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Background and aims

In healthcare, both the need to increase patient-centered care and
customization, and simultaneously reduce costs has been recog-
nized. Mass customization and its key means, modularization, are
operations management models that are suggested to have poten-
tial to tackle this conundrum by enabling simultaneous standardiza-
tion and customization of services. However, more knowledge of the
applicability of modularization and mass customization is needed.
This thesis focuses on modularization of hospital healthcare deliv-
ery. It aims to identify enablers, constraints, and outcomes related
to the modularization of healthcare services focusing on specialized
healthcare from the perspective of hematology care, and to identify
patient preferences related to day hospital service delivery and num-
ber of treating nurses in a hematology and oncology care context.

Data and methods

Both mixed methods and data were used in the study. Data were gath-
ered from the Helsinki University Hospital “s (HUS) Comprehensive
Cancer Center, Meilahti Triangle Hospital “ s day hospital, and hospital-
wide databases. Quantitative data including service usage, bed count,
and personnel resource information from the

hematology unit and Meilahti Triangle Hos-

pital were obtained between 2009-2010

and 2013-2014. Semi-structured interviews

(n=10) of personnel members of the oncol-

ogy and hematology units and the Meilahti

Triangle Hospital “s day hospital were con-

ducted. In addition, unstructured interviews

of key hematology personnel members were A b s t ra Ct
conducted. A questionnaire survey to oncol-

ogy and hematology patients was carried out.

Field visits were organized. In addition, treat-

ment instructions from both the hematolo-

gy and oncology unit and scheduling instruc-

tions of the independent day hospital (Mei-

lahti Triangle Hospital “s day hospital) were

analyzed. Reference data on changes in he-

matology care were obtained from Oulu Uni-

versity Hospital (Oulu).

Results
Six enablers and two constraints affecting
the modularization of hospital care were
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identified. The findings indicate that health-
care characteristics such as the requirement
to treat all, information asymmetry, profes-
sional autonomy, hierarchy, and fragment-
ed service delivery may challenge modular-
ization. However, by applying design ac-
tivities that support modularization, these
challenges may be overcome. Modulariza-
tion may have both positive and challeng-
ing outcomes to healthcare service delivery.
The findings indicate that modularization
may be an applicable method to support
the change from inpatient- to outpatient-fo-
cused care in a hospital context. In addition,
modularization may streamline service pro-
duction and communication, and increase
replaceability among personnel. However,
modularization may not increase custom-
ization or patient involvement in care de-
livery design and might restrict communi-
cation.

Both patient groups, oncology patients
treated in a traditional specialty-specific day
hospital with named nurses, and hematolo-
gy patients treated in a multispecialty modu-
larized day hospital without named nurses,
were satisfied with their day hospital care.
Oncology patients preferred named nurses
and a maximum of three treating nurses in
day hospital care more often than hematolo-
gy patients. In addition, the number of treat-
ing day hospital nurses and annual visits af-
fected preferences.

Conclusions

The findings indicate that modularization
may be an applicable method to support
the change from inpatient- to outpatient-fo-
cused care in a hospital context. However,
organizations need to balance the require-
ment of customization versus standardiza-
tion in order to increase the success and ap-
plicability of the operating model. This is
important as modularization may not in-
crease customization or patient involve-

14

ment in care delivery design and might re-
strict communication. The findings indicate
that when applied to the care of right patient
groups, patients may be satisfied with mod-
ularized care. However, this study indicates
that not all patient groups may be in favor of
modularization, especially if it means that
patients would not have a named nurse
in outpatient care. In addition, healthcare
characteristics should be taken into account,
as they may constrain modularization and
affect the outcomes of modularized servic-
es. As not all outcomes are merely positive,
organizations should carefully consider in
which situations modularization could en-
hance service production. Altogether, more
research is needed to understand when and
in what situations modularization is appli-
cable and most likely successful in develop-
ing healthcare service delivery. €
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Viitoskirjan tavoitteena oli tunnistaa eri-
koissairaanhoidon modularisointiin liittyvid
mahdollistajia, rajoitteita sekd seurauksia.
Lisaksi tavoitteena oli tunnistaa ja selvit-
tdd potilaiden nikemyksid liittyen modu-
larisoitujen piivisairaalatoimintojen tuot-
tamiseen ja hoitavien hoitajien miirdin
pdivisairaalassa.

Tutkimuksessa kiytettiin sekd laadulli-
sia ettd madrallisid menetelmid. Tutkimuk-
sen aineisto kerittiin Helsingin yliopistol-
lisen keskussairaalan (HUS) Syopikeskuk-
sesta, Meilahden kolmiosairaalan paivisai-
raalasta ja HUS:n yleisistd tietojarjestelmis-
td. Kvantitatiivinen aineisto kerittiin HUS:n
Syopidkeskuksen hematologian yksikosti ja
Meilahden kolmiosairaalan péivisairaalasta
ajalta 2009—2010 ja 2013—2014 ja aineisto
sisdlsi seuraavia tietoja: kdyntitiedot, sanky-
jen miard ja henkiloston mairi. Tutkimuk-
sessa haastateltiin 16 henkilostoén jisentd
Syopakeskuksesta (onkologia ja hematolo-
gia) tai Kolmiosairaalan piivisairaalasta; li-
siksi toteutettiin tutkimusta tukevia yksilo-
haastatteluita. Onkologian ja hematologian
potilaiden nikemyksii ja kokemuksia liit-
tyen pidivisairaalatoimintaan selvitettiin ky-
selyn avulla. Kyselyi varten suoritettiin viisi
esihaastattelua potilaille. Lisdksi tutkimuk-
sessa kiytettiin apuna hoito- ja aikataulutus-

Tiivistelmi

ohjeita seki toteutettiin kenttivierailut yksikoihin. Syépiakeskuk-
sen hematologian potilaita hoidetaan Kolmiosairaalan pdivisairaa-
lassa, joka on modularisoitu ja jossa ei ole omahoitajia. Onkologi-
an potilaita hoidetaan Sy6pikeskuksen Syopaklinikan pdivisairaa-
lassa ja potilailla on omahoitaja paivdsairaalahoitojen ajan. Vertai-
luaineisto kerittiin Oulun yliopistollisen sairaalan (Oulu) hemato-

logian yksikosta.

Tutkimuksessa tunnistettiin kuusi mahdollistajaa ja kaksi rajoit-
tajaa liittyen sairaalahoidon modularisointiin. Vaikka terveyden-
huollon erityispiirteet voivat haastaa modularisaation, sitd tukevil-
la toimintamalleilla voidaan kuitenkin selidttdd kyseiset haasteet.
Modularisaatio voi seki tukea ettd haastaa terveydenhuollon pal-
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velutuotantoa. Toimintamalli voi tukea siir-
tymistd vuodeosastohoidosta kohti avohoi-
topainotteista hoitoa. Lisiksi modularisaa-
tio voi virtaviivaistaa tiedonsiirtoa ja palvelu-
tuotantoa ja tukea henkilston korvattavuut-
ta. Toimintamallin kiyttoonotto ei kuiten-
kaan vilttdmaitti lisdd potilaiden osallistu-
mista eikd palveluotannon raitilsintid ja se
voi rajoittaa epdvirallista tiedonsiirtoa. Poti-
laat voivat olla tyytyvdisia modulaarisesti jar-
jestettyyn paivasairaalahoitoon. Potilaskyse-
lyissda hematologian potilaat toivoivat onko-
logian potilaita harvemmin, ettd heilld olisi
omahoitaja tai maksimissaan kolme hoita-
vaa hoitajaa paivisairaalassa. Lisdksi pdiva-
sairaalakdyntien ja hoitavien hoitajien luku-
midrd vaikutti toiveisiin.

Tutkimus osoittaa, ettd modularisaatio voi
tukea siirtymistd kohti avopainotteista hoi-
toa. Terveydenhuollon organisaatioiden tu-
lee kuitenkin arvioida rditiléinnin ja stan-
dardoinnin tasapainoa omassa palvelutuo-
tannossaan, jotta toimintamallia voidaan
tuloksellisesti hyodyntda. Potilaiden nike-
myksid ja preferenssejd toimintamallista tu-
lee selvittdd, silld eri potilasryhmien nike-
mys modularisaation kiytosti voi vaihdella.
Organisaatioiden on my6s huomioitava ter-
veydenhuollon erikoispiirteet, silld ne voivat
vaikuttaa modularisaation soveltuvuuteen ja
tuloksiin organisaatiossa. Jatkotutkimuksia
tarvitaan, jotta voidaan ymmairtad milloin ja
mihin tilanteisiin modularisaatio terveyden-
huollossa soveltuu. €
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Introduction

HEALTHCARE FACES MAJOR CHALLEN GES throughout the world.
Aging populations, new technologies, and treatment possibilities to-
gether with rising costs challenge healthcare service production. At
the same time, healthcare delivery continues to shift from specialty
based inpatient-focused care to outpatient-focused care (OECD 2018),
a shift also seen in specialties that have traditionally relied strongly on
inpatient care, e.g. hematology. Today, many healthcare providers are
moving towards multispecialty units and day hospitals.
As healthcare faces challenges, a need to enhance both popula-
tion health and experiences of patients by simultaneously reducing
costs is evident (Berwick e AL, 2008). Patients underline the need for
their voices to be heard and call for services tailored to their needs.
Patient satisfaction is a multifaceted concept that is affected by un-
derlying factors such as patient-physician communication, acces-
sibility to care, continuity of care, and the involvement of patients
in decision-making (PATEL ET AL., 2011; PRAKASH, 2010; SAILA ET AL., 2008).
Both patient experience and satisfaction are seen as important as-
pects of patient-centered care (DELANEY, 2018; SAILA ET AL., 2008; STAN-
ISZEWSKA AND HENDERSON, 2005).
On the other hand, strict budgetary restrictions call for efficien-
cy and greater volumes. Thus, the demand for customization and
patient-centeredness, and the demand for increasing service vol-
umes conflict. Operations management models may support chang-
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es needed in healthcare to overcome this co-
nundrum. Modularization and mass cus-
tomization are operations management
models seen to have potential in enabling
customization and variety in healthcare,
while simultaneously taking advantage of
both standardization and mass production
(BERWICK, 1997; BOHMER, 2005; MCLAUGHLIN AND
KALUZNY, 2000; MEYER ET AL., 2007).

Mass customization is a production strat-
egy that focuses on individualized products
and services (Davis, 1989) and has often been
defined as developing, producing, marketing,
and delivering affordable goods and services
with enough variety and customisation that
nearly everyone finds exactly what they want
(PINE, 1992, P.44). Modularization is seen as a
means to achieve mass customization (Du-
RAY ET AL, 2000; PINE, 1992) and in this the-
sis is defined as follows: building a complex
product or process from smaller subsystems that
can be designed independently yet function to-
gether as a whole (BApwin anD CLARK, 1997).
In healthcare, clinical pathways are one ex-
ample of modularization (McLauGHLIN AND
KALuzNy, 2000).

In services, modularization is assumed
to contribute to benefits such as enhanced
flexibility (Bask et L., 20m), increased variety
(pE B1oK ET AL, 2013), and cost reductions (Du-
RAY ET AL., 2000; EISSENS-VAN DER LAAN ET AL., 2016)
as it reduces complexity in fragmented sys-
tems (Smmon, 1962). However, knowledge of
the application of modularization in health-
care is scarce. Effects of modularization
have been studied in healthcare (b Brox er
AL., 2013; MEYER ET AL., 2007; VAHATALO AND KALLIO,
2015), but more evidence is needed, especial-
ly in specialized hospital care. As research
findings regarding the effects of modular-
ization in healthcare are inconclusive and as
most studies focus on a conceptual perspec-
tive, more quantitative-level analyses of the

22

effects of modularization are needed (Dow-
BECKER AND BouMANN, 2013). In addition, the
need for more research of customer experi-
ences and perspectives in service modulari-
ty is recognized (Brax Et AL., 2017).

There is need to understand how mod-
ularity, a key to achieve mass customiza-
tion, can be applied in specialized health-
care. What role do specific characteristics
of healthcare and specialized healthcare
play in modularization, what has to be do-
ne when healthcare services are modular-
ized, what outcomes may modularization
have on service delivery, and how do pa-
tients perceive the operating model?

This thesis focuses on modularization of
hospital outpatient services. It aims to iden-
tify enablers, constraints and outcomes re-
lated to the modularization of outpatient
care, and to identify patient preferences re-
lated to day hospital service delivery. The
context of the study is modularized hema-
tology care and non-modularized oncology
care. ¢
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Services
As services have developed, different schools of thought concern-
ing services have emerged to conceptualize and characterize the
core concept of the term “services”. The IHIP (intangibility, het-
erogeneity, inseparability, and perishability) perspective emerged
in the 1980 s, and identified the main features of services as fol-
lows: immateriality or intangibility, heterogeneity, inseparability,
and perishabﬂity (GRONROOS, 1998; PARASURAMAN, 1998; ZEITHAML ET AL.,
198s). Since the 1980 "s, as technological developments among oth-
ers have changed services, many researchers have criticized and
suggested new perspectives to the IHIP perspective (Lovirock aNp
GUMMESSON, 2004; VARGO AND LUscH, 2004). The Service Dominant Log-
ic (SDL) emphasizes the participation of customers in the co-cre-
ation of value (PAYNE ET AL., 2008; SAMPSON AND FROEHLE, 2006; VARGO AND
LuscH, 2008, 2004). Moeller (2010) on the other hand, focuses on a
Resource Integration Model that underlines the perishability of the
resources of producers, the heterogeneity of customer resources,
the immateriality of service contracts, and
the inseparability of service production.
Services differ from products in various
ways, mostly because of their immaterial
construct in comparison to material prod-
ucts (ZErTHAML ET AL, 1985). First, although
services are often performed in permanent
o facilities and are produced with the help
R f. of standard equipment, services, includ-
eVIeW O ing healthcare services, are processes that
° do not have permanent physical manifes-
th e I Ite ratu re tations (GrENROOS, 1998; ZEITHAML ET AL., 1985).
In other words, services are immaterial or
intangible (GRONROOS, 1998; EDGETT AND PARKIN-
SON, 1993; MOELLER, 2010; PARASURAMAN, 1998). In
addition, interfaces related to services of-
ten include people, information and rules.
Thus, the boundaries and interfaces of ser-
vices may not be observable. As an example,
in healthcare, information sharing between
different specialties and levels of care is car-
ried out with the use of electronic patient re-
cord systems.
Second, the consumption and production
of services are mostly inseparable (Grénroos,
1998; PARASURAMAN, 1998; ZEITHAML ET AL., 1985;

EDGETT AND PARKINSON, 1993) and services are

2 5 perishable (Zerraamr £1 L., 1985). Thus, a ser-
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vice cannot be produced and stored in an in-
ventory to be retrieved at another time. Co-
ordination of demand and supply of servic-
es is thus important (EpGerr AND PARKINSON,
1993; PALMER AND COLE, 1995).

Third, because of the inseparability of ser-
vice production and consumption, custom-
er participation is a central feature of servic-
es and service production (Groxroos, 1998;
CHUNYAN XIE ET AL., 2008; MOELLER, 2010; PALM-
ER AND COLE, 1995; VARGO AND LUscH, 2008, 2004).
Although it has been argued that service
production may be carried out without cus-
tomer participation (Loverock AND GUMMEs-
soN, 2004), in general customers are seen as
active participants in creating and produc-
ing services, thus participating in the co-cre-
ation of value (CHUNYAN XIE ET AL, 2008; Pra-
HALAD AND RAMASWAMY, 2004; VARGO AND LuUscH,
2004).

Fourth, as services are intangible and of-
ten labor-intensive, there is heterogeneity in
the service itself and the service performance
caused by differences between producers
and customers through time (Epcerr anp Par-
KINSON, 1993; MOELLER, 2010). The heterogene-
ity of customer demand and resources can-
not be ignored as it is seen to cause heteroge-
neity in service outcomes (MoELLER, 2010). In
other words, it is difficult to standardize ser-
vices (EDGETT AND PARKINSON, 1993).

5.1.1 Healthcare services

Like other services, healthcare services can
be seen as the integration of provider and
patient resources in co-creating health. Pa-
tients and providers collaborate together to
create better well-being (Litirank, 2018). His-
torically, healthcare was delivered by pro-
fessionals as craftsmanship (McLavehiin
AND Karuzny, 2000). Thus, traditionally the
patient-physician relationship has been the
context in which the complexity and variety
of healthcare services have been controlled.
This has led to strong professionalism and
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autonomy (seg CRUESS ET AL., 2002). Hierarchy
between physicians and other healthcare
professionals has been formed.

In addition, information asymmetry
exists between patients and profession-
als (Bromqvist, 1991; LANSENG AND ANDREAS-
sEN, 2007), a characteristic that is great-
er in healthcare compared to other servic-
es. It may challenge co-creation, as patients
might not objectively differentiate their
medical needs and wants (Berry AND BENDA-
PUDI, 2007; LILLRANK ET AL, 2010). Patients may
not want what they need (Berry axD BENDA-
rupl, 2007), or they might want something
that they do not need and what healthcare
professionals are not ready to carry out if it
is seen to harm the patient more than cre-
ate good (Soxot, 2013). In addition, patients
are often in stressful situations causing
them to be more emotional, sensitive, de-
manding or dependent compared to what
they would be as consumers in other service
fields (Berry anD Benparupt, 2007). Thus, the
demand, supply, and production of health-
care is a complex system, which is affected
by, among other factors, patient needs and
expectations, clinical indicators and symp-
toms, and the resources and capabilities of
healthcare service providers (Liirank, 2018).

Healthcare services are often mostly pub-
licly funded, and thus often require both
standard and customized services due to dif-
ferent segments of patients, as the provid-
er’s duty is to treat those in need (Bromqvisr,
1991; BonmMER, 2005). This consequently for-
bids healthcare service providers from
choosing their patients and focusing pro-
duction on certain segments of patients.
Thus, there is a need for variety: both stan-
dardized and customized services are en-
tailed because patient needs vary between
individual patients and patient segments.
In addition, patients may not only need and
seek medical help; the need for social and
psychological support is evident in many sit-
uations (BERRY AND BENDAPUDI, 2007; LILLRANK,

2018; MIRZA ET AL, 2008).



TABLE 1

Christensen etal.”s (2009) division of healthcare services

Categorization of healthcare ~ Definitions

Carefor conditions that can be diagnosed only by their

intuitive medicine

symptoms and only treated with therapies whose efficacy is

uncertain (CHRISTENSEN ET AL., 2009, PP. 44).

The practice of empirical medicine occurs when a field has progressed

empirical medicine

into an era of “pattern recognition” —when correlations between
actions and outcomes are consistent enough that results can

be predicted in probabilistic terms (Crristensen €7 aL., 2009, pe. 45).

A provision of care for diseases that can be precisely diagnosed,

precision medicine

whose causes are understood, and which consequently can
be treated with rules-based therapies that are predictably effective

(CHRISTENSEN ET AL., 2009, PP. 44).

Healthcare services are highly regulated;
an aspect that affects service delivery and de-
velopment, health data use, and technolo-
gies such as pharmaceuticals (seE e.c. LiikeLa-
K1, 1987; TERVEYDENHUOLTOLAKI, 2010). Simﬂarly,
medical research is highly regulated (sek e.c.
LAKI LAAKETIETEELLISESTA TUTKIMUKSESTA1999; REG-
uration (EU) No 536/2014, 2014). New technolog-
ical improvements and service delivery mod-
els are created with a fast pace. This creates
pressure to keep up with legislative chang-
es and modernizations. As an example, the
new regulations on medical devices were ad-
opted, and entered into force in the Europe-
an Union in 2017 (Recurarion (EU) 2017/746,
2017; REGuraTioN (EU) 2017/745, 2017).

In university hospitals, the need for variety
is apparent, as they carry out secondary- and
tertiary-level care. In university hospitals, pa-
tient needs vary from high-volume standard-
ized medical care such as cataract surgery,
to highly customized care needs. Thus, hos-
pital patients often require services of many
different professional groups such as various
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medical specialists, nurses, authorized nu-
tritionists, and physiotherapists. Today, dif-
ferent hospital services are often divided in-
to blocks following medical specialties (Por-
TER AND LEE, 2013; VUORENKOSKI, 2008), which
produce specialized services within the cor-
responding specialty needed by the patient.
Consequently, services are divided between
different service providers and departments
and thus services that are similar may be car-
ried out in various healthcare units not col-
laborating together in service production (Yex
ET AL, 2010). Care coordination has been seen
as important in linking information from dif-
ferent patient episodes or care providers to-
gether to tackle the challenge related to frag-
mented care (HAGGERTY ET AL., 2003). However,
the use of different electronic patient record
systems between providers and differences
in how the systems are used, often hinder
information flow.

Healthcare is not a homogeneous industry.
Rather, it consists of separate fields reacting
variably to managerial methods. Due to this
inherent diversity, healthcare services have
been divided in different ways to manage

3
<.
o
H]
[}
=%
[
5
o
E
o
o
S
-
£
)



heterogeneity (CHRISTENSEN ET AL., 2009; GLOU-
BERMAN AND MINTZBERG, 2001; HorP AND LovEjoy,
2012; LILLRANK ET AL, 2010). The categorization
of healthcare services into intuitive, preci-
sion, and empirical medicine (CHRISTENSEN ET
AL., 2009; Hopp AND LovEjoy, 2012) OF projects,
care, cure, and processes (LILLRANK ET AL., 2010)
follow the logic of the product-process ma-
trix (HAYES AND WHEELWRIGHT, 19794, 19798). One
of the most known categorizations is Chris-
tensen et al."s (2009) division of services
into intuitive, precision and empirical medi-
cine, in which empirical medicine falls in be-
tween the other two categories (Table 1). In
real-life, the categorization of healthcare ser-
vices to Christensen s three categories may
be challenging, as often care may be com-
posed of all three categories at the same time.
As an example, a patient may be treated with
surgical care relying strongly on empirical
evidence; however, the surgeon s decisions
may be backed up with intuitive knowledge.
The same patient may also be treated with
highly specific drugs (precision medicine)
that in reality cause unspecific harm that
might be reduced with empirical and intu-
itive knowledge.

Lillrank et al. (2010) divide healthcare
to demand and supply-based operating
modes (DSO modes): Prevention, Emer-
gency, One visit, Project, Elective, Cure,
and Care. According to the authors, the
model enables to structure current health-
care problems. As different healthcare ser-
vices are often complex and may consist of
many different modes, the priorities and
goals of these services may conflict, as dif-
ferent modes operate in a different way

(LILLRANK ET AL., 2010).

Operations management methods

Operations management refers to the man-
agement of an organization responsible for
producing goods and services (Stevenson,
2005, P. 4). In operations management, the
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focus is on converting inputs such as capi-
tal, information or labor into outputs, name-
ly goods and services (STEvenson, 2005, P. 4).
From a service perspective, service opera-
tions management deals with the configu-
ration of resources and processes that de-
liver the outcome, the service to the cus-
tomer (JouxsToN AND CLARK, 2005, P.5). AS an
example, in healthcare inputs may be e.g.
physicians, nurses, equipment, and medi-
cal supplies. Processes that convert inputs
into outputs may be tasks such as examin-
ing, monitoring or carrying out surgeries.
The outcome should then be healthy pa-
tients. (STevenson, 2005, p. 6). In other words,
healthcare services are intermediate prod-
ucts, while health is the ultimate product of
healthcare (Litirank, 2018, ». 147). Quality of
operations is an aspect taken into account in
operations management. In healthcare, im-
proving e.g. patient flow may increase qual-
ity of care (TrHomPsoN ET AL., 2013).

In services, customers can be seen as in-
puts as they take part in the service produc-
tion (BITNER ET AL., 1997; JOHNSTON AND CLARK,
2005, p.249). Thus, it is important to under-
stand the needs of customers to enable cus-
tomer segmentation (JorNsToN AND CLARK,
2005, p78). As customers play an important
role in operations management, satisfaction
and experience have become an important
focus aspect in the area (BrrnEr T AL, 1997;
HALLOWELL, 1996; JouNSTON AND CLARK, 2005;
ZHANG ET AL., 2003).

In this thesis, mass customization, mod-
ularization, and segmentation are defined
as follows (Table 2).

Mass Customization

Mass customization is a production strat-
egy focusing on individualized products
and services (Davis, 1989). Davis (1987) intro-
duced the term during the 1980 s and the
term was expounded in the early 1990 “s by
Pine (1992). Various approaches to mass
customization have been introduced since

(DA SILVEIRA ET AL., 2001; GILMORE AND PINE II,



TABLE 2

Definitions of mass customization, modularization, and segmentation used in this thesis.

Term Definition

Developing, producing, marketing, and delivering affordable

Mass customization

goods and services with enough variety and customisation that nearly

everyone finds exactly what they want (Pine, 1992, p.44).

Building a complex product or process from smaller subsystems

Modularization

that can be designed independently yet function together as awhole

(BALDWIN AND CLARK, 1997).

Segmentation is to divide a set of entities into subgroups, segments,

Segmentation

according to some criteria, such as age, sex, recidence, ethnic group,

profession, orincome level (Litrank, 2018, p.101).

1997; HART, 1995; LAMPEL AND MINTZBERG, 1990;
PINE, 1993; TSENG AND ]140, 1996; TSENG AND PrL1L-
ER, 2003), as the term has been challeng-
ing to define (Hawrr, 1995). It is an operation
management method that is closely linked
to other operations management methods
such as Lean and Agile production, as agil-
ity is needed in responding efficiently to in-
dividual demands and lean principles en-
able affordable customization (Focriarto ET
AL., 2012; GOSLING AND NAIM, 20009). Mass cus-
tomization can be carried out in many ways,
although it is mostly carried out through
modularization (FoGLiaTTo ET AL., 2012; PINE,
1992 P.196). In real-life, Nike"s program for
designing shoes online is an example of
mass customization (NEJM Cataryst, 2017; Fa-

TUR ET AL., 2007).

Modularity

Modularity is a key means to enable mass
customization (BoyNTON ET AL., 1993; GILMORE
AND PINE 11, 1997; PINE, 1993; PINE, 1992) and is
a way to enhance and enable mass custom-
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ization with products or services requiring
variety (Mikxora, 2007). An often-used defini-
tion of modularity is Baldwin and Clarke "s
(1997), who define modularity as construct-
ing complex products or processes from in-
dependently designed smaller subsystems
that function together as a whole. When
modularized, larger systems are divided in-
to smaller parts (EIsSENS-VAN DER LAAN ET AL,
20106; SIMON, 1962; Voss AND HSUAN, 2009). These
parts have clearly defined functions and in-
terfaces (BétrcHER AND KLINGNER, 201). The
partitioning of a system into smaller parts
is called decomposability (Simon, 1962; Voss
AND Hsuan, 2009), and it is a core concept in
modularity. De Blok et al. (2010a) describe
four different levels of modularity: compo-
nents, modules, interfaces, and packages or
bundles. Components are the smallest unit
of a service and modules consist of compo-
nents (PEKKARINEN AND ULKUNIEMI, 2008). In-
terfaces connect different modules together
(Satvapor, 2007). Bundles of services or ser-
vice packages are groups of modules pack-
aged together to fulfill customer needs (Doc-
TERS ET AL., 2004).
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In addition, in modularity, interdepen-
dencies between different modules are
minimized compared to the interdepen-
dencies within modules (Etairaj anp Levin-
THAL, 2004; SIMON, 1962) enabling the simpli-
fication and standardization of interfaces
(Sarvapor, 2007). This standardization of in-
terfaces connects services and service pro-
viders together (pE Brox et aL., 2014) thus en-
abling repetition of modules and hence,
mass production (Duray T AL, 2000), and re-
duces costs of coordination (Erssens-van DER
LAAN ET AL, 2016). In addition, it enables reus-
ability and sharing (PExxarinex anp Urkunis-
MI, 2008; SANCHEZ AND MAHONEY, 1996; VOss AND
Hsuan, 2009), and the combining of differ-
ent modules and components (pe BLox ET AL,
2010B; SCHILLING, 2000; SOFFERS ET AL., 2014; VOSS
AND Hsuan, 2009). In other words, a modu-
lar service composition may allow servic-
es to be configured and assembled from a
predefined set of service modules to fulfill
customer needs (BoHMER, 2005; BOTTCHER AND
KLINGNER, 2011; DE BLOK ET AL., 2014).

Modularization of services is a rather new
research area (BASK ET AL., 2010; FRANDSEN, 2017).
The operating model has not been widely
applied to the design and production of ser-
vices, although it has been seen as a signif-
icant concept (Barowin aND CLARK, 1997; Voss
AND Hsuan, 2009). Modularization is thought
to simplify service production by separat-
ing complex systems into subsystems that
are more manageable. Benefits such as in-
creased variety, enhanced flexibility, and
cost reductions, are considered possible in
the modularization of services (Bask &t ar.,
2010; CARLBORG AND KINDSTROM, 2014; PEKKARIN-
EN AND ULKUNIEMI, 2008; VAN LIERE ET AL., 2004).
However, there are trade-offs to be consid-
ered with modularization. It requires more
efforts and resources during the design and
development phase (BALDWIN AND CLARK, 1997)
and standardization may reduce variety in
modularized services (Vimitaro anp Kartio,
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2015). In addition, the benefits of modular-
ization might not compensate for the costs
of the process (CHORPITA ET AL., 2005). The
need for more research of customer experi-
ences and perspectives in service modulari-
ty is recognized (Brax Et AL., 2017).

Service characteristics such as immateri-
ality, heterogeneity of demand, perishabili-
ty, inseparability of service production and
use, and customer participation in the co-
creation of value (Grénroos, 1998; LovELock
AND GUMMESSON, 2004; PARASURAMAN, 1998;
SAMPSON AND FROEHLE, 2006; VARGO AND LUSCH,
2004) may challenge the creation of clear-
ly defined modules and well-defined inter-
faces. Because service modules have a pro-
cess-based nature and are immaterial, they
are more flexible and may undergo varia-
tion (Bask ET AL., 2010; Brax, 2013). Thus, visi-
ble design rules (BaLpwin anp CLARK, 1997) are
required to define clearly both service mod-
ules and their interfaces.

Earlier studies have identified service
modularization design aspects such as the
decomposition of service offerings (Erssexs-
VAN DER LAAN ET AL, 2016), the standardization
of interfaces with design rules (Barpwin anp
CLARK, 1997; CHORPITA ET AL., 2005; PEKKARINEN
AND ULKUNIEMI, 2008; VAN LIERE ET AL., 2004),
and the mixing and matching of compo-
nents (Bask £t AL, 20u). In addition, manag-
ing the heterogeneity of customer needs (Ra-
HIKKA ET AL, 2011), and customer involvement
(DE BLOK ET AL., 20108, 2010A; DURAY ET AL., 2000;
PEKKARINEN AND ULKUNIEMI, 2008) have been
identified. However, as the production and
use of services are perishable and insepa-
rable, and customers have heterogeneous
needs, the production of service requires
adaptability, flexibility, and robustness (Brax,
2013). These aspects may constrain the stan-
dardization of service modules and interfac-
es. Yet, prior studies show that the standard-
ization of interfaces with design rules is fea-
sible in service modularization (BaLowin anp
CLARK, 1997; CHORPITA ET AL., 2005; PEKKARINEN

AND ULKUNIEMI, 2008; VAN LIERE ET AL., 2004).



In conclusion, modularization can be
seen as a systems concept describing the
level to which a system can be divided into
components, and the level of coupling and
recombination of the components (Scuir-
LING, 2000). In addition, the degree of modu-
larity may range from an integral to a modu-
lar structure (CampacNorO AND CAMUFFO, 2009).
As only few systems have parts that can be
totally separated, and generally components
are always coupled to some degree, nearly
all systems can be seen as modular to some
extent (SCHILLING, 2000).

Segmentation

Segmentation can be defined as follows:
“Segmentation is to divide a set of entities
into subgroups, segments, according to
some criteria, such as age, sex, recidence,
ethnic group, profession, or income level”
(LiLiraNK, 2018, pio1). The identification of
customer needs and segments is important
in service production as customers partici-
pate in service production (Yan t AL., 2007).
The assessment of different customer needs
is linked to managing heterogeneity of de-
mand in services (PEKKARINEN AND ULKUNIE-
M1, 2008; YAN ET AL, 2007). Customer segmen-
tation is also seen as a general principle in
modularization and mass customization
(DURAY ET AL., 2000; PEKKARINEN AND ULKUNIE-

M1, 2008).

Healthcare operations management

Service operations management deals with
the configuration of resources and process-
es that deliver the outcome, the service to
the customer (JorNsTON AND CLARK, 2005, P.5).
Similarly, healthcare operations manage-
ment refers to the planning and control of
the processes transforming inputs into out-
puts (Vissers AND BEicH, 2005, p. 39). Opera-
tions management focusing on healthcare
is needed, as healthcare characteristics such
as information asymmetry (LANSENG AND AN-
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DREASSEN, 2007), strong professionalism and
autonomy (CRUESS ET AL., 2002), the require-
ment to treat all in need (Boumzr, 2005), and
the need for both standardized and custom-
ized services (Bouwmsr, 200s) affect the de-
mand, supply, and production of healthcare.
In addition, the history of a certain organi-
zation or unit may play a role in the way,
how organizations and units currently oper-
ate, as strong professionalism may have af-
fected development and resourcing.

Healthcare has become more complex as
treatments have improved and healthcare
has fragmented into smaller and smaller
specialties (@vrerverr, 2000). Consequent-
ly, healthcare operations management fac-
es operations management dilemmas re-
lated to coordination, control, and integra-
tion (LILLRANK ET AL., 2010; NIEMI ET AL., 2015).
Different operations management mod-
els, such as Lean (BRANDAO DE SouUZA, 2009;
D’ANDREAMATTEO ET AL., 2015; MAZZOCATO ET AL,
2010; @VRETVEIT, 2000), Total Quality Manage-
ment (DAHLGAARD ET AL., 2011; MCLAUGHLIN AND
KALUZNY, 1997; @VRETVEIT, 2000) and Theory of
Constraints (Groop ET AL., 2010; LUBITSH ET AL.,
2005) have been used to support healthcare
delivery.

No one operating model is applicable in
all healthcare contexts (Sa Couto, 2008) as
healthcare is a broad industry employing a
large variety of technologies, methods, and
resources to a huge variety of health prob-
lems. Current research has demonstrated
that the results of operational methods vary
in different healthcare areas, e.g. economies
of scale do exist in some areas, but not in
all (DraNovE, 1998; LILLRANK ET AL, 2015). Simi-
larly, the use of mass production in health-
care has been discussed, but it has been
identified that it is not applicable in gener-
al to healthcare as not all healthcare services
can be standardized (Sa Couro, 2008). Conse-
quently, the outcomes of applying an oper-
ational management model such as Theory
of Constraints, Total Quality Management
or Lean require studies to understand the
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applicability and outcomes to different kind
of healthcare services (DaniGaarD £t AL, 2013
D’ANDREAMATTEO ET AL., 2015; GROOP ET AL., 2010;
MAZZOCATO ET AL., 2010).

In general, there are various ways of or-
ganizing healthcare provision. Nurse nav-
igators are nurses that have various dis-
tinct tasks such as coordinating care, sup-
porting a patient through e.g. cancer treat-
ment, documenting patient information
regarding treatments, and communicating
with the patient between care provider vis-
its (BERGLUND ET AL., 2015; JoHNsON, 2016). In Fin-
land, the term coordinating nurse (koordi-
noiva hoitaja) is often used when referring
to nurses with similar tasks to nurse naviga-
tors and the term named nurse (omahoita-
ja) when describing a nurse that is allocat-
ed to a patient during a certain treatment
period in a certain unit and whom the pa-
tient can contact directly if needed. Tasks
of named nurses have similarities to nurse
navigation programs; however, named nurs-
es are allocated to a patient only during a
certain episode in a certain unit.

Nurse navigation programs aim to im-
prove access to care, enhance patient edu-
cation and care coordination, and link dif-
ferent community resources together (Case,
2011). It has been shown that minimizing
the number of personnel members in-
volved in cancer care is beneficial in sup-
porting the formation of patient-personnel
relationships during care (BARNET AND SHaW,
2013). Both continuity of care (Barner anp
SHAW, 2013; BERGENMAR ET AL., 2006; CAMPBELL ET
AL, 2010), and communication and access to
information (CAMPBELL ET AL, 2010; HARRISON
ET AL., 2009Q; SAILA ET AL, 2008) are important
areas in outpatient and cancer care. Cancer
patients have reported meeting the same
nurse during different visits to be impor-
tant (BERGLUND ET AL, 2015). Hence, healthcare
coordinators, such as nurse navigators, have
been seen as a way to increase continuity of
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care and coordination with cancer patients
(BERGLUND ET AL., 2015; CAMPBELL ET AL., 2010; CASE,

2011; MA, 2002; POST ET AL., 2015).

Modularization in healthcare

Modularity in general was discussed in
section modularity. This section discusses
modularization and its implications specif-
ically in healthcare.

Healthcare modularization can be ana-
lyzed from different perspectives. From a
medical perspective, clinical pathways are
examples of modularity (McLaucHLIN AND
Karuzny, 2000). Consequently, choosing the
right clinical pathway for a patient is an ex-
ample of mass customization. On the other
hand, different units of a healthcare provid-
er, such as an outpatient clinic or a ward can
be seen as modules from an organizational
perspective. Altogether, the modularization
of services in healthcare relates to the need
for cooperation between healthcare service
providers to increase the coordination of
services (Kuntz anDp VERra, 2007) and the con-
tinuum of care (MEYER ET AL., 2007).

Healthcare consists of different fields,
such as hospital care and elderly care, and
thus different fields of the industry react
to managerial methods, such as modular-
ization, differently (Dranovg, 1998; LiLLrank
ET AL, 2015). In healthcare, there are charac-
teristics that may contradict with modular-
ity. Among others, the medical experience
and discretion of experts, which may con-
tradict with modularity, may affect decision-
making and customized service delivery. Al-
though there are services that are mass pro-
duced, the autonomy and professionalism
of healthcare experts are nevertheless con-
nected with healthcare services, leading to a
paradoxical co-existence of both profession-
alism and mass production (McLAUGHLIN AND
Karuzny, 2000). In addition, the steep infor-
mation asymmetry between patients and
professionals affects healthcare (Lansenc anp
ANDREASSEN, 2007) and constricts the co-cre-
ation of services, as patients may not dif-



ferentiate between their medical needs and
wants (BERrRy AND BENDAPUDI, 2007; LILLRANK ET
AL., 2010).

Most of the empirical modularization
studies focus on elderly or mental care
(BROEKHUIS ET AL., 2017; BUSHE ET AL,, 2008; CHOR-
PITA ET AL., 2005; DE BLOK ET AL., 2014, 20104, 2010B;
SOFFERS ET AL., 2014; VAN DER LAAN, 2015; WEISZ ET
AL, 2012), and fewer studies focus on hospi-
tal care (BOHMER, 2005; KUNTZ AND VERA, 2007;
MEYER ET AL, 2007). To enhance continuity of
care in modularized healthcare services, it
is important to coordinate co-operation of
different healthcare professionals. The use
of single care plans may increase coherence
in situations when various healthcare pro-
fessionals treat patients (MEVER ET AL., 2007).

Standardized healthcare services may
decrease information asymmetry, and
standardized interfaces may improve pa-
tient flow (VAmiTaro anp Kattiio, 2015). In ad-
dition, modularization may allow the de-
livery of more adjustable yet structured
and transparent healthcare services (pe
BLOK ET AL., 2014; VAHATALO AND KALLIO, 2015),
and bring cost reductions through stream-
lining care coordination and information
(BOHMER, 2005; MEYER ET AL., 2007; SOFFERS ET
AL, 2014). However, studies also argue that
it may affect costs in different ways (Vinira-
10 anD KatrLio, 2015), and that the benefits of
developing a modular treatment scheme
may not outweigh the costs (CHorprTa ET AL,
2005). The strict specification of interfac-
es may also challenge professional auton-
omy (Van pER Laax, 2015), and it is not ev-
ident whether modularization increases
(DE BLOK ET AL., 2013) OI restrains (VAmAtaro
aND Kartio, 2015) customization. In addition,
the decomposition of services into clearly
specified modules with specific functions
and the creation of standardized interfaces
may be challenging to achieve in a health-
care context (BROEkHUIS ET AL, 2017). None-
theless, standardization is required to suc-
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cessfully implement modularization, al-
though it may challenge modularization
by restraining competition, customization,
and new technological and service innova-
tions (VAHATALO AND KaLLIO, 2015).

Patient satisfaction and experience

As described previously, understanding cus-
tomer satisfaction (in the case of healthcare,
patient satisfaction) is a key aspect of oper-
ations management (BITNER ET AL, 1997; HAL-
LOWELL, 1996; JoHNsTON AND CLARK, 2005; ZHANG
ET AL, 2003). In healthcare, there is similar-
ly a need to understand the needs, require-
ments, and expectations of patients to man-
age service production successfully. Patient
satisfaction and experience are multifacet-
ed concepts as they are affected by many
different factors (Berwick &t AL, 2017; CoULT-
ER, 2017; PATEL ET AL., 2011; S1TZ1A AND WOOD, 1997)
and have been seen as important in quali-
ty of care (CLEARY AND MCNEIL, 1988; PATEL ET AL.,
20m). Patient satisfaction is closely linked to
health outcomes (Pater e AL, 201), and sat-
isfaction to care has been found to be posi-
tively correlated to adherence to care (Mar-
TIN ET AL., 2005).

Patient satisfaction and perception are
often used as synonyms, although this is
not the case as satisfaction is an example
of perception (SoraEr AND FIRMINGER, 2005).
There is no one definition for patient sat-
isfaction (HenDERsON ET AL, 2004). Similarly,
there is no one general tool to measure pa-
tient satisfaction (PERNEGER ET AL, 2003). Sat-
isfaction relates to aspects such as the ful-
fillment of needs, desires, and expectations
(S1Tz1A AND WoOOD, 1997; WILLIAMS, 1994). Vari-
ous underlying factors such as accessibil-
ity to care, patient-physician communica-
tion, continuity of care, and the involve-
ment of patients in decision-making affect
patient satisfaction (PaTeL £T AL., 2011; PRAKASH,
2010; SATLA ET AL, 2008). In their review, Mp-
inga and Chastonay (201) identify the fol-
lowing concepts to be essential in patient
satisfaction: “the quality and accessibility
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TABLE 3
Determinants of patient satisfaction.

Determinants of satisfaction Reference

fulfillment of expectations
fulfillment of needs
quality of care

outcomes of care

accessibility and availability of
care, e.g. waiting times

affordability

demeanor of caregivers, e.g.
compassion, emotional support

skills, expertise, competency

patient-physician communication/
access to information

patient participation in
decision-making

of medical care, availability of health servic-
es and structures, affordability of costs, in-
formation and participation of the patient”.
Interpersonal characteristics, profession-
al demeanor, skills and expertise of physi-
cians affect patient satisfaction (Boquiren
ET AL, 2015). When measuring patient satis-
faction related to physicians, the perceived
skills and humaneness of physicians are key

components (BoQUIREN ET AL., 2015).

Williams (1994); Jackson etal. (2001)

Sitziaand Wood (1997)

Sitziaand Wood (1997); Henderson et al. (2004);
Watanabe etal. (2008); Mpinga and Chastonay (2011)

Hendersonetal. (2004)

Williams (1994); Sitziaand Wood (1997); Henderson et al. (2004);
Sdilietal. (2008); Mpinga and Chastonay (2011)

Mpinga and Chastonay (2011)

Henderson etal. (2004); Boquiren etal. (2015)

Henderson etal. (2004); Boquiren etal. (2015)

Henderson etal. (2004); Sild etal. (2008);
Mpinga and Chastonay (2011); Patel et al. (2011)

Henderson etal. (2004); Watanabe et al. (2008);
Mpinga and Chastonay (2011);

Patients often report to being satisfied
with the care that they receive (SiwA er AL,
2008; STANISZEWSKA AND HENDERSON, 2005; WiL-
LIAMS, 1994; WILLIAMS ET AL, 1998). However,
this may not correlate with patient evalua-
tions of the healthcare service that produc-
es the experience (WILLIAMS ET AL., 1998). In
addition, research has shown that most pa-
tients are rather uncritical regarding their
care and thus only report dissatisfaction to
care when care quality is extremely poor
(WirLiams, 1994). It has also been shown that



patient satisfaction is higher if the measur-
ing tools are filled in during visits compared
to answers given at home after the visit (Gas-
QUET ET AL, 2004). Researchers have identified
that unmet expectations correlate with satis-
faction (Jackson er aL., 2001). However, it is not
clear, whether unmet expectation cause dis-
satisfaction or whether they act as a marker
of dissatisfaction (Jackson £t aL., 2001). Patient
satisfaction of healthcare systems is com-
plex, and only some of the affecting deter-
minants have been identified leaving a gap
in the understanding of factors determin-
ing satisfaction for health care systems (Bre-
ICH ET AL, 2009). Table 3 summarizes aspects
that may affects patient satisfaction. How-
ever, the determinants of satisfaction of an
individual patient remain mostly unknown

(JACKSON ET AL., 2001).

Patient segmentation in healthcare

Healthcare can be segmented in different
ways taking into account aspects such as pa-
tient needs and characteristics, the urgen-
cy and specialization levels of services, the
different phases of healthcare delivery (e.g.
screening, diagnosis, cure), or manageri-
al aspects (CHRISTENSEN ET AL., 2009; LILLRANK
ET AL. 2010; LILLRANK, 2018; LYNN ET AL. 2007). In
patient segmentation, the identification,
specification, and assessment of the patient
needs is important (pe: BLOK ET AL, 2014, 20108;
MEYER ET AL, 2007). The segmentation of pa-
tients into groups according to needs has
been seen as a way to increase patient-cen-
tricity (EissENs VAN DER LAAN ET AL., 2014; Liii-

RANK, 2018, P.218).

Summary of Literature

Mass customization and modularization
are tightly linked to each other. Howev-
er, both concepts have various definitions
as the terms are challenging to define. Al-
though modularization does not always lead
to customization (Duray ET AL, 2000), NOT is it

39

From borders to interfaces
Modularizing specialized outpatient services

the only way to mass customize, it is a key
means to enable mass customization (Bovw-
TON ET AL., 1993; GILMORE AND PINE II, 1997; PINE,
1993; P1nE, 1992). As services differ from prod-
ucts, the modularization and mass custom-
ization of services is more challenging than
in the case of products.

Healthcare is a diverse service field in-
cluding both similarities and dissimilarities
with other services. The strong and steep
information asymmetry between healthcare
service producers and the patients may chal-
lenge co-creation in healthcare (Berrv anp
BENDAPUDI, 2007; LILLRANK ET AL., 2010). In ad-
dition, the need to treat all in need and not
only focus on a certain patients segment
(BouMER, 2005) may affect the use of mod-
ularity in healthcare. Similarly, regulations
on healthcare delivery and development,
and medical research have a strong effect
on healthcare services.

The number of healthcare modulariza-
tion studies is limited. Researchers have
identified a need to study the effects of mod-
ularization on a quantitative basis (DérsEck-
ER AND B6HMANN, 2013) as prior research find-
ings regarding the effects of modularization
in healthcare are inconclusive and as most
studies focus on a conceptual perspective.
Researchers have also addressed the need to
be able to combine standardization and cus-
tomization in healthcare delivery (MinvierLe
ET AL, 2014). Thus, there is a need for more
research on the application and outcomes of
modularization in healthcare. €
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Aims ofthe study

This study focuses on the modularization of hospital healthcare
delivery. It aims to identify enablers, constraints and outcomes
related to the modularization of healthcare services focusing on
specialized healthcare, and to identify patient preferences relat-
ed to modularized day hospital service delivery. The objective of
this study is to answer the following questions:

1. What enablers and constraints are related to
modularization in specialized hospital care?
a. What has to be done to enable modularized
service delivery in specialized outpatient care?

2. What kind of outcomes, both qualitative and quantitative,
are related to modularization in specialized hospital care?
a. Is modularization associated with changes
from inpatient to outpatient care?
b. How do personnel members perceive
changes due to modularization?
c. How may modularization influence process
and resource efficiency?

3. What are patient preferences concerning
modularization and named nurses? Are patients
satisfied with modularized care?

4. How can the linkage between healthcare characteristics,
enablers and constraints, and outcomes in modularization
be conceptualized?
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In this thesis, enablers, constraints, and out-
comes are defined as follows (Table 4):

TABLE 4
Definition of enablers, constraints, and outcomes used in this thesis.

Term Definition

enablers conditions influencing their target favorably

conditions that hinder or prevent, or otherwise negatively influence

constraints .
their context

outcomes associated with the redesign of the service architecture

outcome o
based on modularization principles

The enablers can be either prerequisites
or necessary conditions (cr. DUL T AL, 2010).
However, the enablers may not necessarily
be fully responsible causes of the resulting
condition in their context. The constraints
do not necessarily fully prevent the expect-
ed condition. In other words, enablers re-
fer to conditions and factors that are either
prerequisites to modularization or influ-
ence modularization positively. Constraints
refer to conditions and factors that hinder
or prevent modularization. In medicine, the
term outcome is often used to describe pa-
tient outcomes. However, in this thesis, out-
comes are related to service production. €
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The following table (Table 5) demonstrates
the connection of the articles to the research
questions.

TABLE 5
The connection of each article to the research questions.

Research question

Articlel

Article ]

Articlelll

What enablers and constraints are related to
modularization in specialized hospital care?

What kind of outcomes, both qualitative and quantitative,
arerelated to modularization in specialized hospital care

What are patient preferences concerning modularization
and named nurses? Are patients satisfied with
modularized care?

How the linkage between healthcare characteristics,
and enablers, constraints and outcomes in modularization
can be conceptualized?
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Ethical considerations

The Coordinating Ethics Committee of HUS approved the study
plan. The study followed good research practice. All interviewees of
semi-structured interviews, both personnel members and patients,
were given written information of the study and gave written con-
sent. Semi-structured interviews were transcribed and sent to in-
terviewees. The patients questionnaires did not include identifiable
information (name, address or social security number) of patients.

Context

Case description — intervention

The main case organization of the thesis is HUS. The universi-
ty hospital provides both secondary and tertiary healthcare includ-
ing conservative, surgical and psychiatric specialties and serves a
population of 1,6 million inhabitants in Southern Finland. It rep-
resents a highly complex service provider with a multiunit service
architecture.

An interesting case study possibility generated this research proj-
ect (cr. EISENHARDT, 1989; Voss ET AL, 2002): a possibility to study a mod-
ularized day hospital that carries out standardized outpatient care
to patients from different specialties within a larger university hos-
pital. From HUS, two specific units, the hematology and oncology
units that both belong to the Comprehensive Cancer Center were
included. These units were chosen, because they represent different
ways of delivering day hospital care: the oncology unit functions in
a more traditional way from a service-delivery perspective (in other
words is non-modularized) whereas the hematology unit functions
in a modularized way.

Hematology and the independent day
hospital — modularized service architecture
In the past, it was established for a hospi-
tal specialty to have a day hospital for its pa-
C o n text tients. In 2010, a new independent day hos-
) J pital (The Meilahti Triangle Hospital s day
hospital) was established in HUS. During
d at a a n d this process, treatments and procedures of
over 20 specialties were standardized and
centralized to the new independent nurse-
m et h Od s led day hospital. The new day hospital was
designed to enhance outpatient care deliv-
ery through greater volumes and thus sup-
port the shift from inpatient to outpatient
care. The modularization process was car-

ried out by medical professionals and was
4 1 not described as modularization during the

From borders to interfaces
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TABLE 6

The service architecture of hematology and oncology care in HUS

Specialty/organization Unit

Responsibility

Hematology Hematology ward inpatient care
N outpatient visits without
& Hematology Outpatient clinic UIPALENtVISIES WIthou
<= treatments or procedures
5
T T ot outpatient procedures
Meilahti Triangle hospital ‘s Independent i P 4
. . and treatments
day hospital day hospital .
of hematology patients
Oncology Oncology wards inpatient care
& outpatient visits without
2 treatments or procedures
= . . (outpatient clinic)
O  Oncology Outpatient unit

development process. However, when retro-
spectively studied, the reengineering of the
day hospital services and the creation of the
independent day hospital fulfill modulariza-
tion criteria.

Hematology is one of the 20 specialties
that carry out their day hospital services in
the new independent day hospital. The in-
dependent day hospital produces approxi-
mately 16,000 treatment or procedure visits
annually, of which, approximately 50% are
hematology patient visits. Thus, hematology
is the largest service user of the day hospital.
Eighty different procedures and treatments
to over 20 medical specialties are carried out
in the day hospital. As the treatments and
procedures are standardized, in general all
nurses, approximately 20, can carry out all
the services produced in the day hospital.
The day hospital functions as an outsourced
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treatments and procedures
(dayhospital)

activity as different medical specialties book
services from the day hospital to fulfill their
patient needs.

Today, the hematology unit functions with
amodular service architecture and hematol-
ogy services are carried out in three differ-
ent units (Table 6). The day hospital is an in-
dependent, nurse-led unit, and is not part of
the hematology unit, although day hospital
services for hematology patients are carried
out in the day hospital.

Oncology — Traditional service architecture

The oncology unit has a service architec-
ture that can be characterized as tradition-
al. Inpatient care is carried out in wards, and
outpatient care is provided in the outpatient
unit (see Figure 1, Article I). The service ar-
chitecture of oncology is described in Ta-
ble 6. Physicians and nurses work closely
together in wards and the outpatient unit.
All personnel members belong to the same



organization (the Department of Oncolo-
gy). Only oncology patients are treated in
the day hospital, in which approximately
20,000 treatment sessions are carried out
annually. All patients are assigned a named
nurse, who carries out the patient’s treat-
ment scheme in the day hospital. Patients
can contact the nurse directly between visits
during their treatment phase. Before mod-
ularization, the hematology unit worked in
a way that had similar characteristics to the
current oncology unit with the exception of
named nurses.

Data and methods

Data

Semi-structured interviews

During 2015, 16 semi-structured interviews
with open questions and verifying closed
questions were carried out to enable the
collection of detailed, first-hand informa-
tion of the traditional (oncology) and modu-
larized (hematology) operating models (see
appendices for interview outline). Different
healthcare personnel members from HUS
from different levels of the organizational
hierarchy, groups and functional areas were
interviewed to limit informant bias (Eisex-
HARDT AND GRAEBNER, 2007): four physicians,
three nurses, and one wad clerk in the he-
matology unit and two physicians, five nurs-
es, and one ward clerk in the oncology unit.
Notes were taken during the interviews. The
interviews were recorded and transcribed;
the transcriptions were sent to interviewees
to verify accuracy and correctness (Jornsron

ET AL., 1999).

Quantitative data

Quantitative data from the hematology
unit and independent day hospital of HUS
was obtained between 2009-2010 and
2013—2014. The data included service us-
age of 5097 patients. The quantitative data
included bed counts, service usage data and

43

From borders to interfaces
Modularizing specialized outpatient services

personnel resource information converted
into full-time equivalents (FTEs) (see tables
8,9, and 10).

Supporting interviews

Additional unstructured interviews of key he-
matology personnel members were conduct-
ed (three nurses and one physician) face to
face, on the phone or by email. These inter-
views were conducted to support quantitative
analyses of data from the hematology unit of
HUS and to verify the findings of the quan-
titative analyses. These unstructured inter-
views were not recorded; notes were taken.

Other supporting data

Field visits to the hematology and oncology
units and the Meilahti Triangle hospital “s
day hospital were organized. In addition,
treatment instructions from both the he-
matology and oncology unit and scheduling
instructions of the independent day hospi-
tal (Meilahti Triangle hospital day hospital)
were analyzed.

Reference data
Reference data on changes in hematolo-
gy care were obtained from Oulu Univer-
sity Hospital (Oulu). The reference hospi-
tal is situated in a sparsely populated area
in Northern Finland. The quantitative da-
ta were collected from the hospital’s data-
bases, and three interviews (chief physician
and two ward clerks) were conducted to ver-
ify the service delivery model and the da-
ta from the hospital databases. Notes were
taken during the phone interviews. The re-
search team had access only to population-
level usage data; diagnoses were not avail-
able. The reference data were collected to
understand the context and the general de-
velopment of hematology care in Finland.
The reference hospital “s hematology unit
treats similar patient groups as the hematol-
ogy unit of HUS. However, allogeneic stem
cell transplantations are not carried out in
Oulu. The outpatient services of hematolo-
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gy care in Oulu are traditionally organized
from a delivery service perspective and the
unit has its own day hospital. The operating
model of Oulu is similar to that of HUS he-
matology before the modularization process
in 2010. Due to the sparsely populated ar-
ea of Oulu, patients must often travel long
distances to physical visits. Thus, the hospi-
tal has decreased visits by using telephone
contact instead.

Interviews and questionnaires to patients

A survey was carried out to oncology and
hematology patients in HUS (see appen-
dices for Finnish versions of the question-
naire). First, five patients of different ages
with acute lymphatic leukemia, breast can-
cer, colon cancer, or melanoma were inter-
viewed to support the development of the
questionnaire and to understand how pa-
tients perceive service delivery (see appendi-
ces for interview outlines). The semi-struc-
tured interviews were transcribed and sent
to the patients to check for validity (Joun-
STON ET AL., 1999).

Nurses of the hematology and oncolo-
gy units of HUS distributed and collected
the questionnaires. Nurses distributed 410
questionnaires to oncology patients in the
day hospital and the outpatient clinic be-
tween April and May of 2016 and 300 ques-
tionnaires to hematology patients in the
(modularized) day hospital and the hema-
tology outpatient clinic between April and
September of 2016. Questionnaires with
completed answers to the three following
main questions (n = 445) were included in
the study:

« [ am satisfied with the care I have received
in the day hospital (5-point Likert scale).

« It is important that I would have a named
nurse in the day hospital (5-point Likert
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« I wish that the following maximum num-
ber of nurses would treat me in the day
hospital (multiple choice).

The Likert scale questions had five options:
strongly agree, agree, neither agree nor dis-
agree, disagree and strongly disagree. The
third question regarding number of nurses
included the following multiple-choice an-
swer options: 1 nurse, 2 nurses, 3 nurses,
4 to 5 nurses, 6 to 10 nurses, more than 10
nurses and no preference concerning the
number of treating nurses.

The following background informa-
tion was documented (see Figure 1 in Arti-
cle I11): Gender, age, condition treated for,
other chronic conditions requiring medica-
tion, first year treated in day hospital, num-
ber of visits to the day hospital during the
last year for treatment, number of different
treating nurses in the day hospital during
the last year.

Table 7 summarizes the different data
sources used in each article.

Methods
Article |
A comparative case analysis (Voss £T AL., 2002)
was carried out to identify differences be-
tween the service architectures of a modu-
larized hematology unit and a non-modu-
larized oncology hospital unit in HUS. In
addition, constraints and enablers related to
the design and use of modularity and identi-
fied outcomes related to the modularization
process were analyzed. Following purposive
sampling (BARRATT ET AL., 2011; EISENHARDT AND
GRAEBNER, 2007; PATTON, 2002) two specialties
were chosen: hematology and oncology as
patients in these two specialties have simi-
lar service delivery needs, but their service
delivery is organized differently. To gather
a full range of evidence in the specialized
healthcare context (Yin, 2003), an explorato-
ry, inductive case study method was selected.
First, a within-case analysis was conduct-
ed, followed by the second phase, a cross-



TABLE 7

The data sources used in each article. The data were collected from HUS unless otherwise indicated.

Data source Number Articlel  Articlell ~ Articlelll
semi-structured interviews hematology unit ginterviews X X
semi-structured interviews oncology unit 8 interviews X

supporting interviews 4interviews X

other supportive data X X

quantitative data 5097 patients X

3interviews; popu-

reference data (Oul : X
(Oulu) lation-level data
interviews of patients 5interviews X
710delivered,
surveyto patients 445 completed X

case analysis (EisENHARDT, 1989; MILES ET AL,
2014) of the two cases. In the within-case
analysis, the transcribed interview data of
oncology and hematology were indepen-
dently analyzed and manually coded and
first-level observations were identified in
both cases. The translation of direct obser-
vations into coded categories requires inter-
pretation of the subject by the analyst doing
the coding (Graser anp StrAUSS, 2009). Treat-
ment instructions from both cases were
identified to verify interview findings.

In the second phase, the cross-case anal-
ysis, the first-level observations of hematol-
ogy and oncology were compared, and the
first-level observations that were found on-
ly in hematology were included in the fur-
ther analysis as oncology was a negative
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surveys

case with no modularization. This strate-
gy enabled the researchers to focus on find-
ings that were present only in hematology,
as the characteristics that may be inherent
to the studied hospital, and corresponding-
ly, to specialized hospital service produc-
tion in general, could be eliminated. The
included first-level observations were ar-
ranged under second-level concepts based
on inductive analysis. In the end, a frame-
work to combine the characteristics of spe-
cialized hospital services, activities to enable
the design of modular service architecture,
and outcomes of the system was developed.

Atrticle Il

An exploratory mixed methods case study
was carried out (Y1, 2003). Following a purpo-
sive sampling logic (EISENHARDT AND GRAEBNER,
2007; PatTON, 2002), the Study included the he-
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TABLE 8

Output measures and definitions. Modified and reprinted from the original article with the permission of

SAGE Publications Ltd.

Output Measures Definition
Patients Total amount of patients in hematology unit
Inpatients Total amount of patients with admission to hospital, treated in wards
Outpatients Total amount of patients without admission to hospital
. . Total number of treatment periods of individuals patients in wards, i.e.

Inpatient episodes R : .

inpatient episodes in wards

Number of net days in wards, calculated as discharge day minus ad-
e T mission day. Ifthe discharge and admission day were the same (same

Same day discharge episode
Visits

Treatment and procedure
visits

Other outpatient contacts

day discharge episode), the value of net days =1. (NoroDRG-opas Suo-
ritekdsikirja, 2016)

Inpatient episodes in which discharge day same as admission day

Physician or nurse appointments in outpatient care

Treatments and procedures carried out as outpatient care. Patient not
admitted to hospital.

Other contacts than visits in outpatient care: calls, letters and consul-
tations.

matology unit of HUS in which modulariza-
tion has been applied and the Oulu Univer-
sity Hospital as a reference hospital with tra-
ditional service delivery. The study explored
how modularization may support the tran-
sition from inpatient- to outpatient-focused
services in hospital care and how this transi-
tion may influence process and resource ef-
ficiency. The output measures, process mea-
sures, and resource efficiency measures are
listed in Tables 8, 9, and 10. Inductive analy-
sis of the semi-structured interviews of HUS
(hematology care) was carried out to catego-
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rize and group interview findings related to
service outcomes (EISENHARDT, 1989).

Statistics

In the quantitative analysis, results of
1/2009-10/2010 (before modularization)
were compared with results of 1/2013—10/2014
(after modularization) to analyze the changes
in process measures and resource efficiency
measures. When applicable, statistical analy-
sis with SPSS Statistics 23 with Independent-
Samples Mann Whitney U Test (null hypoth-
esis = distribution of analyzed measures [such
as episodes or visits] is the same between the
two time periods, i.e., for January 2009—Oc-



TABLE 9
Process measures (main variables) and definitions. Modified and reprinted from the original article with
the permission of SAGE Publications Ltd.
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Process Measures Definition

Inpatient episodes/ patient ~ Average number of episodes per patientin inpatient care

Average length of stay during one inpatient episode.

WS SR Length of stay calculated as discharge day minus admission day.

Average length of stay Average length of stay during one inpatient episode without

without same daydischarge ~ same day discharge episodes. Length of stay calculated as discharge

episodes day minus admission day.

Visits/patient Average number of visits per outpatient patient

Other contacts/ patient Average number of other contacts per outpatient patient
TaBLE 10

Resource efficiency measures (secondaryvariables) and definitions. Modified and reprinted from the
original article with the permission of SAGE Publications Ltd.

Resource efficiency measures  Definition

All patients / All nurse and physician FTE “s carrying out

Patients/ FTE services to hematology patients

Inpatients/ inpatient FTE? Number of inpatients / FTE “s allocated to inpatient care

Outpatients/ outpatient FTE*  Number of outpatients / FTE “sallocated to outpatient care

Visits/ outpatient FTE? Number of outpatient visits/ FTE ‘s allocated to outpatient care
Treatment and procedure Number of treatment and procedure visits in outpatient care/ FTE 's
visits/ outpatient FTE? allocated to outpatient care

Utilisation rate of beds® Number of total gross inpatient days/ capacity of beds

*FTE =Full Time Equivalent; *The utilisation rates of beds was calculated with gross
inpatient days = discharge day — admission day +1 day.
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tober 2010 and January 2013—October 2014)
was carried out, because the metrics were not
normally distributed. The changes (%) were
compared with changes reported from the
reference hospital where modularization had
not been applied to understand the changes
in the general hematology service context. Fi-
nally, the qualitative and quantitative findings
were combined together.

Article 111

Similarities and differences in patient prefer-
ences regarding the organization of care were
explored in a modularized day hospital treat-
ing hematology patients and an oncology day
hospital treating oncology patients. Patient
preferences related to named nurses and the
number of treating nurses in day hospital care
were studied. Additionally, patient satisfaction
of the care received in the hematology and on-
cology units was assessed.

Questionnaires with completed answers
to the three main questions (n = 445) were
included in the study. In the regression
analyses, only questionnaires that had com-
plete answers to all included background
and dependent variable questions (n = 380)
were included. Descriptive data on the re-
spondents’ background information, pref-
erences and satisfaction with day hospital
care were documented.

Statistics

Statistical analyses were carried out with
SPSS version 23, and a significance level
of 0.05 was used. Binomial logistic regres-
sions were performed to ascertain the ef-
fects of specialty, gender, age, other diseas-
es, first time (year) in day hospital, number
of times treated in day hospital during last
year, and number of treating nurses in day
hospital on the likelihood that participants
would i) prefer having a named nurse in the
day hospital and ii) prefer having 1—3 nurses
to treat them in the day hospital. &



Context, data and methods







Key Findings

Enablers and constraints related to modularization in
specialized healthcare
Based on the interviews, two constraints and six enablers related to
the modularization of hematology care were identified (Table 11).
At first, the plan of creating a modularized day hospital led by nurs-
es was challenged (Constraint 1). The constraint was tackled by rein-
forcing autonomous professionalism between physicians. During
modularization, the hematology outpatient clinic documented in-
structions how to produce the procedures and treatments provid-
ed in the day hospital to hematology patients. To facilitate this doc-
umentation process, design rules of how to document the day hospi-
tal instructions (Enabler 1) were created to ensure that all relevant
information is documented in the instructions in the same way. In
addition, the ownership of module design and execution was separated
(Enabler 2) between day hospital management and personnel, and
outpatient clinic personnel to support mod-
ularization.
Responsibilities and work tasks between
personnel groups were documented, clari-
fied, and rearranged (clear division of work
tasks, Enabler 3), and the day hospital man-
agement created documented scheduling rules
(Enabler 4). Patient segments, which could
be treated in the day hospital, were identi-
fied and patient-selection criteria (Enabler 5)
were developed to support this. To stream-
line communication, communication rules
between the outpatient clinics and the day
hospital (Enabler 6) were created. When
HUS started to use the new service model,
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TABLE 11

Enablers and constraints of the modularization of the hematology service production in HUS.
Modified and reprinted from the original article with the permission of Emerald Publishing Limited.

Enablers and constraints

Description

Enabler1
Enabler2
Enabler3
Enabler 4

Enablers

Creation of design rules for module design

Clear separation of ownership of modules and design rules
Clear division of work tasks

Creation of scheduling rules

Creation of criteria for patient and component selection

Creation of communication rules and channels between
outpatient clinics and day hospital

Enabler6

Constraint1

Constraint2

a new constraint (Constraint 2) related to
the packaging of services of the different spe-
cialties by ward clerks was identified. Ward
clerks were assigned specific tasks to facili-
tate the packaging of different services. In
addition to enablers and constraints, the re-
sults showed that patient involvement was
nonexistent in the design of day hospital
services.

Outcomes of modularization
Outcomes of modularization in hematol-
ogy unit of HUS were identified. Table 12
summarizes the qualitative outcomes relat-
ed to the modularization of the day hospital
in HUS, identified in Article I.

After modularization, all nurses have been
able to carry out nearly all of the approximate-
ly 8o standardized treatments and procedures

o2

Resistance in design of modules and work tasks

Too wide a range of different instructions for packaging

in the day hospital (Outcome 1). According
to the professionals interviewed, supply and
demand are easier to balance as patient vol-
umes are larger. The standardization of day
hospital services has streamlined service pro-
duction (Outcome 2) and communication
(Outcome 3). Modularization has enabled
the hospital to close a ward. According to
interview findings, treatments are approxi-
mately 30% cheaper to carry out in the day
hospital compared to wards.

In addition to positive effects on service
production, modularization has brought
about new challenges. In the new day hos-
pital less variety and customization of service
components is possible (Outcome 4), affect-
ing patients groups, such as clinical-trial pa-
tients, requiring both standardized day hos-
pital services and customized services that
are not carried out in the independent day
hospital. After modularization and the re-



TABLE 12

Outcomes related to modularization in HUS, identified in Article |.
Modified and reprinted from the original article with the permission of Emerald Publishing Limited.

Outcome Description
Outcome1 All nurses carry out all components
Outcome 2 Streamlined service production
Outcome3 Streamlined official communication
Standardization carried out inside modules, less variety and
Outcome 4 - .
customization of service components
Outcomes Loss of unofficial communication and relationships
Loss of ownership of service production and challenge to
Outcome 6
develop modules further
Outcome7 Less flexibility in communication with patients

allocation of personnel to different organi-
zations, there has been less informal com-
munication between personnel from different
modules (Outcome 5), resulting in less in-
formal relationships and collaboration be-
tween personnel members of different or-
ganizations or personnel groups. The mod-
ularization and the separation of outpatient
care into two units has led to a loss of owner-
ship of service production and has challenged
further development of modules (Outcome 6).

After modularization, communication with
patients has become less flexible (Outcome 7).
Patients do not have named nurses in the
day hospital whom they can contact when
questions arise during treatment phases. In
cases of sudden changes requiring patient
notification, outpatient clinics are required
to contact patients regarding this informa-
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tion, although the changes have occurred
during day hospital care.

The results of Article IT suggest that mod-
ularization may support the shift from in-
patient to outpatient care (Table 13, see al-
so Article II Tables 2 and 3). The hospital
could decrease hematology beds from 38 to
32. Process measures show that in HUS in-
dividual patient care has shifted from an in-
patient focus toward a more outpatient fo-
cus in hematology care as patients had few-
er inpatient episodes (-13%) and more visits
(42%) after modularization. These changes
however, were not statistically significant.
At the same time, same day discharge epi-
sodes decreased by 65% (p<o.0005) in the
hematology unit of HUS. The results relat-
ed to resource efficiency were polarized and
indicate that modularization may not auto-
matically increase nor decrease resource ef-
ficiency.
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TABLE 13

Changes in outcome measures in the modularized hematology unit of HUS and the reference hospital,
Oulu University Hospital 's hematology unit. Modified and reprinted from the original article with the

permission of SAGE Publications Ltd.

Measures January 2013 to October 2014
Number

Patients 3267

Outpatient visits 22,970

Treatment or procedure outpatient visits 13,661

Inpatient episodes 1407

Same-day discharge inpatient episodes 65

Primary variables: Process measures Mean CIES

(10;90)

Inpatient episodes/inpatienta 2.5 (1;6)

Outpatient visits/outpatient 8.8 (1;24)

Secondary variables: Resource efficiency measures Ratio

Patients/FTE 19.4

Outpatients/ outpatient FTE 50.1

Outpatient visits/outpatient FTE 430.8

Treatment and procedure outpatient visits/outpatient FTE 256.3

Bed utilisation rateb 0.87

o4



FTE: full-time equivalent; NA: not available. *Statistically significant at p < 0.05.aChange between 2009
and 2014 in the reference hospital. °The bed utilisation rate was calculated with gross inpatient days

=discharge day — admission day +1 day.

REFERENCE
MODULARIZED HEMATOLOGY UNIT (HUS) HEMATOLOGY UNIT
(OULU)
January 20050 October 2010 J(';\:::er:z(:]; ;o October 2014 vs. January 2009 to 22:)39—_2:(:140“-
Number Change (%) Significance of change Ch.a ngein reference
unit (%)

2799 +17% +18%

15,096 +52% +37%

8892 +54% NA

1525 8% 14%

187 -65% P<0.0005* NA

Mean Z‘:;’:)t 1.5 Change (%) Significance of change E:;r;%in GECTE
2.8 (17) -13% p=0.194 +4%

6.2 (1,16) +42% p=0.284 +16%

Ratio Change (%) Significance of change Ch.a nge inreference

unit (%)

19.5 1% +31%

67.9 -13% 0%

380.2 +13% +16%

223.4 +15% NA

0.77 +13% NA

99

From borders to interfaces
Modularizing specialized outpatient services

~
0)
<
2
5
=
5
(']
()



Figure 1 shows the combined service de-
livery and production outcomes identified
from interviews and the quantitative data
findings (Article II). Both the qualitative and
quantitative findings were aligned suggest-
ing that modularization had supported the
shift toward outpatient care and the short-
ening of treatment times.

FiIGURE 1

Patient preferences concerning named
nurses and patient satisfaction

Nearly 80% of the oncology questionnaires
and over half of the hematology question-
naires were returned. Altogether 445 ques-
tionnaires were categorized as completed.
Ultimately, 380/445 (85%) of the completed

questionnaires were included in the two re-

Qualitative interview findings and quantitative findings combined, Article 1.
Modified and reprinted from the original article with the permission of SAGE Publications Ltd.

Synthesis of service delivery and production
outcomes from interviews

Quantitative data findings related to service
delivery and production outcomes

Balance between demand and supply

Shorter treatment times

Improved management of service production

Supportin shift from inpatient to
outpatient care

o0

« No data related to queus or waiting times
available

« Inpatient episodes decreased

« Inpatient net days decreased

« Inpatient episodes/patient decreased
- Outpatient visits/patient increased

« The average length of stay without same-day
discharge episodes shortened in the wards.

- The inpatient episodes in wards/patient
decreased and at the same time outpatient
visits/patient increased

« The bed count could be decreased
from38t032
« The bed utilization rate increased



Key Findings
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gression analyses, 65 (15%) questionnaires
had missing values. Table 1 in Article III
demonstrates patients” self-reported char-
acteristics. Both patient groups were satis-
fied with the care they had received in the
day hospital (Article III, Table 2). Nearly all
of the oncology patients strongly agreed or
agreed that they preferred having a named
nurse, whereas less than half of the hema-
tology patients answered similarly. Most
oncology patients preferred a maximum of
three treating nurses; nearly half of the he-
matology patients had no preference regard-
ing the maximum number of treating nurs-
es in the day hospital. (Silander et al. unpub-
lished results).

Oncology patients preferred named nurs-
es and a maximum of three treating nurses
in day hospitals more often than hematolo-
gy patients (see Table 3 in Article III). The
results also showed that the number of vis-
its and treating nurses in the day hospital af-
fected patient preferences regarding num-
ber of treating nurses and named nurses.

(SILANDER ET AL. UNPUBLISHED RESULTS).

Conceptualization of linkage between
healthcare characteristics, and enablers,
constraints and outcomes of modular-
ization

A framework combining characteristics of
specialized hospital services, enabling activ-
ities related to the design of a modular ser-
vice architecture, and outcomes of modu-
larization was developed. It is based on the
description of the service architecture of the
modularized hematology unit and the iden-
tified constraints, enablers, and outcomes of
modularization.

a3

Figure 2 demonstrates the framework and
Table 14 shows the five propositions that
link characteristics of specialized hospital
services, the six design activities, and the
five outcomes. €



TABLE 14

Propositions linking specialized hospital characteristics, six design activities, and five outcomes.
Modified and reprinted from the original article with the permission of Emerald Publishing Limited.
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Propositions of the framework

Proposition 1

Proposition 2

Proposition 3

Proposition 4

Proposition 5

The reorganization of standard service componentsintoa
separate unit with clear task division, scheduling rules,

and instructions promotes streamlined service production and
increased efficiency.

Clear division of tasks between professionals and the
standardization of service components enable increased
replaceability among personnel and more robust human
resource management.

Professional autonomy combined with hierarchical relationships
constrains the standardization and task division between
personnel groups. This, together with reorganizing services
intoindependent units, challenges modular system improve-
ment through diminished ownership of service development.

Combined with the requirement to treat all in need, the
fragmented delivery system involving several specialist groups
constrains the standardization of all services. Standardization
limits possibilities to provide services for special patient groups.

Formal and standardized communication channels between
separated service units constrain informal communication
and relationships between personnel, increasing information
asymmetry between professionals.
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MODULARIZATION IN healthcare is a
rather new research area and thus research
is needed to understand the applicability,
requirements, and outcomes of modular-
ization in different healthcare contexts. Lit-
tle is known of patient preferences and sat-
isfaction related to the modularization of
healthcare services. This thesis work is the
first comprehensive study to explore the en-
ablers, constraints, and outcomes of modu-
larization in addition to patient preferences
and satisfaction related to the modulariza-
tion of outpatient care services in special-

D i SC u S s i O n ized hospital care.

Enablers and constraints
The findings related to enablers and con-
straints are in line with earlier studies. In
the Triangle Hospital, the day hospital was
decoupled from the rest of service produc-
tion (in the studied case hematology ser-
vice production), and interdependencies be-
tween the day hospital and outpatient clin-
ics were minimized through planning rules
and standardized interfaces (BaLpwin anp CLARK, 1997; CHORPITA ET AL,
2005; PEKKARINEN AND ULKUNIEMI, 2008; VAN LIERE ET AL., 2004). The find-
ings revealed that personnel showed resistance towards the design
of modules and allocation of work tasks to create a nurse led day
hospital. This may be linked to hierarchies between professionals
and professional autonomy, a characteristic identified by research-
ers before (Van per LaaN, 2015).

Prior studies have identified design aspects of service modular-
ization such as decomposing service offerings (Erssens-van DEr LaaN
ET AL, 2016), STANDARDIZING INTERFACES WITH PLANNING AND DESIGN RULES
(BALDWIN AND CLARK, 1997; CHORPITA ET AL., 2005; PEKKARINEN AND ULKUNI-
EMI, 2008; VAN LIERE T AL, 2004), and managing the heterogeneity of
customer requests (Ranikka e AL, 201). However, prior studies have
not focused on the identification and description of enablers or con-
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straints. This study focused on understand-
ing how characteristics of contexts, i.e. in
this case specialized hospital care, partic-
ularly hematology, may affect modulariza-
tion.

The importance of patient and public in-
volvement in health services research and
development of healthcare delivery has been
identified (CrawFORD, 2002; FLORIN, 2004; WIER-
ING ET AL., 2017; CHUDYK ET AL., 2018). In oncol-
ogy care, the importance of patient involve-
ment in care delivery development has been
recognized and is part of the mission of the
Organisation of European Cancer Institutes
(OECI projEcr, 2019). Similarly, customer in-
volvement has been considered an impor-
tant aspect of modularization in prior stud-
ies (DE BLOK ET AL., 20104, 2010B; DURAY ET AL.,
2000; PEKKARINEN AND ULKUNIEMI, 2008). How-
ever, in this study, clear patient involvement
was not found to be present in the design
of modular day hospital services. It is possi-
ble that the minor involvement of patients
is due to the steep information asymme-
try between patients and professionals (Lan-
SENG AND ANDREASSEN, 2007; VAHATALO AND KaL-
10, 2015). The findings suggest that patient
(or customer) involvement is not a manda-
tory prerequisite for modularization, but
rather an enabler.

Outcomes

Healthcare modularization outcomes were
analyzed in two articles (Articles I, II). Both
positive and challenging service delivery
and organizational outcomes of modular-
ization were found. The study demonstrat-
ed through qualitative and quantitative find-
ings that modularization is a means that can
be used to support a shift from inpatient-
to outpatient-focused care. The standard-
ization of interfaces and treatments, clear
rules for scheduling and patient selection
support a shift from inpatient- to outpatient-

focused care.

Modularization streamlined service pro-
duction and patient flow. In addition, some
treatments that had earlier been provid-
ed in wards could be moved to outpatient
care. It also increased the replaceability of
day hospital personnel members as today
nurses can carry out nearly all treatments
and procedures of the new Triangle Hos-
pital day hospital. This supported the shift
from inpatient- to outpatient-focused care
in the hematology unit of HUS. The find-
ings also indicated that modularization en-
hanced the balance between demand and
supply and shortened treatments times.
This was seen in both output measures and
process measures as inpatient episodes and
inpatient net days decreased as well as inpa-
tient episodes per patient. At the same time
outpatient visits increased, both in total and
on patient level. As inpatient care is more
expensive than outpatient care in Finland
(KAPIAINEN ET AL., 2014), the findings of this
study suggest that modularization may lead
to cost savings, supporting findings of pri-
or studies (BoHMER, 2005; EISSENS-VAN DER LAAN
ET AL., 2016; MEYER ET AL., 2007). The ﬁndings
related to increased patient flow are simi-
lar to suggestions by prior research (VAuATa-
10 AND Kattio, 2015). The observations of this
study indicate that the enhancement of pa-
tient flow may be due to the streamlining of
communication between different phases of
service phases, an aspect of modularization
that has been discussed before (Meyer £t AL,
2007; SOFFERS ET AL., 2014).

However, the findings of this study dem-
onstrated that in addition to benefits, mod-
ularization challenges service production
in hospital care. This research emphasized
the need to enable customization of hospi-
tal services, a characteristic that was espe-
cially important with patients requiring spe-
cial treatments and clinical trial patients. It
is possible that both the standardization of
service components and the inflexible crite-
ria regarding patient-selection can decrease
flexibility and variety in modular service



production. Although the modularization
of day hospital services did not restrict cus-
tomization of treatments and procedures
on hospital level, the standardization of the
day hospital services in the Meilahti Trian-
gle hospital restricted day hospital service
customization. These findings contradict
with prior studies in an elderly care context
(pE Brox ET AL, 20108). The findings are in line
with earlier studies suggesting that health-
care professionals may see modularization
as restrictive to customization through stan-
dardization (Viniraro anp Kattio, 2015) or the
specification of interfaces as contradictory
to their professional autonomy (Van per Laax,
2015). It is also worth noting that after modu-
larization, communication with day hospital
patients regarding their overall care became
less flexible during their day hospital treat-
ment visits as the hematology outpatient
clinic is responsible of communication.

The findings related to changes in re-
source efficiency were partly positive and
partly negative and thus are in line with
prior studies indicating that modulariza-
tion in healthcare may reduce or increase
costs (BoHMER, 2005; CHORPITA ET AL., 2005;
MEYER ET AL., 2007; VAHATALO AND KALLIO, 2015).
When treating more patients in outpatient
day hospitals, it is important to note that to-
tal cost decreases are subject to ward capac-
ity decreases. If inpatient resources are not
decreased simultaneously, although treat-
ments are focused towards outpatient care,
no real cost savings may occur.

In this study, positive changes to the bed
utilization rate in hematology in HUS were
found and bed count was decreased from
38 to 32. In addition, the findings indicated
that outpatient personnel have been able to
carry out more treatments and procedures
after modularization, thus indicating that
modularization of outpatient care may in-
crease resource efficiency. However, neither
the bed utilization rate nor treatment and
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procedure visits/ FTE could be compared
to the reference hospital because of lack of
data from the reference hospital.

Patient satisfaction and preferences

This study was the first to explore patient
perspectives and satisfaction related to mod-
ularized hospital services. The findings in-
dicated that patients may be satisfied with
their overall treatment in hospital care
whether or not they have a named nurse.
The findings showed that oncology pa-
tients who currently have named nurses in
the traditionally designed day hospital pre-
fer named nurses and a maximum of three
treating nurses more often than hematolo-
gy patients treated in the modularized hos-
pital. In addition, the findings showed that
the number of treating nurses and annual
visits affected preferences.

Both of the patient groups were satisfied
with their treatments although they were
treated in day hospitals that are designed in
different ways. However, patient satisfaction
and experience are affected by several differ-
ent factors (BERWICK ET AL., 2017; COULTER, 2017),
and thus one should note that the existence
of named nurses or not is only one factor that
may affect satisfaction. Nonetheless, these
findings are noteworthy and interesting, be-
cause previously oncology patients have com-
municated the importance of having the same
nurse during different visits (Bererunp ft AL,
2015), and continuity of care has been consid-
ered important (BARNET AND SHAW, 2013; BERGEN-
MAR ET AL, 2006; CAMPBELL ET AL., 2010).

The tasks of the named nurses in oncolo-
gy in HUS are similar to tasks of nurse nav-
igators (BERGLUND ET AL., 2015; JOHNSON, 2016).
However, named nurses of HUS only partic-
ipate in the treatment phase of oncology pa-
tients. As this study focused on day hospital
care, not the whole patient process of oncol-
ogy patients, the findings cannot be direct-
ly compared with studies focusing on nurse
navigators (CasE, 2011; JOHNSON, 2016; RILEY AND
RILEY, 20106).




Linkage of healthcare characteristics, and
enablers, constraints and outcomes of
modularization

Prior healthcare modularization studies
have identified healthcare characteristics
such as professional autonomy, high in-
formation asymmetry, heterogeneity in pa-
tients demands, and continuous efforts to
create new service and technological inno-
vations (VAN DEr LaaN, 2015; VAHATALO AND KalL-
110, 2015). This study focused on understand-
ing how enabling activities may support
modularization although specific service
characteristics may constrict change. This
is important, as there exists contradictory
and inconsistent experiences of the use of
operations management models in health-
care (D’ANDREAMATTEO ET AL., 2015; GROVE ET AL,
2010; SA CouTo, 2008; SHORTELL ET AL., 1995),
which may be partly rationalized due to dif-
ferences in implementation. A better com-
prehension of the enablers and constraints
of modularization may help to understand
in what contexts and conditions modular-
ization may be applicable, and what factors
should be taken into account in the imple-
mentation process.

Six activities that were used to design a
modular service architecture in HUS and
both positive and challenging outcomes of
the process were identified. In addition, a
synthesis of how specific characteristics of
healthcare may constrain modularization,
and respectively outcomes, was developed.
A framework and five propositions to sup-
port the understanding of the application of
modularity in a hospital context were creat-
ed. The framework demonstrates how the
enabling activities carried out in the design
phase of hospital service modularization
support modularization when inbuilt char-
acteristics cause inertia.

Characteristics of healthcare: hierarchy,
professional autonomy, the requirement to
treat all in need, fragmented delivery, and
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steep information asymmetry all affected
the design and the outcomes of modular-
ization in HUS, and were similar to prior
findings outside HUS (VAuAtaro anp Kattio,
2015; VAN DER Laan, 2015). The findings of this
study suggest that professional culture, not
only political governance (VAuAtaro anp Kar-
110, 2015), may challenge the transformation
from traditional operating models towards
modularization.

The study identified and described how
modularization can be applied to hospital
services by identifying a service phase (day
hospital care), which can be decoupled from
other service production phases without dis-
turbing the overall service production. The
findings of this study demonstrate how the
decomposition of care process phases (Es-
SENS-VAN DER LAAN ET AL, 2016), the division of
work tasks, and focused integration through
interfaces (Barpwin anp Crark, 1997) enabled
modularization and the creation of sched-
uling rules and instructions of care compo-
nent packaging supported the new operat-
ing model. Limiting the number of mod-
ules (CARLBORG AND KINDSTROM, 2014) through
patient volume allowed the organization to
focus on patient groups and processes to
which modularization was applicable. This
supported the management of heteroge-
neous needs (RAHIKKA ET AL., 201).

Both positive and less favorable outcomes
of modularization were identified. Stan-
dardization streamlined service production
and increased replaceability of personnel
within the day hospital. However, as com-
munication between the day hospital and
outpatient units was standardized to enable
a smooth patient flow from the outpatient
clinic to the standardized day hospital, on-
ly formal communication channels, such as
a referral system, were used. This dimin-
ished unofficial communication and infor-
mal relationships between personnel mem-
bers, aspects that support the management
of information asymmetry between person-
nel groups. This finding underlined that not



only service modules, but also interfaces
between service modules are flexible (Bask
ET AL., 2010; Brax, 2013) and may not benefit
from an excessively controlled approach.
Some of the outcome findings contradicted
with essential characteristics of healthcare
e.g. the standardization of interfaces chal-
lenged professional autonomy (Crutss £t ar.,
2002) as it redistributed power relations in
the hospital. The identified discordances
between healthcare characteristics and the
outcomes of modularization may have arole
in the limited applications of modulariza-
tion in hospital services. In healthcare, re-
searchers have identified and described var-
ious operating modes with different produc-
tion and business logics (Litirank, 2018; Lirt-
RANK ET AL, 2010), which may also affect the
applicability of modularization.

Strengths and limitations

This study was the first to focus on day hos-
pital modularization. As the study focused
on one modularized day hospital, the Tri-
angle Hospital of HUS, it is possible that
all enablers, constraints, and outcomes of
modularization in a hospital context have
not been identified, and, thus, the applica-
bility of the findings to different countries
and healthcare service contexts may be lim-
ited. It is also possible that there are health-
care characteristics that may affect modu-
larization or be linked to outcomes of the
operational model that have not been taken
into account in this study. However, there
are other specialties, such as rheumatolo-
gy, which have similar delivery logics as he-
matology. In addition, the findings of the
mixed methods study were compared to a
reference hematology unit in Oulu univer-
sity hospital (Article II). The reference hos-
pital gave context to hematology care and
the general changes and trends (such as
change towards) outpatient focused care
HAKKINEN, 2016, 2013)) in both overall hospi-
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tal care delivery and hematology service de-
livery.

Although personnel members from dif-
ferent personnel groups were interviewed,
and a comparative qualitative case study and
a mixed methods study were conducted to
identify and analyze the outcomes and un-
derlying enablers and constraints, it is pos-
sible that not all factors and outcomes of
modularization in the case were identified.
However, the comparative study between
the oncology (traditional outpatient ser-
vice delivery) unit and hematology (modu-
larized) unit in HUS enabled the research-
ers to distinguish, which constraints and
enablers were related to modularization.
Nonetheless, enablers and constraints that
are not only unique to modularization, but
could also relate to other ways of designing
healthcare delivery, may have been identi-
fied.

Nurses were instructed to give out ques-
tionnaires to all oncology and hematology
patients. However, it is possible that not all
patients were informed of the study. It is al-
so possible that nurses instructed patients
differently and thus patients may have been
more or less eager to answer the question-
naire, depending on the nurses” instruc-
tions. Thus, although nearly 450 complet-
ed questionnaires were returned, it is pos-
sible that satisfied patients answered the
questionnaire more eagerly than less satis-
fied patients did. It is possible that all fac-
tors affecting patient preferences in the
study were not identified. The hematology
questionnaires took longer to gather than
oncology questionnaires (seven months vs.
two months). This was due to challenges in
the distribution of questionnaires to the he-
matology patients. Only patient reported in-
formation to assess preferences and satis-
faction were used, thus the accurate diag-
noses or cancer stages were not available
from the electronic patient record systems.
Patient preferences and satisfaction were
assessed in a real-world setting. Thus, the




applicability of modularization to oncology
was not evaluated, as oncology was not de-
signed in a modular way while hematolo-
gy was. In addition, patient satisfaction was
measured with one question. Thus, in order
to gain more in-depth understanding of sat-
isfaction and experience in outpatient care,
a focused survey should be conducted (Brép-
ART ET AL., 2015).

The study has strengths in addition to
limitations. This study was the first to iden-
tify and conceptualize links between health-
care characteristics and activities required
to modularize service production. In ad-
dition, this study was the first to combine
qualitative and quantitative outcomes da-
ta to analyze outcomes of modularization
and to understand if and how modulariza-
tion may support changes in hospital care
delivery. Modularization was studied from
a broad perspective taking into account or-
ganizational enablers and constraints, both
organizational and service production out-
comes, and patients were interviewed and
surveyed to include a patient perspective.
Mixed methods were used, and both qual-
itative and quantitative data were included.
The thesis writer gathered and analyzed all
of the data used in the study. The research
team had expertize in both operations man-
agement and health services research. This
study not only identified, but also aimed to
understand how and why the identified en-
abling activities are needed in modulariza-
tion and why some aspects constrain modu-
larity. Real-world data was used throughout
the study and the study had a high number
of completed patient surveys. Patient pref-
erences were assessed directly from patients
and not through personnel members.

Future directions

New technologies together with new treat-
ment possibilities with simultaneously ag-
ing populations and increasing healthcare

66

costs challenge today”s and tomorrow s
healthcare. Many diseases, e.g. some can-
cers, have become chronic conditions. The
need to improve health on population lev-
el, answering to individual patients” needs
and improving the experiences of patients
by simultaneously cutting costs have been
identified (Berwick &t a1, 2008). Shared de-
cision-making has been seen as one of the
most important aspects of patient-centric
care (BARRY AND EDGMAN-LEVITAN, 2012). Mod-
ularization and mass customization have
been seen as possible means to tackle the
conundrum of increasing variety and cus-
tomization while simultaneously draw-
ing on the advantages of standardization
and mass production (Berwick, 1997; Borm-
ER, 2005; MCLAUGHLIN AND KALUZNY, 2000; MEY-
ER ET AL, 2007).

Prior studies have indicated that modular-
ization may increase (pe BLox ET AL., 2013) OF
decrease (Vimitaro anp Kariio, 2015) custom-
ization in healthcare. The findings of this
study support the indication that, at least in
highly specialized hospital services, modu-
larization may decrease customization and
flexibility. In addition, the findings indicate
that modularization may not directly in-
crease or decrease resource efficiency. The
identified outcomes related to modulariza-
tion may be specific to HUS and the hema-
tology unit, thus future research is required
to gain generalizable information and to un-
derstand how modularization affects service
production. In addition, the findings of this
study indicate that in the case of highly spe-
cialized hospital care, patient involvement
is not a requisite to modularization. More
studies are needed to analyze the role and
need of patient involvement in care delivery
design. This is important because shared
decision-making has been seen as impor-
tant in patient-centric care. Prior research
has indicated that modularization may de-
crease information asymmetry between pa-
tients and healthcare professionals (VAnira-
10 AND Kartio, 2015). In this Study, modular-



ization decreased flexibility in patient com-
munication. Thus, more studies are needed
to analyze whether modularization affects
positively or negatively patients ~ experienc-
es of patient-personnel communication and
how it may support or hinder shared-deci-
sion making. Future studies are also need-
ed to gain more knowledge of the segmenta-
tion of patient groups and healthcare servic-
es, aspects required in modularized health-
care service delivery.

As this study relied on one modularized
case in one university hospital in Finland,
more studies are needed to test the general-
izability of the results. Studies in different
countries, healthcare fields, healthcare sys-
tems and patient groups are needed to gain
more knowledge of the applicability and
outcomes of modularization, in addition to
patient experiences of the new service deliv-
ery model. Future studies are needed to gain
in-depth knowledge of patient satisfaction
and preferences of modularization and to
increase knowledge of how different patient
groups may perceive modularization. &
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Conclusions

ENABLERS SUCH AS THE CREATION of design and scheduling

rules, clear division of work tasks, and clear separation of owner-

ship of modules and designs rules that supported modularization

were identified. However, constraints related to healthcare charac-

teristics were also present and needed to be overcome to succeed in

modularizing the Triangle Hospital day hospital.

The findings of this study indicate that modularization may be

an applicable method to support the change from inpatient- to out-

patient-focused care in a hospital context. In addition, modulariza-

tion may streamline service production and official communica-

tion between personnel, and increase replaceability among person-

nel. However, modularization may not increase customization or

patient involvement in care delivery design and might restrict in-

formal communication between personnel members. Modulariza-

tion is not evidently a way to increase resource efficiency in all sit-

uations as it may bring both positive and negative changes to re-

source efficiency. As not all outcomes are merely positive, organi-

zations should consider in which situations modularization could

enhance service production. In addition, organizations need to bal-

ance the requirement of customization versus standardization in or-

der to increase the success and applicability of the operating model.

This study indicates that when applied to the care of right patient

groups, patients may be satisfied with modularized care. The findings
demonstrated that patients without named nurses in modularized day
hospital care were as satisfied with overall care as patients with named
nurses in traditionally organized day hospital care. However, not all pa-
tient groups may be in favor of modularization, especially if it means
that patients would not have a named nurse in outpatient care.

A framework describing the relation between healthcare character-
istics, design activities, and outcomes of modularization was devel-
oped. The findings indicate that healthcare characteristics may chal-
lenge modularization. However, by developing design activities that
support modularization, these challenges may be overcome. Modu-
larization may have both positive and challenging outcomes to health-
care service delivery. Altogether, more research is needed to under-
stand when and in what situations modularization is applicable and
most likely successful in developing healthcare service delivery. €
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Patient interview outline for semi-structured interviews

Vapaa sana: Kuvaile potilaskokemuksesi pdivésairaala ja poliklinikka -hoitojaksosta, erityisesti kokemuksesi siitd
millaista palvelua ja miten palvelut olivat jérjestetty pdivésairaalassa tiputushoito tai pistoshoito —jaksolla ja
poliklinikalla. Millainen kokemus sinulla oli palveluiden jérjestdmisen ndkdkulmasta (pistos- ja tiputushoitojaksoon
liittyvista hoitaja- ja lddkarikdynneistd)? Padpaino kysymykselld on terveyspalveluiden jérjestdmisessé (esim. miten
lddkérinajan sopiminen onnistui/vaihtaminen, oliko mielestési kdyntejé tarpeeksi etc.)

Yleisié kysymyksii alkuun

Onko/oliko hoitojaksosi ajallisesti rajattu vai onko hoitojakso jatkuva? Toisin sanoen tieddtko kuinka kauan
paivisairaalahoitojaksosi (tiputus tai pistoshoito) kestaa?
Oliko hoidon jérjestely mielestési toimiva? Toimivatko kdytdnnon jarjestelyt, esimerkkeina:
o Léadkédrivastaanottojen varaaminen/ vastaanottojen aikataulusta tiedottaminen
= Oliko kaytosséd sahkopostimuistutus kdynneista? Koitko sen hyviksi? Olisiko sellainen
mielestdsi hyva?
o Yhteydenotto hoitoyksikkdon tarvittaessa
= Saiko hoitoyksikkdon helposti yhteyttda? puhelimitse (virka-aikana/virka-ajan
ulkopuolella), salatulla sdhkopostilla, muulla tavoin
= Miten olisit toivonut/toivoisit voivasi pitdd yhteytta?
o Tutkimustulosten saaminen
= Puhelimitse (virka-aikana/virka-ajan ulkopuolella), salatulla sahkopostilla, muulla tavoin
= Miten olisit toivonut/toivoisit voivasi pitdd yhteytta?

o Hoidon muutosten ilmoittaminen/ yhteydenpito hoitoyksikkoon

o Obhjaus sairaalassa oikeaan paikkaan kdyntien yhteydessé

Saitko tarpeeksi informaatiota koskien péividsairaalan ja poliklinikan toimintaa? (miten varataan aikoja,
ilmoittaudutaan, saadaan yhteyttd yms.) Missd muodossa sait informaatiota? Millaisessa muodossa olisit
toivonut saavasi informaatiota?

Saitko hyvin informaatiota hoidon etenemisen jarjestdmisestd hoidon aikana?

Palvelu:

o Millaisiksi olet kokenut hoitajien ja lddkéreiden palvelukyvyn? Osaavatko ammattilaiset
huomioida palvelundkékulmaa eli sité, ettd potilaan ja ammattilaisen kohtaaminen on
palvelutapahtuma?

o Miten koet: uskotko, ettd palvelulla on merkitysti kokonaiskuvaasi hoitoyksikdstd? Onko asialla
ollut vaikutusta kokemaasi laatuun? Mikéli kylld, miten/miksi?

Ajan varaaminen ja itseilmoittautuminen:

Haluaisitko pystyd itse varaamaan ajan ladkdrille/hoitajalle péividsairaalaan tai poliklinikalle? Néetko tdmédn
asian merkityksellisend?

Onko aikoihin ja niiden varaamiseen pystynyt itse vaikuttamaan? Onko asia merkityksellinen?

Onko mielestdsi hoidon vaiheella vaikutusta siihen, haluaako itse varata aikoja?

Nietkd tarvetta itseilmoittautumisen mahdollisuudelle?

Onko potilaana helppo kulkea/menné oikeaan hoitopaikkaan? Ohjaavatko henkilokunta? Joutuuko
menemadn useampaan paikkaan?

Pistos- ja tipushoito Piivisairaalassa:

Toivoisitko voivasi olla hoidon aikana ryhméahuoneessa (tai pari), vai olisiko sinulle tarkeéd olisiko
jérjestetty yksilotilassa? Miké olisi mielestdsi optimaalinen ryhmékoko?

Koitko/koetko saavasi pistos- ja tipushoidon aikana tarpeeksi kontaktia hoitajaan?

Onko sinulla ollut tietty hoitaja koko hoidon ajan péivésairaalassa ( eli onko sinua hoitanut yksi vai
useampi hoitaja saman pdivan aikana, kun olet kdynyt paivdsairaalassa)? Mikali kdyt/ olet kdynyt useita
kertoja pdivdsairaalassa pistos-/tiputushoidossa, onko sinulla ollut sama hoitaja kaikilla kerroilla vai
vaihteleeko hoitaja?
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Poliklinikkakéynteihin liittyvisi kysymyksii:

Koetko saavasi yksilollistd hoitoa/palvelua? Jos kylld, mitka asiat tdhdn vaikuttivat? Jos ei, mika sai sinut
tuntemaan ndin ja olisiko jotakin muuttamalla voinut muodostua erilainen tunne?

Omahoitaja: Onko mielestési silld merkitystd onko sinua hoitava hoitaja aina sama eri tiputus- tai
pistoshoitokerroilla? Onko silld merkitystd, kuinka monta eri hoitajaa sinulla on? Mikéli omahoitajaa ei ole
mahdollista jérjestdd, kuinka montaa eri hoitajaa pidat vield kohtuullisena méaréana?

sadipuaddy

Oletko kdynyt tiputus- tai pistoshoitojen yhteydessa tai hoitojakson aikana ladkarin tai hoitajan

L]
vastaanotolla?

e  Mikili olet kdynyt vastaanotolla, onko hoitaja tai ladkéari pysynyt samana vai onko vastaanottaja vaihtunut?

e  Mikili vastaanottaja on vaihtunut, kuinka monta eri vastaanottajaa sinulla on ollut ja onko sinulla ollut eri
vastaanottaja joka kerralla? Onko asia mielestési tarkea sen kannalta, kuinka laadukkaaksi koet saamasi
hoidon?

Sekalaisia:

e  Eri hoidon vaiheet

o Onko vaiheita (esim. tutkimustulosten saaminen), jotka liittyvét pdivisairaalaan, joita tahtoisit itse
hoitaa (esimerkiksi tarkistaa tulokset internetistd, mikéli nykyéén tarvitsee soittaa?)

o Oletko sitd mieltd, ettd tarvitaan kontakti henkilon kanssa tutkimustulosten saamista varten?

= Mikéli mielestési ladkéri tai hoitajan vastaanotto on paras tapa saada tietoa
tutkimustuloksista tai hoidon kulusta, nékisitko hoitajan vai 1ddkérin olevan parempi
henkild informoimaan sinua?

o Onko tilanteita, jolloin kokisit hoitajan olevan lddkérid parempi taho antamaan sinulle
informaatiota esimerkiksi tutkimustuloksista, hoitojen mahdollisista haittavaikutuksista tai omista
kokemuksistasi haittavaikutusten osalta?

e Toivoisitko, ettd pdivédsairaalassa olisi infuusiohoitojen lisdksi muita palveluita tarjolla?
o HUS:n jérjestamid tai ulkopuolisen jarjestamia?
= Esim. kampaaja, peruukkiliike, kirjakauppa, kokonaisvaltaisia eri aloja yhdistelevid
palveluita kuten mindfullness tai muut eliménkatsomus tai stressinhallinta palvelut, oman
kehon ja mielen kokonaisuuden hahmottamia palveluita, psykologipalveluita (my6s
yksityiset), kirjasto, ravitsemusneuvoja, hieroja

o Mikili ulkopuolisen tahon jérjestimid palveluita olisi saatavilla, millaiset palvelut olisivat
mielestdsi tarpeellisia tai hyvid? Olisiko jotain palveluita, joita et missdén nimessd haluaisi
péividsairaalan ja poliklinikan yhteyteen?

e Voisitko kuvitella osan hoidon kulkuun, sairauteen, sairauden kulkuun, hoitojen aiheuttamiin
haittavaikutuksiin liittyvén informaation antamista ryhmakéynteind/potilasryhméakayntind?

o Millaisia asioita mielestési voitaisiin hoitaa ryhmakaynneilla? (Esim. liittyen pistos- tai
tiputushoitoihin, infotilaisuudet sairaudesta)

o Miten koet ryhmidkdynnit? Mahdollisuus tutustua muihin sairastuneisiin/ vertaistuki. Toivotko
ettei sinun tarvitsisi jakaa asioita muiden kanssa?

e  Sisaltdako hoitojakso sellaisia asioita/vaiheita tai palveluita, joita voisit itse mieluusti toteuttaa?

(Esimerkiksi kyselyiden tdyttdminen kotona, ravitsemukseen tai liikuntaan liittyvien tietoiskujen
kuunteleminen tai katsominen internetin avulla, muut)
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Questionnaire to hematology patients

HELSINGFORS UNIVERSITET
UNIVERSITY OF HELSINKI

Aalto-yliopisto % ‘
Aalto-universitetet ™ r
B Aalto University | I H U
HELSINGIN YLIOPISTO

Kyselylomake veritauteja sairastaville potilaille

Témédn tutkimuksen tarkoituksena on lisdtd tietoa, miten hoito voitaisiin jirjestdd mahdollisimman
potilasystavillisesti. Tama kyselytutkimus on suunnattu veritauteja sairastaville potilaille, jotka kdyvit hoidoissa ja
vastaanotoilla Meilahden Kolmiosairaalassa.

Kyselyn vastausohjeet:

Ensimmaisesséd osassa kysytddn taustakysymyksid. Toisen osa kysymykset liittyvét hoito- ja tutkimuskaynteihinne
Kolmiosairaalan péivdsairaalassa. Kolmannen osan kysymykset liittyvit Kolmiosairaalan hematologian poliklinikan
lddkérin ja hoitajan vastaanottokdynteihin. Kyselyn viimeisessd osassa kysytddn yleisid kysymyksid liittyen sdhkoisiin
palveluihin.

Kyselyyn vastaaminen on vapaachtoista ja kyselyyn vastataan nimettdméand. Ellei toisin mainita, rastittakaa oikea
vaihtoehto tai kirjoittakaa vastauksenne sille varattuun tilaan.

OSA 1: TAUSTAKYSYMYKSET

1. Sukupuoli
e Nainen
e Mies

2. Ikd

18-24
25-34
35-44
45-54
55-64
65-74
75-84
85-

3. Merkitkid rasti sen verisairauden kohdalle, jonka vuoksi olette hoidossa. Mikili sairautenne ei ole listassa,

pyyddmme valitsemaan vaihtoehdon muu ja kirjoittamaan sairautenne nimen sille varattuun tilaan.
e  Essentiaalinen trombosytemia

Idiopaattinen tai immunologinen trombosytopenia (ITP)

Monoklonaalinen gammapatia (MGUS)

Myelodysplastinen oireyhtymé

Myelofibroosi

Myelooma

Akuutti lymfaattinen leukemia (ALL)

Akuutti myelooinen leukemia (AML)

Krooninen lymfaattinen leukemia (KLL)

Krooninen myelooinen leukemia (KML)

Lymfooma eli imusolmukesy6pé

Polysytemia vera

Talassemia tai sirppisoluanemia
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e Waldenstromin makroglobulinemia

e  Von Willebrandin tauti

Hemofilia

Muu vuototaipumus

Tukostaipumus (mukaan lukien PNH eli Kohtauksittainen y6llinen hemoglobiinivirtsaisuus
Muu hematologinen sairaus (kirjoittakaa sairaus alla olevaan tilaan)

4. Oletteko kantasolujen siirtopotilas? Merkitkéa rasti teitd parhaiten kuvaavaan vaihtoehtoon.
e Minulle on jo tehty kantasolujen siirto
e  Minulle on paitetty tehda kantasolujen siirto, kantasoluja ei viela ole siirretty
e Enole kantasolujen siirtopotilas
e Entiedd, olenko kantasolujen siirtopotilas

5. Onko teilld muita pitkdaikaisia sairauksia (veritaudin lisaksi), joihin teilld on ladkitys kdytossa?
e  Kylld, minulla on muita pitkdaikaisia sairauksia
e Ei, minulla ei ole muita pitkdaikaisia sairauksia

OSA 2: PAIVASATIRAALAAN LIITTYVAT KYSYMYKSET

Tadmadn osan kysymykset liittyvit kdynteihin Kolmiosairaalan pdivésairaalassa. Pdivisairaala on paikka, jossa
kéytte saamassa muun muassa suonensisdisia tiputushoitoja ja pistoshoitoja. Tdssd osassa kysymykset eivét
koske Kolmiosairaalan poliklinikan vastaanottokdynteja.

6. Milloin kédvitte ensimmaisen kerran hoidoissa Kolmiosairaalan péivésairaalassa? Jos olette aiemmin olleet
péivisairaalahoidossa verisairautenne vuoksi Meilahden alueella (ennen kuin Kolmiosairaala valmistui),
kirjoittakaa se vuosi, jolloin olette ensimmaéisen kerran kdyneet hoidossa.

(kirjoittakaa vuosiluku tdhén)

7. Olen tyytyvéinen saamaani hoitoon paivisairaalassa
e Tiysin samaa mieltd
e  Samaa mieltd
e  Eieri eikd samaa mieltd
e  Eri mieltd
e  Téaysin eri mieltd

8. Kuinka monta kertaa olette kiyneet hoidoissa Kolmiosairaalan péivdsairaalassa viimeisen vuoden aikana?

e 1-5
e 6-10
e 11-15

e Yli 15 kertaa

9. Milloin olette olleet hoidossa Kolmiosairaalan paivisairaalassa?
e Olen kdynyt hoidoissa pelkéstddn virka-aikana (ma-pe klo 7:30—15:30 vilisend aikana)
e  Olen kdynyt hoidoissa pelkistddn virka-ajan ulkopuolella (ma-pe klo 15:30 jélkeen)
e Olen kdynyt hoidoissa seka virka-aikana ettd virka-ajan ulkopuolella

10. Haluaisin kdyda hoidoissa Kolmiosairaalan péivdsairaalassa viikonloppuisin, mikili pdivédsairaala olisi
viikonloppuisin auki.
e Kylld, haluaisin kdydd hoidoissa pdivisairaalassa viikonloppuisin
e  FEi, en haluaisi kdyda hoidoissa péivésairaalassa viikonloppuisin

11. Oletteko itse pystyneet vaikuttamaan siihen, kiytteko hoidoissa Kolmiosairaalan pdivédsairaalassa virka-
aikana vai virka-ajan ulkopuolella?
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e  Kylla, olen pystynyt vaikuttamaan siithen milloin kdyn hoidossa
e En, en ole pystynyt vaikuttamaan siithen milloin kdyn hoidossa

12. Minulle on tirkedd, ettd saisin vaikuttaa hoitojeni ajankohtaan (kellonaikaan) Kolmiosairaalan
péivisairaalassa. Merkitkdd rasti mielestinne sopivimpaan vaihtoehtoon (valitkaa yksi vaihtoehto).
e  Tiysin samaa mieltd
e Samaa mieltd
e  Eieri eikd samaa mieltd
e  Erimieltd
e  Tiysin eri mieltd

13. Kuinka moni eri hoitaja on hoitanut teitd pdivéisairaalassa kdydessianne viimeisen vuoden aikana? Mikéli
ette muista tarkkaa méaraa, pyyddmme arvioimaan teitd hoitaneiden hoitajien lukuméaarén.

o ]

o 2

e 3

e 4-5

e 6-10

e YIil0

14. Toivoisin, ettd minua hoitaisi yhteensa seuraava lukumaéré eri hoitajia pdivésairaalassa
e  Enintdén 1

Enintdén 2

Enintéén 3

Enintdén 4-5

Enintdén 6-10

Yli 10

Minua hoitavien hoitajien lukumaéralla ei ole valia

15. Minulle olisi tirke&d, ettd minulla olisi paivédsairaalassa omahoitaja. Omahoitajalla tarkoitetaan sité, ettd
teille on nimetty paivisairaalassa omahoitaja, joka ensisijaisesti hoitaa teitd kdynneilldnne ja johon voitte
ottaa yhteytta tarvittaessa.

Téaysin samaa mieltd

Samaa mieltd

Ei eri eikd samaa mieltd

Eri mieltd

Téysin eri mieltd

OSA 3: POLIKLINIKAN VASTAANOTTOKAYNTEIHIN LIITTYVAT KYSYMYKSET

Tamén osan kysymykset liittyvit kdynteihin hematologian poliklinikalla Kolmiosairaalassa. Poliklinikka on
paikka, jossa kéytte 1ddkérin ja sairaanhoitajan vastaanotolla. Tadssd osassa ei kysytd Kolmiosairaalan
péivisairaalaan liittyvistd kdynneista.

16. Milloin kévitte ensimmadisen kerran vastaanotolla Kolmiosairaalan hematologian poliklinikalla? Jos olette
aiemmin kdyneet verisairautenne vuoksi hematologian poliklinikalla Meilahden alueella (ennen kuin
Kolmiosairaala valmistui), kirjoittakaa se vuosi, jolloin olette ensimmadisen kerran kdyneet poliklinikalla.

(kirjoittakaa vuosiluku tdhdn)

17. Kuinka moni eri hoitaja on hoitanut teitd kdydessédnne Kolmiosairaalan hematologian poliklinikan
vastaanotoilla viimeisen vuoden aikana? Mikali ette muista tarkkaa maaraa, pyyddmme arvioimaan teitad
hoitaneiden hoitajien méaéran.
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18.

19.

20.

21.

22.

1
2

[ ]
L ]
e 3
L]
[ ]

4.5
Yli 5
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Toivoisin, ettd poliklinikan vastaanotoilla minua hoitaisi yhteensé seuraava lukumaééri eri hoitajia?
Enintdan 1

e  Enintdén 2
e  Enintdén 3
e  Enintdén 4-5
L]

L]

Yli 5
Minua hoitavien hoitajien lukuméérallé ei ole vélia

Minulle olisi tdrkedd, ettd minulla on poliklinikalla omahoitaja. Omahoitajalla tarkoitetaan sitd, ettd

poliklinikalla teille on nimetty hoitaja, jonka vastaanotoilla kiytte ja johon voitte ottaa yhteytti tarvittaessa.
e  Tiysin samaa mieltd

Samaa mieltd

Ei eri eikd samaa mieltd

Eri mieltd

Téysin eri mieltd

Kuinka monta eri ladkarid teilld on ollut yhteensd hematologian poliklinikan vastaanotoilla kdydessédnne
viimeisen vuoden aikana? Mikali ette muista tarkkaa méaraa, pyyddmme arvioimaan teitd hoitaneiden
ladkéreiden maéran.

[ ]
L]
o 4.5
e 6-10
e YIil0
Toivoisin, ettd poliklinikan vastaanottokdynneilld minua hoitaisi yhteensd seuraava lukumééra eri
ladkareita.
e  Enintdédn 1
e  Enintddn 2
e Enintddn 3
Enintdén 4-5
Yli 5
Minua hoitavien ladkéreiden lukumaéralld ei ole valia

Minulle olisi tarkeéd, ettd minulla olisi poliklinikalla omaldédkari. Omaléddkarilla tarkoitetaan sitd, ettd
poliklinikalla teille olisi nimetty omaldékéri, jonka vastaanotolla kévisitte.

e  Tiysin samaa mieltd

e  Samaa mieltd

e FEieri eikd samaa mieltd

e  Eri mieltd

e  Taysin eri mieltd

OSA 4: TULEVAISUUDEN SAHKOISIIN PALVELUIHIN LIITTYVAT KYSYMYKSET

Seuraavat kysymykset liittyvdt nykyisiin ja mahdollisiin tulevaisuuden séhkoisiin palveluihin. Pyydamme teitd
vastamaan sen perusteella, mitd ajattelette tdlld hetkelld nykyisistd palveluista ja mahdollisista tulevaisuuden
palveluista.
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23.

24.

25.

26.

27.

28.

29.

Minulle olisi tirkeaa, ettd voisin itse varata aikoja pdivasairaalaan ja poliklinikan vastaanottokdynneille
sahkoisten palveluiden (internetissa tai dlypuhelimella toimivat) avulla?

e  Tiysin samaa mieltd

e  Samaa mieltd

e Eieri eikd samaa mieltd

e  Eri mieltd

e  Taysin eri mieltd

Minulle on tirkedd, ettei minun tarvitse itse huolehtia aikojeni varauksesta, vaan etté hoitopaikka varaa ajat,
jotka ilmoitetaan minulle kirjeitse tai muulla tavoin.

e  Tiysin samaa mieltd

e  Samaa mieltd

e Eieri eikd samaa mieltd

e  Eri mieltd

e  Tiysin eri mieltd

Minulle olisi tirkedé saada laboratorio- ja kuvantamistutkimustulokset sdhkoisesti
e  Tiysin samaa mieltd
e  Samaa mieltd

Ei eri eikd samaa mieltd

Eri mieltd

e  Téysin eri mieltd

Numeroikaa seuraavat vaihtoehdot teille tirkeysjarjestykseen sen mukaan milla tavoin haluaisitte asioida
hoitoyksikén kanssa ladkarivastaanottojen vililld. Numeroikaa vaihtoehdot seuraavasti: 1= tirkein, 2=
toiseksi tirkein, 3 = kolmanneksi tirkein jne.

— Hoitajakdynnilld

— Puhelimitse

— Kirjeitse

— Tietoturvallisen sahkdpostin avulla

— Omakanta-jérjestelmén avulla

— Kénnykalla toimivan tietoturvallisen sovelluksen avulla

— Internet-selaimessa toimivan tietoturvallisen sovelluksen avulla

— Muulla tavoin, miké:

Koetteko saavanne riittiavasti tukea ja tietoa sairaudestanne hoitoyksikdstanne?
e Kyll4, saan riittdvésti tukea ja tietoa sairaudestani
e  Ei, en saa riittdvasti tukea ja tietoa sairaudestani

Numeroikaa seuraavat vaihtoehdot teille tirkeysjarjestykseen sen mukaan, mistd haluaisitte saada tukea ja
tictoa sairaudestanne. Numeroikaa vaihtoehdot seuraavasti: 1= tiarkein, 2= toiseksi tdrkein, 3 = kolmanneksi
tarkein jne.

— Laékdrin vastaanotoilla

— Hoitajan vastaanotoilla

— Potilasluentojen kautta, luennot olisivat avoimia luentoja sairaalalla

— Sihkoisten palveluiden, kuten internetissd olevien ohjeiden tai potilasvideoiden, kautta

— Vertaistukiryhmien, potilastukijarjestojen tai yhdistysten kautta

— Muulla tavoin, miké:

Mikali teilld on kehitysehdotuksia tai kommentteja liittyen Kolmiosairaalan pdivdsairaalaan ja/tai
poliklinikkaan, pyyddmme ystévillisesti kirjoittamaan toiveista tai ehdotuksista alla olevaan tilaan
vapaamuotoisesti.
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Questionnaire to oncology patients

HELSINGIN YLIOPISTO
HELSINGFORS UNIVERSITET
UNIVERSITY OF HELSINKI

Aalto-yliopisto % .
Aalto-universitetet n
B Aalto University b l i U

Kyselylomake syopétauteja sairastaville potilaille

Tamén tutkimuksen tarkoituksena on lisdtd tietoa, miten hoito voitaisiin jérjestdd mahdollisimman
potilasystavallisesti. Tdma kyselytutkimus on suunnattu sydpétauteja sairastaville potilaille, jotka kdyvét hoidoissa ja
vastaanotoilla Syopatautien klinikalla.

Kyselyn vastausohjeet:

Ensimmadisessd osassa kysytddn taustakysymyksid. Toisen osa kysymykset liittyvét hoito- ja tutkimuskdynteihinne
Syopitautien klinikan péivésairaalassa (kutsutaan myds pédivdosastoksi). Kolmannen osan kysymykset liittyvét
Syopétautien klinikan poliklinikan ladkarin ja hoitajan vastaanottokdynteihin. Kyselyn viimeisessd osassa kysytddn
yleisid kysymyksid liittyen sdhkdisiin palveluihin.

Kyselyyn vastaaminen on vapaachtoista ja kyselyyn vastataan nimettoménd. Ellei toisin mainita, rastittakaa oikea
vaihtoehto tai kirjoittakaa vastauksenne sille varattuun tilaan.

OSA 1: TAUSTAKYSYMYKSET

30. Sukupuoli
e Nainen
e  Mies

31. Ikd

18-24
25-34
35-44
45-54
55-64
65-74
75-84
85-

32. Onko teilld muita pitkdaikaisia sairauksia (syopdsairauden liséksi), joihin teilld on ladkitys kaytossa?
e  Kylld, minulla on muita pitkdaikaisia sairauksia
e Ei, minulla ei ole muita pitkdaikaisia sairauksia

33. Merkitkid rasti sen sairauden kohdalle, jonka vuoksi olette Sydpétautien klinikalla hoidossa. Mikéli
sairautenne ei ole listassa, valitkaa vaihtoehto muu syGpésairaus ja kirjoittakaa sairautenne nimi sille
varattuun tilaan. Mikali sairautenne kohdalla on merkitty tarkenne, valitkaa niisti teitd parhaiten kuvaava
vaihtoehto.

e Aivosyopd

Eturauhassyopa

Haimasyo6pa

Keuhkosyopa

Kivessyopa

Lymfooma eli imusolmukesyopa

Mahasyopé

Maksasyopa

Melanooma
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e  Munuaissyopa
e Ohutsuolen syopd
e  Paksusuolen syopa
i. Hoitoni ovat liitdinnéishoitoja
ii. Minua hoidetaan levinneen syovén vuoksi
iii. Muu
e  Perdsuolen syopa
i. Hoitoni ovat liitainnéishoitoja
ii. Minua hoidetaan levinneen sy6véan vuoksi
iii. Muu
e  Piin ja kaulan alueen syopa
e Rintasyopa
i. Hoitoni ovat liitdinnéishoitoja
ii. Minua hoidetaan levinneen syovéan vuoksi
iii. Muu
e Ruokatorven syopa
Sappirakon sydpa
Sarkooma
Virtsarakon tai virtsajohtimen syopa
Muu syopésairaus (kirjoittakaa sairaus alla olevaan tilaan)

OSA 2: PAIVASAIRAALAAN LIITTYVAT KYSYMYKSET

Taman osan kysymykset liittyvét kdynteihin Syopatautien klinikan pdivasairaalassa (kutsutaan myos
paivdosastoksi). Pédivésairaala on paikka, jossa kdytte saamassa muun muassa suonensisdisi tiputushoitoja.
Téssd osassa kysymykset eivit koske SyOpatautien poliklinikan vastaanottokayntejé.

34. Milloin kévitte ensimméisen kerran hoidoissa Sydpitautien klinikan pdivésairaalassa?
(kirjoittakaa vuosiluku téhén)

35. Olen tyytyviinen saamaani hoitoon pdivasairaalassa
e  Tiysin samaa mieltd

Samaa mieltd

Ei eri eikd samaa mielta

Eri mieltd

Téysin eri mieltd

36. Kuinka monta kertaa olette kiyneet hoidoissa Sydpétautien klinikan pdivésairaalassa viimeisen vuoden

aikana?
e -5
e 6-10
o 11-15

e YIli 15 kertaa

37. Mikali péivésairaala olisi auki myds virka-ajan ulkopuolella arkisin, mihin aikaan kévisitte mieluiten
paivisairaalassa hoidoissa? Merkitkda rasti mielestinne sopivimpaan vaihtoehtoon (valitkaa yksi
vaihtoehto).

e  Kavisin mieluiten hoidoissa virka-ajan ulkopuolella arkisin (ma-pe klo 15:30 jélkeen)
e Kavisin mieluiten hoidoissa virka-aikana (ma-pe klo 7:30-15:30)
e Minulle ei ole merkitystd kdynko hoidoissa virka-aikana vaiko virka-ajan ulkopuolella.

38. Tulisin mielelldni hoitoihin pdivésairaalaan arkisin aikaisin aamulla (klo 7:30-9:00)
e Kyll4, tulisin mielelldni
e En, en tulisi mielelldni

96



39. Haluaisin kdyda hoidoissa Syopétautien klinikan péivésairaalassa viikonloppuisin, mikali pdivésairaala
olisi viikonloppuisin auki.
e Kylld, haluaisin kdyda hoidoissa pdivdsairaalassa viikonloppuisin
e Ei, en haluaisi kdyda hoidoissa péivésairaalassa viikonloppuisin

40. Minulle on tirked, ettd saisin vaikuttaa hoitojeni ajankohtaan (kellonaikaan) Sydpétautien klinikan
péivésairaalassa. Merkitkdd rasti mielestinne sopivimpaan vaihtoehtoon (valitkaa yksi vaihtoehto).
e  Téysin samaa mieltd
e  Samaa mieltd
e  Eieri eikd samaa mieltd
e  Eri mieltd
e  Tiysin eri mieltd

41. Kuinka moni eri hoitaja on hoitanut teitd paivésairaalassa kdydessidnne viimeisen vuoden aikana? Mikéli
ette muista tarkkaa maarad, pyydamme arvioimaan teitd hoitaneiden hoitajien lukumaaran.

o 1

o 2

e 3

o 4.5

e 6-10

e YIi10

42. Toivoisin, ettd minua hoitaisi yhteensa seuraava lukumééra eri hoitajia paivésairaalassa
e  Enintdén 1

Enintdén 2

Enintdan 3

Enintéén 4-5

Enintddn 6-10

Y1i 10

e Minua hoitavien hoitajien lukuméarilli ei ole vélid

43. Minulle on tirkedd, ettd minulla on pdivésairaalassa omahoitaja. Omahoitajalla tarkoitetaan sitd, ettd teille
on nimetty pdivdsairaalassa omahoitaja, joka ensisijaisesti hoitaa teitd kdynneilldnne ja johon voitte ottaa
yhteytta tarvittaessa.

e  Taysin samaa mieltd

Samaa mieltd

Ei eri eikd samaa mieltd

Eri mieltd

Taysin eri mieltd

OSA 3: SYOPATAUTIEN POLIKLINIKAN VASTAANOTTOKAYNTEIHIN LIITTYVAT
KYSYMYKSET

Tamain osan kysymykset liittyvét kdynteihin Syopatautien klinikan poliklinikalla. Poliklinikka on paikka, jossa
kéytte ladkarin ja sairaanhoitajan vastaanotolla. Tdssd osassa ei kysytd Syopétautien klinikan paivésairaalaan
liittyvistd kdynneista.

44. Milloin kévitte ensimmdisen kerran vastaanotolla Sydpétautien klinikan poliklinikalla?
(kirjoittakaa vuosiluku tdhén)

45. Kuinka moni eri hoitaja on hoitanut teitd kdydessédnne Sydpéatautien poliklinikan vastaanotoilla viimeisen
vuoden aikana? Mikili ette muista tarkkaa mdérdd, pyyddmme arvioimaan teitd hoitaneiden hoitajien
madran.
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1
o 2

e 3
o 4.5
e YIi5

46. Toivoisin, ettd poliklinikan vastaanotoilla minua hoitaisi yhteensd seuraava lukumiéri eri hoitajia?
e  Enintdén 1

Enintéén 2

Enintéén 3

Enintédn 4-5

Yli 5

Minua hoitavien hoitajien lukumaéralla ei ole valia

47. Minulle olisi térkedd, ettd minulla on poliklinikalla omahoitaja. Omahoitajalla tarkoitetaan sitd, ettd
poliklinikalla teille on nimetty hoitaja, jonka vastaanotoilla kéytte ja johon voitte ottaa yhteyttd tarvittaessa.
e  Téaysin samaa mieltd
Samaa mieltd
Ei eri eikd samaa mieltd
Eri mieltd
Taysin eri mieltd

48. Kuinka monta eri ladkérid teilld on ollut yhteensd Syopétautien poliklinikan vastaanotoilla kdydessdnne
viimeisen vuoden aikana? Mikéli ette muista tarkkaa maérad, pyyddmme arvioimaan teitd hoitaneiden
ladkdreiden maaran.

o 1

2

3

4-5

6-10

Yl1i 10

49. Toivoisin, ettd poliklinikan vastaanottokdynneilld minua hoitaisi yhteensé seuraava lukumaara eri
ladkareita.
e  Enintddn 1
Enintdédn 2
Enintédén 3
Enintdan 4-5
Yli 5
Minua hoitavien ladkéreiden lukumééralla ei ole valia

50. Minulle olisi tirked4, ettd minulla olisi poliklinikalla omalddkéri. Omaldédkérilla tarkoitetaan sitd, ettd
poliklinikalla teille olisi nimetty omaldékéri, jonka vastaanotolla kévisitte.
e  Téysin samaa mieltd
Samaa mieltd
Ei eri eikd samaa mieltd
Eri mieltd
Taysin eri mieltd

OSA 4: TULEVAISUUDEN SAHKOISIIN PALVELUIHIN LIITTYVAT KYSYMYKSET

Seuraavat kysymykset liittyvat nykyisiin ja mahdollisiin tulevaisuuden sidhkoisiin palveluihin. Pyydamme teita
vastamaan sen perusteella, mité ajattelette tdlla hetkelld nykyisistd palveluista ja mahdollisista tulevaisuuden
palveluista.
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51.

52.

53.

54.

55.

56.

57.

Minulle olisi tirkedd, ettd voisin itse varata aikoja péivasairaalaan ja poliklinikan vastaanottokaynneille
sdhkdisten palveluiden (internetissa tai dlypuhelimella toimivat) avulla?
e  Téysin samaa mieltd
Samaa mieltd
Ei eri eikd samaa mieltd
Eri mieltad
Taysin eri mielta

sadipuaddy

Minulle on tirkedd, ettei minun tarvitse itse huolehtia aikojeni varauksesta, vaan ettd hoitopaikka varaa ajat,
jotka ilmoitetaan minulle kirjeitse tai muulla tavoin.

e  Téysin samaa mieltd

e  Samaa mieltd

e  FEieri eikd samaa mieltd

e  Eri mieltd

e  Téysin eri mieltd

Minulle olisi tirkedd saada laboratorio- ja kuvantamistutkimustulokset sdahkdisesti

e  Téysin samaa mieltd

e  Samaa mieltd

e Eieri eikd samaa mieltd

e  Eri mieltd

e  Téysin eri mieltd
Numeroikaa seuraavat vaihtoehdot teille tirkeysjarjestykseen sen mukaan milld tavoin haluaisitte asioida
hoitoyksikon kanssa ladkédrivastaanottojen vélilld. Numeroikaa vaihtoehdot seuraavasti: 1= tirkein, 2=
toiseksi tirkein, 3 = kolmanneksi tarkein jne.

— Hoitajakédynnilld

— Puhelimitse

— Kirjeitse

— Tietoturvallisen séhkopostin avulla

— Omakanta-jérjestelmén avulla

— Kaénnykalld toimivan tietoturvallisen sovelluksen avulla

— Internet-selaimessa toimivan tietoturvallisen sovelluksen avulla

—  Muulla tavoin, miké:

Koetteko saavanne riittavasti tukea ja tietoa sairaudestanne hoitoyksikdstanne?
e Kylld, saan riittdvésti tukea ja tietoa sairaudestani
e Ei, en saa riittdvisti tukea ja tietoa sairaudestani

Numeroikaa seuraavat vaihtoehdot teille tirkeysjarjestykseen sen mukaan mistéd haluaisitte saada tukea ja
tietoa sairaudestanne. Numeroikaa vaihtoehdot seuraavasti: 1= tiarkein, 2= toiseksi tarkein, 3 = kolmanneksi
tarkein jne.

— Léaékdrin vastaanotoilla

— Hoitajan vastaanotoilla

— Potilasluentojen kautta, luennot olisivat avoimia luentoja sairaalalla

— Sihkdisten palveluiden, kuten internetissi olevien ohjeiden tai potilasvideoiden, kautta

— Vertaistukiryhmien, potilastukijérjestojen tai yhdistysten kautta

— Muulla tavoin, miké:

Mikali teilld on kehitysehdotuksia tai kommentteja liittyen Syopatautien klinikan paivisairaalaan ja/tai
poliklinikkaan, pyyddmme ystévéllisesti kirjoittamaan toiveista tai ehdotuksista alla olevaan tilaan
vapaamuotoisesti.
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Ammattilaisten haastattelurunko

Tavoitteena on ymmdrtdd pdivisairaalan ja poliklinikan toiminnan yleiskuva ja ammattilaisten
ndkékulma reunaehdoista sekd palveluiden integroituminen toisiinsa (poliklinikka, pdivisairaala,
vuodeosasto).

Haastattelurunko on karkea runko auttamaan puolistrukturoitujen ja osittain narratiivisten
haastatteluiden ldpiviemiseen. Haastatteluissa voidaan kdsitelld myds rungon ulkopuolisia asioita.

o Lidkdrikontakti

(0]
o
(¢]

Mitka ovat asioita, jotka mielestési tulee hoitaa 1ddkédrin vastaanotolla?

Onko nykytydssisi asioita, jotka voitaisiin mielestdsi hoitaa toisin (puhelin/kirje)

Kaytko potilaan kanssa ldpi infuusiohoitoon liittyvid asioita? // kuinka monta
vastaanottokertaa (vo)/ aikaa téllaiseen useimmiten menee?

Tapaatko potilaita infuusiohoitojen yhteydessd? Onko tdmé mielestési hyva toimintamalli?
Onko sinulla mielestési tarpeeksi aikaa kdyda 14pi infuusiohoitoihin liittyvié asioita potilaiden
kanssa?

Onko mielestési infuusiopotilaiden tarpeessa tavata ladkarid eroja?

Voisiko mielestisi joitakin infuusiohoitoihin liittyvié asioita siirtdé ladkériltd hoitajalla?
Mikali sellaisia on, mitd ne mielestési voisivat olla?

e Hoitajakontakti:

O
O
O

o
(¢]

(0]
(0]

Mitké ovat asioita, jotka mielestési on hyva hoitaa hoitajan vastaanotolla?

Onko nykyty0Ossési asioita, jotka voitaisiin mielestisi hoitaa toisin (puhelin/kirje/ladkéarin vo)
Kaytko potilaan kanssa ldpi infuusiohoitoon liittyvid asioita? // kuinka monta
vastaanottokertaa téllaiseen useimmiten menee?

Tapaatko potilaita infuusiohoitojen yhteydessd? Onko tdmé mielestési hyvi toimintamalli?
Onko sinulla mielestési tarpeeksi aikaa kdyda ldpi infuusiohoitoihin liittyvid asioita potilaiden
kanssa?

Onko mielestési infuusiopotilaiden tarpeessa tavata hoitajaa eroja?

Voisiko mielestési joitakin infuusiohoitoihin liittyvid asioita siirtdé 14dkériltd hoitajalla?
Mikali sellaisia on, mitd ne mielestési voisivat olla?

e  Puhelinkontakti:

O
O

o Kirje
o
o

Millaisia asioita voidaan hoitaa puhelimitse?
Paljonko aikaasi kuluu puhelimessa hoidettaviin asioihin tyopéivén aikana
= Voisiko niisté hoitaa mielestési eri tavalla kuin soittamalla?

Onko kirje jarkeva tapa ldhettdd informaatiota potilaalle?
Kuinka paljon aikaa kirjeitse 1dhetettdvit asiat tydllistdvit?

o Sihkoinen asiointi

o

O O O O

o VYieisii
o

Onko séhkdistd asiointia kdytossa?

Miten sidhkdinen asiointi télld hetkelld toimii?

Mité palveluita on olemassa sdhkdiselld asioinnilla?

Mikéli sdhkdinen asiointi ei toimi nyt hyvin, mité syitd néet tlle?

Mikaéli sédhkoisestd asioinnista tehtdisiin sujuvampaa, olisitko valmis kayttdméaén sitd ja mitd
toimintoja voisi mielestdsi suorittaa sdhkoiselld asioinnilla?

Mikéli infuusiopoliklinikalla hoitajat “toteuttaisivat’ hoidon, miten mielestdsi hoitajien ja
ladkareiden yhteistyota tulisi kehittda?

Tulisiko ladkareilld olla vastaanottotiloja infuusioyksikon yhteydessa taikka vélittoméassa
laheisyydessd? Onko tdlld mielestési merkitysta?

Tulisiko potilaiden hoitamista varten olla omahoitajajérjestelméa
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o Mikaili omahoitajajérjestelmad (1 hoitaja/potilas) ei voida tdysin taata, kuinka monen hoitajan
kanssa mielestisi potilaiden tulee maksimissaan joutua asioimaan?

Potilaan piivisairaalassa tai polilla tapahtuvaan hoitoon liittyviit palvelutuotantokysymykset

o Kuka varaa potilaalle hoitoajat ja pystyyko potilas vaikuttamaan aikoihin?

Prosessi: mitd tapahtuu kun potilas tulee infuusio/pistoshoitoon/ poliklinikalle?

o Onko erilaisia prosesseja = ilmoittautuminen -> valmistelut pdivésairaalaan tai polikdynnille ->
infuusion/pistoksen anto tai polikdynti -> seuranta -> muita kdyntejé tai toimintoja saman
kéynnin aikana. Kuinka usein potilaalla on sekd pdivésairaala ettd polikdynti samana paivina?

o Miten ilmoittautuminen on jérjestetty?

o Itseilmoittautuminen paikan paalla
o Netti-ilmoittautuminen tai muu

o Onko potilailla paljon kysymyksié ilmoittautumisten yhteydessd? Tarkistetaanko
ilmoittautumisen yhteydessa asioita?

o Kuinka paljon infuusiohoitojen pituudet vaihtelevat? Kun vaihtelevat, onko erilaisia

toimintamalleja ja vaikuttaako se ajanvaraukseen?Miten voisimme kdyntitiedoista tunnistaa

kuinka pitkd jokin infuusiokdynti on?

Tuleeko ladkéri kdyméén infuusiohoitojen yhteydessé katsomassa potilasta?

o Onko sovittu asia vai onko enemmén laékérikohtainen?

Hematologian polilla, onko lddkarikdynti ja infuusiohoito kéynti samassa?

Syopataudeilla, onko lddkarikdynti ja hoitajakdynti samalla kerralla?

Ovatko potilaat kommunikoineet toiveita suhteessa infuusiohoitoihin/pistoshoitoihin?

Mitd muita toimintoja péivésairaalassa olisi infuusio- ja pistospotilaiden liséksi?

O

o

O O O O

Vapaa sana liittyen poli- ja péivisairaalaprosesseihin
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