

  sustainability-14-15940




sustainability-14-15940







Sustainability 2022, 14(23), 15940; doi:10.3390/su142315940




Article



Social Reporting in Healthcare Sector: The Case of Italian Public Hospitals



Monica Giancotti 1,*[image: Orcid], Valeria Ciconte 2 and Marianna Mauro 1





1



Department of Clinical and Experimental Medicine, Magna Graecia University, 88100 Catanzaro, Italy






2



Department of Law, Economics and Sociology, Magna Graecia University, 88100 Catanzaro, Italy









*



Correspondence: mgiancotti@unicz.it







Academic Editors: Gloria Macassa and Gianpaolo Tomaselli



Received: 22 October 2022 / Accepted: 28 November 2022 / Published: 29 November 2022



Abstract

:

Social reporting has become a critical area of interest in healthcare systems, and it has also become increasingly important for the academic community and practitioners in recent decades. Recent studies have found the existence of a slow spread of social reporting initiatives in public hospitals and a lack of guidelines and homogeneity in social reporting documents. This study aims to contribute to the literature, offering updated evidence from Italy. Through a document analysis, we (a) assessed the trends of social reporting initiatives in the Italian public hospital sector; (b) analyzed the current forms, contents, and quality, of social reporting documents, in order to isolate common elements, differentiation and emerging trends; (c) analyzed the informational power of social reporting documents for public hospitals stakeholder. Data were extracted from the public hospital website. The results confirm the scarce dissemination and homogeneity of social reporting documents and highlight the need for non-financial reporting standardization in public hospitals.
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1. Introduction


In response to society’s growing expectations of accountability, organizations are increasingly disclosing social, environmental, economic, safety, and health performance [1] through reporting tools for so-called “corporate social responsibility” (CSR) [2]. CSR refers to the obligations of the firm to society or, more specifically, the firm’s stakeholders—those affected by corporate policies and practices [3].



The EU Commission describes CSR as “…a concept whereby companies integrate social and environmental concerns in their business operations and in their interaction with their stakeholders on a voluntary basis” [4].



Organizations are part of society: any actions undertaken have an effect upon itself but also upon the external environment within which that organization resides [5]. This effect can take different forms: enrichment of a local community through the creation of employment opportunities and distribution of wealth created, respect for workers’ rights and well-being (social impact), and utilization of natural resources (with a consequent environmental impact). In this context, stakeholders are concerned about whether a company is following a socially responsible path and is acting in an environmentally friendly way [6].



In this scenery, starting from the 1970s, many authors [7,8,9,10], recognizing that the activities of an organization impact upon the external and social environment, have suggested that one of the roles of accounting should be to report upon the impact of an organization in this respect. Following these suggestions, during the last years, CSR has become dominant in organizations’ reporting. Every corporation has a policy concerning CSR and produces a report annually detailing its activity.



In this context, the social report (SR) is an external communication document initially developed and disseminated in the private sphere as a reporting tool for CSR. The SR aims to represent both information of economic and financial nature, and the effects produced by the business activity on the various categories of stakeholders, in terms of current and future social and environmental effects [11]. The SR represents, on the one hand, a communication and public relations management tool aimed at improving the perceived image of the company towards the external environment; on the other, the SR is a tool included in the broader cycle of corporate planning, control, and reporting. It allows for supporting corporate strategies aimed at achieving greater “accountability” and “sustainability”. These last two concepts are strongly correlated.



The concept of “accountability” refers to the responsibility of the organization for reporting allocation choices of public resources used in carrying out its business, the results achieved, and the resulting effects [12].



Accountability implies the need to produce clear, truthful, and understandable reporting on the economic and financial performance and on the social and environmental effects induced in the community. The reporting activity must therefore not stop only at the results expressed in monetary terms but must go further, considering also the social and territorial effects.



In this sense, the overall value created by the organization includes not only the economic but also has consideration for the social and environmental dimensions [13].



The maximization of the value created according to this perspective configures the concept of “sustainability”.



Private companies are shifting from the 1990s’ social and environmental types of reports to sustainability ones. This trend has been corroborated by the dissemination of the Global Reporting Initiative (GRI) guidelines, a reporting standard conceived in 1997 that encourages the use of the term sustainability to describe triple bottom-line disclosures, that is, comprehensive disclosures of environmental, social, and economic issues [14,15].



Over time, the standards described by the GRI have given rise to various social reporting tools, which have taken on different names: social report (documents the company’s social performance), sustainability report (focused on the impacts of activities with respect to the environmental dimension and social), and environmental balance (represents the company-environment relationship). Finally, the latest evolution of the sustainability management process in a company is the Integrated Report, a document that integrates the traditional economic report with information concerning the three dimensions of economic, social, and environmental sustainability.



The main purpose of private companies is to create wealth; accordingly, the need to give their stakeholders an account of their social function is an implicit function.



In the public sector, the SR takes on different meanings: the public company carries out activities and delivers services aimed at satisfying the needs of the local community; social reporting represents a form of control and representation of the overall performance of the public company [16], in line with the principles of transparency and accountability. In addition, the SR supports the strategic management of relations between the public company and its stakeholders (public governance) [17]. Finally, the diffusion of social reporting is associated with the growing “sensitivity” towards the measurement and communication of effects in terms of social and environmental sustainability.



In Italy, the phenomenon of social reporting has involved and is currently widespread in various types of public organizations [18,19,20]. In the public healthcare sector, social reporting represents a critical area of interest: through the social reporting documents, public healthcare structures present their activity (list of healthcare services), their results (health outcomes), and the value created in relation to one or more categories of stakeholders in order to satisfy specific information needs [21,22].



However, Italian public healthcare structures only started producing social reporting documents in 2003 [23,24]. The publication trend has been slow: since 2003, in 2006, only 22 healthcare structures had published social reporting documents [24].



The phenomenon initially involved much more local health authorities (Aziende Sanitarie Locali (ASLs)) (19 ASLs out of 146) and much fewer public hospitals (Aziende Ospedaliere (AOs)) (3 AOs out of 113) [24]. To date, the publication of documents continues to grow for the ASLs; on the contrary, the number of documents published by the AOs remains very low. Despite this, there are still few research studies on the topic of social reporting in healthcare structures [23,24]; in addition, to the best of our knowledge, there are no Italian studies that have specifically investigated the critical issues that characterize social reporting in AOs.



Part of the results of the most recent studies only showed [23,24]:




	-

	
The existence of a slow trend of social reporting initiatives;




	-

	
A lack of homogeneity in SRs of AOs (in terms of structure, content, methods of dissemination of documents, etc.).









In this study, we conducted a document analysis of Italian AOs’ social reporting documents. The aim was threefold:




	(1)

	
To assess the trends of social reporting initiatives in the Italian public hospital sector;




	(2)

	
To analyze the current forms, contents, and quality of social reporting documents, in order to isolate common elements, differentiation, and emerging trends;




	(3)

	
To analyze the informational power of social reporting documents for public AOs’ stakeholders, describing their information needs and comparing these with information deduced from reading the document.









The study is part of a broader ongoing research project aimed at understanding: (a) the usefulness and information capacity of the SR in AOs and (b) the potential obstacles to the publication of the SR.



The paper is organized as follows: the following sub-section describes the Italian National Health System providing a framework of Italian public healthcare structures; Section 2 describes the method, selection, and analysis criteria; Section 3 reports the results organized consistently with the previously defined objectives; Section 4 presents conclusions about the current information value and the potential of social reporting documents in Italian AOs.



The Italian National Health System


Over the last three decades, the INHS has been gradually but substantially transformed, switching from a centralized system (1980s) to one characterized by the devolution of control to the regional level (1990s) [25]: the central government maintains a guiding role in defining basic health objectives and controlling health outcomes; Italian regions develop their regional health plans and define their health care priorities to achieve health objectives defined by the central government [26,27].



The major effect of the decentralization process has been the creation of 21 regional health systems autonomous and responsible for the organization of healthcare services [28].



Four types of public facilities provided healthcare services. At the local level, the most important units are the ASLs. Besides providing outpatient assistance and a number of community services, an ASL manages one or more small District General Hospital (Presidi Ospedalieri) directly.



In addition to ASL, three other kinds of healthcare facilities exist, which complete the level II hospitals. The most important one is the AO. AOs are independent of the local ASL, directly accountable to the regions, and characterized by highly specialized departments that deal with more complex medical conditions than ASLs.



The two remaining facilities are the Scientific Institutes for Research, Hospitalization and Healthcare (Istituti di Ricovero e Cura a Carattere Scientifico (IRCCS)) and the Teaching Hospitals (Azienda Ospedaliera Universitaria (AOU)) that differentiate from the AOs mainly for their scientific research and/or training responsibilities.



At the time of this study, the Minister of Italian Health declared that the following healthcare facilities were present in Italian regions (https://www.dati.salute.gov.it/) (accessed on 1 April 2022).



In this study, we focused our attention on AOs. This choice is justified by two reasons: first, the greater complexity that characterizes both the organization of these structures and the healthcare interventions provided makes the process of sharing the strategic choices adopted and the results achieved with the stakeholders even more necessary. Secondly, the inclusion of only AOs makes the comparison more coherent, as the different functions performed by the healthcare structures could affect the contents of the documents, making the comparison insignificant. Indeed, on the one hand, the information contents of the reporting documents are similar for AOs and ASLs, on the other, the social reporting document takes on different meanings for AOUs and IRCCS. These differences are mainly due to the significant role of teaching and research activities, and to the different funding mechanisms.





2. Materials and Methods


2.1. Method and Selection Criteria


We used document analysis as a qualitative research method of data collection and analysis [29]. Document analysis is a systematic procedure for reviewing and evaluating documents that entails finding, selecting, appraising, and synthesizing data contained within them.



According to this, data were examined and interpreted in order to elicit meaning, gain understanding, and develop empirical knowledge [30,31].



We started searching and reviewing all social reporting documents published by Italian AOs. Accordingly, from the official websites of each AO, we started.



Documents were identified using two strategies: in a first step, we visited the section “Transparent Administration” (where all the official documents intended for stakeholders are published); in a second step, we used the website search bar to find any possible social reporting document using short phrase or keywords (i.e., social report or sustainability). The initial sample was composed of 53 AOs (see Table 1).




2.2. Document Analysis Criteria


This section describes the criteria used in document evaluation. The first two aims of this study are the following: (1) to assess the trends of social reporting initiatives in the Italian public hospital sector; (2) to analyze the current forms, contents, and quality of social reporting documents, in order to isolate common elements, differentiation, and emerging trends.



Considering the absence of specific guidelines for Italian AOs, documents were analyzed referring to:




	-

	
The standards proposed by the Italian study group for the SR (Gruppo di studio per il bilancio sociale (GBS)) published since 2001 (with specific reference to the public sector) [32];




	-

	
The guidelines on social reporting for public administrations, drawn up in 2006 by the Department of Public Administration [33].









Specifically, these are “general principles” with which to standardize the SR. The principles include:




	(a)

	
The publication, “preferably” on an annual basis, of the documents;




	(b)

	
The presence of minimal information content. Table 2 shows the description of the information required according to the two standards.











3. Results


3.1. Social Reporting in Italian Public Hospitals: State of the Art


The first aim of this paper was to assess the trends of social reporting initiatives in the Italian public hospital sector. In general, social reporting has affected the health sector since 2003. With specific reference to AOs, 2 documents were published from 2003 to 2006 [24].



According to our search, in April 2022, we extracted 6 social reporting documents published on the official website of AOs. Documents were published between 2011 and 2018 (Figure 1). Regarding the trend shown, it is noted that in 2016 GRI transitioned from providing guidance to setting universal standards (https://www.globalreporting.org/standards/standards-development/universal-standards/) (accessed on 1 April 2022). This could explain the low number of documents published up to 2015 and the consequent increase in 2016.



Despite the slight increase, it is possible to note that the requirement to publish social reporting documents “preferably” annually is unsatisfactory. In fact, the six AOs published the documents in different years, and the most recent SR is published in 2018.




3.2. Structure, Content, and Quality of Documents


The second aim of this study was to analyze the current forms, contents, and quality of social reporting documents, in order to isolate common elements, differentiation, and emerging trends.



First, we compared the structure and content of the different documents. Table 3 shows our results.



SRs show poor homogeneity in terms of general presentation and breadth of information. In some cases, the document is wider (N. SR 2, 4, 5, and 6—number of pages); in others, more content (N. SR 1 and 3—number of pages).



The SR is an external communication tool aimed primarily at improving the perceived image of the structure towards the external environment. In this context, the number of figures and graphs is relevant. In addition, in this case, in some documents tables and figures have a primary role (N. SR 2 and 5), while in others the figures are absent, and the document only shows graphs referring to the values of the activity (N. SR 6).



There is no homogeneity in terms of the structure of the documents, although there is a partial similarity in terms of the content of the Section 1 and in a few cases of homogeneity in the name of the section.



Specifically, the Section 1 focuses in all cases on the description of the AO and its identity. The main contents concern:




	-

	
Institutional structure and AO organizational system (departments and their functions);




	-

	
Principles and reference values;




	-

	
Strategies and policies implemented;




	-

	
Guidelines, objectives, and future strategies.









The content of the Section 1 is therefore similar in most cases (five out of six documents); in only one case (N. SR 5), the information on hospital identity is reported in Section 2, after limiting Section 1 to the definition of the guidelines and objectives of the three-year period.



However, there is a lack of homogeneity in terms of the section name: only in two cases the section is called “Hospital identity”.



The Section 2 focuses on information about the used resources, the investments made, and the purchases (activity economic report). Only in one case (N. SR 6), Section 2 is intended for information on relations with patients and users’ satisfaction. The denomination is homogeneous only in two cases (N. SR 1 and 4).



The Section 3 focuses on stakeholders (internal and external). Specifically, the key information is the following:




	-

	
Composition and roles of internal human resources (employees);




	-

	
providers;




	-

	
Patients, users, and level of satisfaction.









Only in one case (N. SR 6), the Section 3 is dedicated to information concerning the communication channels used by the hospital, as well as the social profiles on which the hospital is active (Twitter, Instagram, YouTube, etc.).



Section 4 reports information about the results of the activities (emergency, outpatient, and hospitalization activities); in only one case (N. SR 2), Section 4 is dedicated to the presentation of employees and their training.



Section 5 is present in four out of six cases (N. SR 2, 3, 5, and 6), and reports generally inconsistent information: two SRs concern the corporate communication system (N. SR 2 and 5), or relations with stakeholders; three SRs report the satisfaction levels of patients (N. SR 2, 3, and 5); one SR reports information about the weight of women in hospital activities and hospital policies for the well-being of female workers (N. SR 6—gender balance).



Section 6 is present only in two cases (N. SR 3 and 6) and reports information about the performance plan (the planned objectives and the employee evaluation system in relation to their contribution to the achievement of the objectives).



Sections 7 to 13 concern only one AO (N. SR 6) and reports the following information:




	-

	
Available technological resources (Technologies and innovation—Section 7);




	-

	
Resources used to carry out hospital activities, investments, and purchases (Economic report—Section 8);




	-

	
Information about the out-of-court and judicial management system, or the assignment of legal appointments, liquidation, and risk assessment systems (Litigation—Section 9);




	-

	
Quality management system, i.e., assistance paths created for the adaptation of the various professional skills to the production of effective and appropriate assistance, as well as centered on the patients’ needs and on the continuous improvement of quality (quality and accreditation—Section 10);




	-

	
Hospital information system, or description of the network infrastructure available to the hospital, to allow patients and employees to use the information and online services (Section 11);




	-

	
Performance plan or strategic and operational guidelines and objectives defined, and indicators for their measurement and evaluation. Finally, description of the transparency and corruption plan (Performance, transparency, and corruption prevention—Section 12);




	-

	
Description of the health objectives and services targets defined by the region (Regional objectives—Section 13).









Finally, two out of six documents report the appendixes. Appendixes present the results of the interviews with stakeholders (Appendix 1—N. SR 5). Results are divided into interviews conducted through telephone questionnaires (Appendix 1—N. SR 6), inpatient and outpatient questionnaires (Appendix 2—N. SR 7), or using social networks (Appendix 3—N. SR 6).



At the end of this first phase of analysis, we assessed the quality of the documents, considering the degree of adherence to the minimum contents set by the GBS and Department of Public Administration standards (see Table 2). The following table shows the correspondence between the information required by the two standards and the content of the documents. Specifically, after analyzing each SR, we show whether the expected information is contained in the documents (X) and in which section (Section) (Table 4).



On the one hand, the documents show sufficient information capacity: most of the information required by the two standards is contained in the documents, even if in often different sections; on the other hand, information regarding improvement actions and objectives is contained in only one document (SR1), and additional information concerning stakeholder opinions is contained in only two documents (SR5 and 6). Wanting to assign a score from 0 to 7 to each SR (0: none of the information required by the standards is contained in the document; 7: all the information required by the standards is contained in the document), it is possible to note that no document reaches the maximum score. Only three documents reach a score of 6. The remaining three documents reach a score of 5.




3.3. Informational Power of SR for Public Hospital Stakeholders


The third aim of document analysis was to investigate the informational power of SR for hospital stakeholders. The SR aims to report the value created by the AO in relation to each category of key stakeholders.



Figure 2 shows AO stakeholders. We describe the information that the stakeholders draw from reading the documents.



In general, SR documents of AOs have an internal and external value. For internal stakeholders, the document seems to be aimed at improving the sense of belonging to the structure and describes the strategic vision of the hospital in relation to stakeholders.



For external stakeholders, reading the document allows learning more about the role and management methods of the hospital, strengthening relationships with patients, communities, suppliers, and other institutional interlocutors.



The region is in charge of the regional health system. Regions are responsible for the definition, coordination, and monitoring of regional health policies. Reading the SR allows the region to understand:




	-

	
The role of the hospital with respect to the achievement of the objectives of the entire regional health system;




	-

	
The level of efficiency, effectiveness, and overall cost-effectiveness;




	-

	
The implementation of projects for improvement, innovation, and requalification of assistance models.









For other institutional stakeholders (Conferences of Mayors, other health companies, non-profit organizations, etc.), reading the document allows acquiring information on the health policies implemented, on the assistance models, and on the renewal projects implemented.



Patients and citizens are interested in knowing the availability, accessibility, and quality of services, the achievement of the expected results in terms of the health of the population, as well as the opinions and the level of satisfaction of other patients.



For hospital suppliers (suppliers of health and non-health goods and services), the SR provides information concerning the purchasing planning policy, the supplier selection procedures, the payment management policy, and the conditions of solidity and solvency of hospitals.



Regarding the environment and community, the SR provides information concerning the use of resources and the impact on the external environment.



Finally, for the internal staff, the SR meets common information needs, which concern the organizational changes, the institutional mission of the hospital, and the social value of the hospital work. Reading the SR makes it possible to know the personnel policies, training, incentive, and evaluation systems.





4. Discussion, Limitations, and Conclusions


The first aim of this study was to assess the trends of social reporting initiatives in the Italian public hospital sector. Results show the scarcity of social reporting documents published by the AOs. Accordingly, the level of continuity of social reporting experiences in Italian AOs cannot be considered satisfactory. In some regions, the presentation of social reporting documents is mandatory only for the ASLs (i.e., Emilia Romagna). As regards the AOs, the results of this study only allow us to conclude that the publication of social reporting documents has gone from three documents in 2006 [24] to six in 2022 (the analysis included only the SRs published on the institutional websites of AOs). This may be the result of the lack of specific guidelines for AOs, but also of the scarcity of resources (staff devoted to the creation of the SR or resources to invest in specific projects) and time (the complex activity carried out by hospitals certainly is to be considered a priority). Further investigations are needed.



Regarding the characteristics and contents of the documents, results show a strong lack of homogeneity, both in terms of general structure and denomination of the sections.



This is certainly due to the lack of specific guidelines for AOs. SRs are generally inspired by “reporting standards” known nationally or internationally. To date, there are different standards [34]. In addition, in the public sector, standards that register a greater number of applications in operational practice are:




	-

	
The Accountability 1000 (AA1000) [35];




	-

	
The GRI [36];




	-

	
The standards proposed by the Copenhagen Charter [37];




	-

	
At the national level, the standards proposed by the Italian study group for the SR (GBS) published since 2001 (with specific reference to the public sector) [32];




	-

	
The guidelines on social reporting for public administrations, drawn up in 2006 by the Department of Public Administration [33].




	-

	
This has led to divergences in the documents, as the healthcare structures prepare their SRs referring to different standards, or in some cases referring to multiple standards at once.









With general reference to healthcare structures, only in 2016, the GBS published Document No. 9, entitled “Social reporting for healthcare structures” with the aim of adapting the standards of the public sector SR to the national healthcare system [38].



Regarding the overall quality of the documents, the documents show sufficient information capacity. Indeed, the documents contained most of the information required by national standards, even if in often different sections. However, information about future actions and improvement objectives, and additional information concerning stakeholder opinions, was present only in three SRs (see Section 3.2). AOs could answer these problems through more careful planning of the process of elaboration of social reporting documents.



Finally, as regards the informational power of documents, social reporting can significantly contribute to meeting the information needs of stakeholders. However, the contents of the documents can be further expanded and improved. At present, the lack of specific guidelines constitutes an obstacle to improving the quality of documents.



This study has some limitations. First, the focus on Italian AOs does not allow for a complete update of the state of the art in the field of social reporting of Italian healthcare structures; however, this choice makes the comparison more coherent, as the different functions performed by the healthcare structures could affect the contents of the documents, making the comparison insignificant.



Another limitation is due to the choice to include only the official documents published on the hospital websites. Consequently, we excluded documents currently in the process of publication, and documents not published on official websites but, for example, presented during institutional conferences (i.e., Conferences of Mayors), press conferences, or distributed in paper form to citizens and institutional interlocutors. These forms of distribution can be traced back to the will of the healthcare structures to consider the SR, not as a tool for relating and communicating with external stakeholders, but as a planning, control, and reporting tool aimed primarily at institutional interlocutors [24]. However, this is to be considered reductive, as it limits the informational power of SR. Indeed, SR documents should allow the strengthening of accountability relationships, and therefore it would be essential to guarantee the involvement of both internal and external stakeholders. Future research developments require the use of a questionnaire intended for AOs that allows:




	(a)

	
To acquire information about the documents being processed or completed;




	(b)

	
To understand any difficulties or barriers in social reporting documents development, also in light of the lack of specific guidelines for hospitals;




	(c)

	
To develop a basic reference model to support the process of preparing social reporting documents for AOs, which takes into account the specific characteristics of this type of structure.









This study contributes to providing updated learning pathways for policymakers. Worldwide policymakers have widely considered the themes related to sustainability and social reporting. The attention on this topic is driven by the external pressure made by stakeholders in order to support the achievement of the highest degree of worldwide sustainability also in the healthcare sector. In this sense, national and international governments have started to introduce a new form of regulation in order to sustain these practices. Despite these interventions, in some countries, the regulation is still not uniform; this makes it difficult to compare documents drawn up by structures belonging to the same sector. In this sense, we contribute to the literature on this topic, offering evidence from the Italian healthcare sector. The Italian legislation is still confusing. and there are no specific reporting standards for AOs. This should cause some worries in policymakers: the creation of standards for social reporting calibrated on the reality of AOs can perform an important function in terms of comparability and homogeneity of contents, promoting transparency, and reducing the self-referentiality of reporting. It is therefore desirable to provide a more coherent picture of the heterogeneous panorama of elements that relate to the choice of social reporting models, as part of a superior design to support both the need of AOs to adapt to the CSR requirements, and of policymakers to sustain the diffusion of CSR practices and initiatives in the healthcare sector.
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Figure 1. Reference year of SRs. (Source: The Authors). 
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Figure 2. Public hospitals’ stakeholders. (Source: The Authors). 
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Table 1. Italian healthcare structures.
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	REGION
	N AO
	N AOU
	N ASL
	N IRCCS





	Piemonte
	3
	3
	12
	-



	Valle D’Aosta
	-
	-
	1
	-



	Lombardia
	27
	-
	8
	5



	Veneto
	1
	1
	9
	1



	Prov. Autonoma Bolzano
	-
	-
	1
	-



	Prov. Autonoma Trento
	-
	-
	1
	-



	Friuli Venezia Giulia
	-
	-
	5
	2



	Liguria
	-
	-
	5
	2



	Emilia Romagna
	-
	4
	8
	2



	Toscana
	-
	4
	3
	-



	Umbria
	2
	-
	2
	-



	Marche
	1
	1
	1
	1



	Lazio
	2
	3
	10
	2



	Abruzzo
	-
	-
	4
	-



	Molise
	-
	-
	1
	-



	Campania
	6
	3
	7
	1



	Puglia
	-
	2
	6
	2



	Basilicata
	1
	-
	2
	1



	Calabria
	4
	-
	5
	1



	Sicilia
	5
	3
	9
	2



	Sardegna
	1
	2
	1
	-



	Total
	53
	26
	101
	22
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Table 2. General principles for standardization of SR documents (GBS and Department of Public Administration standards): required information content.
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	-

	
Institutional setting: organization identity and governance









	
	-

	
Reference values: identity, mission, vision that guide the action of public structure









	
	-

	
Resources used and investments: the public structure reports the resources used and the new investments made









	
	-

	
Activities and services: the public structure reports on its work and the results achieved with respect to the planned objectives









	
	-

	
Social reporting data: stakeholder map, communication tools and channels used, added value created for stakeholders (i.e., working conditions and equal opportunities for employees—human resources; additional services for particular categories of users)









	
	-

	
Future commitments, actions, and improvement objectives









	
	-

	
Supplementary information: judgments and opinions of stakeholders













Source: The Authors.
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Table 3. Analysis of social reporting documents.
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	N. SR 1
	1
	2
	3
	4
	5
	6





	N. of pages
	57
	84
	49
	76
	100
	105



	N. of figures
	12
	100
	40
	46
	57
	0



	N. of graphs
	5
	44
	28
	32
	45
	55



	Section 1
	Public hospital identity
	Context and organizational structure
	Context
	Public hospital identity
	Public hospital and the three-year objectives
	Public hospital presentation



	Section 2
	Economic report
	Activity of the year
	From analysis to strategy
	Economic report and activity
	Public hospital identity
	Patient reports



	Section 3
	Social relationship
	The gender perspective and equal opportunities
	Results
	Social relationship
	Balance sheet and economic report
	Communication



	Section 4
	Improvement objectives
	Human resources
	Projects and results (achieved during the year)
	
	The evolution of activities and services
	The numbers of public hospital



	Section 5
	
	Social relationship
	Outcome
	
	Social reporting
	Gender balance



	Section 6
	
	
	The performance plan
	
	
	Staff and training



	Section 7
	
	
	
	
	
	Technologies and innovation



	Section 8
	
	
	
	
	
	Economic report



	Section 9
	
	
	
	
	
	The litigation



	Section 10
	
	
	
	
	
	Quality and accreditation



	Section 11
	
	
	
	
	
	The hospital information system



	Section 12
	
	
	
	
	
	Performance, transparency and corruption



	Section 13
	
	
	
	
	
	Regional objectives



	Appendix
	
	
	
	
	Appendix I
	Appendix 1



	
	
	
	
	
	
	Appendix 2



	
	
	
	
	
	
	Appendix 3







1 N. SR: Number of social reporting documents extracted. (Source: The Authors).
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Table 4. Overall quality of SRs.
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	Required Information Content (GBS and Department of Public Administration Standards)
	SR1
	SR2
	SR3
	SR4
	SR5
	SR6





	1. Institutional setting
	X

(Public hospital identity—Section 1)
	X

(Context and organizational structure—Section 1)
	X

(Context—Section 1)
	X

(Public hospital identity—Section 1)
	X

(Public hospital identity—Section 2)
	X

(Public hospital identity—Section 1)



	2. Reference value
	X

(Public hospital identity—Section 1)
	X

(Context and organizational structure—Section 1)
	X

(Context—Section 1)
	X

(Public hospital identity—Section 1)
	X

(Public hospital identity—Section 2)
	X

(Public hospital identity—Section 1)



	3. Resources used and investments
	X

(Economic report—Section 2)
	X

(Activity of the year—Section 2)
	X

(From analysis to strategy—Section 2)
	X

(Economic report and Activity—Section 2)
	X

(Balance sheet and economic report—Section 3)
	X

(Economic report—Section 8)



	4. Activities and services
	X

(Economic report—Section 2)
	X

(Activity of the year—Section 2)
	X

(Results—Section 3; Project and Results—Section 4)
	X

(Economic report and Activity—Section 2)
	X

(The evolution of activities and services—Section 4)
	X

(The numbers of public hospital—Section 4)



	5. Social reporting data
	X

(Social relationship—Section 3)
	X

(The gender perspective and equal opportunities—Section 3; Human resources—Section 4; Social relationship—Section 5)
	X

(Outcome—Section 5)
	X

(Social relationship—Section 3)
	X

(Social reporting—Section 5)
	X

(Patient report—Section 2; communication—Section 3, Gender balance—Section 5)



	6. Future commitments, actions and improvement objectives
	X (Improvement objectives—Section 4)
	-
	-
	-
	-
	-



	7. Supplementary information
	
	
	
	
	X

(Section Appendix)
	X

(Section Appendix)







Source: The Authors.
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