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The Integrated Care Challenge

The Impact of Multiple Conditions

The Challenge: Summary
• Age-related chronic conditions absorb the largest, and growing,
share of health/social care activities in high-income economies
• Increasing complexity of people with multiple health and social
care problems
• People with multiple needs are much more likely to utilise
health and long-term care services
BUT
• Care systems are increasingly struggling to cope
• They remain largely built around an acute, episodic model of
care that is ill-equipped to meet the requirements of effective
chronic illness care
• Fragmentation of services leads to poor co-ordination of care for
people with long-term/complex illnesses leads to poor care
experiences and adverse outcomes
• Primary and community care systems lack strength
• Practical solutions to tackle the socio-determinants of ill-health
and pathology of the complex patient are needed

Designing Better Care for Malcolm and Barbara

Frontier Economics (2012) Enablers and barriers to integrated care and implications for Monitor -

Designing Better Care for Malcolm and Barbara
• This Figure depicts a real-life context of a
patient with advanced Alzheimer’s disease
(Malcolm) and his principle carer and spouse
(Barbara).
• The web of care was drawn by Barbara to
illustrate, over a seven year period, the range
of clinical and non-clinical services required
to support their needs.
• The illustration shows how care support to
people with complex needs comes from a
highly diverse and largely unconnected web
of care services.

Frontier Economics (2012) Enablers and barriers to integrated care and implications for Monitor -

Designing Better Care for Malcolm and Barbara
• Barbara has supported her husband, Malcolm,
to live with Alzheimer’s disease for 16 years.
• Together, they faced daily challenges in
navigating the health system (e.g. primary,
community and hospital-based care), the
social care system (e.g. respite and day
services for the elderly, welfare benefits, athome care support), and a myriad of other
services from the statutory, private and
voluntary sectors.
• At any one time, over a dozen ‘touch points’
were held with different care professionals,
• Care and support services were not always
available and/or were poorly co-ordinated.
• Barbara has reported increasing feelings of
isolation, depression and an inability to cope.
Frontier Economics (2012) Enablers and barriers to integrated care and implications for Monitor -

Designing Better Care for Malcolm and Barbara
The real-life experience of Malcolm and Barbara in the UK context is not unique but illustrates a
number of key problems that fragmented health and care systems create, including:
•
•
•
•
•
•
•
•

a lack of ownership from the range of care providers to support ‘holistic’ care needs, driven by
silo-based working and separate professional and organisational systems for governance and
accountability;
a lack of involvement of the patient/carer in supporting them to make effective choices about
their care and treatment options or enabling them to live better with their conditions through
supported self-care and empowerment strategies;
poor communication between professionals and providers, exacerbated by the inability to
share and transfer data, silo-based working, and embedded cultural behaviours;
care and treatment by different care providers for only a part of their needs, rather than seeing
the person as a whole and managing all of the needs;
the resultant simultaneous duplication of care (e.g. repeated tests or re-telling of a person’s
medical history) and gaps in care (e.g. as appointments are missed or information and follow-up
is not applied);
a poor and disabling experience for the service users as information is hard to get hold of,
differing advice and views are presented, confusion is created in the next steps of a course of
illness;
reduced ability for people to live and manage their needs effectively; and ultimately
poor system outcomes in terms of the inability to prevent unnecessary hospitalisations or longterm residential home placements

Goodwin N, Alonso A (2014) Understanding integrated care: the role of information and communication technology
in Muller S, Meyer I, Kubitschke L (Eds) Beyond Silos: The way and how of eCare, IGI Global

A Different Approach is Needed

The Promise of Integrated Care
The hypothesis for integrated care is
that it can contribute to meeting the
“Triple Aim” goal in health systems
• Improving the user’s care experience
(e.g. satisfaction, confidence, trust)
• Improving the health of people and
populations (e.g. morbidity, mortality,
quality of life, reduced hospitalisations)
• Improving the cost-effectiveness of care
systems (e.g. functional and technical
efficiency)

Understanding integrated care

What is Integrated Care?

A new idea?
The idea is not new – concern about lack of integrated care
dates back thousands of years
This concern has been about fractures in systems and delivery
that allow individuals to ‘fall through the gaps’ in care – e.g.
primary/secondary care, health/social care, mental/physical
health care

Approaches that seek to address fragmentation of care are
common across many health systems, and the need to do so
is increasing as more people live longer and with complex comorbidities

Perspectives
Shaping
Integrated Care
(Shaw et al, 2011, p.13)

A health-system based definition

“Integrated health service delivery comprises the
management and delivery of health services such that
people receive a continuum of health promotion,
health protection and disease prevention services, as
well as diagnosis, treatment, long-term care,
rehabilitation, and palliative care services through the
different levels and sites of care within the health
system and according to their needs”
(adapted from PAHO, 2011)

A process-based definition
“Integration is a coherent set of methods and models on
the funding, administrative, organizational, service delivery
and clinical levels designed to create connectivity,
alignment and collaboration within and between the cure
and care sectors. The goal of these methods and models is
to enhance quality of care and quality of life, consumer
satisfaction and system efficiency for people by cutting
across multiple services, providers and settings. Where the
result of such multi-pronged efforts to promote integration
lead to benefits for people the outcome can be called
'integrated care'”
(adapted from Kodner and Spreeuwenberg, 2002)

A user-led definition

“My care is planned with people who work together to
understand me and my carer(s), put me in control, coordinate and delivery services to achieve my best
outcomes”

(National Voices, 2012)

Integrated care is a concept centred around the

needs of service users
‘The

patient’s perspective is at the heart of any
discussion about integrated care. Achieving
integrated care requires those involved with
planning and providing services to ‘impose the
patient’s perspective as the organising principle of
service delivery’

(Shaw et al, 2011, after Lloyd and Wait, 2005)

Who is integrated care for?
• Integrated care is an approach for any individuals where gaps in care,
or poor care co-ordination, leads to an adverse impact on care
experiences and care outcomes.
• Integrated care is best suited to frail older people, to those living
with long-term chronic and mental health illnesses, and to those
with medically complex needs or requiring urgent care.
• Integrated care should not be solely regarded as a response to
managing medical problems, the principles extend to the wider
definition of promoting health and wellbeing
• Integrated care is most effective when it is population-based and
takes into account the holistic needs of patients. Disease-based
approaches ultimately lead to new silos of care.

Integration and Integrated Care
Integration is the combination of processes, methods and tools that
facilitate integrated care.
Integrated care results when the culmination of these processes directly
benefits communities, patients or service users – it is by definition
‘patient-centred’ and ‘population-oriented’
Integrated care may be judged successful if it contributes to better care
experiences; improved care outcomes; delivered more cost-effectively
‘Without integration at various levels [of health systems], all aspects of
health care performance can suffer. Patients get lost, needed services fail
to be delivered, or are delayed, quality and patient satisfaction decline,
and the potential for cost-effectiveness diminishes.’
(Kodner and Spreeuwenburg, 2002, p2)

Integration without care co-ordination cannot lead
to integrated care
Effective care co-ordination can be achieved without the need for the
formal (‘real’) integration of organisations. Within single providers,
integrated care can often be weak unless internal silos have been
addressed. Clinical and service integration matters most.

Source: Curry and Ham, 2010

Types of Integration

Intensity
of
integration
(Shaw et al, 2011, p.15; after Leutz,
1999)

A ‘scale’ of functional clinical
integration and care networks

Source: Ahgren & Axelsson (2005)

Informational
Networks
Source: Goodwin et al (2004)

Co-ordinated
Networks

Procurement
Networks

Managed
Networks

Setting the level of integration against
user need to optimise care

Source: adapted from Leutz 1999 in Nolte & McKee (2008)

Matching client needs with approaches to
integrated care
The intensity with which organisations and services need to integrate with each other
depends on the needs of the client. Full (organisational) integration works best when aimed at
people with severe, complex and long-term needs (Leutz, 1999)
Client Needs

LINKAGE

COORDINATION

FULL INTEGRATION

SEVERITY

Mild to Moderate

Moderate to severe

Moderate to severe

STABILITY

Stable

Stable

Unstable

DURATION

Short to long-term

Short to long-term

Long-term to terminal

URGENCY

Routine/non-urgent

Mostly routine

Frequently urgent

SCOPE OF NEED

Narrow to moderate

Moderate to broad

Broad

SELF-DIRECTION

Self-directed

Moderate self-directed

Weak self-directed

Integrated Care & Population Health

Integrated care between public health, populationbased and patient-centred approaches to health care.
A pro-active ‘life-course approach’ to improving health
outcomes that seeks to tackle the socio-determinants
of ill-health, not just episodes of care or care transitions
A focus on the multiple needs of whole populations,
not just to care groups or diseases

The Imperative to Invest in Health Promotion
and Ill Health Prevention
“The Future Health of Millions of
Children, the Sustainability of the
NHS, and the economic prosperity of
Britain all now depend on a radical
upgrade in prevention and public
health”
NHS 5 Year Forward View

“Those who suffer most from undercoordination are the poor,
vulnerable, old and those from ethnic
minorities. The avoidable
deterioration of their health results In
high costs for public systems“

Integrated Care as Part of a Public Health System

HEALTH &
SOCIAL CARE

Integration Strategies at Every Level

Source: adapted from Valentijn et al (2013) Understanding integrated care: a comprehensive conceptual framework based on the
Integrative functions of primary care, IJIC, vol13. Jan-Mar

The Rainbow Model for Integrated Care
Final taxonomy contained
21 key features that
support integrated care
across 8 domains

Valentijn P et al (2015) Towards an
international taxonomy of integrated primary
care: a Delphi consensus approach. BMC Fam
Pract, 16(1):64-015-0278-x
http://www.ncbi.nlm.nih.gov/pmc/articles/
PMC4446832/table/Tab5/

The Rainbow Model: Final Taxonomy Summary
 Clinical integration: case
management, continuity of
care, multi-disciplinary care
plans, supportive relationship
with client
 Professional integration: interprofessional education, interdisciplinary teams
 Organisational integration:
shared governance and
accountability; shared
strategy; trust

 System integration: aligned
regulatory frameworks to
support care coordination and
team work;
 Functional integration: shared
information systems; collective
learning and joint research;
regular feedback on
performance measures
 Normative integration: shared
vision; reciprocity of
behaviour; mutual gain;
visionary leadership;
distributed leadership; shared
norms and values

Valentijn P et al (2015) Towards an international taxonomy of integrated primary care: a Delphi consensus approach. BMC Fam Pract,
16(1):64-015-0278-x

Finally, does integrated care have values?

Key Forms of Integrated Care

Key forms of Integrated Care - 1
 Integrated care between health services, social services and other care providers
in the community (horizontal integration);
– EG CASE MANAGEMENT USING MULTI-DISCIPLINARY TEAMS TO SUPPORT
PEOPLE TO LIVE AT HOME
• Usually based on specific client group with inclusion criteria, but rarely have defined packages
of care. Flexibility in care pathway arrangements in order to be responsive to needs
• Funding: usually capitation-based with a focus on outcomes, pooled budgets
• Organisation: networked organisations under some form of collective governance, moving
towards integrated care organisations with single governance. Rarely includes hospitals, but
can build in third sector and other community-based groups

 Integrated care across primary, community, hospital and tertiary care services
(vertical integration);
– EG CARE PATHWAYS FOR DISEASES LIKE DIABETES AND COPD
• Protocol driven (best practice guidelines/map of medicine) and can use lean thinking and
system process design to develop quality improvements
• Funding: bundled payments and /or payment by specific contribution to elements of the care
pathway
• Organisation: ties between organisations usually agreed between organisations with a focus
on hand-offs and transitions - general movement towards care organisations with specific
focus on managing specific diseases (e.g. Netherlands). Rarely involves social care and the
community

Example 1:
Norrtälje North Stockholm, Sweden
•

•
•

•
•
•
•

Joint governing committee between
local authority (social care) and
Stockholm County Council (health care)
with joint funding (56k)
Focus on health promotion and
prevention
Development of new health care
company with a joint health and social
care teams e.g. including intensive
home-based case management for
older people for better transitions
to/from hospital
Moving to a shared care record
Professional report improved care coordination and patients get faster
access to care
Reduction in nursing home placements
Lower costs for home care support

Norrtälje, North Stockholm, Sweden
•

•

•

Primary, community and long-term
care providers work together within a
an integrated health and social care
provider that provides
comprehensive care to older people
TioHundra Forvaltiningen is the
financial arm of the model,
established to administer pooled
budgets (from Stockholm and
Norrtälje municipality) for all care
services. It also collects payments
and pays providers
Tio-Hundra is jointly owned by the
Stockholm county council and the
Norrtälje municipality to deliver
health and social care services for the
citizens in Norrtälje

Key forms of integrated care - 2
 Integrated care within one sector (e.g. within mental health services
through multi-professional teams or networks);
– EG PROGRAMME BUDGETING FOR DEFINED CLIENT GROUP
• Range of care services delivered across the spectrum of needs with
multiple forms of delivery
• Funding usually pooled (though in reality mainly health care) and so
develops a central strategic centre for planning and contracting care
• Delivery tends to be knitted together from range of providers, but potential
to develop ACO-type models of care like DMPs

 Integrated care between preventive and curative services;
– EG FOCUS ON PRIMARY AND SECONDARY PREVENTION TO IMPROVE
HEALTH AND WELLBEING AND REDUCE DEMAND
• Focus on public health needs socio-determinants of ill-health
• Often a separately funded and delivered activity, rarely integrated care into
the clinical pathways of care
• Delivery also tends to be outside existing care systems, but needs to be

better integrated

Case Example 2:
Gesundes Kinzigtal, Germany

A ‘Shared Gain’ Model
 Since 2006, GK has held long-term
contracts with two German not-forprofit sickness funds to integrate
health and care services for their
insured populations in Kinzigtal
 Joint venture between a network of
physicians and a management
company
 Responsible for organising care and
improving the health of nearly half of
the 71,000 population of Kinzigta
 GK holds ‘virtual accountability’ for
the health care budget for this
population group.
 If the sickness funds spend less on
health care for this group than
standardised, risk adjusted costs, GK
shares the benefits
 Targeted care management
programmes for people with chronic
illness
 A focus on improving population
health








Enrolled patients have significantly
longer survival times compared to
risk-adjusted control group
Emergency hospital admissions
increased by 10.2% for patients in
Kinzigtal compared with a 33.1%
increase in Baden-Württemberg.
High patient satisfaction
6,6% comparative budget saving
since 2006

Public Health and Community Interventions
in Gesundes Kinzigtal
 Cooperation contracts with 38 community organisations like local sports clubs,
associations for people with handicaps, dancing and hiking clubs, women’s groups,
and kids clubs
 Cooperation with about 14 local municipalities, for instance to
o joint development of two walking trails for memory training (with small tasks),
o joint partnership for hiking trails for kids and parents,
o development of a community center with nurses and housing options

 Cooperation with about 10 self help organisations
 Health Literacy to about 3,900 participants through 400 local lectures on health
and self management for a whole variety of diseases and health problems,
including establishing a “Health Academy Kinzigtal” with courses and classes for
self management training
 Employee health management – especially for Small and Medium-sized Companies
(SME)
 Health magazine and TV channel in 22 physician practices with information slots
on activities, courses, classes and health improvement programs
 Health festivals – in different locations in Kinzigtal around once a year – including
Aqua fitness classes with around 1,900 participant

Key forms of integrated care - 3
 Integrated care between providers and patients to support shared
decision making and self-management;
– EG SUPPORTED SELF CARE, ACTIVATED PATIENTS AND CARERS,
TELEHEALTH
• Essential component to integrated care effectiveness and can be an
added capability to both vertical and horizontal models of care
 Integrated care between public health, population-based and patientcentred approaches to health care. This is integrated care at its most
ambitious since it focuses on the multiple needs of whole populations, not
just to care groups or diseases
– EG POPULATON-BASED ACCOUNTABLE CARE ORGANISATIONS
• Use of capitation-based prime contractor/alliance contracting
models
• Provision by networked group of providers working to risk sharing
and outcome-driven shared goals

Key Lessons from Canterbury
• Common goals
• Consistent leadership
• Engagement – of
professionals and
communities
• Quality improvement, not
cost containment
• Developing skills and
capacity
• Robust primary care –
Pegasus Health

• Focus on care transitions
• Focus on care at home
• Information systems to
support communication
and used to drive quality
improvement
• Effective learning
strategies
• Long-term view
• Professional cultures that
support team work
– “One System, One Budget”

Timmins & Ham, 2013 - http://www.kingsfund.org.uk/publications/quest-integrated-health-and-social-care

Conclusions

What is integrated care?
A summary
There are three distinct dimensions to what integrated care means in
practice:
• Integrated care is necessary where fragmentations in care delivery
mean that care has become so poorly co-ordinated around people’s
needs that there is an adverse, or sub-optimal, impact on care
experiences and outcomes.
• Integrated care therefore seeks to improve the quality and costeffectiveness of care for people and populations by ensuring that
services are well coordinated around their needs. It is by definition,
therefore, both ‘people-centred’ and ‘population-oriented’.
• The people’s perspective thus becomes the organising principle of
service delivery, whether this be related to the individual patient,
their carers/family, or the wider community to which they belong.
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