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Introduction: The healthcare system in Curaçao is complex, fragmented, and poorly
organized and typi!es a system in a resource-limited environment. De!cits in competencies
and local cultural barriers are factors that hinder sustainable healthcare in such settings and

a failure to meet WHO sustainable development goals. This study reports the potential cost-
effectiveness and improved health outcomes of the !rst stage of a healthcare improvement
project. The intervention, which is a multidisciplinary team-based leadership training pro-
gram (MLP), re"ects a promising strategy to tackle local healthcare needs.

Methods: A Multidisciplinary group of healthcare professionals in St. Elisabeth hospital,
Curaçao, was selected to 1) participate in the MLP and 2) co-design a healthcare pathway on
the management of decubitus ulcers. Using a qualitative research methodology, we con-

ducted interviews to assess the perceived leadership growth, teamwork, and the barriers to
the introduction of the new care pathway in their setting. Six themes were identi!ed that
explained the perceived leadership development and interprofessional collaboration. These

included 1) Professional background, 2) Healthcare pathway design, 3) Resources, 4)
Personal development, 5) Collaboration 6) Execution.
Conclusion/Implication: The participants valued the interdisciplinary approach of this

health improvement project and acknowledged the added value of a training program that
also addressed personal growth. This study shows how MLPs for health professionals can
also serve as catalysts for health improvement efforts in resource-limited environments.
Keywords: medical leadership, care pathway, resource-limited environment,

interprofessional, collaboration

Introduction
Since the turn of the millennium, aging populations, increased longevity, and chronic

health problems have de!ned major public health issues in many countries worldwide.

The impact of these events on the infrastructure of many health systems has been felt,

with increased demands on medical and social services, especially in countries with

limited !nancial possibilities in Africa, Asia, Latin America and the Caribbean. Some

of the challenges these nations face include the lack of well-functioning healthcare

systems, poor healthcare infrastructure and lack of well-trained healthcare providers. In

most societies and especially in resource-limited environments, fragmented healthcare

systems have created serious healthcare challenges, the outcome of which has included

poor quality of service, irrational and inef!cient use of resources, unnecessary

increases in production costs, and increased consumer dissatisfaction.1
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Context of the Need for Change
While no single model of healthcare delivery has been
proven to be effective in Small Island Developing States
(SIDS), the value-based healthcare delivery has been pro-
posed as a model that can possibly lead to sustainable
healthcare in SIDS. For this to happen, however, the
commitment and collaboration of the various stakeholders
in healthcare are crucial. From what we know, collabora-
tion among stakeholders is fundamental in designing and
implementing the measures needed to effectively monitor
patient-valued outcomes of key medical conditions in
communities.2 The successful implementation and evalua-
tion of these measures, however, require clinical leader-
ship that is grounded in inter-professional collaboration
and mutual respect among healthcare providers.2–4 The
process also requires a mechanism that can spot de!cits
in the competencies of healthcare providers and identify
local cultural barriers that hinder optimal performance.
Finally, concrete interventions like (multidisciplinary) lea-
dership training are needed to foster the development of
clinical leadership, process ownership and the improve-
ment of healthcare outcomes.4

Healthcare Delivery in Curaçao
Curaçao is a Dutch Caribbean island with an estimated
population of 150,563 inhabitants.5 The island has
a relatively high prevalence of chronic diseases (e.g. dia-
betes, obesity, hypertension), poorly distributed !nancial
resources and insuf!cient human capital to guarantee opti-
mal healthcare delivery. Consequently, new and improved
models of care are needed that can satisfactorily address
the urgent health demands of the community.4 At the time
of this study, the main general hospital currently serving
the community in Curaçao was the St. Elisabeth Hospital
(SEHOS). With its 300-bed capacity, the SEHOS provided
secondary and tertiary health services to the inhabitants of
the island in all major clinical specialties including adult,
pediatric, and neonatal intensive care. The hospital was
also a teaching institution with af!liations to primarily the
University Medical Center Groningen and a couple of
other tertiary medical institutions in the Netherlands and
provided accredited residency and pre-residency training
for Dutch medical training programs.6

Similar to the context of any developing country, the
organization of healthcare in Curaçao, is complex, frag-
mented and unsynchronized. This is re"ected by a highly
inef!cient healthcare system with a major emphasis on

the delivery of curative care. The focus of the system’s

operational processes, therefore, is mostly on cost con-

tainment and less on the improvement of care process,

innovation and the optimal organization of the health

systems.7,8 This current situation, therefore, calls for an

urgent need for change. Over the past decade, we con-

ducted several studies that have shown the strategic

bene!ts of competency-based training in Curaçao and

how it could contribute to workforce capacity develop-

ment and healthcare system improvement.6,7 These stu-

dies have also identi!ed speci!c conditions needed to

successfully implement healthcare change initiatives in

a resource-limited environment like Curaçao.4

The Healthcare Improvement
Project
In 2018, we set up a healthcare improvement project that

was based on the knowledge and experience we had gar-

nered from more than a decade’s work in Curaçao.4,6 The

aim of this project was to create a unique health improve-

ment program tailored to address critical healthcare issues

in Curaçao. As a !rst step of this healthcare improvement

project, we chose a design that was based on 1) recom-

mendations from an earlier case study we conducted on

the implementation of a competency-based health system

in Curaçao and on 2) the results from earlier research on

interprofessional collaboration.2,7

Decubitus (or Pressure) Ulcer was the critical health-
care issue (CHCI) that we selected for the project reported

in this paper. This health condition was considered

a serious health challenge for patients in SEHOS and is

recognized as one of the main quality parameters of hos-

pital care within the Dutch healthcare system.9 We also

selected a mixed team of health professionals for the

project, all of whom were actively involved in the selec-

tion and development of the chosen care pathway.4 The

objective of this !rst stage of the healthcare improvement

project was to demonstrate the potential cost-effectiveness

and improved health outcomes of our targeted interven-

tion. In addition to developing a project to address the care

of decubitus ulcers, we planned to investigate the growth

in participants’ leadership abilities and how they perceived

the value of improved interprofessional collaboration. We

were also interested in knowing the extent to which

observed outcomes could be attributed to the leadership

training and/or the care pathway development.
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Methodology
Our approach was divided into two separate processes,
which included 1) workforce resource development
and 2) focused healthcare improvement with prede!ned
outcomes. The outcomes included a multidisciplinary and
team-based leadership development program for profes-
sionals and the creation of an intervention to address the
care pathway for decubitus ulcer (Figure 1).

The !eldwork was conducted between May 2017 and
May 2018 at SEHOS, Curaçao. We chose to select parti-
cipants with different backgrounds/professions for inclu-
sion in the project. Twenty-!ve out of the 33 enrolled
participants completed the year-long clinical leadership
training program, however the whole of group of thirty-
three was involved in the design of the decubitus ulcer
care pathway. The Clinical leadership program was run
over a 12-month period and comprised of 3 teaching
blocks with two Blocks (1 and 3) containing instructional
modules (see box 1) and workshops and Block 2 dedicated
to the development of the CHCI intervention i.e.
Decubitus ulcer pathway.

Our goal was to examine the respondents’ perceived
growth in leadership abilities and how much of this could
be attributed to the leadership training and/or care pathway
development. We were also interested in identifying, if
any, what the perceived bene!ts/experiences of the

interprofessional collaboration were in the process of

developing the care pathway. For this purpose, we chose

to use a qualitative approach with the help of interviews to

obtain the needed information. The interviews were semi-

structured, and a standardized list of items were used to

guide the conversations and questions during the

Figure 1 Flowchart of the healthcare improvement project.

Box 1 Contents of the Leadership Curriculum

Block 1 Block 2 Block 3

! Value Based

Healthcare

! Leadership or

Management

! Achieving

Excellence

! Authentic

Leadership

! Quality of

Care & Safety

! Basics of

Quality of

Improvement

! Measuring

Quality

Indicators

! Project

Management

Development of a Quality

Improvement intervention in one of

four health care domains: [Decubitus

ulcer, Hypertension, Obesity, Child &

maternal care]

! Sharing

experiences

! Analyzing

Results of Care

! Learning from

failure

! Compassionate

Leadership

! Multidisciplinary

Teamwork

! Effective

Negotiation

! High Impact

Leadership

! Dry-runs
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encounters. We approached all of the participants to parti-
cipate in the post-implementation evaluation, and ten of
them were able, and gave consent to participate in the
interviews. Logistical reasons such as leaves of absence,
clinical duties and the short time frame within which the
interviews could be done contributed to the decision to
limit the number to 10.

All of the interviews were audiotaped and transcribed
verbatim by one of the researchers (HY). These transcripts
were later used for thematic content analysis, to identify
critical elements in the responses and allow comparison
and categorization of the respondents’ perspectives.10 We
manually constructed the coding schemes used to identify
the (sub) themes.11 An inductive analysis process, with
open codes, was used as we were interested in knowing
the impact of the multidisciplinary leadership training as
an agent for change.12 Three researchers (HY, JB, AJD)
reviewed the (sub) themes separately and agreement on
con"icting themes was achieved through consensus. The
participants were provided the opportunity to review the
summaries of their individual interviews and provide feed-
back on the data prior to !nal analysis. They could verify
if our !ndings truly emerged from the data analysis and
their feedback provided us with the additional credibility
for our research.13 All quotes were translated from Dutch
to English and were used to support the identi!ed themes
from the analysis.13 The identi!ed themes, explaining
leadership and interprofessional collaboration included: 1)
Professional background, 2) Healthcare pathway design, 3)
Resources, 4) Personal development, 5) Collaboration 6)
Execution.

Ethical Considerations
All participants indicated their willingness to participate in
the interviews voluntarily. They were informed about the
objectives of the study by the researchers and they all gave
informed consent before taking part in the interviews. To
ensure con!dentiality, written transcripts of the interviews
and data analysis were performed anonymously. Ethical
approval was sought and given by the SEHOS medical
ethical board on March 1, 2017.

Results
As described above, 10 participants accepted the invitation
to participate in the interviews to evaluate the impact of
the intervention to design a care pathway for decubitus
ulcers and of the training program “clinical leaders as
agents for change”. Table 1 contains an overview of the

demographic characteristics of the participants interviewed
as well as the total group of participants in the project.

Six themes were differentiated after our data analysis and
re"ected how the participants experienced the leadership
training and interprofessional collaboration while develop-
ing the healthcare pathway for decubitus (see Table 2).

Below is a description of each individual theme from
the data analysis:

Theme 1: Professional Background
This theme provided an overview of the perceived
diversity and multidisciplinarity of the group. The
composition of the group included a dietitian,
a physiotherapist, medical specialists (intensive care
physician, orthopedic surgeon), nurses from different
wards, representatives of the hospital’s quality assur-
ance department and nursing leadership staff (Table 1).
All of the participants described relevant prior profes-
sional experiences and most of them had previous
experiences in management and leadership functions
(N=7). These experiences were diverse, ranging from
collaboration in multidisciplinary boards or groups, to
formal education in healthcare management.
Approximately half of the participants had participated
previously in some form of clinical leadership training
provided by the SEHOS.

Theme 2: Healthcare Pathway Design
Within this theme different topics became apparent,
namely shortcomings in the design of the current decubitus

Table 1 Demographics of the Participants

Variable Total Group
(N=33)

Interview
Group (N=10)

Gender:
Male 7 2
Female 26 8

Profession:
Medical specialist 5 2
Nurse 15 3
Paramedical professional 8 2
Management & educational staff 5 3

Participation in previous
leadership course:
Yes 25 6
No 8 4
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ulcer care pathway, experienced collaboration during the

development of the decubitus healthcare pathway, attitude

of the group members, and the role of bureaucracy.

All of the participants mentioned some form of short-
coming in the process of designing the decubitus health-

care pathway. The most cited limitation was the dif!culty

Table 2 Overview of the Themes and Frequency of Recommended Subthemes

Main Theme Sub Theme Participant Who Mentioned
This

Professional background Group composition 1, 2, 3, 4, 5, 6, 7, 8, 9, 10 (N=10)

Prior professional experiences in management and leadership 1, 2, 3, 4, 5, 8, 9, 10 (N=8)

Healthcare pathway design Shortcomings in the process of designing the decubitus healthcare
pathway

1, 2, 3, 4, 5, 6, 7, 8, 9, 10 (N=10)

Group characteristics 1, 3, 4, 5, 6, 8, 10 (N=7)

Experiences 1, 2, 3, 4, 5, 6, 7, 8, 9, 10 (N=10)

Attitude 2, 3, 4, 5, 6, 7, 8, 10 (N=8)

Bureaucracy 5, 8, 9, 10 (N=4)

Resources Materials 1, 2, 3, 4, 5, 6, 8, 9, 10 (N=9)

Human resources 1, 2, 4, 5, 6, 8, 10 (N=7)

Financial resources 3, 4, 6, 8, 10 (N=5)

Creativity 5, 8, 9, 10 (N=4)

Personal development Leadership in practice 1, 6, 7 (N=3)

Insight into others and their responsibilities 1, 2, 3, 4, 5, 6, 8, 10 (N=8)

Self-development 1, 2, 4, 5, 6, 9 (N=6)

Collaboration: Transparency and
communication

Collaboration strategies 1, 2, 3, 4, 5, 6, 7, 8, 9, 10 (N=10)

Hierarchy 1, 4, 5, 6, 10 (N=5)

Personal point of view 2, 3, 5, 6, 7, 8, 9, 10 (N=8)

Communication skills 2, 5, 6, 7, 9, 10 (N=6)

Openness and transparency in communication 1, 2, 3, 4, 5, 6, 7, 8, 9, 10 (N=10)

Improvement of multidisciplinary collaboration 1, 4, 5, 6, 7, 8 (N=6)

Implementation Digitalization and innovation 4, 5, 6, 7, 8, 9 (N=6)

Long term expectancies 1, 3, 4, 5, 6, (N=5)

Contribution during implementation 1, 2, 3, 4, 5, 6, 7, 8, 9, 10 (N=10)

Education 2, 3, 4, 5, 6, 7, 8, 9, 10 (N=9)

Evaluation 1, 2, 4, 5, 7, 8, 10 (N=7)

Evidence based practice 4 (N=1)

Patient centred care 1, 3, 5, 6, 8 (N=5)

Concerns about implementation 2, 3, 4, 5, 6, 7, 8 (N=7)

Broad support 1, 2, 3, 4, 5, 6, 7, 8, 9, 10 (N=10)

Organizational requirements for successful implementation 2, 4, 5, 6, 7, 8, 10 (N=7)
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in getting the team together to meet regularly, as most of
them had different work shifts. Due to scheduling con-
"icts, it was dif!cult to !nd moments that matched with
their different availabilities for a meeting. Half of the
participants mentioned that communication from the pro-
ject leaders was often late. They mentioned that there was
a need for more guidance during projects like the decubi-
tus pathway (N=2) that the duration of the !rst part of the
decubitus pathway project could have been shorter (N=2)
and that last-minute changes in planning by the project
leaders should be avoided or minimized (N=5)

The majority of the participants also mentioned some
multidisciplinary activities of the group, which would have
bene!ted from a lesser number of sub-groups, fewer mem-
bers per group, and prevented the observed dropout of
group members. All the participants mentioned new
experiences gained from participation in the development
of the decubitus healthcare pathway. Eight participants
explicitly valued the multidisciplinary collaboration used
to design a healthcare pathway. A couple (N=2) of parti-
cipants described the multidisciplinary collaboration as
ef!cient, structured, and a pleasant way to bring theory
into practice.

Almost all of the participants mentioned the collabora-
tive attitude of the group members, which was described
as dynamic, active and enthusiastic. Almost half of the
participants said that group members were very committed
and put in a lot of effort.

Meeting up was dif!cult, especially at the beginning of the

project. But the group was very dedicated. If some could
not make it to the meetings because of their shifts, most of
them would make an effort just to drop by, at least for
a brief moment.

Respondent 6 about attitude of the group members
(Theme 2)

Theme 3: Resources
Almost all of the participants identi!ed problems concern-
ing resources i.e. human resources, materials as well as
!nancial resources. Of these three topics, the most men-
tioned resource problem was the problem of limited avail-
ability of anti-decubitus materials. This was experienced
by all but one of the participants. Half of the participants
also claimed that the quality of the materials they had were
not always suf!cient. One mentioned that she would like
more options for the same materials. Materials in suf!cient

amount and of good quality were referred to as precondi-
tions for a good implementation of the care pathway.

Ideally, our hospital would have all the suf!cient materials
for the best care. However, we have shortages, but this
stimulates us to think outside the box and to be innovative.

You cannot tell your patient or his family that you cannot
take good care of the patient due to shortages of materials.
They do not need to know that, they just want the best

possible care.

Respondent 5 about limited materials (Theme 3)
Adequate workforce was another issue mentioned by

approximately three quarters of the participants. The hos-
pital was understaffed according to them. About a third of
the participants said that understaf!ng led to having less
time to attend to each patient adequately. One participant
mentioned that understaf!ng (insuf!cient workforce) led
to a perceived higher workload. One proposed the intro-
duction of “care assistants” to help in distributing meals to
the patients, to lower the workload of the nurses and to
make sure that the patients at risk for decubitus were
eating enough.

According to half of the participants, the problems with
staf!ng and materials were the result of !nancial short-
comings of the hospital. Despite these shortcomings,
according to approximately half of the participants, this
situation at the same time stimulates creative and out of
the box thinking.

Theme 4: Personal Development
Within this theme three topics were derived, namely “leader-
ship in practice”, “insight into others and their responsibil-
ities”, and “personal development”. A third of the participants
mentioned the !rst topic, leadership in practice. They stated
that they had developed their own view on good leadership.
Qualities of a good leader were honesty, leading by example,
putting guidelines into practice, having a helicopter view on
events, and honoring your commitments.

A majority of the group told that they gained more
insight into the perspective of others and their responsi-
bilities as a result of interprofessional collaboration during
the development of the care pathway. Almost all of them
mentioned that they realized the importance and interests
of other disciplines during the interprofessional brainstorm
sessions. Some also claimed to have a better understanding
of problems others are facing. In some cases, these
insights led to better understanding and more consistency
in following up on advices of other healthcare
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professionals outside the care pathway under development.

Furthermore, about a third of the participants gained

insight into the organization and management of general

processes within the hospital and patient care in particular.

This project made me realize I had a blind spot. You only
see the things, you are directly involved in. For example,
with decubitus care, I noticed during this project that there

was not suf!cient amount of materials, like decubitus
matrasses. But also, that processes, such as consulting
dieticians when patients at risk get hospitalized, were not

optimal. For me, it just became apparent: We are not as far
as we want to be concerning decubitus care.

Respondent 7 about insight into others and their responsi-

bilities (Theme 4)

It is nice to have input from other professions. Every

profession has their own issues and competences.
Therefore, it is very effective to tackle problems multi-
disciplinary and interprofessionaly.

Respondent 3 about insight into others and their responsi-

bilities (Theme 4)

It is nice to be able to contribute to such a project, since it
enables me to use my prior experiences within nursing and
management. This project also provided me a clearer pic-

ture of the organization within our hospital and the orga-
nization concerning patient care, besides the thing you do
already know from your clinical experiences on hospital
wards. Altogether, you come to realize how patient care in

general should be organized.

Respondent 2 about insight into others and their responsi-

bilities (Theme 4)
The last topic within this theme was personal develop-

ment, which was mentioned by two-thirds of the partici-

pants. The responses differed with respect to what they

gained personally, for example, one participant claimed to

have learned more about the process of giving and receiv-

ing feedback, while another gained insight into critically

appraising personal goals and learning objectives. Another

participant stressed the importance of constantly improv-

ing yourself while two acknowledged having learnt more

about decubitus ulcers as a medical problem. Lastly, one

of the participant’s claimed to have gained new insights

and knowledge about her own leadership and coaching

strategies.

Every year we sit and talk about quality of healthcare.

With the project on the care pathway for decubitus, we

!nally took some action to improve it. During my career,
I participated in quite some projects, mostly solely based

on theory. Within this pathway theory and practice came
together, which I really liked.

Respondent 1 about personal development (Theme 4)

Theme 5: Collaboration
Within the theme “collaboration” the following 6 topics
were discussed: collaboration strategies, hierarchy, personal
point of view, communication skills, openness and transpar-
ency in communication and the improvement of interpro-
fessional collaboration. The analysis of the respondents’
comments revealed that a variety of strategies were used
to collaborate with each other. The strategies that were most
mentioned included preparing for meetings in personal time
(also referred to as having homework), ensuring an inter-
professional composition of participants during the brain-
storm sessions to ensure discipline-related input (expertise)
and to stimulate re"ection on the generic features of
a leadership environment. Fewer mentioned strategies,
though not less important, were setting goals, honoring
agreements and taking on responsibility. The speci!c role
of each member was different, although there mostly was no
explicit role assignment. Some terms used to describe their
roles included coordinator, leader, organizer, secretary,
representative, and implementor.

Everybody had their own responsibilities and tasks. When

we all gathered, everybody had completed their part, so
that we could brainstorm all together about the task ahead.

Respondent 7 about collaboration strategies (Theme 5)

Our group divided all the tasks. Everybody took care of
their own part. When we gathered, we combined all the
parts to get to a plan of action. This was a nice approach,

because you split every large task into smaller pieces per
person, which lowered the workload for each.

Respondent 8 about collaboration strategies (Theme 5)

It is more effective to address every issue during meetings,
rather than splitting up the project into the tasks ‘as a piece
of homework’. Since you can brainstorm about the pro-

blem as group and then tackle it directly instead of squeez-
ing it in after work with all the other things you still need
to do.

Respondent 3 about collaboration strategies (Theme 5)
The second topic “hierarchy” pertained to the in"uence

of hierarchy within the hospital. Due to the
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interprofessional nature of this project, approximately half
of the participants felt that the perceived hierarchy
decreased signi!cantly within the team. However, a few
others claimed that hierarchy still played a signi!cant role
within the hospital at large. One participant mentioned that
hierarchy was hampering feedback.

There is a hierarchical culture in the hospital: at the top

there are medical specialists, and at the bottom the nurses
and, last, the patients? During this project we had an
interprofessional and multidisciplinary group with medical

specialists, nurses and paramedics in which everyone was
equal. By working together, the hierarchy and the gap
between different professions decreased.

Respondent 1 about hierarchy (Theme 5)
More than half of the participants said that the group

members all had their own personal ideas and thoughts
about decubitus care. This was not considered to be
a problem, but rather a valuable input to solve the pro-
blem. A third of the participants stated that everybody was
an expert with respect to their own professional expertise.
Differences in point of view or disagreements were not
viewed as obstacles, because of the way each participant
communicated with the others. Two-thirds of the partici-
pants said that everyone showed respect for the other
participants even though people did not necessarily agree
with each other. This strategy led to a safe learning envir-
onment in which openness was encouraged and everyone’s
opinion was valued. Another often mentioned strategy was
listening and paying attention to the opinions of others.
“Summarizing” as a communication skill was mentioned
once. All participants, except for one, mentioned com-
ments related to openness and transparency in communi-
cation. Lack of communication about the care pathway
and its envisioned implementation with the rest of the
hospital staff remained a large concern. The participants
would like to see more open, transparent and clear com-
munication. The mission and strategy concerning the
healthcare pathway should be more clearly emphasized
by the Hospital board. Some mentioned that there was
also need for better documentation and transfer of
information.

According to most of the participants, the interprofes-
sional collaboration improved since they started working
together on the care pathway. They got to know different
professionals, with whom they did not have any or much
contact before. Because they got to know each other better
there was more work-related conversation as well as

informal friendly discussions. They described it as
improved and more open communication with other dis-
ciplines. This also led to improved and increased colla-
boration between these healthcare professionals besides
the development of the care pathway as described by one
respondent.

Collaborations brings people together. Collaboration in its

turn leads to better communication. Not only within the
meetings of this project but also outside the boundaries of
this project, for example, when you come across each

other down the hallways of the hospital.

Respondent 1 about improvement of interprofessional
collaboration (Theme 5)

Theme 6: Execution
Within this main theme participants expressed a number of
factors that they thought were crucial for the successful
execution of the care pathway and how they could serve as
enablers or barriers for the implementation of the care
pathway within the organization. These factors were
described as: digitalization and innovation, long-term
expectations, role of the project team during implementa-
tion, education, evaluation, evidence-based practice,
patient-centered care, concerns about implementation,
broad support and organizational requirements for success-
ful implementation. With a planned move to a new hospi-
tal facility, the participants expected the facility to be
modern, with more digital communication. They expected
that the care pathway will be digitized and accessible from
each computer, patient folders to be digitally available and
online surveys to get and provide feedback from and to the
hospital staff. One person mentioned that working in
a digital environment would lead to more sustainability
and was more environmentally friendly since less paper
would be needed. Two stressed the importance of the need
to innovate continuously.

For the long-term, different expectations arose from the
participants. Around a third of the participants expected
that more care pathways will be developed and implemen-
ted. Two participants suggested that the healthcare path-
way will eventually be implemented transmurally. One
person mentioned the introduction of management teams
and improved care ef!ciency through the use of culture-
sensitive healthcare pathways and improved interprofes-
sional collaboration.

Thirdly, all participants were asked about what they
thought they could contribute during the implementation
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phase. Contributions mentioned by 4 people were: to offer
help during the evaluation, monitoring during implementa-
tion, providing feedback, stressing the importance of the
healthcare pathway to other colleagues, motivating others
to use the decubitus care pathway, and participating
actively and using the decubitus healthcare pathway con-
sistently themselves.

Finally, informing and training for employees was
thought of as being of importance by almost all of the
participants. Some believed that training and informing
should not happen once, but repeatedly. Approximately
half of the participants recommended succinct visual doc-
umentation of the steps of the healthcare pathway
(“Infographic”), so the information could be looked up
easily and quickly. One stated that the training should be
personally appealing and catchy in order to make it more
interesting for the employees to use the healthcare pathway.

Hand-outs are essential for the implementation. One form
on which you can see what to do within a glance. So, the

information needs to be compact, clear and accessible.

Respondent 3 about information (Theme 6)
Another important aspect for implementation was the

evaluation of the care pathway (what is the deliverable;
when is the project a success?). Almost all of the partici-
pants agreed on this point. A couple of them also said that
they wanted to evaluate themselves as collaborators and
their own growth. Another aspect that was mentioned
concerning the evaluation was that the !rst evaluation
should take place as soon as possible following the start
of the implementation for monitoring purposes. They also
suggested that there should be a baseline measurement in
order to track the progress, the progress and evaluation of
the process should be reported, adjustments should take
place swiftly when progress has not been as good as
expected and that feedback should be given to the care
professionals based on the results of evaluation.

One of the participants stressed the importance of
evidence-based practice during the implementation of the
healthcare pathway. Her point of view was that the latest
knowledge in the !eld of decubitus in combination with
best practices and best evidence should play a part during
the implementation phase.

With the development of the healthcare pathway, you try
to combine best practice and best evidence. This enables
you to get to know about the newest technologies and

newest developments in your !eld.

Respondent 4 about evidence-based practice (Theme 6)
Patient-centered care was also mentioned by half of the

participants. They thought it was important to involve the

patient during the implementation. This could be, for

example, by interdisciplinary consultations that included

patients. Some thought that not only the patient but also

their family should be involved, because they could help in

tackling the decubitus problem during hospital visits and

after the patient is discharged from the hospital. One also

thought that the patient should be central in this project,

since the ultimate goal would be to deliver better decubitus

healthcare to the patient. Lastly, one participant mentioned

that the bond between physicians and patients should be

improved: the doctor should be talking with the patient

instead of talking about the patient in the presence of the

patient.

Our human resources are limited, we do not have enough

nurses around here. So, the family needs to be involved
with the care for the patient. The family of the patient
needs to know what is happening and how to act. For

example, when visiting your grandmother at risk for decu-
bitus, do not let your grandmother lay in her bed the whole
time because she is sick, but also help her to sit in a chair

for a moment, so she does not develop decubitus ulcers.

Respondent 3 about patient-centered care (Theme 6)
Although all participants were enthusiastic about the

decubitus care pathway, most of them had certain doubts

about its implementation. This was due to poor and insuf-

!cient dissemination of information about the project to

the rest of the hospital staff. Another point was that there

were more projects in the past, which had been designed

but were never implemented. The participants were afraid

that this healthcare pathway would end up on a pile of

other initiatives and all their hard work would have been

for naught. Another point of concern was the lack of

supporting materials that could hamper consistent imple-

mentation. Nevertheless, they stayed ambitious hoping that

it would turn out for the better this time.
All of the participants agreed upon the fact that there

should be broad support in order to achieve a successful

implementation. Some suggestions they gave to create

broad support included a bottom-up approach, a shared

vision, and acknowledging the importance of every single

person. Some thought that implementation would be more

successful when it was bottom-up or involving the opinion

of other people than the project designers, since they
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would feel more involved rather than it being another
order from the board.

In order to prevent surprises and resistance from the staff,
you need to inform all the employees of the hospital about
the status quo of this project.

Respondent 10 about broad support (Theme 6)

I do not like top down structure. Because ‘their theories’
do not !t ‘reality in practice’. In order to make suitable

and applicable changes, you need to involve people who
are delivering care and not just the people behind desks.

Respondent 10 about broad support (Theme 6)
Lastly, within this main theme, some organizational

requirements were needed for a successful implementa-
tion. A majority of the participants named this topic, but
their requirements differed. Most of them felt that a full-
time leader with content expertise should be in charge to
lead and monitor the implementation phase as most health-
care professionals were already too caught up with their
primary tasks. Furthermore, there should be clear task
assignments, so that everybody knows what he/she needs
to do and is responsible for. Other requirements although
less frequently mentioned were that someone was needed
to monitor the progress structurally and one person should
be available for when people were facing problems or
questions related to the implementation of the care path-
way. Finally, the care pathway should become part of the
standing organization, which should be promoted and
facilitated by the board of directors.

Discussion
The push toward interprofessional clinical and team-based
practice arose from the recognition that the historically
siloed approach to care delivery, in which representatives
from different disciplines worked in parallel or sequen-
tially rather than in collaboration, limited the efforts to
effectively tackle long-standing challenges to optimize
outcomes for patients and families.1 In this study, we
investigated the perceived bene!ts of a healthcare
improvement intervention, which was to design
a decubitus ulcer care pathway4 and measure its impact
on interprofessional collaboration. Speci!cally, we sought
for perceived growth in leadership abilities and partici-
pants’ perceived bene!ts/experiences from the interprofes-
sional collaboration. The outcome of our study, the !rst
stage of a health improvement initiative in Curacao,
revealed various themes, which we categorized into

professional background, healthcare pathway design,
resources, personal development, collaboration/communi-
cation and implementation.

With respect to the design of the program, the group
consisted of a mix of medical professionals involved in
daily decubitus patient care. As reported by others, an
effective mix of professionals is important for achieving
effective healthcare pathway development.14 Teams com-
posed of representatives from different disciplines have
a better overview of local clinical and operational issues
and can better address these issues in planning and change
implementation. Our results showed that interprofessional
team activities and collaboration resulted in better under-
standing among professionals. Great value was given by
the participants to the collaborative attitude experienced in
meetings supporting observations in other reports that
collaboration within teams and the achievement of
a collaborative attitude is a hallmark of interprofessional
practice.14 Several relevant issues were highlighted in the
design phase starting with the challenge to align individual
schedules for effective team meetings. As also described
by others, the hectic nature of inpatient care settings lim-
ited the available time for team meetings.14

The program stimulated in an interactive and effec-
tive way, the leadership competence of the individual
participants and its importance for personal develop-
ment. During the program meetings, the perceived hier-
archical culture decreased over time. This welcome
change was in accordance with the proposed require-
ments for safe healthcare environments and effective
teamwork.15 As reported by us and others, respect and
open communication were apparently an essential com-
ponent of levelling hierarchy and promoting healthy and
productive work environments.2,15 Regarding personal
development, the topics mentioned by the participants
(i.e. leadership in practice, insight into own and other
responsibilities, and personal development) corroborated
earlier recommendations indicating their relevance and
importance for effective team performance.15,16 For the
implementation phase of the project, valuable practical
recommendations were given by the participants as
a result of the design phase. The necessity of broad
(management) support along with opportunities to
apply the designed program were mentioned and agreed
with recommendations in other studies.17

We also observed that the themes used in previous
questionnaires18 and lists19 to investigate the needs and
requirements of interprofessional programs were
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mentioned by the participants of our study as well. We
believe that the interactive and direct approach of the
clinical leadership program was ideal for obtaining rele-
vant information needed for improving interprofessional
communication among healthcare professionals (2) in
a small scale setting like ours needed to develop this. By
involving and granting ownership to the participants in
a guided interactive fashion, relevant themes directly
applicable to the local situation were obtained. This
approach thereby helped to circumvent the sometimes-
perceived non-ownership issues when using
questionnaires.15

It is worthy to note that while we approached all of the
participants for the post-implementation evaluation, only
ten were able to participate. Logistical reasons such as
leaves of absence, clinical duties and the short time
frame within which the interviews could be done,
accounted for the low number of respondents questioned.
We acknowledge that self-selection can potentially dis-
guise the inherent bias of participants however we believe
the in-depth qualitative interviews and the richness of the
comments, compensate for the relatively low number of
participants interviewed. Finally, at the time of preparing
this report, the decubitus ulcer care pathway was still in
the early stages of implementation within the hospital
system. As a result, there was insuf!cient data to describe
the impact of the care pathway on the outcome of care.

Conclusion
The objective of the !rst stage of our healthcare improve-
ment project was to demonstrate the potential cost-
effectiveness and improved health outcomes of a targeted
intervention i.e. clinical leadership program. In the pro-
cess, we reaf!rmed that the achievement of interprofes-
sional practice requires investing in the interprofessional
education of trainees, practicing clinicians and other med-
ical professionals. In situations where there is effective
interprofessional collaboration, the general wellbeing of
personnel and organizational engagement is enhanced.14

This project was unique in that it embraced the principles
of value-based healthcare delivery, which we felt would
effectively serve and sustain current and future healthcare
challenges in Curaçao. We believe that the results of the
design phase of the program provide a blueprint for other
care pathways and fosters a climate of continuous
improvement to meet ongoing patient needs. We also
believe it will have an impact on achieving an effective
value-based healthcare delivery system applicable to our

local situation.20 The results described in this paper show
the general applicability of this model in achieving a better
understanding of the essential issues regarding interprofes-
sional collaboration, as well as improving work"ow within
a healthcare system. Furthermore, it aligns with the Global
Strategy for Human Resources for Health (HRH) 2030 call
to strengthen interprofessional teamwork collaboration.21

Finally, by addressing the local culture and attitude for
change beforehand,4 a suitable design phase could be more
effectively constructed. Currently, the proposed key per-
formance indicators for the design phase are being mon-
itored and related data acquired as the study has moved
into the implementation phase.
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