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Abstract

A key aspect of current reformsin Europe is an increased focus on the first line health services, with a central
role for the “general practitioner/family physician” (FP). The introduction of family practice as a specific discipline
in Portugal goes back only to the early 1980’s, following the introduction of a National Health Service (NHS) in the
1970's.1

This paper explores the awareness, among health system managers at various levels, of problems with perfor-
mance, as well as their perception of what is being done and what could be done to improve it. The first step was
to interview senior NHS managers at regional and sub-regional health authority (RHA and SRHA) level. The second
step was to interview directors of health centres (HC), the place where FPs work. The final phase of the study
included an interview with the national sub-director of health in charge of FP and HC.

This study shows that performance management is a poorly developed part of the management armamentarium
of public sector managers in the Portuguese NHS. Health services managers appear aware of the need to find
mechanisms for performance management at the institutional level, but show little concern for performance manage-
ment at in the dividual or sub-institutional level. Moreover, they apparently focus on evaluation of process and
structure, and make little or no mention of assessing production of health.
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Introduction mended principles and characteristics for the
development of genera practice in European

A key aspect of current reformsin Europe countries?.

is an increased focus on the first line, with a _ _ . .

central role for the “ general practitioner/family ‘The introduction of family practice as a
physician”. Family medicine is * emerging from specific discipline in Portugal goes back only to
being afield of medicine practised by profes- the early 1980’s, following the introduction of a
sionals with little specific training, to becomea ~ National Health Service (NHS) in the 1970's.*
discipline with its own distinctive features, area  NHS family practitioners (FP) work in Health
of professional practice and corpus of knowl-  Centres (HC), where they have an increasingly
edge” ®. The WHO Regional Office has recom- central role, and act as gatekeepers for the

1 Thisresearch was conducted in the context of the project “Measuring and monitoring staff performance
in reforming health systems’, INCO-DC programme of DGXII, European Union, contract number
IC18*CT970239
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system. District hospitals and health centres
represent two pillars of the Sistemas Locais de
Salde or district health networks. Under the
ongoing reforms, these Sstemas Locais de Satde
are to be funded through contracts with five
regional purchasing bodies, the Agéncias de
Contratualizacdo. These contracts will specify
the objectives as well as the criteria and
indicators for assessing the performance obtained
with the budget accorded under the contract.
Hence there is an interest in the performance of
HC and FP, and in the way their performance
can be assessed and enhanced.

Published research provides little guidance.
A literature search with the keywords perfor-
mance, human resources, motivation, job satis-
faction and patient satisfaction produced no origi-
nal articles on methods of assessing individual
performance in the Portuguese setting. Some
work on the evaluation of technical performance
of FPin particular areas through the analysis of
clinical files (e.g. child and maternal health,
hypertension) has been published®%.Although
Portuguese FP have opportunities for private
practice, the articles reviewed exclusively refer
to the public sector. When the private health
sector is mentioned, it is as a reminder that
human resources are shared by both sectors and
that the relationship between the two is not trans-
parent®. The impact of this overlap on the per-
formance of the health personnel has, so far,
never been reported upon in Portugal. Imba
lances and maldistributions in the public sector
are described” as well as the professional risks
health professionals are exposed t0®, including
stress at work®12, The literature reports on some
attempts to use teamwork to improve profes-
sional and user satisfaction®19, The various pa-
pers mention high levels of job dissatisfaction
related to insufficient salaries, inadequate incen-
tives, inadequate work environment, low level
of skills of the health centre managers and self-
perceived low status of family practitioners.
Many papers claim that continuing education and
teamwork increase job-related sati sfaction(®141"
2, None of the articles reported on interven-
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tions to correct the problems described. This
paper explores the awareness, among health
system managers at various levels, of problems
with performance, as well as their perception of
what is being done and what could be done to
improve performance. It is based on interviews
with health care managers at various levels,
whose objective was to identify to what extent
performance management is part of the manage-
ment armamentarium of public sector managers
in the Portuguese NHS.

Population and Methods

In Portugal there are 5 health regions di-
vided in sub-regions (1 to 6 per region). The
region chosen by convenience for this study
includes one of the two largest metropolitan areas
in Portugal, with a population of 3,222,200
people (about 30% of the Portuguese popula
tion), 22 hospitals (2,942 beds) and 84 HC. In
1998 open-ended questionnaires were applied to
9 members of the management boards of re-
gional and sub-regional health authorities (RHA
and SRHA), with aresponse rate of 7/9.

While conducting interviews with the
managers of the RHA and the SRHA one of the
researchers obtained alist of the 20 HC consid-
ered the “best” and the 20 considered the “the
least good” (based on RHA/SRHA judgement,
without attempt to provide them with criteria).
From this list 10 HC in each of the categories
were selected using a simple random sampling
strategy. The 20 HC , all falling under one of the
sub-regions, with a catchment population of
2,050,700, include urban, peri-urban and rural
communities. The twenty directors of these hedlth
centres (usually family practitioners, with athree
year appointment) were interviewed, with are-
sponse rate of 90% (18/20). The response rate
of the “best” group was 100% and of the “other”
group was 80%. All information on the identifi-
cation of the Region, Sub-Region, HC and
interviewees was kept confidential. This mate-
rial was subsequently complemented by an in-
terview with the officia in charge of family
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practice and health centres at national level.

The interview material (notes and tapes)
was analysed blindly regarding the identity of
the respondents and their health centres. The
analysis was conducted by repeated listening to
the tapes, identifying themes and re-exploring
these themes in the many tapes and interview
notes. No attempt was made to quantify the data:
the focus was on identifying the range of issues
considered important by the respondents, and
possible different patterns between the two
groups of Health Centres. The small number of
managers interviewed certainly did not consti-
tute a representative sample of public sector
managers in Portugal. Nevertheless, they pro-
vide an indication of the environment in which
performance management mechanismsin Portu-
gal would have to operate.

Views of Performance Management

On most topics RHA, the SRHA and HC
directors provided basically similar views. Table
1 summarises what they consider to be “good
performance” for a Family Practitioner. Table 2
lists formal and informal tools and criteria used
for performance management at Health Centre
level as reported by the interviewees. Table 3
presents the views of the interviewees on pos-
sible means of improving on the current situa-
tion.

Presentation of this material to the senior
official in charge of FP and HC at the national
level illustrates the difference in perspective
between the policy making and the operational
management levels. There was a definite sense
of frustration with the professional culture and
practices of the managers. It was the “manage-
ment attitude” of the RHA that did not allow
them “to assume the organisation in a different
way”, athough this “different way” was pos-
sible under existing public administration legis-
lation. The same applied to the HC directors:
although they have no legal authority, they “could
do much more to approach their managerial
practise differently in term of work organisation,
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interpersonal relationships, local dynamics, mo-
tivation and the like. A “more entrepreneurial
approach” would give them more legitimacy to
demand new tools, changes and means to change.

The interviews confirm the impression
given by the literature review: a health care sector
where individual performance management has
not been explicitly acknowledged. Managers
pointed out several processes that have been used
to plan ingtitutional performance, monitor it and
encourage good performance. These processes
have not been standardised and have not been
constituted as official policy. But the fact that
they are acknowledged and used, form the core
around which explicit performance management
is aready evolving.

A “well performing” FPis essentially de-
scribed by the interviewees in terms of process
or inputs rather than in terms of health outcomes.
“Good” FPs“manage their patient list correctly”,
“make efforts to continue their education”, “par-
ticipate in community-oriented activities’, “have
an empathic relationship with their patients and
colleagues’, and “monitor the results of their
practice”. They have (and make use of) “clear
good-practice guidelines’. Performance manage-
ment consists of the use of incentives (“educa-
tional opportunities, promotion”, “extraresources
for the best health centre”, “support for innova-
tive projects’, “new remuneration policies’) and
forma monitoring of waiting lists, complaints
books and expenditure statements. Formally, the
evaluation of performanceis based on an analy-
sis of strategic plans and associated objectives,
budgets and associated action-programmes and
the terms of reference for project teams. Indica-
tors used are professional satisfaction, patient
satisfaction, and number of consultations per
clinician, profile of prescriptions, absentee rates,
number of complaints and accessibility to health
care. Interviewees also mention informal evalu-
ation criteria that include “the degree of partici-
pation of professionals in objective-setting and
decision-making”.

Although all HC directors used some for-
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mal mechanisms for monitoring institutional
progress towards programmatic objectives, for-
mal performance management of individual fam-
ily practitioners was non-existent, “for lack of
the necessary culture” and because there are no
formal “norms and guidelines to manage the
difference” - i.e. to reward the best performers.

Nevertheless, interviewees acknowledged that
they had the latitude to formalise systems of
individual performance management, including
local incentive policies to reward the best per-
formers, if they so wished. If they did not do so,
this was partly because of “the local professional
medical culture”.

Tablel Managers perceptionsof what isconsidered good performance of a family physician.

Focus on mission of the HC

Is committed to solving community level problems

Participates in community-oriented activities

Is committed to improve the health indicators of the patients on his list

Participatesin all HC activities

Feels responsible for his patients in all phases of the life cycle

I's knowledgeabl e of the patients on his list
Fulfils his objectives

Focus on personal development
Continues education efforts

Adherenceto quality standards
Has clear “best-practice” guidelines
Monitors his/her individual practice results

Relational more than a technical focus

Has a empathic relationship with his’her patients

Has a empathic relationship with his/her colleagues

Has an empathic and therapeutic relationship with his patients

Has a good relationships with all members of the health team

Is committed to team work not always looking to assume the role of team leader

Is humane

Likes people

Motivates other fellow workers
Is committed to continuing care

Committed to efficiency
Plans his or her work
Uses resources efficiently
I's punctual
I's assiduous
I's productive
Contributes to reduce unnecessary demand

Manages well his’her patient list (administratively and ensuring the necessary access)

Is accessible
Shares information with colleagues

Committed to effectiveness
His work has technical quality

Responds to health problems in a humane and technically competent manner

Maintains ethical standards
Ensures confidentiality
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There was amgjor overlap of the opinions
of the Directors of both groups of HC (the “ best”
and the “worst”). It is, nevertheless, important
to emphasise some of the differences between
them.
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The Directors of the “best HC” identified
the “current context of change in the country”
as awindow of opportunity to further improve
the existing services. They also acknowledged
that the prevalent “medical professional culture’

Table 2 Formal and informal tools and criteria used for performance management at HC level.

Tools for performance management

Criteria for performance evaluation

Needs identification

Health information system

Waiting lists

Complaints books

Users' office

Feedback from the hospitals

Regular auditing of quality of the clinical records
Special surveys: e.g. patient satisfaction surveys
Use of incentives

Educational opportunities

Promotion

extraresources for best performing HC

support for innovative projects

new remuneration policies

Expenditure statements for each cost-centre
Analytical accounting

Formal:
Regularity and comprehensiveness
Forma monitoring at all levels (quarterly at
RHA level and yearly reporting at HC level)
Accountability
Existence of strategic plans and associated
objectives
Existence of programmatic plans and associ-
ated objectives
Existence of budgets and associated action-
programmes
Existence of terms of reference for project teams
Existence of indicatorsfor needsidentifica-
tion and to monitor progress towar ds objec-
tives
Namely:
Agreement on a set of standard indicators
Professional satisfaction
Patient satisfaction
Number of consultations per clinician
Profile and cost of prescriptions
Absenteeism rates
Punctuality
Number of home visits
Number of complaints
Ratio of booked to unbooked consultations
Acute diseases as % of the total
New diagnosis as % of the total
Coverage rates
Number of patients per physician
Number of consultations per clinician
Profile of prescriptions
Accessibility to health care
Informal:
Degree of participation in objective-setting and
decision-making
Degree of participation of in non-clinical ac-
tivities
Participation in meetings of the HC
Absence of dysfunction associated with defec-
tive or lack of information
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is an obstacle to maximise the potential benefits
that could be derived from this “culture of
change”. They went beyond what was explicitly
spelt out as their duties and obligations: in the

words of one of them “I make use of the little
autonomy given to me and then | stretch it to
the extent | feel it isnecessary...” (aflexibility
that is actually expected by senior management

Table 3 Means of improving on the current situation.

Exert external pressure

Greater contention on central demands implies better centrally defined priorities

Improve on the existing strategies

Restructure and adequate resour cing of the HC

Improvement of HC infrastructures
Greater accessibility to regional managers

More nurses, doctors and administrative personnel

Downsizing HC?
Financial and administrative autonomy

Greater autonomy for HC hiring and firing of all personnel
Terminate part-timers and short terms-contracts

Better co-ordination with hospitals
Better financial incentives
Better remuneration

I ntegr ate the per formance management system (PMS) in the overall management of the HC
Increase the focus on individual as well as team performance while ensuring the continuing

management of institutional performance
Greater emphasis on team work
More participatory management

Regular analysis of productivity and quality statistics

Relational focus (focus on people)

Investment in training FP in communication skills

Remembering special dates such as birthdays

Use coffee breaks as a means for developing a HC spirit
Informal support for special request of leave for off-duties, conferences, continuing education, etc
Penalise users if they miss consultations or if they lose reguisitions

Focus on development
Invest in continuing education
Move away from a project mentality
Introduce regular peer-reviews

Explicit and formal quality and performance criteria
Introduction of good practice/performance codes
Link future development to explicit rules, criteria and consequences (incentives)
Formalise and standardise performance evaluation processes - internally and externally

Focus on need identification

Developing and formalising existing eval uation mechanismsin order to be able to apply themin

a systematic and standardised fashion

Focus on accountability
Evaluate the evaluations

Strengthen the link between quality of performance and supplementary budgets

2 Headlth centresin the Portuguese NHS vary greatly in their dimension. The HC collaborating in this study
varied from HC with 7 FP to HC with as many as 86 FP.
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at policy level). These Directors made use of a
greater variety of tools and criteriato evaluate
the performance of the FP in their HC. A good
FP was someone committed to “high technical
quality with ahuman face”. The “best HC” were
also those that most frequently recognised com-
plaints, feedback from the referring hospitals,
auditing and quality of the clinical processes and
clinical discussions as important means of man-
aging the performance of FP.

The need to increase the management au-
tonomy at HC level, to improve infrastructures
and to increase salaries was acknowledged. The
“best” HC focused more on the importance of
better co-ordination with hospitals, on
personalised attention to al personnel in the HC,
in greater availability of local incentives and on
greater emphasis to continuing education, with
special attention to communication skills.

All the directors refer to the degree of
participation of professionals in non-clinical
activities and in HC meetings as informal ele-
ments they consider in the evaluation of FP
performance in their health centre. The indica-
tors mentioned as forma evaluation cover a
somewhat larger scope in those HC that are
considered to be the best performing by the RHA/
SRHA: it isonly in those centres that the notion
of population coverage is mentioned.

Suggestions for improving performance
are, as could be expected, wide-ranging. They
include requests for better infrastructure, more
personnel and better salaries, to training in com-
munication skills, continuing education, regular
peer-reviews, “introduction of good practice/
performance codes’, “greater emphasis on team-
work”, “more participatory management” or ‘re-
membering birthdays', ‘ use coffee breaks as a
means for developing a health centre spirit’, and
‘informal support for specia requests of leave'.
Some HC Directors see a potential to improve
FP performance by ‘penalising usersif they miss
consultations or if they lose requisitions’.

Apart from these ready-made recommen-
dations, it is interesting to note the insistence,
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by nearly all interviewees, on ‘ strengthening the
link between quality of performance and supple-
mentary budgets’, on more autonomy in hiring
and firing of personnel, but also on clearer defi-
nition of service objectives and evaluation crite-
riaby the central level (“linkage of future devel-
opment to explicit rules, criteriaand incentives’
or “standardisation of the existing evaluation
mechanisms”). Perhaps most surprising is the
fact that only one of the interviewees mentioned
the need for explicit job descriptions, although
they are lacking in most health centres.

The Portuguese NHS is changing: an Ex-
perimental Remuneration System of FP (Regime
Remuneratdrio Experimental) started, on avol-
untary basis, for a small number of FPs that
make a commitment, as a team, to a health
programme to achieve explicit objectivesfor their
catchment population. For their work the pay-
ment is on amix of abasic salary, complemented
by capitation-linked payment and a fee-for-
(some) services, the new HC law which removes
some of the obstacles mentioned by RHA and
SRHA interviewees; the computerisation of the
HC information’s system; the introduction of
tools for quality assurance, including auto-evalu-
ation, cross-evaluations, external-eval uations and
tools for monitoring patient and doctor satisfac-
tion. In the view of the national level interviewee
the recently introduced RHA based Purchasing
Agencies (Agéncias de Contratualizacdo) are
“forcing health centres to adopt a more analyti-
cal culture and to reflect about the most appro-
priate management to ensure the achievement of
objectives spelt out in the contracts with the
Purchasing Agencies’. “Once they are opera
tional, all these tools and changes will reinforce
team work”.

Neverthel ess, many of these changes are
still being rolled-out, and clearly meet with re-
sistance from the labour unions, the civil ser-
vants in the ministerial departments and from
the public administrative system in general. At
the same time, the tools that are already avail-
able are not organised in an integrated perfor-
mance management system .
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Although FP, as civil servants, are legally
and culturally protected (it is almost impossible
to fire them or to initiate any kind of disciplin-
ary process against them) and the legal frame-
work for career progress is based on curriculum
evaluations without performance and productiv-
ity criteria, most managers seem to be aware
that the performance of FP working in public
sector health centresisan “issue’. Mostly, how-
ever, this awareness does not lead to active in-
tervention into performance management.

In the context of the current legal frame-
work of human resources in the public sector in
general and in the absence of requirements for
forma or informal management training as a
condition to be appointed to a health manage-
ment board, it is legitimate to question the
managers's capacity to effectively manage the
performance of FP.

Managers have been using severa pro-
cesses to plan institutional performance, moni-
tor it and encourage good performance, even
when there have not been standardised and have
not constituted official policy. These processes
constitute a core around which explicit perfor-
mance management systems are already evolv-
ing.

These trends in the Portuguese public sec-
tor NHS are in line with the development in
Europe of a “new public administration” ap-
proach®, namely managerial autonomy, the use
of incentives and disincentives and focus on
performance measured as outputs and outcomes.
Of these only the first two are explicitly men-
tioned by the interviewees. The use of incen-
tives and disincentives requires a legal frame-
work that is presently evolving. The interviewees,
however, leave the impression that public sector
managers feel without contextual support and
without the tools necessary to influence the per-
formance of family practitioners. They are ready
to accept cultural, legal, infra structural and pro-
cedural reforms as long as these are associated
with the necessary resources to reward good
performance. They do not feel either motivated
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or competent to improvise and to risk non-for-
mal means of individual performance manage-
ment.

Conclusions

The managersinterviewed certainly did not
constitute a representative sample of public sec-
tor managersin Portugal. Also, the small sample
and the qualitative nature of the study limited
the process of scientific induction and the value
of presenting numbers. Nevertheless, these stud-
ies may provide an indication of the context of
opinions and circumstances that will have to be
considered to implement management perfor-
mance mechanisms in Portugal .

The literature reviewed and the interviews
reinforced our perception of a health sector where
individual performance management has not been
explicitly acknowledged.

Health services managers appear aware of
the need to find mechanisms for performance
management at institutional level, but show little
concern for performance management at indi-
vidual or sub-ingtitutional level. Managers do
not feel either motivated or competent to impro-
vise and to risk non-formal means of individual
performance management.

Of more concern is the absence of the trans-
lation of the notion of performance in terms of
production of health: of outputs and outcomes,
in contrast to the insistence on getting all the
ingredients - well trained and well paid staff,
who are punctual and work hard - in place. Fi-
nancial incentives for getting the right inputsis
not the same as paying for results -which is what
new public management is about.

This study may serve as a base to under-
stand, in a couple of years, how has performance
management (individual and institutional)
evolved after a more extensive implementation
of the current package of reformsin the NHS. It
can also serve as the base to another exploratory
work of understanding how to link doctors per-
formance to the production of health.
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