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tverrfaglig kompetansesenter som skal fremme forskning, fagutvikling, utdanning og nettverk
blant leger og helsepersonell i distriktene

bidra til kvalitet, rekruttering og stabilitet i helsetjenesten ved a bygge bro mellom praksis,
akademi og forvaltning




i% Her bor NSDM-ansatte

Sentralitet
SSBs sentralitetsindeks fra 2020

1 - Mest sentrale kommuner

2 - Nest mest sentrale kommuner

3 - Overmiddels sentrale kommuner
4 - Middels sentrale kommuner

5 - Nest minst sentrale kommuner
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6 - Minst sentrale kommuner

Figur 2.1 Kommuner gruppert etter sentralitet
Kilde: Hoydahl. E. (2020). Sentralitetsindeksen. Oppdatering med 2020-kommuner. (Notater 2020/4). Statistisk sentralbyra.
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SCANDINAVIAN JOURNAL OF PRIMARY HEALTH CARE e Taylor & Francis
https://doi.org/10.1080/02813432.2020.1714143 Taylor &Francis Group

RESEARCH ARTICLE 8 OPEN ACCESS | ™ Check for updates

How can task shifting put patient safety at risk? A qualitative study of
experiences among general practitioners in Norway

Kirsti Malterud®P<, Aase Aamland®“ and Anette Fosse®*

- Task shifting between different levels of health care is a relevant and legitimate
strategy for planning and policy

- GPs in Norway report adverse events related to task shifting from specialist
colleagues without proper resource allocation

- Patient safety may be put at risk by hazardous delay, overdiagnosis, endangered
accountability and potential malpractice

Planning and implementation of task shifting must involve all system levels and
relevant stakeholders to ensure patient safety
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"Kulturforskjeller”

Spesialisthelsetjenesten

Kommunehelsetjenesten

Helseproblemer

Ett problem, evt. fokus pa ett om
gangen.

Gjerne flere parallelt, hele spektret
diagnoser/problemer

Behandling

Diagnoseorientert og med avansert
teknologi.

ADL-orientert tilrettelegging, og
pasienten deltar mye selv.

Beslutninger

Tas gjerne i mgter med flere og med
hgy lojalitet til faglige retningslinjer

Tas av helsepersonell alene eller av
fa, med vekt pa pasientpreferanser

Planlegging Kortsiktig — tom. utskriving. Ofte Langsiktig — mot resten av livet
med store endringer. Hgyt tempo. Ofte liten/langsom endring.
Pasient — Sjelden og i korte perioder. Mange Kontinuerlig over mange ar, personlig

helsepersonell forhold

involverte. Svak pasientrolle

og omfattende. Sterk pasientrolle

Samarbeid med andre

Mest med kommunehelsetjenesten,
sporadisk med pargrende

Med mange, ogsa utenfor helse-
tjenesten, tett med evt. pargrende




RAPPORT OM SAMHANDLING MELLOM KOMMUNER OG
HELSEFORETAK (M@REFORSKNING 2020)

- Lav likeverdighet — helseforetaket setter agendaen

 Manglende beslutningskraft — ulikt niva og antall representanter deltar fra samarbeidsutvalg
partene Helsefellesskap
030 (e

kommuneoverleger samhandling

- Lav kontinuitet i oppmagate fra begge parter ordiorere €lre skropelige

enter
- Utfordringer med overgangene mellom nivaene i samarbeidsstrukturen strateg1sl ggﬁgﬁere
- 80% av deltakere fra helseforetaket oppfatter samarbeidsklimaet som godt, barn amrendepsykISk
mens den tilsvarende andelen fra kommunenivaet var 40% unge

fastleger ~ partn erskapsmotet
- Kommunene opplever et spenningsforhold mellom erkjennelsen av behovet
for gkte og dedikerte ressurser til samhandling og skepsisen til a la seg
representere av en felles samhandlingsressurs

Hva skal til for at de nye helsefellesskapene kommer bedre ut enn dette?



Gjenstridige problemer oq tverretatlig samordning: Et analytisk rammeverk

Nesheim, Torstein m.fl Norsk statsvitenskapelig tidsskrift, 2019-04-04, Vol.35 (1), p.28-50
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Figur 2.
Distansetyper i inter-organisatorisk samarbeid



https://bibsys-almaprimo.hosted.exlibrisgroup.com/primo-explore/fulldisplay?docid=TN_cdi_crossref_primary_10_18261_issn_1504_2936_2019_01_02&context=PC&vid=UBTO&lang=no_NO&search_scope=default_scope&adaptor=primo_central_multiple_fe&tab=default_tab&query=any%2Ccontains%2CGjenstridige%20problemer%20og%20tverretatlig%20samordning%3A%20Et%20analytisk%20rammeverk&offset=0

OVENFRAOGNEDOGNEDENFRAOGOPP

Boin, A. and Bynander, F., 2015. Explaining success and failure in crisis
coordination. Geografiska Annaler: Series A, Physical Geography, 97, 123-135
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Partners
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Rural S cholars

Industries with vested Interest in health UBCHealth ~ UBCMidwifery Program

(e.g, forestry, alland gas, mining elc) Faculty of Medicine, UBC ~ Centiefor Rural Health Research
Non-profits (e. 9., hospital auxliaries) Selkirk College Rural Pre-Med Program  BC Academic Heath Sclence Network
BC Rural Centre Learners, teachers, and researchers  Health Sclences and Soclal Sclence Facultles
Institute of Health System Transformation and Sustalonability Univerity of Northern BC Heal th Research Instifute  at universities and ellegesacross BC

Partnership Pentagram Plus.

Markham R, Hunt M, Woollard R, et al. Addressing rural and Indigenous health inequities in
Canada through socially accountable health partnerships. BMJ Open 2021;11



In complex system undertakings, like health, whoever Is
not there provides a useful excuse for collective failure.

For example:

no policy-makers = lack of will

no managers = too much bureaucracy and red tape
no health professionals = greedy doctors and unions
no academics = ivory tower rather than real world

no patients/communities = unrealistic expectations
no linked sectors = don't care about community

Figure 3 Scapegoats for collective failure.

Markham R, Hunt M, Woollard R, et al. Addressing rural and Indigenous health inequities
in Canada through socially accountable health partnerships. BMJ Open 2021;11



KOMPLEKSITETSTEORI
UNDERSTATTER MODERNE LEDELSES- OG ORGANISASJONSTEORI

- Tilstreber fleksibilitet, handlefrihet og desentralisert lederskap
- Formell struktur fillegges mindre betydning
- Organisasjonen er en dynamisk enhet i stadig endring

- Planverk er fleksible og filstreber balanse mellom detalj- og
intensjonsstyring

- Samhandling oppstdr pd tvers av avdelinger og i filfeldige fora

- Uenighet er sunt og er — med rett handtering — kilde til ny kunnskap

Publisert: 25. januar 2019. Tidsskr Nor Legeforen. DOI: 10.4045/tidsskr.18.0724

®
Tidsskriftet

DEN NORSKE LEGEFORENING

Hva kompleksitetsteori kan lare oss
om sykdom og organisering

KRONIKK

LARS PRAG ANTONSEN

E-post: larspantonsen@hotmail.com

Lars Prag Antonsen er lege i spesialisering i anestesi ved Oslo universitetssykehus, Ullevil og ved
Sykehuset @stfold.

Forfatter har Fylt ut ICMJE-skjemaet og oppgir ingen interessekonfliker.

Trekkfuglers bevegelsesmenstre, kinesisk krigshilosofi og klassisk musikk kaster nytt lys
over hvordan vi forstar biologiske og organisatoriske systemer. Kompleksitetsteori
forklarer komplekse adaptive systemer og er nyttig bade som grunnleggende filosofi og
som praktisk Klinisk hjelpemiddel.

IHlustrasjon: Sylvia Stelan

Medisinsk vi kap omhandler komplekse systemer i hele spekteret fra molekylerbiologi




fruntiers HYPOTHESES AND THEORY
. - hished: 13 fAugust 2081
in Digital Health dci: 10.3398Fcgth. 2001 726005

®

Jeriiny

Planning and Evaluating Remote
Consultation Services: A New
Conceptual Framework
Incorporating Complexity and
Practical Ethics
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PERCS

Planning And Evaluating Remote Consultation Services

Digital inclusion
Diversity of provision:
users can choose from a
range of appointment
types to suit needs

The reason for consulting
- nature, severity, urgency
- trajectory, risk, uncertainty
- physical examination needed
- opportunistic checks

) 7 d O m e n e r Digital maturity

Readiness:

The organisation
- innovativeness and culture
- level of digital maturity [panel]
- estates (e.g. safe waiting area) - access policies
- workload & resources - systems & logistics

. (¢}
Konsultasjonsarsak B e
are in place to plan and
deliver remote services

Pasienten iy

remote services exist and

The patient
= general health, comorbidities
- capability to use technology e.g.
cognitive function, vision, hearing
- attitudes and preferences

- digital inclusion [panel]
- English fluency

Digital access support:
users are supported to
acquire skills and obtain
and use technologies to
access care remotely

The clinical

relationship
- depth of knowledge
- communication

Technologies
- dependability

.
- Lege-pasientforholdet —
- functionality Z
Infrastructure: - familiarity N Sdtaff I - trust The home and famlly Non-digital alternatives:
the underpinning material, - supply chain =audes vatves N -geography (e.g. rurality) Provision for people
- knowledge, capabilities | - digital set-up and capability who currently cannot or

regulatory and human - cost / 2
- digital poverty e.g. data package will not use remote

‘ I IJ el I l Og fal I l I | Ie ‘scaffolding’ is in place to - vulnerability and risk/
support remote care e.g. age, Ethmmy/ - material space and access to it arices
Wider system ——— - safeguarding issues
- carer support ©T Greenhalgh

- policy and regulatory issues - infrastructure e.g. broadband coverage
- inter-organisational influence and learning - climate emergency

Teknologien o

. P erson al et HEALTHCARE QUALITY CLINICAL ETHICS ETHICS OF CARE
o Efficiency e Effectiveness e Safety e Equity . ficence ® Non-malefi ® Personal: wellbeing of staff, patients, carers

o Timeli ® Patient- | ® Autonomy e Justice e Privacy ® Political: fairness, human rights, inclusivity

® Resilience e Learning and improvement ® Confidentiality e Veracity e Fidelity ® Global: planetary health and sustainability

Helsetjenesten/organisering
Det utvidete systemet

FIGURE 1 | The PERCS (Planning and Evaluating Remote Consultation Services) framework and underpinning principles of healthcare quality and ethics.

PERCS
- vurderer hvordan domenene samhandler og utvikles over tid som et komplekst system

- fokuserer pa organisasjonens digitale modenhet og digitale inkluderingsarbeid

Greenhalgh et al (2021) Planning and Evaluating Remote Consultation Services: A New Conceptual
Framework Incorporating Complexity and Practical Ethics. Front. Digit. Health 3:726095



Digital maturity

Readiness:
strategic alignment,
leadership and resources
are in place to plan and
deliver remote services

Capability:
a range of options for
remote services exist and
are up and running

Infrastructure:
the underpinning material,
regulatory and human
‘scaffolding’ is in place to
support remote care

The organisation - nature, severity, urgency

- innovativeness and culture
- level of digital maturity [panel]
- estates (e.g. safe waiting area) - access policies
- workload & resources - systems & logistics

- opportunistic checks

The clinical

Technologies relationship
- dependability - depth of knowledge
- functionality \_ - communication
- familiarity - trust

- attitudes, values

- knowledge, capabilities

- vulnerability and risk

e.g. age, ethnicity

Wider system

- policy and regulatory issues - infrastructure e.g. broadband coverage
- inter-organisational influence and learning - climate emergency

- supply chain
- cost p

The reason for consulting

- trajectory, risk, uncertainty
- physical examination needed

- digital set-up and capability

Digital inclusion

Diversity of provision:
users can choose from a
range of appointment
types to suit needs

The patient
- general health, comorbidities
- capability to use technology e.g.
cognitive function, vision, hearing
- attitudes and preferences

- digital inclusion [panel]
- English fluency

Digital access support:
users are supported to
acquire skills and obtain
and use technologies to
access care remotely
The home and family

: Non-digital alternatives:
- geography (e.g. rurality)

Provision for people
who currently cannot or
will not use remote
services

igital poverty e.g. data package
material space and access to it
- safeguarding issues

- carer support © T Greenhalgh

Underpinning principles
HEALTHCARE QUALITY

e Efficiency e Effectiveness e Safety e Equity
e Timeliness e Patient-centredness

CLINICAL ETHICS
e Beneficence ® Non-maleficence
e Autonomy e Justice e Privacy
e Confidentiality e Veracity e Fidelity

ETHICS OF CARE
e Personal: wellbeing of staff, patients, carers
e Political: fairness, human rights, inclusivity
® Global: planetary health and sustainability

® Resilience e Learning and improvement

FIGURE 1 | The PERCS (Planning and Evaluating Remote Consultation Services) framework and underpinning principles of healthcare quality and ethics.

Greenhalgh et al (2021) Planning and Evaluating Remote Consultation Services: A New Conceptual Framework
Incorporating Complexity and Practical Ethics. Front. Digit. Health 3:726095



SAMMENHENGENDE OG BAREKRAFTIGE HELSEFELLESSKAP

ARBEIDSDELING | HELSEFELLESSKAP

Brukere og fastieger deltar pd alle niva

PARTNERSKAPSM@TET

Politisk og administrativ toppledelse | kommuner og helseforetak

Arlig mate for &
forankre retning

STRATEGISK SAMARBEIDSUTVALG
Administrativ og faglig ledelse | kommuner og helseforetak

@ f-‘:‘ . @ Utvikie strategier og
| d}) 1 (‘3) handlingsplaner
Hindtering av saker og
Il | i J D lopende besiutninger

FAGLIGE SAMARBEIDSUTVALG

® ® o [ Q,{} 9] Utvikie prosedyrer og
Y Y ' Y tjenestemodelier

| .

il i i n

ANDERS GRIMSMO, PROFESSOR | SAMFUNNSMEDISIN NTNU

"Kulturforskjeller”

- Gjenstridige problemer og tverretatlig samordning: Et analytisk rammeverk
Helser Nesheim, Torstein m.fl Norsk statsvitenskapelig tidsskrift, 2019-04-04, Vol 35 (1), p.28-50

Behan

Besil OVENFRAOGNEDOGNEDENFRAOGOPP l

Plarig Relationship Building ]

| Partners S —

Pasien 3 HEALTH ADMINISTRATORS .St o, POLICY MAKERS Meenames

helsep Poli FrNatess Fes sty / N Cdeotienty PysamseiGnati  ngicactars
Prencl oo Servcr ity / ARSI, . o ks AK (e d Vb

Samar

I Health KOMPLEKSITETSTEORI
- —| administratol UNDERST@ITTER MODERNE LEDELSES- OG ORGANISASJONSTEORI Tidsskriftet
-Tilstreber fi Digital maturity The reason for consulting Digital inclusion
Readiness: Dlverslry;/‘mpml' jon:
rom
-Formell stn ip and resources e
‘ in place Pl types to suit needs
- i s Digitol support:
-‘ C Organisas, ".::"w o The clinical m:‘rsags\:pomdlo
options 2 ire skills and obtain
Figure1 P . remote services exist and relationship - digital inclusion [panel] e
¥ !"?"V?rk g are up and runeing ~desth of kowiece ~Englsh fuency ST
— Infensjons: e S The home and family Non-digital altenatives:
. and humar § k"&&ﬁ:‘:‘:;““ - ‘d‘l;lal serﬂ;(:e;rsﬁ“c‘;:‘;:nly Provision for people
- Samhandl MImmm - vulnerabilty and risk - dightal poverty e.g. data package | oot var comron"
hollideaing e.g. age, ethnicity - material space and access to it S
- rding it
~Uenighet « PP et el e

-8 age
- inter-organisational influence and learning - climate emergency

- HEALTHCARE QUALITY CLINICAL ETHICS ETHICS OF CARE
. » Effectiveness. omow © Beneficence ® Non-maleficence © Personal: wellbeing of staff, patients, ca
o Timeliness ® Patient-centredness ® Autonomy e Justice ® Privacy -Poﬁﬂal:l’alnws,mmmm
. ol nent ® Confidentiality e Veracity  Fidelity ® Global: planetary health and sustainabllity
_ FIGURE 1 | The PERCS (Planning and Evaluating Remote C Services) and g of healthcare quality and ethics.

Greenhalgh et al (2021) Planning and Evaluating Remote Consultation Services: A New Conceptual Framework
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