Liite: Vanhusten ymparivuorokautiset palvelut ja palvelutarpeen kasvu
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1. Pitkdaikaishoidon julkiset menot/BKT OECD-maissa

Julkiset pitkdaikaishoidon menot (sosiaali- ja terveysmenot)/BKT 2014, %
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2. Vanhusten asumispalvelujen toteutunut kehitys

Vanhuspalvelujen asiakkaat ja henkilosto
16083 1700
51750 4000

Asiakkaat (sdaannollisia kesimaarin paivassa)

Ymp:.:\t.'.lvgorokautlnen hoito 8797 1000
Henkilosto
Asiakkaat (pitkaaikaishoidossa) 41055

Lahde: THL 10.10.2018 Vanhuspalvelujen tila, toimintayksikkokysely

https://www.slideshare.net/THLfi/kotihoidon-ja-ymprivuorokautisen-hoidon-asiakasmrt-henkilst-ja-johtaminen-2018
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lkaantyneiden palveluasumisen menot

2015, 2016, 2017, Kasvu
milj. euroa milj. euroa milj. euroa 2015-17, %

Laitoshoito 654,1 549,1 472,5 -27,8
Tehostettu

asumispalvelu 1710,5 1821,2 13832,5 7,1
Tavanomainen

asumispalvelu, yms. 239,3 233,0 328,1 9,6
Yhteensa 2663,9 2669,3 2633,1 -1,2

Lahde: Pekka Lith (2018). Palveluasumisessa miljardien markkinat. Tilastokeskus, Tieto & trendit.
https://www.stat.fi/tietotrendit/artikkelit/2018/palveluasumisessa-miljardien-markkinat/
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Palveluasumisen ja laitoshoidon 65-v. tayttaneet asiakkaat 2006-2016

Asukkaita, lkm

Lahde: THL

2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016

s Tavallinen palveluasuminen =il Tehostettu palveluasuminen

weipes\anhainkotihoito sl Terveyskeskusten vuodeosasto

Ldhde: Pekka Lith (2018), Palveluasumisen markkinat Suomessa. Suunnittelu- ja tutkimuspalvelut Pekka Lith.
https://www.hyvinvointiala.fi/wp-content/uploads/2018/10/tilastollinen-selvitys-toimialan-palvelukysynnasta.pdf
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80-v. tayttaneista ymparivuorokautisessa hoidossa olevien osuus, %

Tehostettu palveluasuminen

Vanhainkodit

Terveyskeskukset

Lahde: THL, Sotkanet
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3. Alan yritysten kehitys

Konserneihin kuuluvien yritysten osuus asumisen sisaltavista sosiaalipalveluista, %
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Lahde: Pekka Lith (2018), Palveluasumisen markkinat Suomessa. Suunnittelu- ja tutkimuspalvelut Pekka Lith.
https://www.hyvinvointiala.fi/wp-content/uploads/2018/10/tilastollinen-selvitys-toimialan-palvelukysynnasta.pdf
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Féhiintdicien 200 henlGdildda tyallistavet yvritvkser joa yvhteisdr asurmiser! Sisditdavissdd
sosiaalipalvelwissa 2018 (Lahde: Yrinvs- ja roimipaildhoarelasteri, Tilasrofeshiis)

Toimuala W ritvsmnoto Konsermiemon | Henkilosto
(INace)!” sijaintimaa 2017. lkam
Avdtendo Oy 87301 Osakevhtis Ruotsi F446
Hoiva Mehildanen O BE7301 Oszakeshitis Fuotsi 1366
Agtendo Ma-Horva Oy 87301 Osakevhitis Ranska 1519
Fannekoti-5S&&8116 s 87201 Saand 1151
Invalidiliiton Aswmaspalvelut Ony 87302 Osakevhtids Suronmu 1332
Espen Care O 87301 O zakevhitis Britanmia 1056
MMehildinen Horvapalvelut Oy 87301 Osakevhitii FPuotsa 880
Folkhiblsan Valfiard Ab 87101 O sakevhtics TOE
Helsingin Semiorisiind sr 87101 SAADS Surorr 507
MNuorten Y stiawviat —palvelut Oy E7901 O szakevhitis Suonu 431
Pelastusarmeijan SHANMS sr 79090 S5HAANS 370
ASPA Palvelut Ony B7202 Orsalkesyhtiis 463
Fuskatalojen palveluvhdistvs ov E7301 HAatt. vhdistws 371
EKNWEPS Tukena Oy 87201 Osalkevhtis 443
Caritas Palwelutr O B7302 Osakeshitis Suronu 436
Famular O E7901 Oszakeshitis Fuotsi 392
Wetrea Terveys Oy 87301 Osakevhitis Suron 391
MiEntinvuoren Terveys Ow 87301 O sakevhitiis Suonm 341
MNeuroliitto 1 BET7302 HAoatt. vhdistys 265
Savon Wanmaisasuntosiind sr 87201 SHADD 287
Wy S Hanma Oy 87301 Osakeyhtiis 274
Saga Care Finland Oy 87301 Osakevhtids Brotanmia 258
S0O5S-lapsikovldsiatd sr BE7901 SHEANS 268
Gratus-sH#Atas st 87301 SHANS 236
Tampereen Kaupunkildhetys v 87101 BAatt. vhdistys 248
Betesda-sadnd sr 87301 SAANS Suornm 206
Euurojen Palvelus##itid sr BE7302 SHANS 219
Kalliolan Setlementti v 87901 BAatt. vhdistys 206
Sopunusviaory Oy B7301 Osakeshitis 207

Lahde: Pekka Lith (2018), Palveluasumisen markkinat Suomessa. Suunnittelu- ja tutkimuspalvelut Pekka Lith.
https://www.hyvinvointiala.fi/wp-content/uploads/2018/10/tilastollinen-selvitys-toimialan-palvelukysynnasta.pdf
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Fuonmna 2004 wahintddn JTO00 henifGlidda rvdallistdrneiden writvsrern joa wvhteisdien

rwallisyvvadern koasvie aswrmisen sisdlrdvissd sosiaalipalveliinissa

Fritvs-_ja toimipaificfioarefiasters, Tilastolkesies)

205417 (Leahde:

Toimmala Henkilaéstdn Henkil&stdn Henkil&std
(INace) kkaswvu, 2014 kaswvua 2014 2017 1lkkam
17. %2 17 1k
Mehilainen Hodavapalwvelut Oy 87301 S0 0 529 SBEO
5PFE Lansi-Suocmen (piiri 7009 24 5 477 1<)
Adtendo Wii-Hoiva O 87301 235 TO9 1219
Hoiva Mehildinen O 87301 188 315 1366
Espern Care Oy 27301 16.9 386 1056
COmlun Palvelusadtd sr 87301 15.5 65 1949
Attendo Oy 27301 108 910 3446
Rinnekoti-SHANS sr 27201 o8 270 1151
Inwvalidiliston Asumaspalvelut Oy BT7302 Q.7 314 1332
Claritas Palwvelut O E7302 o 2 21 436
W 1rpd K Hanna O 27301 2.9 62 274
EWPS Tukena Oy E7201 7.8 83 443
Savon WVammaisasimtosHATid s 27201 7.6 o4 287
AS5PA Palvelut Oy B7202 5_3 T2 463
Saga Care Finland Oy 87301 o 2 41 258
Follkhilsan “Wialfird Ab 27101 5.5 101 s
Wetrea Terveys Oy BE7301 1.8 14 391
Fuskatalojen palveluyvhdistys v B7301 1.6 15 371
Gains-sHANLS sr 27301 1.5 10 236
Tampercen Kaupunkildhetys BE7101 1.2 3 248
Sopimmsvuor: Oy B7301 0.8 5 207
Kalliolan Setlesnentts oy 27901 0.7 -7 206
Suwomen Pelastusarmeijan Saitad s BE7909 o2 -23 370
Mantinwvuoren T ervess O 27301 -1.0 -12 341
Helsingin Semionsi#ind s 27101 -2.2 -35 S07
Euurojen Palvelusiatnd sr BT7302 -4 1 -29 219
Betesda-sH8t10 sr 27301 — -34 206
Muorten Y stiwviEat —palwvelut Oy 27901 -5.9 -10 431
MNeuroliitto 87302 -8.8 -85 265
T vorna Oy E7009 T2 3 o8 193

Lidhde: Pekka Lith (2018), Palveluasumisen markkinat Suomessa. Suunnittelu- ja tutkimuspalvelut Pekka Lith.
https://www.hyvinvointiala.fi/wp-content/uploads/2018/10/tilastollinen-selvitys-toimialan-palvelukysynnasta.pdf
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Yritystoimipaikkojen kasvu ja koko sekd toimipaikkatiheys palvelutalo- ja asu-
mispalveluissa (Nace:t 87301-02, 87202) maakunnittain 2010-16 (l.dihde: Alu-
eellinen yritystoimintatilasto, Tilastokeskus).

Alueen asu- Henkilosto/ Henkiloston Liikevaihdon

kasluku/ toimipaikka kasvu 2010- kasvu 2010-

tommipaikka 2016, lIkm 16, % 16, %

2016, lkm
Uusimaa 8402 19,2 67.7 63.0
Pohjois-Pohjanmaa 4071 12,9 42.7 64,7
Pirkanmaa 5198 19,3 63.9 88,7
Varsinais-Suomi 6698 20,1 23.0 38.9
Keski-Suomi 4316 13,2 32.4 67.7
Pohjois-Savo 4347 15.0 24.5 42.6
Pohjois-Karjala 2983 15.4 82.9 93.5
Eteld-Pohjanmaa 3997 13.7 62.5 85.5
Satakunta 4928 16,4 61.3 93.7
Kanta-Hame 4041 15,1 93.2 136,9
Etelid-Savo 4382 23,1 59.6 70,6
Lappi 5813 17,9 59.9 87.6
Kymenlaakso 5922 26,5 195.5 247.4
Etelid-Karjala 5019 9.6 -23.8 -12.2
Kainuu 3252 13,5 23.0 48,7
Paijjat-Hame 11864 19.4 258.7 258.0
Pohjanmaa 11340 22.9 66.4 93.8
Keski-Pohjanmaa 8628 16.4 6.5 40.6
Koko maa 5721 17,1 55.8 73.1

Lahde: Pekka Lith (2018), Palveluasumisen markkinat Suomessa. Suunnittelu- ja tutkimuspalvelut Pekka Lith.
https://www.hyvinvointiala.fi/wp-content/uploads/2018/10/tilastollinen-selvitys-toimialan-palvelukysynnasta.pdf
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Toimintansa aloittaneet ja lopetianeet yritvkset palvelutalo- ja asumispalvelutoi-
minnassa (Nace:t 87301-2, 87202) 2010-17, yritysten lkm (Ldhde: Aloittaneiden ja
lopettaneiden yritysten tilasto, Tilastokeskuis).

35
31
30
Palveluasumisen
25 . .
yritysten keskitty-
= minen jatkunut.
= 20
Eg Yrityskannan vaihtuvuus ja yritysten médrd nettolisiys palvelutalo- ja asumis-
= palveluissa (Nace:t 87301-2, 87202) 2010-17 (Lihde: Aloittaneiden ja lopetta-
= 15 neiden yritysten tilasto, Tilastokeskus).
>_
Yritysnet- | Aloittaneita | Lopettaner- | Nettolisays | Yrityskan-
10 - tolisays, | yrityskan- | tayeitys- | yrityskan- | nan vaihiu-
Ikm nasta, % | kannasta% | nasta,% | vuus. %
2010 -] 24 38 14 6.2
5 - 2011 -16 24 57 33 81
2012 - 2] 36 {08 63
2013 -18 13 34 39 69
0 2014 3 18 29 11 47
2010 2011 2012 2013 2014 2015 2016 2017 AL TS ] B M
2016 - 24 29 04 33
2017 -4 16 70 54 86

M Aloittaneet M Lopettaneet

Lahde: Pekka Lith (2018), Palveluasumisen markkinat Suomessa. Suunnittelu- ja tutkimuspalvelut Pekka Lith.
https://www.hyvinvointiala.fi/wp-content/uploads/2018/10/tilastollinen-selvitys-toimialan-palvelukysynnasta.pdf
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Yritysten ja jirjestijen osuudet kaikkien asumisen sisdltivien sosiaalipalvelu- Yritysten ja fiirjestdien osuudet palvelutalo- ja asumispalvelujen toimipaikois-

Jen toimipaikoista, henkildstosti ja arvioidusta liikevaihdosta 2016 (Ldhde: ta, henkildstaistd ja arvioidusta liikevaihdosta 2016 (Léhde: Alueellinen yritys-
Alueellinen yritystoimintatilasto, Tilastokeskus; Suunnittelu- ja tutkimuspalve- toimintatilasto, Tilastokeskus; Suunnittelu- ja tutkimuspalvelut Pekka Lith).
[ut Pekka Lith).
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Lahde: Pekka Lith (2018), Palveluasumisen markkinat Suomessa. Suunnittelu- ja tutkimuspalvelut Pekka Lith.
https://www.hyvinvointiala.fi/wp-content/uploads/2018/10/tilastollinen-selvitys-toimialan-palvelukysynnasta.pdf
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4. Sote-menot ian mukaan ja elaman loppuaikana

” Ikaryhmien osuus terveysmenoista 2011, %
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Lihde: THL 0-17 16-40 41-64 65-

https://www.julkari.fi/bitstream/handle/10024/116156/URN ISBN 978-952-302-192-1.pdf?sequence=1
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Terveysmenot koko vaestolla, vuoden aikana kuolleilla ja eloon jaaneilla ian mukaan seka menot kuoleman lahestyessa, UK, miehet

D, Howdomn, N. Rice / Journal of Health Economics 57 (2018) 60— 74
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Fig. 2. Healthcare expenditures by age and proximity to death, males.

Source: https://ac.els-cdn.com/S0167629617310020/1-s2.0-S0167629617310020-main.pdf? tid=4464c11d-27a3-4950-aa3a-d4a1185e55398&acdnat=1539495750 0637a7f82eb9722e06b5f4c1c3ae8ebe
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Kustannukset kvartaaleittain kucleman lahestyessa hoidonluonteen mukaan-‘

Kayton luonne

Bl Asumiseen liittvva kavtts
100 M€ | [ Resurssiluontoinen kiyttd

Otoksen kokonaiskustannukset v. 2013

olivat 1,8 % koko sote-menoista.
Aineistossa oli 11511 henkiloa eli 0,2 %
vaestostad. Kun kustannukset olivat koko
maassa keskimaarin n. 4 000 €/asukas, oli
aineiston kustannus 35 704 €/asukas. Yli
75-vuotiaana kuolleen keskimaaraiset
terveydenhuollon kustannukset olivat siis
n. 9-kertaiset keskimaaraiseen nahden.
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Ldhde: Halminen, O. (2016),
Kuolevien kustannukset Suomessa
— ikadntyvan vaeston sosiaali- ja
terveydenhuoltokustannukset

kuoleman lahestyessa. Aalto yliopisto.
https://aaltodoc.aalto.fi/handle/123456789/23382
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Potilaskohtaiset viimeisen 24 elinkuukauden kustannukset palvelualoittain, euroa
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Lahde: Halminen, O. (2016),
Kuolevien kustannukset Suomessa
— ikddntyvan vaeston sosiaali- ja
terveydenhuoltokustannukset
kuoleman ldhestyessa. Aalto yliopisto.
https://aaltodoc.aalto.fi/handle/123456789/23382
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5. Palvelutarpeen kasvu vuoteen 2035

lakkaiden vanhusten 24h palvelutarpeen kehitys vuoteen 2035 riippuu ennen muuta kahdesta asiasta:

1. Sairastavuuden kehityksesta vuoteen 2035 elaman lopussa

2. Kuolleisuuden kehityksesta vuoteen 2035

Kuolleisuuden muutokset ovat olleet varsin vahaisia hyvin iakkailla (seuraava dia).

— Epavarmuus vanhusten 24h palvelutarpeesta liittyy lahinna sairastavuuden kehitykseen.

3. Sairastavuuden kehitys Englannin aineistoihin perustuvan mallin tuloksiin perustuen

Palvelutarve riippuu mm. sairauksien kohorttivaikutuksen, sosioekonomisten tekijoiden, elintapojen ja toimintakyvyn kehityksesta.
Palvelutarve voidaan ennustaa mikrosimulointimallilla, joka ottaa huomioon em. tekijat ja niiden yhteisvaikutukset.
LSE:n ja Newcastlen yliopiston yhteistyona on tehty tallainen malli kolmella Englantia koskevalla aineistolla.

Suomen ja UK:n 65-v. miesten ja naisten elinajanodotteen pitkdn ajan kehitys on ollut hyvin samanlainen (dia 20).

— Mallin tulosten voidaan olettaa ennakoivan karkeasti myds Suomen vanhusvaeston sairastavuuden kehitysta.

Taman oletuksen realistisuutta voi arvioida Suomen aineistolla tehtyjen suppeampien tutkimusten tulosten perusteella, ks. esim.
https://www.karger.com/Article/Abstract/480382

Joka tapauksessa ero vaestoennusteissa tuo eron myos palvelutarpeen kasvuun.
Suomessa palvelutarve kasvaa 2015-2035 enemman kuin Englannissa idkkdaan vanhusvaeston maaran nopeamman kasvun takia.

Samasta syysta palvelutarve kasvaa Suomessa 2015-2035 my6s enemman kuin muissa Pohjoismaissa.


https://www.karger.com/Article/Abstract/480382
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65-74-v., 75-84-v. ja 85+ v. ennustettu hoidon tarve 2015, 2025 ja 2035, Englanti, osuus ikaryhmasta, %
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Ennuste Englannille: 24h hoitoa
tarvitsevien 85+ vanhusten maara
kaksinkertaistuu 2015-2035

Men

2015
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Men

2025

Women
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2035

Ymparivuorokautisen
hoidon tarpeessa olevien
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Ei hoidon tarpeessa olevien osuus syntymakohorteista 2015-2035, Englanti, %
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Lahde: Kingston et al (2018), edellinen dia.



Tutkimuksen tulos: 85+ vaeston 24h palvelutarve kaksinkertaistuu (65+ 36 %) Englannissa 2015-2035

Research in context

Evidence before this study

Between Jan 1 and Jan 15, 2018, we searched MEDLINE and Weh
of Science for worldwide studies published in English from
inception up to the date of the search forecasting future disability
or care needs with the search terms “disability”, “life expectancy”,
“longevity”, “forecast”, and “simulation”. The complete search
strings and a review of the simulation models found are given in
the appendix. We identified five dynamic microsimulation
models, four studies forecasting disability, and one on use of
social care. Only one of the studies reported years with care needs
(inferred from disability) for England, and this study included only
two chronic conditions (cardiovascular disease and dementia) as
risk factors for disability.

Added value of this study

The Population Ageing and Care Simulation (PACSim) model is
the first dynamic microsimulation model forecasting
dependency profiles of future older populations for England
based on longitudinal data from three nationally representative
studies of adults aged 35 years or older and accounting for a
wide range of sociodemographic and lifestyle factors and

chronic conditions, as well as the real risk factor profiles of new
entrants into the older population. We find that, over the next
20 years, absolute numbers of people aged 65 years or older
with high dependency will increase by 36%. By 2035, most
(80%) older people with medium or high dependency and
dementia will also have two or more other diseases. Trends for
men and women will differ markedly, with men aged 65 years
seeing a compression inyears lived with dependency whereas
women will see an expansion of years lived with low and high
dependency.

Implications of all the available evidence

Our projections highlight the importance of ensuring that
health and social care services adapt so that they can
adequately respond to the needs of an increasing older
population with complex care needs; notably, this increase will
probably be accompanied by a reduction in care provision by
adult children as the retirement age is extended and an increase
in older spouse carers who will be increasingly living with
disabilities and multiple conditions.

Lahde: Kingston, A., Comas-Herrera A., Jagger, C. (2018), Forecasting the care needs of the older population in
England over the next 20 years: estimates from the Population Ageing and Care Simulation (PACSim) modelling

study. The Lancet Public Health 2018, 3(9), e447-e455.
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Kun 65-v. elinajanodotteen pitkan ajan kehityksen nojalla
UK:n ja Suomen vanhusvaeston sairastavuus kehittynee jat-
kossakin karkeasti samoin, on todennakdista, etta Suomen
85+ palvelutarve vahintaan kaksinkertaistuu 2015-2035
ottaen huomioon vaeston ikdarakenteiden kehityksen (kuvio).
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80-v. tayttaneiden henkildiden osuus vaestosta
vaestoennuste 2020-2035, %
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Muihin Pohjoismaihin nadhden Suomen
vanhuspalvelujen tarvetta lisaavat:

a) 80+ vaeston osuuden suurempi kasvu
b) Vanhusvdeston heikompi toimintakyky




6. Palvelujen laadusta ja tuottajien kannustimista

Terveyspalvelujen laatuun liittyvad informaation epasymmetrisyysongelmaa kasitteli ensimmaisena Arrow (1963)* pelkistden seuraavasti:

Epasymmetrinen informaatiossa on kaksi osaa (p. 951 "product uncertainty"):

i) Potilas (paamies) ei osaa arvioida ladkarin (agentin) tuottaman palvelun laatua.

ii) Potilas ei myoskaan opi arvioimaan ladkarin tuottaman palvelun laatua.

Taman takia potilas ei ole todellinen asiakas eli on market failure, jonka paikkaamiseksi tarvitaan valtion terveydenhuollon vakuutus (s. 961, kohta C.)

Sivulta 961 alkaen Arrow kasittelee moral hazard-ongelmaa.
Sivun 964 lopussa kohdassa D. han paatyy ideal insurance kasitteeseen, joka on kdytannossa ns. pay for performance-malli. Arrow toteaa seuraavasti:
"One form would be a system in which the payment to the physician is made in accordance with the degree of benefit." (p. 964)

"Under ideal insurance the patient would actually have no concern with the informational inequality between himself and the physician, since he would only be paying by
results anyway, and his utility position would in fact be thoroughly guaranteed." (p. 965)

Tassa Arrow aliarvioi pay for performance-mallin moral hazard-ongelmat.

Arrow kasittelee kuitenkin etiikan merkitysta moral hazard-ongelman ratkaisemisessa. Esim. ammattietiikkaan perustuvat ns. low-powered kannustimet lievittavat tuota
ongelmaa. Samoin myos yleishyddyllinen (voittoa tavoittelematon) organisaatiomuoto lievittaa sita.

Monet suomalaiset not-for-profit terveydenhuollon toimijat ovat kuitenkin siirtyneet kohti for-profit muotoa.

Suomessa vanhusten ymparivuorokautisen hoidon organisaatiorakenne on muuttunut paljon 2000-luvulla. Ala on keskittynyt. Kolme suurinta alan yritysta ovat ulkomaisten
konsernien tytaryhtioita. Hallitseva organisaatiomuoto on osakeyhtio. Ndissa oloissa low-powered kannustimet toimivat aiempaa huonommin.

Suuret vanhuspalveluyritykset painottavat arvojen tarkeyttéd ja potilaan edun ensisijaisuutta. Ne eivat ole kuitenkaan estaneet vakavia laatuongelmia.
Tehokkaamman valvonnan lisaksi tarvitaan ehka sopiva organisaatiorakenne (joka voi olla julkinen tai yksityinen), joka tukee esim. eettisten periaatteiden noudattamista.

Low-powered kannustimien — kuten eettisten arvojen - vaikutusta voi vahvistaa informaatio palvelujen laadusta (seuraava dia).

*Arrow, K.J. (1963), Uncertainty and the welfare economics of medical care. American Economic Review, 941-973.

https://web.stanford.edu/~jay/health class/Readings/Lecture01/arrow.pdf
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Holmstrom (2007)* esittda seuraavat huomiot:

*  More complex issues arise when services are provided to people incapable of making decisions.

*  Nursery homes are a topical example. Family members and friends can act as trustees, but they are not always perfect substitues for real consumers: the person in need of nursing home.

*  Profit maximizing firms tend to focus excessively on reducing cost at the expense of quality and other hard-to-measure consumer benefits.

*  Motivating teachers through high-powered performance incentives can be counter-productive, ... Low-powered performance incentives enhance the self-motivation and sense of duty of teachers.
*  Of course, concerns for reputation may reduce quality shading and bridge the gap between narrow incentives and broader goals. Problems arise, when consumer feedback is slow or non-existent.
Holmstrom korostaa huolellisesti valittujen ja arvioitujen tavoitteiden merkitysta:

* The third lesson is that outsourcing does require clearly defined goals and carefully chosen performance measures.

* Investments in better auditing systems, especially by independent parties, can have high payoffs.

*  With better performance measures one can rely less on how a service is carried out and more on what the results are. This will increase the autonomy and intiative of the service provider.

Anhang Price ja Elliot (2017)** ehdottavat asiakaskyselyihin perustuvia mittareita palvelujen laadun varmistamiseksi:

To ensure that patient- and family-centeredness is the cornerstone of public and private accountability ..., we recommend development of

(1) a nationally endorsed survey instrument that assesses patient and family experiences of serious illness care across the full range of patient trajectories and care settings in which this care is provided;
(2) administrative data infrastructure that allows for identification and outreach to the most knowledgeable respondents for the survey, regardless of the patient's setting of care; and

(3) a broad toolkit of quality improvement approaches to ensure that as the emphasis on accountability grows, providers across settings have access to tools that can help them improve patient- and
family-centeredness of care for the seriously ill.

*Holmstrom (2007), "The Proper Scope of the Public Sector”, teoksessa The Nordic Model: Embracing globalization and sharing risks. Torben Andersen, Bengt Holmstrom, Seppo Honkapohja, Sixten
Korkman, Hans Tson S6derstrom and Juhana Vartiainen 2007; Research Institute of the Finnish Economy. Helsinki: Taloustieto. ttps://economics.mit.edu/files/5726

**Anhang Price,R,, M. N. Elliott (2017), Measuring Patient-Centeredness of Care for Seriously lll Individuals Challenges and Opportunities for Accountability Initiatives Published in: Journal of Palliative
Medicine [Epub November 2017]. doi: 10.1089/jpm.2017.0452 RAND.org. https://www.rand.org/pubs/external _publications/EP67430.html
https://www.liebertpub.com/doi/10.1089/jpm.2017.0452
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Anhang Price ja Elliott (2017) esittavat esimerkkeja hoidon laadun arvioinnista ja tiivistelman kolmen tapaustutkimuksen tuloksista (Table 1. ja Table 2.).

Table 1. Frequently-Cited, Validated Survey Instruments for Assessing Experiences with Care for the Seriously Il|

1. The Family Evaluation of Hospice Care survey, an after-death survey designed to report hospice quality from the perspective of the patient's family or other informal caregiver.

2. The After-Death Bereaved Family Interview, a 74-item tool, includes questions related to information and care planning, symptom management, spiritual and religious support, and
psychosocial and personal care. It can be used to assess care across settings.

3. The View of Informal Carers—Evaluation of Services (VOICES) questionnaire asks caregivers about the problems they or the patient faced during the last three months of life, and about the care
they received in different settings (i.e., home, nursing home, hospital, and hospice).

4. The Study to Understand Prognoses and Preferences for Outcomes and Risks of Treatments used an eight-item questionnaire to measure satisfaction with (1) patient comfort and (2) patient—
provider communication and decision making.

5. The Family Assessment of Treatment at the End of Life is an after-death survey that assesses experiences of end-of-life care for Veterans. The 32-item questionnaire includes questions
regarding communication, care around time of death, emotional and spiritual support, symptom management, and respect for treatment preferences.

6. The Quality of Dying and Death survey was developed at University of Washington, Seattle after literature review and qualitative study identifying the following six domains of care: symptoms
and personal care, preparation for death, moment of death, family, treatment preferences, and whole person concerns.

Table 2. Case Study Examples of Successful Initiatives to Improve Patient and Family Care Experiences

Case Study 1. An initiative to improve patient access to specialty care found that clarifying staff roles and providing customer service training resulted in a two to six percentage point increase in
patients' reported willingness to recommend their doctor, with smaller improvements in the overall Consumer Assessment of Healthcare Providers and Systems composite score for patient access.

Case Study 2. An acute care academic hospital that aimed to improve the emotional support provided to patients launched an initiative that strengthened guidelines on patient—nurse interactions
and added reminders in the electronic health record for staff to interact with patients, among other efforts. The initiative resulted in a statistically significant increase of four points in the proportion
of patients reporting that nurses discussed patients' anxieties and fears with them.

Case Study 3. A multispecialty group implemented an electronic health record system that allowed providers to give patients an after-visit summary that described the visit, test results, and
medication, and provided patients with a list of actionable next steps to care for themselves. Among patients of internal medicine providers, the proportion of patients reporting that they received
clear instructions rose from 84% to 95%, while the proportion rating their provider a 9 or 10 out of 10 rose from 70% to 82%.




Pay for performance-mallin vaikutuksista vanhuspalvelujen laatuun

Konetzka et al (2018)* tutkimus pay for performance-mallista paatyy seuraaviin johtopaatoksia (alleviivaukset ja lihavointi lisatty):

Despite the prominence of P4P programs aimed at improving the quality of health care in the United States, prior evidence on the effectiveness of various ways of
structuring P4P programs is sparse. Our analysis of Medicaid P4P programs in nursing homes begins to fill this gap. Using a difference-in-differences design capitalizing on
both within-state changes over time in the existence of P4P programs and across-state differences in program structure, we estimate the effects on quality-related outcomes
of two key program features, the use of weights and the use of qualifiers for bonus eligibility. Our results have several important implications for policy.

We find that the use of weights on clinical quality outcomes has consequences that were unintended by policymakers. First, stronger weights sometimes lead to more
improvement, as expected, but this is not always the case. Second, small (but positive) weights lead, in several cases, to a decline in performance on some clinical measures.
This is consistent with the theory of multitasking in which the relative importance of a targeted measure matters. Although policymakers might assume that a small
weight would still induce positive change, when resources for quality improvement are scarce, this assumption appears to be incorrect. Health care providers may simply
focus on the measures that bring the highest relative rewards. It is also possible that observed improvements in quality do not reflect true improvements in quality.
Nursing homes might use alternative low-cost methods to improve their performance by simply improving (or changing) the coding in the data used for the P4P
performance metrics. In this case, weights might increase the attention given to certain performance metrics without resulting in substantive improvements in quality.

Furthermore, we find that the use of a deficiency threshold as a qualifier for eligibility for any bonuses under the P4P program is more effective than using deficiencies in a
weighting scheme. Nursing home providers exhibited significant improvement in deficiency-defined quality when used as a qualifier, but smaller improvement when
deficiencies received a weight in the bonus formula. The key to the effectiveness of using a quality measure as a qualifier may lie in its simplicity. Given scarce resources
for quality improvement, simple rules lessen the uncertainty associated with choosing areas for quality improvement and incentivize nursing homes to prioritize their efforts
towards improvements that increase the probability of P4P eligibility. The effectiveness of using a qualifier is also consistent with multitasking theory, as meeting the
qualifying criterion has the highest return.

Finally, our results have distributional implications. One often-expressed fear of P4P programs is that they will reward health care providers that already provide better
quality and have more resources and that low-resource providers will not be able to achieve the bonuses even with effort, such that P4P might increase the gap between
high- and low-quality providers (Casalino et al. 2007; Konetzka and Werner 2009; Friedberg et al. 2010). To some extent, our results support this concern. Where we do see
significant effects of PAP—for example, in the use of deficiencies as a qualifier—we see larger improvement among nursing homes that are nonprofit, non-chain, and with
a lower Medicaid census, all attributes traditionally associated with higher quality and better financial performance on average. However, in our analysis of immediate
jeopardy deficiencies, our results are suggestive of the opposite—that for-profit facilities exhibit greater improvement. Although this may be due in part to ceiling effects
in that the higher quality nursing homes have few, if any, immediate jeopardy deficiencies to begin with, it still reflects improvement among some low-resource, low-quality
nursing homes. Thus, P4P appears to be creating an incentive for improvement among some nursing homes that are in the lower tiers of quality. It is not clear, however,
whether improvement on this margin would translate into bonuses if these lower-quality nursing homes are unable to improve across all the highly weighted measures or to
achieve the overall deficiency qualifier. To create a sustainable incentive for improvement over time, policymakers might consider rewarding improvement in areas most
needed by each nursing home rather than a one-size-fits-all approach.

*Konetzka, R.T., Skira, M. & Werner, R.M. (2018), Incentive Design and Quality Improvements: Evidence from State Medicaid Nursing Home Pay-for-Performance Programs.
American Journal of Health Economics. 2018 Winter; 4(1): 105—-130. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5868417/
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