96 12th December
- 1996; Chile: Law 20.120/2006m Law 19.628/1999 and Elhic standasd no. 57/2001; Mexico: FOIA/11 June
2002, Law 848/7 June 2008; General Health Act/14th December 2011; Argentina; Law 17622/68, Decree
996/2000, Resolution 1480/11-Ms and Resolution 35/2007; Uruguay: Law 18.331/2008 and Decree 379/008)
and regulations ethics rules, data protection and professional code of conduct of each Involved country. The
proposal will be submitted to the corresponding ethical committess in the countries involved.

The project will adopt a quasi-experimental design - a controlled before and after design - in the context of a
participatory action research approach and will assure that it complies with all requirements needed in order to
maintain its commitment fo ethics: scientific rigor; social and scientific value; confidentiality of
subject/parlicipants’ data; favourable risk-benefit ratio, independent review and informed consent,

To ensure social value, the research results will be widely disseminated so as to make maximum use of the
research results and to inform policy making as much as possible. To ensure participants informatlon key social
actors communities, health workers and health providers, policy makers involved in the project will be kept
informed of all results and steps taken.

The proposal will be submitted to the corresponding ethical committees in the eight countries invoived,
following current legislation and regulations in each country:

Spain: Comité Etico de [nvestigacion Clinica (CEIC-Parc de Salut Mar).
Belgium: IRB {Institutional Research Board), Institute of Troplcal Medicine, Antwerp.

Golombla:  Comité de Etica en Investigacién, de la Escusta de Medicina y Ciencias de la Salud de la
Universidad del Rosario. '

" Brazil: Corﬁissao Nacional de Etica em Pesquisa (CONEP / Conselho Nacional de Satide, Ministerio de
Satide), Comité de Etica em Pesquisas em Seres Humanos do Instituto de Medicina Integral
Prof. Fernando Figueira, Comité de Etica em Pesquisas da Universidade de Pernambuco.

Chile: Comité de Bioética de la Universidad de Chile and Comité de Etica del Servicie Metropolitano
Sur.
Mexico: Technical Council of the Institute of Public Heaith of the UV states that when a project is

approved by an external body, no additional authorization is necessary. In case of human
research, informed consent is required, detailed in the protoco! and expressed in the evaluation
hoard. :

Argentina:  Comité de Biodlica de la Universidad Nacional de Rosario and Comité de Efica del Sewioio
Metropolitano. - :

Uruguay: Ethics committee of the National heaith research system of the Ministry of Heaith

When submitting the applicalions to the competent lega! local/national Ethic Boards/Bodies/ administrations
detailed Information about the informed consent procedure and type of personal information to be gathered will
be provided and accompanied by coples of the Informed Consent Forms and Information Sheets. Furthermore,
detailed information on privacy/confidentiality, procedures collection, storage, access, sharing policies,
protection, retention and destruction, and confirmation of the accomplishment of the current legislation and
regulations in each country will be given.

Once the favourable opinion has been recelved, reports will be provided to the EC. Before the start of work
package 2 (M7) copies of ethical approvals by the competent legal Ethic Boards will be submitted to the EC and
reported as a deliverable {D1.2). Principal investigators will be responsible for the surveillance of all ethical
issues,
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lnformed consent will be sought from all participants. Data protection and confidentiality will be ensured with full
adherence to the iaws of the countries involved:

Informed ¢consent

All informants will be asked for informed consent forms regarding participation in the study. Before consent is
sought, participants will be informed about the study objectives and dissemination strategies of results. For
qualitative interviews they will be informed that the entire interview will be recorded and later transcribed for
analysis and assured that the information provided will be used in str[ct conﬂcienl[allty and only in the context of
the study, with full respact of the country's current legislations.

There will be no financia! inducements to take part in the research. All participants will be informed that the
participation is voluntary and that they are free to refuse to participate In the study or to interrupt or abandon the
Interview at any time. The withdrawal from the study will be possible without any negative consequence for the
informants. Parlicipant will also be informed about the right to withdraw themselves and their data from the
project -at any time, to ask questions and recelve understandable answers before making a decislon, to know
the burden involved in participation, to know the bhenefits from participation and to know that there will be no
commercial exploitation of the research.

The informed consent will be written in S'panish and Portuguese languages and in termg understandabie to
participants, and the document will include researchers’ contact data in case participants want to seek further
information about participation in the study or the study's content.

Data protection

The project and the data processing will comply wilh the European Unlon Data Protection Legislation as well as
with laws on data protection in each country. The project is aware of the major reform of the EU legal framework
on the protection of personal data which have been proposed by the EC in January 2012, This research will
adapt to the reform when it enters into force.

Unnecessary colfection and use of personal data will be avoided by seeking only data that will be necessary for
the study which will be guarantesd by using previously elaborated action plans.

Confidentiality will be further guaranteed by means of a contract of confidentiality with both institutions and
researchersf/interviewers involved. They will be committed to keep strict confidentiality of the data transferred by
individual or individualized; that will access the data for the sole purpose of research within the project; to use
confidentlal Information only with the purpose and in administratively authorized conditions and to preserve and
ensure that peop]e in charge and colleagues will preserve the rights to personal privacy and when necessary,
the ruies governing statistical confidentiality.

Opinfons retrievad from qualitative studies as well as data provided from quantitative studies will not be
associated to individuals’ names, at any moment. Data will no contaln any sensitive information such as names,
addresses, social security numbers or any other identifiers. Individual names will be replaced by a code. Results
from both qualitalive and quantitative studies wlll be treated and presented in an aggregated form, so that
confidentiality of data will be ensured. ,

Recordings and transcripts of interviews and other personal data will be retained throughout the project and
subsequently destroyed, as required by regulations. Likewise, the data storage dusing the pertod 2013 - 2018
will be carried out by applying the security measures that regulations provide: all dala will be stored on a secure
computer located at each participant's institution behind a firewall. Any hard-copy printout data tapes, CDs,
USB drives and zip drives or other removable media bsing used to transfer protected health information and all
passwords for password-protected file will either be destroyed after transmission is completed, or given to the
Data Sscurity Administrator to be stored in a fireproof safe room.
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Table B.4.1 Ethical issues

NN SR LR ResearchonHuman Embryo!Foetus
- Does the proposad research Involve human Embryos?

Does the proposed research involve human Foetal Tissues/ Celis?
Doss the proposed research involve human Embryonic Stem Cells (hESCs)?

Doss 1he proposed research on human E'mbryon[c Stem Cells involve cells in culture?

Does the proposed research on Human Embryonlc Stem Cells Involve the derivation of cells
from Embryos?

1 CONFIRM THAT NONE OF THE ABOVE ISSUES APPLY TO MY PROPOSAL 4

R = 0 D

_| Doas the proposed research invalve children?

Doos the proposed research involve palients?

Does the proposed research involve persons not able to give conseni?
Doss the proposed research involve adult healthy volunteers?

Doss the proposed research Involve Human genelic material?

Does the proposed research involve Human blologlcal samples?
Doss the proposed research involve Human data collection? v 19,20

| CONFIRM THAT NONE OF THE ABOVE ISSUES APPLY TO MY PROPOSAL

Privacy _ YES Page

Doas the proposed research involve processing of genetic Infomalion or personal data
(e.g. health, sexual lifestyle, ethnicity, political opinion, religicus or philosophical v 19,20
conviclion)?

Does the proposed research involve lracking the location or observation of people?

| CONFIRM THAT NONE OF THE ABOVE ISSUES APPLY TO MY PROPQOSAL

Research on Animals YES Page

Does the proposed research involve research on animals? .
Are lhose anfmals transgenic small laboralory animals?
Are those animals transgenic farm animals?

Are those animals non-human primates?

Are those animals clonad farm animals?

| CONFIRM THAT NONE OF THE ABOVE ISSUES APPLY TO MY PROPOSAL v

Reseérch Invelving non-EU Countries (ICPC Countries)

ts any material used in the research (e.g. personal data, animal andfor human tissue
samples, genetic material, live animals, elc) ; ' v 19,20
a) Collacled and processed in any of the ICPC countries?

b) Exported to any other country (including ICPC and EU Member States)?
| CONFIRM THAT NONE OF THE ABOVE ISSUES APPLY TO MY PROPOSAL

In accordance with Artlele 12(1) of the Rules for Parlleipalion In FP?, ‘Inlernational Cooperation Parlicipant Country {ICPC) means a lhird
country which the Cormmission classifies as a low-incoms (L}, lower-middle-income {LM) or upper-middle-income {UM) country. Countries
assoclated to the Sevenlh EU Framework Programme do not qualify as ICP Countrles and thereflore do not appear in his list. {ver Annex 1-
Spigay3)

Research having direct military use
Research having the potential for terrorist abuse

[ CONFIRM THAT NONE OF THE ABOVE ISSUES APPLY TO MY PROPOSAL v
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B5. GENDER ASPECTS (OPTIONAL)

The project takes into account the European policy of equal opportunities between women and men as set forth
in the European Union Treaty. The gender dimension of the project will be based on the gender mainstreaming
strategy of the Commission.

The project will promote gender equality both in the process of research as well as in the substance of the
research:

Pracess:

¢ The participation of female researchers has besen encouraged with good result: 66% of principal
investigators and 55% of main investigators are female.

» The project will alsc ensure that tralning and development opportunities are avaifable to both male and
female researchers.

+ The participation of women will he encouraged throughout the life of the project. Particular attention will
be given to maintaining the gender balance in the membership of national and international scientific
committees as well as, in data colleclion teams.

+ Dissemination of project results will ensure that communlcatton channels reach both male and female
audiences as appropriate.

Substance:
The dala colieciion and analysis will pay attention to gender issues:

+ The analysis of coordination, continuity and qualily of health services will be conducted from a gender
perspective to contribute to understanding the differont needs perceptions of women and men.

» By ensuring informants and other sources of information are gender balanced

» Findings and conclusions will be provided taken into account differences on effects for men and women.
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