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SUMMARY
In an attempt to provide high quality medical care, despite limited resources, health
care providers in various countries have introduced decentralization into their health
care services. It has been assumed that the delegation of authority to the local levels
of the organization will enhance their ability to respond to local needs, and improve
cost containment without compromising the quality of care. However, to date, few
empirical studies have explored the relationship between decentralization and such pro
jected outcomes.

In this article we present a conceptual framework for analyzing possible consequences
of decentralization on dimensions of quality of primary health care. We also suggest
a framework for deifning decentralization programs by their key components, and
employ these frameworks to analyse a speciifc decentralization program being imple
mented in Israel's largest health maintenance organization (HMO).
While we identify the dimensions most likely to be affected. we also conclude that

data presently available do not permit a deifnitive prediction of whether the overall
effect of decentralization on quality of care will be positive or negative. The potential
reaction of a unit to the elements of change introduced by a decentralization program
is influenced by the structural, cultural and management characteristics of that unit.
Therefore. future attempts to decentralize health care organizations should be accompa
nied by close monitoring.

key words: Decentralization; Qualityofcare; Primary care; Evaluation

INTRODUCTION

The desire to provide high quality medical care, despite limited resources, is
a primary concern ofhealth care systems worldwide (Donabedian, 1989; Batche
lor and Esmond, 1989). Decentralization of health care organizations has been
proposed as a means for improving care and containing costs in Israel, Sweden,
England, Ireland, Spain, Portugal, New Zealand and the Soviet Union
(Godinho, 1990; Hakansson et ai, 1988; DOH, 1989; Malcolm, 1989). It is
assumed that if clinics are delegated the authority to adapt their services to
the needs of the population, and given overall budgetary responsibility and
adequate information, expenditures will be reduced without compromising the
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quality of care. However, to date, few empirical data are available measuring
the effect of decentralization on these outcomes. More speciifcally, little is
known about the relationship between decentralization and the quality of care
provided by decentralized primary care clinics.
The primary purpose of this article is to present a conceptual framework

for analyzing consequences of decentralization on the quality of care provided
by decentralized clinics. We also suggest a framework for deifning decentraliza
tion programs by their key components. Finally, we employ these frameworks
to analyze a speciifc decentralization program being implemented in Israel by
the General Workers Sick Fund (KHC), Israel's largest health maintenance
organization (HMO).
Our underlying thesis is that decentralization programs are highly variable:

in part, because there are alternative ways to implement different components
of a program; and, in part, because in a particular organizational context some
program elements will be preferred to others. Clearly, in order to predict which
aspectsofquality may be affected, it is necessary to analyze the speciifc decentra
lization program implemented. However, the same decentralization program
may affect quality of care positively in one unit and negatively in the other,
even in the same organization, because the different units may react differently
to decentralization. Thus, future attempts to decentralize require close monitor
ing.

ORGANIZATIONAL CONTEXT

The health care system in Israel is dominated by KHC and the Ministry of
Health. The latter is responsible for national health policy, public health ser
vices, and about halfof the acute care hospital beds. KHC is the main provider
of primary care services in Israel, operating some 1 300 community clinics and
onethirdof the nation's acute care hospital beds. It employs over 2300 primary
care physicians and insures about 75 per centof the population in Israel.
KHC is managed by a central headquarters, which provides computer, pur

chasing, administrative and maintenance services. Headquarters is responsible
for overall policy and budget development and for supervizing KHC's 14 dis
tricts, eight acute care hospitals, three psychiatric hospitals and three rehabili
tation hospitals. Each district has a centralized management which supervises
those community clinics, speciality clinics, laboratories and diagnostic centers
within its boundaries. The community clinics are staffed by physicians, nurses,
administrators, a pharmacy, and sometimes a laboratory and specialists. The
clinic itself is managed by a team comprised of a physician, nurse and adminis
trator.
The clinics provide services, but have little autonomy with respect to work

procedures, nor do they determine the amount or kindof services they provide.
Clinics are not provided a budget and their expenses are not monitored. As
a result, they show little concern for the costsof providing services. The central
and distirct management are responsible for ensuring quality and maintaining
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budgetary integrity at the local level. They direct the clinic work by specifying
operations in such matters related to drug prescription, the locationof hospitals
and diagnostic centers to which members should be referred, and clinic staiffng
and hoursof operation.
Recently, KHC has faced growing diiffculties in containing costs and in with

standing the competition from other sick funds. Its deifcit has grown and its
membership has declined (SCI, 1990). In response to the perceived ineiffciency
in resource utilization, failure to economize, and low motivation and morale,
the central management decided to implement a policy of decentralization.
Consequently, a demonstration project was initiated in 1990, delegating a mea
sure of budget responsibility and authority from the district management to
primary care clinics in one district. To date, ten urban clinics serving 25 per
centof the district's population are participating in the demonstration project.

DECENTRALIZATION: DEFINITION OF THE CONCEPT AND
SPECIFICATION OF THE KHC PROGRAM

Decentralization is deifned as the delegation of decisionmaking authority to
lower ranks in an organizational hierarchy (Simon, 1959). Yet, the signiifcant
featuresof reported decentralization attempts in primary care settings in various
countries differ markedly. We therefore developed a conceptual framework
for describing decentralization programs by their key components (Table 1).
Applying this framework to the KHC decentralization program, we were

able to identify key elements in the KHC program and the way these elements
were implemented (Gross et al., 1992).

A capitationbased budget is allocated to the community clinic. The formula
is based on the average expenditures per member in the district, adjusted for
the size and age of the population registered at the clinic. The looselydeifned
line item budget covers salaries, medicines and medical equipment, hospitaliza
tion bills, diagnostic and consultation services, and administrative and mainten
ance costs.
Authority for budget utilization and modes of service delivery is delegated

to the clinic management. It may redirect funds among the budget's line items.
and sell and purchase services, even outside the KHC system. Though some
of these activities require the authorization of the district management. the
clinic has been assured that its requests will receive prompt consideration.
The clinic is not granted autonomy on hiring or ifring permanent stafT, or
changing wage levels.
An information system is established in the clinic that monitors budget utiliza

tion, services provided and costs incurred per physician (but not per patient).
Information on the medical care provided in the clinic is obtained through
periodic surveys: one day every 3 months all doctors are required to complete
forms describing the diagnoses and treatments given to all patients seen at
the clinic during that day.
The primary incentive for cost saving at the clinic level is that some portion
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Table 1. Key components and alternative options for implementing a decentralization
plan in primary care settings

Component Options for implementation

1. Budget recipient (a) District management
(b) Community clinics
(c) Primary care physician
(d) Other: diagnostic centers, laboratories

2. Criteria for budget size (a) Past expenditures
(b) Capitation formula: by numberof members, age,

mortality, region
(c) Average expendituresof all units

3. Budget components (a) Line item budget
(b) Global budget
(c) All expenses included in budget
(d) Partial budget for some expenses

4. Authority delegated (a) Manpower recruitment, wages
(autonomous decision (b) Redirection of funds across budget items
making) (c) Typeofservices provided in the clinic

(d) Type ofservices purchased from elsewhere
(e) Type of services sold to members

5. Information provided to (a) Information on number and typesofservices
local management provided

(b) Information on costsof services provided
(c) Information per individual physician
(d) Information per patient
(e) Information based on local data gathering
(0 Information based on cental systems

6. Quality assurance (a) Qualityof care is being monitored
(b) Qualityofcare not monitored
(c) Mechanisms for monitoring quality: peer review,

medical audit, other
7. Incentives and sanctions (a) Incentives at levelof unit

(b) Incentives at level of unit management
(c) Incentives at level of physician
(d) Specified rewards for achieving organizational goals

such as efifciency and attracting members
(e) Sanctions for exceeding the budget or lowering

standardsof care
(0 Flexibility regarding use of budgetary savings
(g) Form of incentives:

 ifnancial beneifts
 inkind beneifts
 additional methods to induce change such as
information provision, feedback, peer review

of budgetary savings can be used by the clinic at its own discretion, for any
purpose except wage increases. Physicians also receive comparative feedback
about practice patterns, which provides a further incentive for considering
costs. There are no personal ifnancial incentives, nor are there explicit sanctions
for exceeding the budget or for providing poor quality of care. However, if
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the clinic does not operate satisfactorily, the district management may terminate
the demonstration project.

QUALITY OF PRIMARY CARE: DEFINITION AND CRITERIA
FOR EVALUATION

'Quality of care' is a multidimensional concept which is not easily denned.
Donabedian (1980) has suggested that quality of care is 'that kind of care
which is expected to maximize an inclusive measure of patient welfare, after
one has taken account of the balance of expected gains and losses that attend
the process of care in all its parts'. Donabedian (1989) has further suggested
that qualityof care may be assessed by the combined evaluationof its separate
dimensions: the technical aspects of care, interpersonal relationships among
those concerned with care, and amenities of care, i.e. convenience, comfort,
and aesthetic attributesof the setting.
A number of researchers have adopted a multidimensional approach to the

evaluation of the quality of primary health care (Bass et ai, 1986; Daley et
al.. 1988; Mushlin and Appel, 1980; Tarlov et a/., 1989; Weiner, 1987; Palmer,
1988; Ware et ai. 1986; Smith and Buesching, 1985; Given et a/., 1985). The
recurring dimensions which we consider crucial are listed in Table 2, and classi
ifed according to structure, process and outcome as suggested by Donabedian
(1980). A concise operational deifnition of each dimension is important for
measurement purposes, but is beyond the scopeof this article.

THE RELATIONSHIP BETWEEN DECENTRALIZATION AND
QUALITY OF PRIMARY HEALTH CARE: A CONCEPTUAL

MODEL AND REVIEW OF THE LITERATURE

We know of no published evidence regarding the actual impactoforganizational
changes, such as those currently being implemented by KHC, on the quality
of care. Nor have there been studies analyzing the theoretical relationships
between decentralization processes and a comprehensive concept of quality
care. We, therefore, developed a conceptual model for identifying the dimen
sionsofqualityofcare that may be affected by decentralization.
The proposed model draws on studies assessing somewhat similar elements

of change, in related clinical settings, e.g. hospital departments or HMOs. The
literature on HMOs is particularly relevant since these organizations are
insurers which provide health care within a predeifned capitationbased budget.
Thus, the ifnancial constraints are similar to those facing a decentralized prim
ary care clinic in KHC. Appendix 1 lists the main similarities and differences
between a 'typical' HMO and a 'decentralized' clinic in KHC.
The proposed model for describing the relationship between the KHC decen

tralization program and its possible outcomes on the qualityof care is depicted
in Figure 1. The underlying premise is that decentralization (A), will trigger
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Table 2. Dimensions for assessing qualityof primary care

Dimension Elements deifning the dimension

Structure
Physical plant Cleanliness, appearance, space
Equipment Kindof equipment, maintenance
Staff credentials Level of credentials
Accountability Institutionalized monitoring procedures

Process
Access to services Length ofwaiting time, hours ofreception, referrals to

other sitesofcare
Comprehensiveness Range of services provided
Coordination Betweenservice providers
Continuity Receiving care from same physician, documentation in

medical ifle
Appropriateness Stateoftheart care is given
Staff/patient interpersonal
relations Communication, respect, patience

Outcome
Patient satisfaction with care
Resolution or reliefof
symptoms

Health status

changes in the clinic (B), that will affect speciifc dimensions of quality of care
(C). This is a schematic simpliifcationof the consequences of decentralization;
in practice, relationships are more complicated, with multiple and complex
causes and effects between decentralization, subsequent changes in clinic prac
tice and quality outcomes.
In the discussion that follows, we focus on the intermediary changes (B)

and identify their connection to various components of decentralization (A),
as well as the impact of each type of change on the various dimensions of
quality of care (C). For the purposes of analysis, we assume that the program
is implemented as speciifed above and that the clinic management is aware
of its budgetary constraints, uses available information, and takes advantage
ofadded authority,

Changes in clinicworkprocedures

One of the ifrst changes expected to follow decentralization is new administra
tive procedures which impose budgetary constraints on physicians who are
the main generators of expenditures (Weiner et a/., 1987). For example, in
an attempt to screen out unnecessary treatments, there may be new regulations
for authorizing referrals to specialists, and hospital admissions, and for ordering
laboratory or other diagnostic services. One consequence is that these regula
tions may potentially reduce patients' access to services and cast physicians
increasingly in the role of gatekeepers (Taylor, 1989). Indeed, studies show
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A: Components of Decentralization Program
1. allocation of a capitationbased line item budget to the clinic
2. transfer of authority for budget utilization and modes of service
3. provision of information on use of budget, level of activity

and costs by physician
4. collection of information on medical care provided
5. incentives to save and no penalties on exceeding the budget

I
B: Intermediary Changes in the Clinic
1. in clinic work procedures
2. in resource utilization by management
3. in services offered in clinic
4. in job design
5. in physician practice patterns

I
C: Dimensions of Quality of Primary

Care Most Likely to be Affected
1. physical plant
2. equipment
3. accountability
4. access to services

5. comprehensiveness
6. coordination
7. patient satisfaction

Figure 1. Model describing the relationship between KHC decentralization and QualityofPrimary
Care.

that HMOs are perceived as placing higher barriers on access to services, and
this criticism is commonly expressed among patients who choose to leave HMOs
(Hornbrook and Berki, 1985).
Incentives for cost containment may also result in changes in procedures

for enrolment of new members, aimed at reducing enrollment of those who
may require expensive care. In some HMOs, biased selection of new members
has occurred (Hellinger, 1987; Schelffer, 1989), with a subsequent lower overall
access to health care for the population.
In the KHC program, the clinic's budget is based on capitation by number

of enrollees. Therefore, the incentive to reduce costs by restricting access to
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services may be balanced by the incentive to attract new members (Rosen and
Ellencweig, 1988). For that goal, the clinic may simplify existing procedures
in order to improve the service to patients. It may also improve service by
other means such as improving inventory systems to assure ample supplies
of medicine, shortening the length of waiting time, or opening the clinic at
more convenient hours.

Changes in resource utilization by management

Allocation of a budget, delegation of authority, and provision of information
to community clinics are expected to result in more efficient utilizationof avail
able resources and increased responsiveness to local needs. This expectation
is based on the rationale behind decentralization: decisionmakers in decentra
lized units can respond more quickly and more effectively to changing con
ditions than central management, because they are a smaller organizational
unit, closer to the events and more familiar with the circumstances and the
needsof the local population (Hodger and Anthony, 1979; Hall, 1972; Koontz
and O'Donnell, 1972). This may affect quality through improved coordination
with other community agencies, thus reducing redundancy and unnecessary
care, and enhancing continuous service delivery by the health system (Weiner,
1987). Moreover, measures can be taken promptly: for example, improvements
in physical plant and maintenance of equipment can be arranged as soon as
the need arises.
However, enhanced authority also provides the option to delay or avoid

action, according to selfdetermined priorities. This is a major potential source
for deterioration of quality in the decentralized clinics. Thus, for example,
the desire to economize could also result in the neglectof needed repairs.

Changes in the scopeofservicesprovided by the clinic

The terms of the KHC decentralization plan do not allow the clinic to give
fewer services than those deifned in the basic 'service basket' which KHC is
committed to provide. However, the clinic is permitted to sell services not
included in the basic basket. This can enlarge the scope of services provided,
leading to more comprehensive care. For example, the clinic may conduct
screening tests, apply other preventive care measures, or offer health promotion
courses. This approach may be expanded if the clinic thinks preventive care
is a 'good investment' in the long run, reducing the need for costly treatments.
Research on HMOs shows that compared to feeforservice health services,
they provide more comprehensive care, especially in the area of preventive
care (Hornbrook and Berk; 1985; Weiner and Ferriss, 1990).

Changesinjob design

When discussing changes in job design it is essential to differentiate between
clinic management and other clinic staff. Decentralization may enirch the clinic
management'sjob design in three ways: enhanced autonomy, greater responsibi
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lity and more feedback on achieving goals. This may lead to higher satisfaction
levels, morale and motivation, which can lead to betterjob performance (Nadler
et al., 1979; Steers, 1984). In this context, improved job performance means
promoting the 'new' aims of the clinic: to improve quality while containing
costs.
The main element in the program that is expected to affect other staff mem

bers speciifcally, physicians and nursesis receipt of information on the level
of services and cost generated by each physiciannurse team. The decentraliza
tion program in K.HC does not, however, include budgetary accountability
and delegation of authority to physicians, nurses or clerks. Therefore, in the
K.HC case, it is more plausible that, primarily, clinic management positions
will be enriched.
The impact of decentralization on job performance of clinic management

as well as staff can be negative, however, especially if it is perceived as causing
additional stress, burden or restriction of professional autonomy. The uncer
tainty surrounding the possible effects of decentralization on employees is due
to the fact that models describe the relationship between job design, employee
satisfaction, motivation and job performance as contingent, i.e. the way
employees respond is conditional on contextual circumstances, their personality
and expectations from their job (Nadler et al., 1979; Locke and Schwiger,
1979).
Physicians generally value their professional autonomy (Schultz and Harri

son, 1986), and new cost containment procedures may be perceived as restricting
this autonomy. Physicians and otherstaff members may resent decentralization
if it is perceived as primairly aimed at the reductionof expenditures. Although
sensitive to the need to economize, physicians are reluctant to cooperate with
such programs (Pollitt et al., 1988). Financial considerations may even be per
ceived as contradicting the medical ethos (Scrivens, 1988). HMO physicians
have reported that 'gatekeeping' compromised their role as patient advocates
and was detrimental to gaining the trust of their patients (Taylor, 1989). These
attitudes may, therefore, lower physicians' motivation to cooperate with the
clinic's 'new' aims.
The impact of decentralization on job performance and motivation of staff

members will, in large part, be determined by the internal relations between
management and staff as well as the local management style. For example,
decentralization may lead to enhanced supervision of staff in order to achieve
budgetary goals, thus breeding antagonism and lowering morale. On the other
hand, if cooperation is encouraged by providing feedback and involving the
staff in decisionmaking processes, the probabilityofimprovingstaff motivation
and job performance will be greater (Locke and Schwiger, 1979; Leana, 1986;
Schultz and Schultz, 1988).

Changes inphysician practicepatterns

The physicians in a primary care clinic are the backbone of the service delivery
system, and their actions will largely determine the quality of care. Therefore,
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it is important to pay special attention to the impact of decentralization on
their practice patterns. The decentralization program incorporates strong incen
tives to cut costs: budgetary constraints, information on costs of procedures,
information on level of utilization compared to other physicians, and rewards
for saving resources (Tell, 1982; Myers and Schroeder, 1981; Eisenberg, 1985).
Yet, there is evidence that physicians' practice patterns are not easily amenable
to change. The probability of changing physicians' behavior is higher if other
mechanisms, not included in the KHC decentralization program, such as edu
cation, participation in decisionmaking, sanctions, audit and personal rewards
are used to reinforce the incentives to reduce expenditures (Eisenberg, 1985).
If physicians respond to the incentives in the KHC decentralization program

and to the local management's leadership by becoming more consciousof costs,
they may change their practice patterns by reducing diagnostic or treatment
interventions. How will this affect the various dimensions of quality? There
is evidence that cutting costs does not reduce quality of care, if such costs
are related to unnecessary treatment. Avoidance of unnecessary treatment may
both improve quality of care and optimize the distribution of resources among
those needing care (Maynard et a./, 1986; Schroeer, 1987). Obviously, this
process depends on the prevalence of unnecessary care, the vulnerability of
the patients whose clinical services would be reduced, and the type of services
withheld' (Schroeder, 1987, p. 48).
Tell (1982) has summarized a large number of studies that identiifed high

prevalence of unnecessary care, e.g. treatment that has no clinical justiifcation.
This, at least, holds out the prospect that a restriction of services may reduce
the unnecessary treatments and thus quality will rise. However, there is no
deifnitive evidence that this is indeed so. On the one hand, comparative studies
between HMOs and feeforservice delivery systems (where physicians have
no incentives to limit expenses) show that while HMOs deliver less surgery
and inpatient care, the reductions are in unnecessary care (Weiner and Ferriss,
1990). Other research has shown that quality of care in HMOs is not lower
according to criteria standards for process of care, morbidity and mortality
rates, or number of days lost from work (Hornbrook and Berki, 1985). On
the other hand, Luft (1978) conifrmed that HMOs reduced admission rates
to hospitals, but did not ifnd evidence that only unnecessary admissions were
reduced. Also, there is some evidence that patients of lower socioeconomic
classes may not receive all the care they need (Ware et al., 1986).

POTENTIAL IMPACT OF THE KHC DECENTRALIZATION
PROGRAM ON VARIOUS DIMENSIONS OF THE QUALITY OF

CARE

The preceding analysisof the intermediary changes which are expected to follow
decentralization, suggested that the KHC decentralization program may have
an impact on the following dimensions of quality of primary care: physical
plant, equipment, access to services, comprehensiveness and coordination. In
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the discussion that follows, we now focus on the relationship between the KHC
decentralization program and the remaining dimensions of quality listed in
Table 2.

Staffcredentials

No changes in basic staff credentials are expected, because the clinic manage
ment is not allowed to recruit or fire permanent staff members. Changes may
be seen in temporary workers' credentials. For example, a clinic may employ
more qualified temporary workers in order to improve services and attract
members.

Accountability

The KHC decentralization program includes an institutionalized mechanism
for ongoing monitoring of medical care provided by individual physicians.
This is expected to improve the dimensionofaccountability (Daley et a/, 1988).

Continuityofcare

No change is expected. The clinic system in KHC is based on permanently
tenured physicians, each of whom serves a defined patient population and
maintains a standard system of medical records. The present system ensures
a high levelofcontinuityofcare, and this is unlikely to change with decentraliza
tion.

Appropriateness

This is a central dimension of quality of care, addressing the ability to give
stateoftheart care for speciifc illnesses. Hornbrook and Berki (1985) suggest
that for cases involving the very ill and the least ill, HMOs provide care of
the same quality as feeforservice systems, becauseof the threatof malpractice
suits or because all they require is attention and reassurance. Greater concern
relates to those for whom diagnosis is less clear and who need tests but may
not receive them promptly because the physician in an HMO has a powerful
set of incentives to underdiagnose; these include complexity of dealing with
ancillary departments, additional review and approval for obtaining tests out
side the HMO, and the desire to avoid false positives. However, there are
no empirical data to conifrm this hypothesis. We feel that the dimension of
appropriateness of health care is not likely to be affected by decentralization,
although there is some concern of delayed access to costly diagnostic services
or hospitalization.

Staffpatient interpersonal relations

There is no reported empirical evidence that decentralization affects staff
patient relations, although it may be speculated that dissatisifed physicians
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transfer their frustration to their relations with patients. However, this assump
tion involves a complex psychological hypothesis of uncertain validity. Schultz
et al (1990, p. 58) found that 'primary care physicians who might experience
some strain due to their gatekeeper role, reported no signiifcant difference
in satisfaction in their patient relationships with HMO patients versus feefor
service patients'.

Patient satisfaction

There is ample evidence that patients respond to the numerous changes in
the dimensions of quality described in the preceding section (Pascoe, 1983;
Ware era/., 1983; Boxerman and Hennelly, 1983; Mechanic era/., 1983; Thomas
and Penchansky, 1984). Whether patient satisfaction is enhanced or reduced
depends on the direction of these changes, which, as discussed earlier, may
be either positive or negative.

Reliefofsymptoms

Decentralization is not likely to affect the level of symptom relief, particularly
if no signiifcant changes will occur in the levelofcare appropriateness.

Health status

Health status is determined by a variety of factors, many of which are beyond
the control of medical care. Even when medical care does inlfuence health
status, its effect may not be immediate. For these reasons, proof of a cause
and effect relationship between health care and health status is difficult and
probably impossible to obtain (Mushlin and Appel, 1980). An organizational
change such as decentralization, which is not intended to affect directly the
way medical care is administered, will probably not have a demonstrable impact
of health status (Eisenberg, 1985). Yet, some impact may be postulated ifdecen
tralization changes the scope and focus of services, e.g., increased preventive
measures or screening, less unnecessary medications, or less necessary treat
ment.

CONCLUSION

We have proposed and used a theoretical framework to examine the potential
impacts ofa deifned decentralization program on the qualityofcare in decentra
lized clinics. The analysis showed that speciifc dimensions of quality of care
are more likely than others to be directly affected by the KHC decentralization
program. Moreover, there is evidence that both positive and negative impacts
on quality are possible. The extent to which decentralization results in better
or poorer quality of care depends on the intermediary changes in the clinic
(Figure 1(.
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The outcomes of decentralization on quality of care are determined by the
interaction between a speciifc decentralization program and the characteristics
of a speciifc decentralized unit. These characteristics determine how the unit
reacts to the added authority and responsibility, i.e. what intermediary changes
will take place. For example, one unit may try to stay within budgetary limits
by attracting more members and producing additional income, while another
may take a strategy of restricting expensive services. Thus, the ifrst unit improves
quality by providing more comprehensive services while the latter may provide
poorer quality of care by restricting access to more accurate diagnostic equip
ment.
Clearly, decisionmakers need to monitor the internal changes taking place

in a decentralized unit in order to identify problems in a timely manner and
take the necessary corrective actions. Furthermore, before choosing to decentra
lize a unit, the work environment in the unit should be evaluated and an assess
ment made as to the possible consequences decentralization can have in that
speciifc unit.
Finally, further research is needed in the ifeld of organizational behavior

so that the potential reaction of a unit to the elements of change in speciifc
decentralization programs can be projected in the light of structural, cultural
and management characteristics.

APPENDIX

Comparison of a decentralized KHC clinic with an HMO.

Similarities

( 1 ) Responsibility for a deifned population.
(2) Income/budget is based on capitation.
(3) The capitation gives an incentive to consider costs when delivering care.
(4) Physicians practice in an organization which sets administrative limitations

on their autonomy.
(5) Physicians are rewarded for actual savings.
(6) Physicians are expected to act as gatekeepers and to control referrals to

diagnostic services, specialists and hospitals.
(7) Unsatisifed clients can leave and choose to receive care elsewhere.

Differences

(1) The KHC clinic is part of a large organization and not a separate legal
entity.

(2) KHC physicians are salaried employees and do not receive personal ifnan
cial incentives, while in HMOs the capitation budget is sometimes given
to the physician.

(3) KHC physicians are not penalized for exceeding the budget, while HMO
physicians sometimes have to cover their deifcit.
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(4) An HMO represents a change from a feeforservice reimbursement system
to a managed care system, while decentralization of a clinic in KHC is
a change from centralized managed care to more autonomously managed
care in a local setting.

(5) HMOs have small market shares and are in a very competitive environment,
while a KHC clinic has a large market share and is in a less competitive
environment.
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המכון
הוא וחברה. אדם והתפתחות בגרונטולוגיה ולחינוך לניסוי למחקר, ארצי מכון הוא
יהודי של המאוחד הסיוע (ועד האמריקאי הג'וינט במסגרת ופועל ב974ו נוסד

ישראל. וממשלת בניויורק ברוקדייל קרן של בעזרתן אמריקה),

בשירותי חילופיים פתרונות להן ולהציב חברתיות בעיות לזהות המכון מנסה בפעולתו
הפעולה שיתוף להגביר הוא מיעדיו אחד בכללם. הסוציאליים והשירותים הבריאות
בין לגשר כדי .לקהילה ופעילים ציבור עובדי והממשלה, מהאקדמיות מומחים של

למעשה. הלכה מחקר מסקנות מימוש לבין מחקר

מחקר תמצית סידרת
של לידיעתם המובאים מחקר, דוחו"ת של מתומצתים סיכומים מוצגים זו בסידרה
ייזום ועל הציבורית המדיניות על השפעה בעלי שהם החלטות, ומקבלי מקצוע אנשי

החברתי. בתחום תכניות של וביצוע

את ליצג כוונה וללא המחברים א, המחבר של הם המוצגים והמסקנות המימצאים
למכון. הקשורים אחרים וגופים פרטים של או המכון של אלה
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תקציר

הביאו הוצאות, לרסן הצורך עם ביחד הטיפול, איכות את לשפר השאיפה
המבנה לביזור פועלים בעולם שונות במדינות בריאות שירותי שספקי לכך
ליחידות סמכויות שהאצלת הינה, ביזור מאחורי ההנחה שלהם. הארגוני
ולרסן מחד, מקומיים, לצרכים להיענות יכולתן את תגביר המקומיות
מחקרים רק היום עד זאת, עם מאידך. הטיפול, באיכות לפגוע מבלי הוצאות

ארגוני. ביזור של ההשפעות מה אמפירי באופן בדקו ספורים

ביזור של אפשריות השפעות לניתוח מושגית מסגרת מציגים אנו זה במאמר
אנו כן, כמו ראשוניות. במרפאות הטיפול איכות של נבחרים ממדים על
של מרכזיים מרכיבים פי על ביזור תכניות לאפיון מושגית מסגרת מציעים
ביזור תכנית לניתוח משמשות שפותחו המושגיות המסגרות תכנית. כל

הכללית. חולים בקופת שמופעלת זו  ספציפית

גבוהה שבסבירות איכות ממדי אותם את מזהים אנו הניתוח, בעקבות
שלא היא, מסקנתנו זאת, עם חולים. בקופת הביזור תכנית מיישום יושפעו
הטיפול איכות על הביזור של הכללית ההשפעה האם מראש לקבוע ניתן
ביחידה ביזור תכנית של שההשפעה משום זאת, שלילית. או חיובית תהיה
גם תכנית. אותה של הספציפיים למרכיבים היחידה של בתגובתה תלויה
במאפייניה מותנית אלא אחידה, בהכרח אינה היחידה של תגובתה
של שוטפת להערכה חשיבות יש כן, על והניהוליים. התרבותיים המבניים,

השפעותיו. אחר לעקוב במטרה בארגונים ביזור תהליכי


