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Foreword

Assessing the performance of integrated caregittually virgin territory, and as soon as we
embarked on this project to present tools and methodologies to assess integrated care, we
knew it would be a challenge.

We had several questions,asting with a very basic one: What is integrated care? It turned
out that within the expert group there were various interpretationswdfat this term meant,
and it took some time to reach a consensus on the definition and scope.

However, even before wecould agree on a common definition of integrated care, the
reasons why we were addressing this topic were already clear. Firstihisastage of
technological development andvith current demographic pattems, we cannot rely on
homogeneous, toglown heathcare solutions Secondly, every patient is different and we
need to developatient-centred care tailoredto individualneedsand which allows them to
be involved in their own care.

By the way, the patient we keep referring to is not a speculative arahgible concept. It's

us. We all have been, are, or will be patients at some stage of our life. And we all would like
to have access to the care that is best for us at the time we need it, and not to a generic pre
packaged solution. We wish to be at thentre. That's in a nutshell what we mean when we
talk about integrated care.

Our second big question was:hat are we going to measure8hould we focus on finding
ways tomeasure the degree of integration of care or ways to measure the performahce
integrated care systems?

In the end we decided to focus on both. Once we had looked at performance measurement,
we realised that @ achieveoptimal results, an integrated care system has to be well
designed so we then went on to study the factors thamable effective integration of care.
After all, as Avedis Donabedian wrote a long time agdga@od structure increases the
likelihood of good process, and good process increases the likelihood of good @utcome




The result of our considerable deliberati@and work is this report, which we have called
"Blocks to illustrate that setting up effective integrated care systems requires solid building
blocks in the form of frameworks and indicators agdod practiceghat are transferable

across Europe

We corsider this report to be the first block in the tower; we hope and expect that it will
substantially contribute to defining new ways to measure and improve the performance of

our integrated care systems in Europe.
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Executive Summary

Background and scope of the report

The expert group on Health Systems Performance Assessment (HSPA) was
activated in theautumn of 2014. It was mandated téocus each year on a
particular policy area ando identify tools and methodologies to support
national policy makers in developing HSPA in that specific area.

Following its first report in April 2016 on the assessing the quality of &we (
What? Strategies across Europe to assess quality of),ctre expert group
directed its focus oto the assessment of integrated care. This areaais
fundamental componenof health system reforms: it is consideregntral to
addres#ng challenges due to population ageing, the rising burden of chronic
diseases and constraints in public resourddswever, in spite of its political

relevancethere is a lack of widel

available information in terms of The transition to integrated care is a highly

tools, ~ methodologies and complex processn all aspects: design,
indicators to assess this area ( . | 4ot d t of
care delivery. Imp e.,.mAen ation 5,1 J assessment o |

AYUSAINIFUSR Ol Nb¢e

Measuring integration is differen
from measuring the performance of integeat care.This reportaddresseghis

dual challengeon the one hand it focuses on design principles, building blocks,
and system levers, talentify principles and factors that enable successful and
effective integration of care. On the other hand the repdéooks fortailored

ways to assess the performance of integrated care models in such a way that is
able to capture the specific added value brought in by the integration.

The findings of this report are based on the discussions that took place in the
expert group, which were triggered by the following activities:

A A review on experiences in implementing integrated care in Europe,
carried out by theAction GroupB3 onlintegrated @re of the European
Innovation Partnershipn ActiveandHealthy AgeingChaper 3);

A A survey orexperiences of integrated care in EU Member States, carried
out by the HSPA sufroup on integrated care in the summef 2016
(Chapter 4);

A A policy bcus group orthe measurement ointegrated care with experts

from 17 European countries and international organisations, led by the




European Observatory on Health Systems and Policies in September 2016
(Chapter 4)

Defining integrated care

The report uses the following definitiorintegrated careincludes initiatives
seeking to improve outcomes of care by overcoming issues of fragmentation
through linkage or cordination of services of providers along the continuum of
care.

Integrated care can be seento b . . . : .
both a design principle and : Measuring integration is different from
means to achieve persen| measuring the performance of imtgrated
centred, efficient and safe care -

caree
Useful approaches hav
identified targeted areas for integration, namely functional, organisational,
professional and clinical integration as well as the systemic levels at which it can
occur, i.e.horizontal integrationlinks services that are on the sartevel in the
process of health care, (e.g. general practice and community care) vdrtieal
integration brings together organisations at different levels of a hierarchical
structure under one management umbrella (e.g. primary care and secondary
care).

The transition to integrated care is a highly complex process in all aspects:
design, implementation and assessment of integrated care. So far, the evidence
base for the benefits of integrated care on both patient outcomes and-cost
effectiveness is based no smallscale examples, although the scale of
implementation is slowly growing. Better, more comparable and longer term
data collection and reporting will be crucial for building a more comprehensive
evidence base.

Building blocks, design principles andssgm levers

A review of experiences in implementing integrated care in Europedeasified
elements of good practices deemed to be successful and which potentially could
be transferable across Europe. A key lesson learned is that it matters a lot how
integrated care is designed and implemented to fit local contexts and needs.

The review was able to single out several il f I § SR dodzAif RAy3a o6t 20
"system levers" for the effective design and implementation of integrated care
frameworks. These relat®:

1. Political support and commitmenSysterawide transformative change can
only happen when many policy levers are aligned and activated towards
shared goals.




10.

11.

Governance Establishng strong governance mechanisms at both national
and local level and amagyall service providerscare authoritiesand actors
involvedis an essential step in configuring integrated care models.
Stakeholder engagemeniThe

broader the ambition, the| It matters a lot how integrated care is

more numerous and diversq qasigned and implemented to fit local
are the stakeholders that

should be engagedeffective contexts and needs

communication strategies

establish trust, confidence and good collaboration and involvement of all
stakeholders

Organisational changd&he provisiorof integrated care and service redesign
implies changes in the healthcare structures, organisation of workflows,
workforce development and resource allocation to provide more responsive
care delivery.

Leadership Effective national leadership and the emergencéooél leaders
are important factors in managing the complex process of transformation
and implementation of integrated care solutians

Collaboration and trust The broad set of changes needed to deliver
integrated care presents a significant challenge that can be partially
overcame by the willingness to collaborate and put the interest of the
overall care system above individual incentives

Workforce education and trainingThe implementation of integratedare

a2fdziazya 2FGSy NBljdzZANBaE GKS NBRSaAdy 2F K

roles and the creation of new roles to ensure continuity of care.

Patient focus / empowermentt KS LJ 0 ASyd Aa F YSYOSNI 27F

he or she must be involved inghdecisioamaking processes, and care plans

needtod $ GF At 2NBR (2 LI GASYGaQ AYRADARdzZ €
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Financing and incentives

Different funding models can| Integrated care can be seen to be both a
support the transition tothe | desjgn principle and a means to achieve

time whenthe newintegrated

services are fully operationa personcentred, efficient and safe cage

and the older ones are de

commissioned.

ICT infrastructure and solutiondntegrated care requires the sharing of
health information across divees providers to enable continuous
collaboration and citizens' active involvement.

Monitoring / evaluation system The establishment of monitoring and
performance evaluation systemis essentialto provide evidence othe
impacton quality of care, cost ofate, access and citizen experience.

It is noteworthy that each identifiedystem lever obuilding block is common to
several of the integrated care case studies that were examined.

S
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Measuring the performance of integrated care systems

Measuring theperformanceof integrated care not only has to take into account
the objectives of a health system.geimproving health outcomes, enhancing the
patient care experience and reducing costs) but atemeds to reflect the
complexity of integrated care systemmwhich operate at different tiers of service
delivery micro (patient care), meso (organisational context) and madexcel
(financing and policy context).

Furthermore, mtegrated care : : :
models can be introduced wit] There is a need, or indeed an opportunity,

different goals in mindincreasing| to develop indicators that are specific to

effectiveness of the system| . ..
reducing costsjmproving patient | INt€gratedcare, although several existing

safety, etc. Before setting in plac| indicators can be already used for measurin
an assessment system it | the performance of integrated care

important to explicitly define and
agree on the goal of integrated care in a specific context, to permit a sound
assessment of its performance.

As countries vary with regarth HSPA frameworks more broadly and integrated

care approaches more specifically, any integrated care measurement system or

FNI YSG2N)] &aK2dzZ R 06S GFAft2NBR (G2 O2dzyiNRSaAQ a
Y2 aAyat S WNRIKGQ | LIehad Vakdlior dveylsystens.2 dzft R 6 S | LIL

Different countries are at different stages in the development of integrated care
systems Therefore approaches and frameworks to assess integrated care can be
seen to lie on a continuum that stretches from selected indicethat may form

part of a wider framework of system performance assessment to a specific
integrated health system measurement approach.

Another concern relates to where integrated care performance assessments sit

within the wider HSPA processes and systems in a given country, given that

YSYOSN) adlidSa RAFFSNI Ay (GKS waidlr3asSQ 2F GKS;
systems. One proposal isat national HSPA reporting could include a set of core

measures indicative of integrated care reported on a regular (e-gniiial)

basis, while more huepth thematic volumes (on primary care, mental health

care etc.) might provide more detailed insighhto progress on integrated care.

In order to select relevant measures through which to evaluate the performance
and progress of integrated care systems there needs to be a good understanding
of:

1 the core aims of integrated care

1 the desired outcomes




1 the timeframe over which such outcomes can reasonably be expected to be

achieved
1 how impact can be measured
i the robustness of measures

1 simplicity and ease of measurement.

Only a small number of EU
Member States have so fa
developed specific indicator set
to assess integratedare or that
could be used for this purposg
(Table 2. This reflects

Integrated care models can be introduced
with different goals in mind: increasing
effectiveness of the system, reducing costs,
improving patient safety, et

international experience, with

only a few other countriesand (i K S

22NIR | SFHEGK hNBRBFYATIFIGAZ2Y

strategy on peopleentred and integrated health services releasing documented
frameworks and indicator se{3able 3)

There is a need, or indeed an opportunity, to develop indicators that are specific
to integrated care, although several existing indicators can be alreadyg for
measuring the pdormance of integrated carelnnovdive indicators thatare
more specific to integrated cahouldbe used to assess:

i Structure; to enable assessment of the basic conditions, building blocks or
system levers needed to facilitate transformation to more integrated care

systems.

¢ Processeg focusing in particular on those areas where service users are
most at risk of lack of integrated service delivery, such as transition points
between care levels and between sectors, and task shifting.

Outcomeg; to capture in particular those for people thimultimorbidity, as

well as patientreported experience measures (PREMS)

y
OUTCOMES PROCESSES
T —> >

By population groups
/ disease areas

Patient-reported
experience measures

Service proxies

g

SYSTEMS
LEVERS

AN

Care transitions Information technology

Task shifting Financing and payment
Regulatory and
incentive framework

Workforce

In fact, he Donabedian approach to evaluate quality of care by assessing
structure, process and outcome provides a useful way to guide integrated care

performance measurement.
adraSyYySyid GKI G
322R LINROSaa

AYONBL aSa

‘€h expert group agreed with Donabedian
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Chapterl

Introduction

Background

In June 2011, underthe Hungarian

presidency, the Council adopted a set of
conclusions towards modern, responsive
and sustainable health systefsAs part

of this process, the Council invited
Member States and the Commission to
initiate a reflection process aiming to
identify effective ways of investing in

health, so as to pursue modern,
responsive and sustainable health
systems.

Several working groups were established,
with participants from Member States and
the Commission. Among their conclusions
was the recommendation tcset up an
expert group to deal with Health Systems
Performance Assessment (HSPA).

The Council Working Party on Public
Health at Senior Level (WPPHSL)
acknowledged the recommendations and
agreed on the terms of reference for the
expert group on HSPAlts mandate was
defined by the following objectives:

1. Provide participating Member States
with a forum for exchange of
experiencs on the use of HSPA at
national level.

2. Support national policynakers by
identifying tools and methodologies
for developingHSPA.

3. Define criteria and procedures for
selecting priority areas for HSPA at
national level, as well as for selecting
priority areas that could be assessed
EUwide in order to illustrate and
better understand variations in the
performance of national health

systems.
4. Intensify EU cooperation  with
international organisations, in

particular the OECD and the WHO.

In Autumn 2014, the Commission, in

cooperation with Sweden, activated the

expert group on health systems

performance assessment (from here :on

the Expert Group) inviting all Member

States to participate; the OECD, the WHO
Regional Office for Europe, and the
European Observatory on Health Systems
and Policies are permanent members of
the Expert Group.

Sweden cechaired the Expert Group
together with the Commission until July
2016, when Belgium took over the role of
co-Chair Up to February 201the Expert
Grouphas met eight times; four meetings
have taken place in Brussels and four in
other European capitals: Stockholm,
Berlin, Rome, and Viennd&'te meetings
permit a deeper insight into Member
{GF054Q SELISNARSYOS
exchange of practices.
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The scope of this report

The Expert Group focuses each year on a
particular priority area, with the goal to
identify tools and methodologiesto
support policy makers in developing HSPA
in that specific area.

In its first year of activity, the Expert
Group worled on the assessment of
quality of care. It presented its findings in
April 2016 in the report So What?

Strategies across Europe to assejuality

of care®

During 2016, theExpert Group'sarea of
interest wasthe assessment of integrated
care. This area was selected because of
the interest many health systems show
towards the development of integrated
care models, and also becaus# the
scarcity of tools, methodologies and
indicators to assess this area of care
delivery.

It was clear from the first discussion
among the experts in the Group that they
were confronted with a double task. On
the one hand, they had to find ways to
assess thedegree of integration of a
system; in other words, to measure how
firmly integrated were different layers of
care delivery. On the other hand, the
experts had to find tailored ways to assess
the performance of integrated care
models, which were able to pture the
specific added value brought in by the
integration.

The structure ofthis report mirrors this

dual challenge: Chapter 2 presents an
overview on theory, concepts and
definitions of integrated care; this is based
on the work developed during the

reflection process on health systems
mentioned above, and on the following-in
depth analysis carried out by experts in
the Group.

Chapter 3 provides a broad analysis of
experiences of integrated care models,
aiming to identify key factors that enable
goodintegration of care and readiness for
integration. This analysis is done on the
basis of a large number of cases and
provides insights on how to assess the
degree of integration of a system. This
chapter was drafted by representatives of
B3 Action Groupn Integrated Caref the
European Innovation Partnership on
Activeand Healthy Ageinga collaborative
space of partners representing around 120
multi-stakeholder commitments across
the EU to promote integrated care
services that are more closely oriented t
the needs of patients.

Chapter 4 provides an overview of trends
in assessing the performance of integrated
care, together with some lists of indicators
already in use in some pilot experiences.
The chapter also discusses the potential
use and usefulness of existing frameworks
and indicators and the role of evaluating
achievements in the context of broader,
systemlevel performance assessment
strategies and frameworks. The chapter
was drafted by Dr Ellen Nolte of the
European Observatory on Health Systems
and Policies, and buildsn insights from
experts from 17 European countries that
took part in a structured policy focus
group whose main objective was to
generate indepth discussion and provide
suggestions and recommendations for a
framework for performance assessment of
integraed care.
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Chapter2

What do we mean by
Integrated care: theory,
concepts and definitions

In carrying out the survey on the use of
integrated care in Europe,hé Expert
Groupreferred tothe following definition

Integrated careincludesnitiatives seeking

to improve outcomes of care by
overcoming issues of fragmentation
through linkage or cordination of

services of providers along the continuum
of care.

This definition was used by the integrated
care subgroup of the EU reflection
process on modern, responsive and
sustainable health systentslt appeared
to be broad enough to ensure thatpriori
no valuable initiatives would be omitted in
the discussion on integrated care in the
Expert Group.

Naturdly, this is only one of many
approaches to answer the question of
what integrated care is. Depending on
which aspects are seen as crucial,
scientific definitions as well as those
adopted for everyday use, when
integrated care projects and models are
drafted, may differ.

The rest of this chapter is based on the
presentation given by Dr Ellen Nolte at the
seminar on integrated care measurement
on 8April 2016 in Rome.

Reasons for integrating care

Demographic changesave resulted in
people livinglonger butalso in the broad
diffusion  of chronic longtanding
illnesses As a consequence, a rising
number of people with complex care
needs require the development ofare
delivery systems that bring together a
range of professioals and skills from #h
healthcare, longterm and social care
sectors. The former helps them to
overcome difficulties stemming from their
health status deterioration. The latter
continue to provide assistance when they
get better and their condition is not acute
but their abilty to function independently
is limited.

Failure to better integrate or coordinate
services from these sectors may result in
suboptimal outcomes. It not only entails a
missed opportunity to bring together the
best possible outcomes of cure and care
activties but it also means that limited

10



resources may be wasted,
human and financial resources.

including

Integrated care classifications

Integration of care impacts upon many
aspects of care systems' functioning.
concerns their different functions and
levels. It may be limited to only one sector
(health, social care) or be inter sectorial.
All  these factors make classifying
integrated care multidimensional and
almost as complex as the needs of those
to whom itis provided.

Different approaches have attempted to
capture the targets of integration, in
terms of both its hierarchical levels as well
as its degree (depth). Shortell et al.
(1994f and Simoens and Scott (1999)
mention fourtargets of integration

1 functional: integration of key support
functions and activities, e.g. financial
management, strategic planning and
human resources management;

1 organisational: e.g. creation of
networks, mergers, contracting;

1 professional: e.g. joint working, group
practices, contracting or strategic
alliances of healthcare professionals
within and between institutions and
organisations;

9 clinical: integration of different
components of clinical processes, e.g.
coordination of care services for
individual health care service use
care pathways;

They differentiate integration depending
on the levels of the system it involves:

1 horizontal integration: links services
that are on the same level in the

process of health care, e.g. general
practice and community care;

1 vertical intgyration: brings together
organisations at different levels of a
hierarchical structure under one
management umbrella, e.g. primary
care and secondary care.

The degree to which elements of a care
system are connected places various
initiatives on acontinuum of integration:

1 linkage: operating through separate
structures of existing health and social
services systems, with organisations
retaining their own service
responsibilities, funding and eligibility
criteria and operational rules;

f co-ordination: this involves additional
explicit structures and processes, such
as routinely shared information,
discharge  planning and case
managers, to ceordinate care across
various sectors;

T full integration integrated
organisation/system assumes
responsibility fo all services,

resources and funding, which may be
subsumed in one managed structure
or through contractual agreements
between different organisation§>®

A relation may be observed between the
needs of patients and the degree of
integration in care systems. The more
complex the care needs are, the more
appropriate it would be to move along the
integration continuum fom linkage to full
integration.

In  systems where risktratification
methods are used, mixes of services
envisaged for different strat of the
population differ in terms of integration

11



and completeness, depending on the level
of needs for care. In the case of laigk
healthy people only health promotion
activities are proposed whereas severely
ill patients, especially those who have

Figurel: Setting the ével of integration agai

terminal conditions, receive a vast range
of health and social care services. The
design of services reflects this relation
between the level of needs and the
degree of integration.

nst user need to optimise care

High

User need

» Identify ‘emergent need’
Low * Refer and follow-up
* Provide information on request

* Identi ulation ‘at risk’
Moderate . Dischg’rgg‘:)/anning

* routine, bidirectional reporting

» Case managersl! linkage staff

* Defined payment arrangements

» Understand who pays for what
I— Linkage ﬁ Coordination % Integration

Level of integration

* Multidisciplinary teams manage all care in all
key settings

» Common records used as part of joint
practicelmanagement

* Fund pooling for purchasing from both
sides/new services

Source: adapted from Leutz (199®) Nolte &

Based on work by Leutz, the following
activities relate to different needs levels
and degrees of integration:

1 low needs and linkageadentification
of "emergent need"; referring and
follow-up; on request provision of
information; clarifying who pays for
which services;

1 moderate needs and cordination:
identification of the population at
risk; discharge planning; routine,
bidirectionalreporting; establishing of
case managers and staff linkages;
defining payment agreements;

McKee (2008)

1 high needs and integratiorall care in
all settings is managed by
multidisciplinary teams; using
common health records as part of
joint practice/management; fundings
pooled to purchase cure and care
services.

Another way of describing integrated care
is by focussing onthe process of

integration. Normative integration occurs
when shared values are ahe core of

implemented changes. The other type i.e.
systemic inégration, takes place if rules
and policies are implemented in a
coherent way. It needs to be highlighted

12



that the process of integration typically
requires simultaneous action at different
levels, involves different functions, and
develops in different pases®® Figure2
presents integration of care on different
levels: micro ¢ clinical integration of
personfocused care, mes@ concerning
professionals and ganisations and the

Figure2: Different levels of care integration

populationbased care that they provide
and finally, macro levet where all the
systems also providing populatidrased
care are integrated. According to this
approach both normative and functional
integration take place at the meso and
macro levels.

Functional integration

System integration

Organisational integration

Normative integration

Population-based care ‘ | Person-focused care | ‘ Population-based care |

[ [ [
Macro level Mesao level

Micro level

Meso level Macro IeveJ

Sourceadapted fromValentijn et al. 201
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Chapter3

Building blocks, design
principles and system levers
for Integrated care

Many stakeholders considerniegrated
care as fundamental to reforming the
health system to address challenges due
to population ageing, the rising burden of
chronic diseases and constraints in public
resources. The transition to integrated
care is, however, @aomplex process with
high complexity being present in all
aspects: design, implementation and
assessment of integrated care.

In most cases integrated care has been
implemented on a small scalealthough
there are cases wheredeployment is
growing in sizeThe evidence from these
earlier efforts suggests that benefits in
terms of patient outcomes can be
legitimately expected. In terms of cest
effectiveness, although some positive
assessments were carried dut the
evidence base is less clear.

Thislack of evidencas partly due to the
absenceof available data collected over
longterm periods experts argue that it
can taketen years or more to see a clear
impact in terms of coseffectiveness at
system level Partly it is also due to
differencesand inconsistencies in what is

measured thusleading to data whiclare
not comparable or easy to aggregate
Finally it is inpart due to evidencenot
being reported in scientific publications,
but only inthe grey literature.

Nevertheless, there are cases where the
implementation of integrated care has led
to benefits, both in terms ofhealth
outcomes and coseffectiveness. One
lessonlearnt from these cases is that it
matters a lot how integrated care is
designed and implemented to fit the local
context and needs. If not done effectively,
it may not bring benefits and, under such
circumstances, whatever indicators are
used to measure performance will
inevitably show poor or suboptimal
results.

Other lessons, which can be drawn from
well-functioning integrated care
programmes to date, concern elements
that make them work well the "system
levers" - and elements that can be
consideredas "transferable".

To this end, a review of experiences in
implementing integrated care in Europe

15



was carried outby the secretariat of the
Expert Group and by the "B3 Action Group
on Integrated Care" of the European
Innovation Partnership on Active and
Healthy Ageing (EIP on AHA). The
objective of this review was to identify the
elements of the good practices which
were recognised by the owners of the
good practices as successful and
potentially transferable across Europe.
The rationale was to captureedrning
embedded in the good practices and make
it available to potential adopters of these
innovative practices.

The cases examined came from various
sources, with variable degree of detail in

their description depending on the
template for the descripon of good

practice. The sources are listed the

references of this chapter

Highlights of success factors from
Integrated care experiences in
Europe

Thereview focused on identifying success
factors and transferable elements from a
number of integratedcare programmes in
Europe, according to the description and
analysis in the documentation available.
Annex 1 provides detailef the findings
for each case reviewed.

Figure3: identified factors that endle successful integration of care

Monitoring /
evaluation
system

ICT
infrastructures
and solutions

Financing and
incentives

Patient focus /
empowerment

Workforce
education
and training

Palitical
support and
commitment

Factors enabling
successful
integration of
care and
readiness for
integration

Collaboration
and trust

Governance

Stakeholders
engagement

Organisational
change

Leadership

The review was not carried out in the
context of a scientific forum or evaluation
of the success factors. The botteup

approach was adopted with the objective
to capture the experience and lesns
learned in the implementation and
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assessment of integrated care in the
European regions. It has nevertheless
highlighted a number of principles and
factors which the stakeholder community
in the domain of integrated recognise as
being important, namsf:

=

Political support and commitment
Governance

Stakeholder engagement
Organisational change
Leadership

Collaboration and trust
Workforce education and training
Patient focus / empowerment

. Financing andhcentives

10.ICT infrastructure and solutions
11.Monitoring / evaluation system

©OoNOOOh~WDN

Annex 2 provides a summarised
illustration of the experiencesn which
these principles wereobserved each
identified principleis common to several
integrated care experiences

Analysis of factors enabling
successful inkgration of care and
readiness for integration

Each identified principlérom the review
is discussed in greater detail belpsase
study examplesare provided in square
brackets for illustrative purposes.

Political support and commitment

The redesign ofexisting systems of care
to provide a more integrated set of
services will require changecross many
levels, including the creation of new roles,
processes and working practices.

This is a disruptive procesgyreating a
compelling vision and strategy for
integrated care with clearly defined

objectives [as in the Basque Country,
Scotland] that is embeddedh national /
regional policy significantly determines
the success of integrated service delivery
models.

Furthermore the policy needs to be built
on the outcomes of stakeholder
engagement and public consultations
[Northern Ireland] to establish a common
understanding and commitment on the

future direction of travel [Basque
Country].
Political commitment ad support is

required at all levels. At netnal level,
policy support can foster initial
investments  to  facilitate = system
integration [Belgium, Kinzigtal] or to
provide central funding in the realm of a
systemic  shift from hospitdbased
treatment to prewentive care for long
term conditions [Scotland]. Such a shift
can only be triggered by national political
engagement and willingness to change,
especially in centralist stas [Région lle
de-France] whilstpolitical support at the
regional and local levelplays a more
important role for federal states or states

with strong regional powers [Brescia,
Catalonia, Emil#&Romagna, Southern
Denmark]. However, systemnide

transformative change can only happen
when many policy levers are aligned and
activated towads shared goals.

Political commitment often results in the
adoption of innovative legislation and
legal frameworks to support
implementation of integrated care
services and to promote crosectoral

strategic  planning Ifaly, Scotland,

Southern Denmark]. In general, overall
political mobilisation elevates the issue of
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integrated care and associated forms of
cooperation and agreements among all
parties. Involvement of all stakeholders in
the development, implementation and
dissemination of the new models and
ways of working, and formalisation of
agreements between parties proves to be
a successful factor in integration of
services [Walcheren].

This involves, for example, collaborations
between home care, primary care and
acute (hospital) care [Skane], introduction
of telemonitoring services following tep
down political decisions [Northern Ireland,
Olomouc], agreements to ensure
continuity of care [Southern Denmark] or
to implementtools to support integrated
care delivery such as risk stratification
tools [Scotland].

Governance
One of the first steps to consider when
approaching integrated care is the

establisbment of strong governance
mechanisms at both national and local
level [Scotland] and among the private
service provides and the care
authorities/actors involved [Kinzigtal].

These governance mechanisman take
the form of"joint governance" through an
Integrated Management Board made up
of representatives of all providers [North
West London, Walcheren, Olomouc]. Such
a Board can be responsiblfor defining
agreed goals and outcomes, a shared
performance and evaluation framework
[North West London]and procedures and
standards [Southern Denmark, Scotland].

Joint governance can be operationalised
via a single management structure, which
integrates health and social care
organisations and becomes responsible

for commissioning and providing health
and social care services [Torbay]. Another
way of achieving this is tbugh the

establishment of a new organisation
whose role is to managéhe redesign of

care to facilitate system integration. This
organisation has accountability for
managing the healthcare budget and
responsibility for concluding contracts
with a range otare providers [Kinzigtal].

Next to such management structures,
working partnerships among care actors
and providers need to be established, with
a shared responsibility for planning and
delivering care [Scotland]. At local level,
care delivery organisains can benefit
from having lean/flat structures: these
promote trust among managers and care
staff and also help to save on overheads,
which can enable rnvestment of savings
into innovation and care improvements
[Buurtzorg].

Continuity of care can bensured by a
supportive legal frameworthat promotes
crosssectorial strategic planning to meet
the needs of the population [Scotland]
and the formulation of agreements that
strengthen cooperation among
administrations and care providers
[Olomouc, Southe Denmark].

Within the overall governance scheme,
achievirg the right balance between tep
down and Dbottomup levers and
configuring the right incentives is an
important ingredient for success [Basque
Country, Belgiunj.

Stakeholder engagement

Integrated care includes many levels of
integration  between primary and
secondary care, among stakeholders
involved in the care process, or across
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many organisations. It may be developed
simply for healthcare needs (i.ezertical
integration) or it may include sai
workers, the non-for-profit sector and
informal care (i.ehorizontal integration).
The broader the ambition, the more
numerous and diverse are the
stakeholders that should be engaged and
with whom one should communicate

Similarly to political comnmbent and
support, stakeholder engagement needs
to happen at all levels and across all
relevant sectors [EmiliRomagna,
Valencia]. Strong clinician collaboration
[Catalonia, Northern Ireland], engagement
of policy actors [Kinzigtal], participation of
munidpalities [Saxony], voluntary and
statutory organisations [Northern Ireland,
EmiliaRomagna], involvement and
reflection on the opinions of patients and
citizens and commitment and €o
operation between health and social care
professionals [Badalona, Getafd’uglia]
are essential for the implementation of
integrated care solutions.

Effective
establish trust,

communication strategies
confidence and good
collaboration and involvement of all
stakeholders. It is also necessary to
overcome any communication haers
and increase awareness among participant
organisations [Kinzigtal].

All stakeholders need to be equally and
regularly engaged in policy formulation,
budget spending [Torbay] dgm and
development of solution specifications
[Pardubice, Scotland]. This has often been
referred to as
SY L2 6 S NI S Erigdgément of
stakeholders in the implementation phase
of projects isalso critical tosuccessfuy

aadl 1 SKz S Njservices

put in placeintegrated care services and
foster accepance of organisational
changes in care delivery and managerial
processes[Southern Denmark Belgiunj.
Early involvement is a critical success
factor in speeding up the design and
implementation of integrated care
services.

Improved cooperation [Norrbotte] and
active engagement of stakeholders is
facilitated by the creation of networks to
promote and support knowledge transfer
dissemination of findings, reflections and
feedback on the implementation of
integrated care services [EmilBomagna,
Saxony, Sitland].

Organisational change

The provision of integrated care and
service redesign implies changes in the
healthcare structures, organisation of
workflows, wokforce development and
resource allocation to provide more
responsive care delivery. There are a
number of ways in which the regions can
support the expansion of integrated
health and social care programmes and re
organise their systems, services and care
processes.

This reorganisatio often  requires
horizontal integration ad collaboration
among general mactitioners (GPs) and
other health and social care providers
[Kinzigtal, Puglia]. Examples include the
establishment ofintegrated primary care
centres [Valencia] to enlarge the sapf
healthcare centres; the introduction of
[Olomouc] or full
integration of health and social care
services [Badalona, Northern Ireland,
Scotlaml] to ensure continuity of carand
shared responsibilities [Jonkoping].
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Emphasis on the pati® and the need to
re-orientate the focus of care fronthe
hospital to the patient is another critical
element of service redesign [Norrbotten,

Scotland, Skane, Southern Denmark
Belgiunj.

Other  examples include  building
partnerships and crossectoral

cooperation of health and social care
providers to  establish  standards
assessments, technical and clinical
protocols [North West London, Olomouc,
Puglia, Scotland, Walcheren] and to
introduce integrated carepathways to
streamline the management of health
problems across prevention, acuteare,
rehabilitation, chronic and palliative care
and to ensure a continuum of care
[LanguedoeRoussillon, Norrbotten, Puglia,
Saxony, Trikala, Valencia].

The redesign of professional roles and the
provision of new or extended roles for
health and social care professionatso
enabk the implementation of integrated
care [Olomouc, Puglia]. These comprise
the inclusion of social workers in
healthcare settings to promote integration
between care levels andreas [Basque
Country, Torbay], thentroduction of new
roles such asase managers [Badalona],
management and continuity nurses who
apply case margement methodologies
[Valencia], or health and social care
coordinators/ managers [TorbaylOther
examples includethe establishment of
integrated, celocated health and social
care teams, with a strong emphasis on

multi-professional leadership and
development [Torbay].
The regions have adopd various

approaches to helpdentify and correct

deficiencies related tthe implementation

of organisational changes. For example,
the use of business process notation
models, flexible implementation and
incremental pace to accommodate the
learning processes of both health and care
professionals and patients appear to be

effedive strategies to deal with the
complexity of organisational changes
[Catalonia, Northern Ireland]. Other

examples include the establishment of
dedicated project teams or Steering
Groups with dedicated local
implementation officers to implement the
change[Northern Ireland, Scotland]. This
has the dual purpose of maintaining
momentum during a period of change and
conflicting priorities and of providing local
and regionaldedicated support, including
technical support, for strategic planning
and service redsign [Northern Ireland,
Scotland].

In general, change management is
addressed through agreeing strategic and
operational  objectives along with
responsibilities; developing and
implementing an agreed operational plan;
and communication strategy [Norrbah,
Northern Ireland, Scotland].

The government may also provide
incentives (money time and external
support) to health and care professionals
for re-thinking and redesigning the
organistion of health in pilot regions
[Belgium: he action plan of the it
regions must include 14 components and
has to address structural charlge

Leadership

Effective national leadership and the
emergence oflocal leaders / champions
are important factors in managinghe
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complex transformation and
implementation of integated care
solutions [JOnkdping, Olomouc, Scotland,
Walcheren].

¢tKS SEA&GSYOS =27
critical enabler in implementing digital
health and care services at scale
[Scotland]. Other examples include the
establishment of improvementleaders
and leadership fora for discussions and
decisionmaking across organisations
[Skane]. This often requires a significant
investment in  senior management
leadership, local leadership programmes
and dedicated programme suppofiprth
WestLondon, Torhy].

Organisational stability and continuity of
leadership is another critical enabler of
integrated care, including scientific,

managerial and clinical leadership
[Catalonia, Getafe, Torbay]. Strong clinical
leadership, in particular fronGPs, plays a

central part in ensuring the effective

participation and engagement of other

clinicians North WestLondon].

Engaged healthcare professionals and
local championsare more proneto work
together to achieve psitive outcomes and
facilitate a snowball effectfor the large
scale deployment of integrated -care
solutions [Catalonid\orth WestLondon].

Collaboration and trust

The broad set of changes needed to
deliver integrated care at a regional or
national level presents a significant
challenge. This requirag-organisation of

services [Badalona] and care processes;
alignment of purposge across diverse

organisations and professions; and the
willingness to collaborate and put the

interest of the overall care system above
individual incentives Belgium, Emilia
Romagna, Kinzigtal, Norrbotten, Southern
Denmark, Valencia]. The introduction of
very flat structures, with less hierarchig,

d R A @hhiliterestingddpproatiiAte Yullding Ard

ecosystem of rust and collaboration
among involvedstakeholders [Buurtzorg,
Jonkoping].

The establishment of networks for
healthcare providers and otheagencies
and authorities  enables  active
cooperation, networking and trust among
stakeholders Belgium Piemonte,Saxony.
Healthcare providers are also involved in
the design and specification of the service
procured and in the selection of the

contractors to deliver this service
[Northern Ireland].
Collaboration and trust among

stakeholders are facilitated by the
participation in European, national and
regional projects that have the objective
of facilitating knowledge transfer, learning
and generating further evidence on
integrated care [Catalonia, Languedoc
Roussillon, Olomouc, Puglia, Scotland].

Workforce educationand training

As the systems of care are transformed,
many new roles need to be created and
new skills developed. As demands
continue to change, skills, talent and
experience must be retained and the
ataisSvya 2F OIFNB ySSR
aeaidSyarm coiskantly striving to
improve  productivity and increase
success.

As such, the implementation of integrated
care solutions often requires the redesign
2T KSIftGK | yR
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roles [Catalonia] and / or the creation of
new professional roles to ensure
continuity of care e.g. telemedicine
physiciais, management nurses, nurse
coaches and continuity nurses [Olomouc,
Puglia, Valencia]. This is often supported
by dedicated education and training
programmes onextended roles [Brescia,
Buurtorg, Piemonte, Puglia].

The incorporation of the training modules
as part of the solution is another example
of workforce education and training
[Puglia]. In addition, commitment to
adaptive, continuous learning and long
term education plans has provero the
successful in empowernin the workforce
[Brescia, NortiWest London, Norrbotten].

The establishment of learning networks to
support sharing of good practices and
knowledge is another common success
factor [Belgium, Norrbotten, Saxony,
Scotland]. Thereare various resources
freely available to support workforce
development, such as webcastgth re-
useable content for undergraduate
teaching sessions [Scotlandpnferences
dedicated newsletters development of
manuals and personal discussions with
interested parties [Saxony].

Other resources to drive change include
the establishment of muklstakeholder
education and training steering groups for
staff working in health, social care and
housing servicesBelgium,Scotland]. The
rationale is to promote crosssector
collaboration and develop a skills
framework, particularly for the healthcare
professionals involved in the delivery of
digital services [Scotland].

Patient focus / empowerment

Patient empowerment has to be at the
core of integrated care. T& implies that

the patent A& |  YSYOSNI 27
G S Yhétshe / she is involvedni the
decisionmaking processesand that care
L Fya FFNBX {FAf2NBR
needs. It has been argued that the barriers
to patient empowerment are mainly
located at the cultural levebnd affect
both patients and health and social care
professionals.

02

Patient empowerment occurs at the
different levels within health and care
systems. There are examples of
involvement of patients at the policy level
at the heart of strategic planning for
integrated care and the vision for
improvement [Scotland, Torbaylat an
operational level throughco-creation of
care plans and service solutionsldrth
West London, Norrbotten, Olomouc,
Scotland], and in engagement and
recuitment processes [Puglia]. Other
examples include the involvement of
patients in providing feedback on some
service specifications and on the
development of products HBelgium,
Northern Ireland].

Another critical element of patient
empowerment is the deelopment and
implementation of trainig strategies
[Northern Ireland] andthe provision of
education and training programmes and
tools for patients to increasehealth
fAGSNI Oe YR LI GASYGaQ
in the collaborative decisiemaking
processes Belgium, Northern Ireland,
Norrbotten, Puglia, Scotland]. The format
of education and training modules has
changed over the years, with a current
focus on educational games, social media,
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networks and other platforms and training LK@ aAOA I YyaQ ySig2N] AY
facilities [Puglia]. the generated margins / profits is +e
inveged in training of local physicians and
Equally, patients are empowered through  another part is available to physicians as
access to their healthcare data and increased income. The shareevenue
information about health care services models leverage health improvements by
[Puglia, Olomouc, Scotland]. Data privacy incentivising prevention activity and
is a critical incentive to use these services efficiency savings in processes [Kinzigtal].
[Puglia].
The conceptof a guaranteed budget for a
Another aspect of patient empowerment region is an incentive to organise health
lies in the recognition that not all services  and social care differentlywhen a region
are appropriate for all patients. had less expenditures during the pilot
Stratification of patients and identification period (4 years) they can 4iavest the
2F GUKS GNAIKGE LI GA S gfiicientyagairls in hétkedidBolgiim] St SYSy
to successful patient empowerment

[Basque Country, Norrbotten, Olomouc,
Scotland].

In general, truly empowered patients
prove to be the drivers of change and they
help to focus on the quality of provided
services [Valencia].

Financing andncentives

Moving towardsintegrated care requires
initial investment and a degree of
operational funding during the transition
to the new models of care as well as-on
going financial support andncentives
until the new services are fully operational
and the older ones are deommissioned.
This means welkstablished incentives,
financing and reimbursement schemes to
allow alignment of the financial interests
of payers and providers in the system
[Kinzigtal].

Several models can be observed across
European regions. The shareglvenue
model promotes additional incentives for
healthcare professionals. F@xample, in
the case of Kinzigtal, the regional health
management company is @wvned by the

Another form of incentive is the
performancebased financial bonus. For
instance, doctors are paid if patients are
fit for work after 4 weeks on a programme
and remainin the same condition for
other 6 months without any interruptions.
In contrast, if thepatient is stillnot fit for
work after 8 weeks on the programme,
the doctors ae financially penalised, e.qg.
by 7% of their remuneration [TK in
Germany].

Another example [Valencia] shows
financial bonuses resulting in up to 40%
higher earnings for higperformance and
for the compliance of healthcare
professionals. In some cases, the
incentives target private entities to treat
patients in the most appropriate and cest
effective setting, which means limiting the
demand on hospital services through
prevenive and community care services
[Valencia].

Another form of incentive is thiongterm

contract (10 years or more) that allows for
initial investment until earnings are
sufficient to secure return on investment
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[Kinzigtal, Valencia]. The evidence also
shows that sustainability of service
provision in the londerm is incentivised
via investment to attract young doctors to
specific regions by offering them training
positions required for their medical
qualifications [Kinzigtal].

A bundled payment schemehare risk is
shared between payers, healthcare
providers and ICT suppliers seems to
release systemlevel efficiencies and to
facilitate investment in ICT innovation
without increasing total healthcare costs
[Catalonia]. Other examples include
shared risk modek (Public-Private
Partnership, PP) between healthcare
providers and IT providers [Catalonia]
contractual moded (PPP withcapitation)
where a private entity receives a fixed
annual sum pr local inhabitantfrom the

regional government [Valencia],and
pooled budgets for integrated
commissioning with a shared risk

approach and capitation payment cover
all patient care [North West London,
Torbay].

The endto-end managed exvice model
may beusefulto develop innovative and
flexible services. Tki means that the
contract is for the provision of a service,
including clinical triage, and not simply for
the purchase of patient equipment and
software. It provides the capacity and
capability to flexibly manage and grow the
service over time [Northerrréland].
Another example is thaeward funding
model where those performing well are
given extra funding whereas those who
have not achieved the required targets are
provided with additional intensive support
to meet them [Scotland].

In some regions, theintroduction of
business cases is emerging [Northern
Ireland], particularly in the case dhe
delivery of remote telemonitoring
services.

ICT infrastructure and solutions

Integrated care requires, as a foundational
capacity, the sharing of health infoation
and care plans across diverse care teams
and sectors to enable continuous
collaboration, measuring and managing
outcomes, and enabling citizens to take a
more active role in their care. This means
building on existing eHealth services;
connecting hem in new ways to support
integration; and augmenting them with
new capabilities, such as enhanced
security and mobility. This process is
equally supported by the introduction of
information governance and privacy and
security policies [Puglia, Scotland].

The timeline of implementation of health
information systems needs to be carefully
planned. There is a need to incorporate
considerable leeway forefinement and
unexpected complexity of ICT solutions
and infrastructure INorth West London].
Another crical factor is connectivity and
broadband availability [Trikala].

The existence of common ICT
infrastructure Belgium,Brescia, Kinzigtal,
Norrbotten, NorthWest London, Southern
Denmark, Valencia] facilitates the
transferability and deployment of ICT

sdutions. The simplification of ICT
infrastructure enables easier use of
interoperability standards to support

integration of services and information
flows across the continuum of care
[Badalona, Campania Catalonia, Emilia
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Romagna, Southern Denmark, Tr#al
Valencia].

The definition of both clinical and
technical standards is an important
enabler of information sharing [Catalonia].
Another enabler includes analytics and

algorithms to allow exchange of
structured and unstructured data
between healthcare providers and

suppliers or to provide feedback on
LI GASYyGaQ o0SKI @A 2 dzNJ
Puglia].

The introduction of an open IQ3atform

to support organisational interoperability
and collaborative work, with no need to
replace the preexisting proprietaries, has
proven to be an important element to
overcome resistance to ICT solutions
[Badalona, Catalonia, Em#Romagna,
Puglia]. Scalable and robust ICT systems
with rich user interfaes allow the gradual
implementation of additional ICT
components with minimum disruption
[Campania, Catalonia].

Various tools to manage the health
information of enrolled patients have
been introduced in Europe. This includes
the introduction of unique p#ent
identifiers and / or centralised shared
electronic health records tosupport
cooperation between GP practices and
other care actors across health and social
care settings [Badalona, Kinzigtal,
Olomouc, Scotland, Southern Denmark,
Valencia]. Confidemdlity and security
measures applied to patient records,
registries and other online services and
devices for use by patients have proven to
be a critical factor in enabling informatien
sharing and continuous collaboration.

The use of ICT solutionsppeas to be
more effective when it is introduced as
part of the service redesign [Scotland,
Olomouc]. The use of ICT solutions in
routine practice has facilitated the work of
healthcare professionals, improved the
management of workflows [Olomouc] and
empowerd citizens [Getafe]. The
reliability of ICT solutions a prerequisite
for confidence and trust in using ICT by
patients and health care professionals
Noribaiténf Gloyhdut, Puglin]f 2 Y 2 dzO =

A further enabler of implementation of ICT
solutions to support the irggration of
health and social care services concerns
procurement frameworks that address the
issue of variances in procurement
processes from area to area [Scotland].
The introduction of modular systems
ensures vendor independence so that
different vendors can provide specific
functionalities [Badalona].

Monitoring / evaluation systems

As new care pathways and services are
introduced to support integrated care,
there is a clear needo ensure that the
changes havéhe desired effect on quality
of care, cos of care, access and citizen
experience. This supports the concept of
evidencebased investment, where the
impact of each change is monitored and
evaluated.

Some monitoring and performance
evaluation systeméave been established
to provide evidence oimpact in a number
of European regions [Kinzigtal, Scotland,
Skane, Torbay, Valencia]. Continuous
evaluation of the progress of the
strategies for inégrated care is critical to
scaleup process as it provides the results
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and lessons learned during the

implementation process [Basque Country].
In addition, a strong performance

management culture within the National

Health Service (NHS) can be observed
[Scotland].

Benchmarking exercises are other
examples of monitoringsystems, often
facilitating the allocabn of performance
based financial bonuses [Skane] and
providing cost analytics and whdt
capabilities [Valencia]. The evaluation of
the performance of GP surgeries and
other multidisciplinary groups drives
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Figure4: Maturity Model for Integrated Care

competition and encouragesharing of
best practices [Northwest London].

The Maturity Model

It is noteworthy that the findings of the
review of integrated care cases in Europe
bear a strong resemblance to the
dimensions of the Maturity Model
developed by the B3 Action Group on
Integrated Care of the European
innovation partnership on active and
healthy ageing

READINESS
TO CHANGE

..
STRUCTURE &
GOVERNANCE
P INFORMATION
R e ) & eHEALTH
( ®P *“SERVICES

FINANCE &
FUNDING

’ E
TANDARDISATION
T =
@Q'é C & SIMPLIFICATION

REMOVAL OF
INHIBITORS

26



The Maturity Model was developed on the
basis of interviews with 12 European
regions with a rationale to capture the

local learning and experience when
implementing integrated care. The

Maturity Model intends to assess the

& @ & § &padity to adopt integrated care
approaches. It covers a broad range of
areas, which relate tesystem levers and

essential blocks in terms of readiness and
maturity to implement integrated care.

The Maturity Model functions as a self
assessment toolthat: (a) provides an

indication of the readiness of care
authorities to adopt integrated care and
(b) supports them to improve their
capacity to deploy integrated care

services. As such, the Maturity Model is
not an objective measurement with an
intention to compare the regions in terms
of their performance in integrated care. It
servesinstead as a tool to facilitate very

complex multistakeholder discussions on

integrated care in order to guide the

regions on how to improve rather than

rank their perfornance in this area. The

Model provides useful insights on where
the European regions currently stand in
terms of weakness and strengths and thus
provide an opportunity to share good

practices in integrated care and promote
learning from each other.

The may activities that need to be
managed in order to deliver integrated
care have been grouped into 12
GRAYSyaArz2zyaés S| OK
part of the overall effort (Figure 2)Annex
3 provides a more detailed description of
the Maturity Model and Table A3
summarises these 1@aturity dimensions
and their corresponding maturity
indicators The Annex also contains
guidance on how to apply it in order to
assess maturity.
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Chapter 4

Measuring the performance of

Integrated care

Integrated care tends to raise high
expectationsfor enhanced effectiveness
and efficiency, andhe sustainability of
broader service delivery.There is an
expechtion forintegrated care to support
the achievement of the s@® I f £ SR

I AYQ | IgkISi@ditabdous focus on
improving health outcomes, enhancing
the patient care experience and reducing
costs?

In order to assess the extet which the
transformation to more integrated care
systems meets these overarching goals, it
will be necessary to collect evidence
involving ongoing monitoring of progress
to identify potential problems, support
the further development of approaches
and inform decision making within a
framework that includes specific and
measurable objectives.

Measurement of progress will have to
reflect the complexity of integrated care
systems Existing approaches to, and
frameworks for, assessment have sought
to capture these through considering the
different tiers of service delivery at the
micro (patient care), meso (organisational
context) and macrdevel (financing and
policy context}; distinguishing structure,

process and outcome dimensis;
focusing on diffeent perspectives such as
patient/family, health care professional(s),
and system representativels) or a
combination of thesé.

We NA LI S

As different countries are at different
stages in the development of integrated
care systemsapproaches and frameworks
to assess integrated care can further be
seen to lie on a aginuum that stretches
from selected indicators that may form
part of a wider system performance
assessment framewofK to an integrated
health system measurement approattt
Against this background the is a need to
better understand the range of
approaches and indicators that have been
developed so far and how measurement
of integrated care performance sits within
a broader HSPAramework in a given
context. This wilalsohelp to inform policy
develpment that is suited to individual
O2dzy iNASAQ ySSRa | yR

This section of the report aims to
contribute to filling this gap by:

1. providing an overview of trends in and
indicators used for assessing the
performance of integrated care. This
draws on a rapid review of published
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documents; it includes a brief
discussion of some of the requirements
for indicator selection for assessing the
performance of integrated care and a
summary overview of examples of
existing indicator sets and frameworks
that are being developed or
implemented in various countries or
settings.

2. discussing the potential use and
usefulness of existing frameworks and

AYRAOI (2 NE&
to more integrated health services and
systems, and the role of evaliirg
achievements in the context of
broader, systemevel performance
assessment strategies and frameworks.
This second componentuilds, mainly,
on insights from experts from 17
European countries that took part in a
structured policy focus group of the
Expert Group (Box).

Ay O2dzy G NRS

Box 1: Policy focus groupintegrated Care

The policy focus group brought together experts witkdapth knowledge on their respective HSPA
processes from 17 countries in Europe. By means of a-stuttured facilitated discussion
coordinated by the European Observatory on Health Systems andeBplaxperts reflected om
frameworks and indicators for performance assessment of integrated care.

Focus groups are frequently used in qualitative research to explore topics that are not easy to
observe or that are sensitive, to ascertain perspectives experiences from people on a topic inja
short time span, or to gather preliminary data and clarify findings from another method, among
other uses’

The main objective of the focus group was to generatddpth discussion and provide suggestigns
and recoanmendations for a framework for performance assessment of integrated care. Tgking
existing frameworks for performance assessment of integrated care as a starting point, focus group
discussions explored a set of questions around:

- Domains for measurinigtegrated care

-The dggreg to which e,xisting domaip indjcatgrs reflect in:[egrated care as i'E is congiqeteql in
LI NUAOALI yuaQ AYRADARIzZ f O2dzy UNE O2y USELU

- The potential to distinguish between core indictors (which should be measured by all countrieg) and
supplementary indicators (which countries may wish to monitor) in each domain
- Data availability and options for new data collection
-¢KS NRES 2F AYGSNYFdGA2y!l f
frameworks and indicatarand collect relevant data

2NHI yAal GA2ya Ay Tl OA

Focus group participants were provided with background documentation prepared by the Eurppean
Observatory, which summarised documented trends in performance assessment of integrated care
and provided examples of existing indicatsets and frameworks that are being developed|or
implemented in various countries or settings. This material was shared with participants in agvance
to the meeting of the policy focus group, held on 22 September 2016 in Brussels. Subsequen to the
meeting, focus group participants were given the opportunity to consult with other experts in their
countries and to provide additional comments and insights and, where appropriate and rel¢vant,
documented empirical evidence subsequent to the policy focus gnoegting. Additional comment$
and suggestions received were incorporated into the present report to ensure that it approprjately
NETtSOGa O2dzyiNE Q& SELISNASYyOSao
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The policy focus group approach builds on
a similar exercise undertakeas part of
the work by the Expert Group on quality of
care (2016§. The main objective of the
focus group was to generate -gepth
discussion and provide suggestions and
recommendations for a framework for
performance assessment of integrated
care. However, and inline with the
previous report, the policy focus group
explicitly did not seek to benchmark
O2dzy G NASaQ
whether a given country is performing
better on integrated care than another
one. Instead, it provided a forum for
exchange of expegnces of, and views on,
assessing integrated care performance
and how this sits within wider efforts to
measure health system performance, and
the lessons that might be learned from the
insights gathered, both in terms of
informing policy development in th
countries concerned as well as cross
national policy learning by means of
exchanging examples of good practices.

Box2: Desirable attributes of quality indicators

Choosing indicators to assess the
performance of integrated care

Identifying  indicators  suitable  for
assessing the performance of integrated
care systems faces the same challenges
that have been described for choosing
measures capturing the quality of care
more broadly!?® ' Fundamental to
measurement is the notion that an
observed change in a given indicator

S E LIS NA Sy Ogfieds samblthingi @bout $h@ lurideidlying S

care delivery and qualit}? Therefore, if
measurement is to guide further
improvement, indicators should meet
certain criteria to allov for appropriate
conclusions about cause and effect to be
drawn or cause of action to be taken (Box
2). Or, to put it more simply, the identified
indicators need to show that taking a
particular action leads to some desired
outcome, such as lower morbigit or
mortality.*®

Analysts have presented lists of desirable attributes of quality indicators, with validity (the ex
which the measure captures the concept it is meant to measure), reliability (the extent to which
measurenent with the given indicator is reproducible) and sensitivity to change considered al

tent to

ong

the key criteriat? Depending on the context and purpose of measurement, the range of indigator
attributes may be broadened, howevero-example Pringle et al. (2002) proposed a list of| 12

attributes to guide indicator selection, arguing that, in addition to being valid and reliable, should
also be communicable, effective, objective, available, contextual, attributable, interpretable,

comparable, remediable and repeatalle with others adding adaptabilit§; feasibility’,
acceptability®, policy relevancg and actionability” as further criteria fo quality indicators?

The applicabilty and relevance of
selection criteria will vary with the
purpose and context of measurement. For
example, international quality
measurement initiatives, to a great extent,
have to rely on existing data sets ¢nable

comparison.  Thus, feasibilty and
comparability form important criteria for

indicator selection, such as within the
OECD Health Care Quality Indicators
(HCQI) ProjecfT@ble1).'®
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Tablel: Selection criteria for quality indicators in the OECD Health Care Quality Indicators

Project

Criterion Definition

Validity Sufficientscientific evidence exists to support a link between the value of an indicator ang
or more aspects of health care quality

Reliability Repeated measurements of a stable phenomenon get similar results

Relevance An indicator measures an aspect @diality with high clinical importance, a high burden
disease or high health care use

Actionability An indicator measures an aspect of quality that is subject to control by providers and/q

health care system and is actually used at a national Harepolicy making, monitoring o
strategy development

International feasibility | An indicator can be derived for international comparisons without substantial additi

resources

International Reporting countries comply with the relevadata definition and where differences in th
comparability indicator values between countries reflect issues in quality of care rather than differeng

data collection methodologies, coding or other nquality of care reasons

Source: Carinci et al. (201%)

In the context of identifying a set of

indicators for measuring the quality of incentives® Indicator selection was furthe
integrated care in the UK, Raleigh a&it informed by a broader set of
(2014) drew on criteria proposed by the  considerations, ranging from the
UK Association of Public Health  population being targeted by integrated
Observatorie¥’, namely, importance and care efforts to the feasibility of data
relevance, validity, accuracy, reliability,  collection (Box3).

feasibility, meaningfulness, implications

for action and avoidance of perverse

r

Box3: Considerations for selecting indicators for measuring the quality of integrated care

Raleigh et al. (2014) describe a broad set of considerations that may guidel#wtion of indicators
for measuring the quality of integrated care. These’are

=A =4 =4 -8 -8 8 9

= =4 =4

1

Size of the population covered

Represents important aspects of the care system

Is (wholly or partly) within the control of care services (i.e. attributability)

Change is detectable within suitable time frames

Unambiguous interpretation

Likelihood of being meaningful to service users, caaadsthe public

Likelihood of being meaningful to care professionals, managers and commissioner
purchasers of services)

Reflective of the service user perspective and/or value for money perspective

Timeliness

Ability to assess the impact on inequig between service user groups and areas as it relate
access to and outcomes of care

5 (i.e.

s to

Measurable from routinely collected data

Clearly, the applicability of different system context. Howeer, reflecting on
considerations will vary by country and the evidence for integrated café and
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following Goodwin (2015), a small number
of core requirements that a framework or
indicator set for assessing integrated care
performance will need to meet can be
identified?* Thus, in order to select
relevant measures through which to
evaluate the performance and progress of
integrated care systems there needs to be
a good understanding of:

1 the core aims of integrated care: who
is involved and what does the
approach or system seek to influence

1 the desired outcomes: what
outcomes  should result from
integrated care and to what extent
are the measures aligned with the
range of desired outcomes

1 the timeframe over which such
outcomes can reasonably be expected
to be achieved: to what extent have
available measurement categories the
potential to be improved?

1 how impact can be measureth what
extent can an observed change in a
given outcome measure be attributed
to integrated care activities and
strategies?

1 the robustness of measures: to what
extent can a given measure inform
action for further improvement by
decisionmakers and professionals
and does it incite perverse incentives?

1 simplicity and ease of measurement:
what data is already being collected
and what are the options for novel
and innovativeways to collect data
that will align with data collection
systems already in place?

Indicator sets for assessing the
performance of integrated care: a
summary overview of existing
frameworks and indicators

A surveyon the use of integrated care in
EU countries carried out by theub-group
on Integrated Carén the summer of 2016
highlighted that only a small number of EU
Member States have so far developed
indicator sets dedicated to the assessment
of integrated cae.

Of the countries responding to the survey,
United Kingdom has developed a small set
of national metrics for measuring progress
in health and social care integration
efforts locally Italy has developed a
specific set of indicators to explicitly
measue aspects of integrated cardout
these are currently not measured at the
national level. Four countries (Austria,
Belgium, Spain, Sweden) pointed to the
existence of indicator sets that were not
specifically developed for assessing the
performance of intgrated care as such
but may be used for this purposat least

in part(Table2).

In the Netherlands experiences with
assessing integrated camge gathered in
relation to selected dimensions within
regionatlevel pioneer sitesand in Spain,
data are being collectedwithin the
National Health Barometer Barometro
Sanitarig that can be used for the
assessment of spects @ integrated and
coordinated care Finally in Estonia, a
2015 assessment of the state of health
system integation identified a set of eight
indicators that sought to measure the
extent to which care is delivered in the
appropriate care setting and of
coordination and continuity of care across
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care settings for a set of acute and chronic
conditions, where applable®

These obsert#ons for EU Member States
reflect international experiences more
broadly, with only a small number of
countries and organisations having
published a set of quality indicators
through which to monitor performance as
a means to support the move towards

more integrated health system& These
include, in addition to the UK, New
Zealand and the US, along with the WHO
global strategy on peopieentred and
integrated health services (2015), which
suggested a monitoring framework that
builds, in part, on these national proposals
and initiatives’
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Table2: Indicators used for assessing performance of integrated care in selected EU

Member States

Austria

Austria has not developed an explicit framework for assessing the coordination and integration ¢
A specific outcomeframework has been devised in relation the 2013 health reform; the framev
includes indicators that could be linked to various aspects of integrated care

Belgium
Comment Dimension/s Indicators
A systematic approach is | Continuity of care | 1. Informational continuly in general practice:

being developed as part of
the integrated care pilot
programme.

At present the only
experience with assessing
integrated care is related to
selected dimensions within
the national HSPA process:
continuity, effectiveness an(
patient centeredness

N

. Management continuity between hospital an

. Coordination in ambulatory care: Proportion

. Coordination in hospital care: Patients with

Coverage of global medical record (% of
population with at least one contact with the
GP within three years)

LadzZd t t NPGARSNI / 2y A

GP: GP encounter within 7 days afterspital
discharge (% patients 65+)

of adult diabetics (under insulin) with a
convention/passport/care trajectory (% of
patients)

cancer discussed at the multidigkhary team
meeting (%)

Patient
centeredness

. Doctor spending enough time with patients

. Doctor providing easyo-understand

. Doctor givingppportunity to ask questions or

. Doctor involving patients in decisions about

during the consultation (% of respondents,
contact with GP/SP)

explanation (% of respondents, contact with
GP/SP)

raise concerns (% of respondents, contact
with GP/SP)

care and/or treatments (% of respondents,
contact with GP/SP)

Effectiveness

. Asthma hospital admissions in adults (/100

000population)
Complication of diabetes hospital admission
in adults (/100 000 population)

Estonia

Comment

Dimension/s

Indicators

Indicators identified as part
of the 2015 study that
sought to assess the state (¢

health system integratiofl

Extent to which
care is deliverd in
the appropriate
care setting

f
l
)l

Avoidable hospital admissions
Extended hospital stays
Avoidable specialist visits
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Extent of adequate| § Underprovision of preventive services
coordination and | § Adequate provider continuity iprimary care
continuity across | § Incomplete discharges from acute inpatie
care settings care
1 Inadequate acute inpatient followp care
1 Unnecessary preoperative diagnos
procedures
Italy
Comment Dimension/s Indicators

A number of indicators that
form part of wider
performance assessment
efforts arebeingused as
proxies for integrated care.
A specific set of indicators ti
explicitly measure aspects (¢
integrated care has been
developed

Efectiveness and
continuity of cae

Indicators that are already in use as proxies

integrated care

1 Avoidable hospitalisation for asthma, COF
diabetes

1 Oneyear mortality and MACCE after IV
discharge

Indicators that have been developed but are 1
as yet measured at national level

1 Adherence toevidencebased treatment
1 Followup for diabetes, COPD, heart failu
colon and breast cancer

The Netherlands

Comment Dimension/s Indicators
At present the only Not yet specified | Diabetes care: A combinati of process and
experience with assessing outcome indicators, e.g. HbAlc levels, BMI, blg
integrated care is related to pressure, foot examinations, kidney function
selected dimensions within testing, cholesterol testing, etc.
regionatlevel pioneer sites Population management pioneer sites:
A national for the 1 Population health (e.g. health outcomes,
assessment of integrated disease burden, functioninguality of life,
care has not yet been etc.)
developed 1 Quality of care (e.g. patient safety,
effectiveness responsiveness, etc.)
T Cost per capita (e.g. cost of care, volumes,
productivity losses, etc.)
1 Implementation process
Spain
Comment Dimension/s Indicators

Aspects of integrated care
areincludedin selected

indicator setancluding data
collected within theNational

Care coordination,
patient experience

Percentage of patients reporting that their
guestions about theitreatment have been
answered by the primary care centre
Percentage of patients reporting thapecialist
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Health Barometer
(Barébmetro Sanitarip

appointmentswere arranged by therimary
care cente

Percentage of patients perceiving that their
family doctor and the specialist they had to se
communicate and coordinate well

Percentage of patients reporting that they hav
been given all the information needed when
havingto visita specialist obeingadmitted to
hospital

Sweden

Comment

Dimension/s

Indicators

A specific set of indicators t
explicitly measure aspects (
integrated care has not (yet

Integrated care
(examples of
indicators as

Percentage of patients that have received hely
to stop smoking after an AMI
Prescribing and use of inappropriate medicatig

been developed. However, | proxieg for persons aged 75 and older and living in
number of indicators that St RSNI & K2YSa¢ 02 YL,
form part of wider of 75 + persons (reflecting coordinatiand
performance assessment integration of medical expertise within social
efforts may be used as care for the elderly)
proxies for integrated care Coordination in cancer care: Patients with can
discussed at the multidisciplinary team meetin
(reflecting integration within specialist care
among different health care professis)
Different aspects of avoidable hospitalisations
Patient 1 Health care providers spending enough tim
centredness with patients

(examples of
indicators derived
from patient
guestionnaires)

1 Health care provider communicating easy
understandinformation

1 Involvement in decisions about health care
interventions

The United Kingdom

Comment

Dimension/s

Indicators

National metrics; currently
developing a set of
standards

1 Non-elective admissions
1 Delayed transfers of care
T  Admissions to carbomes

Source: Country responses to the EC Expert Group on iH#8Ao integrated care (2016)

Table 3 provides a summary overview of
selected features of existing indicator sets
and frameworks for assessing the
performance of inégrated care. It is

important to highlight that examples

presented in Table 3 capture documented
frameworks and indicator sets only. As
O2dzy UNASAQ FGOSYLIN a

integrated care systems are evolving, so
are their efforts to develop systems for

performance measurement, which

however, may not yet have been made
publicly available.

g2 Y2@S G2 Y2 NB
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Table3: Documented frameworks and indicator sets for assessing the performance of integrated care

Country/ Context Objective Domains Indicator selection: Indicators

organisation considerations and criteria

Italy

Ministry of National Plan for Toimplement and The Ministry of health in The National Outcome progran 1. Process indicators:
Health/National | Chronic evaluate effectiveness| agreement with all the regions | already includes indicators to adherence to clinical
Agency for Diseases(2016)/Natior] of an integrated care | has approved in September 201 evaluateintegrated care guidelines, timeliness of
Regional al Outcome Evaluation plan for chronic a national plan to address chron| indirectly. interventions;

Services Programmeref 30a e | diseases diseases, proposing: Indicator selection was framed

30b:
http://www.regioni.it/
sanita/2016/09/27/co
nferenzastato-regionk
del15-09-2016
accordetra-il-governc
le-regionie-le-
provinceautonome
sukdocumentepiano-
nazionaledella
cronicita478007/
http://95.110.213.190/
PNEedizionel6 pl/inde

x.php

1. anew cultural approach at
system, service, professiona
and patient level

2. an integrated model
between hospital and
community

3. support for home care

patient-centred approach

5. multidimensional and
outcome evaluation

»

according to:
homogeneous data quality
across Regions, interconnectin
capacity of health databases,
scientific evidence,
implementation within regional
or local evaluation systems.
Clinical andrganizational
appropriateness were
considered

Specific indicators to evaluate
integrated care have also been
developed but not yet
calculated, identifying a model
of integrated care and results @
implementation to be
measured through HSPA
indicatorsspecifically
developed.

3.

Qutcome indicators:
mortality, avoidable
hospitalBation, disease
complications

1 Avoidable hospita¢ation
for ambulatory care
sensitive condition
(ACSC)

1 1 year mortality and
MACCE after admission
for Acute Myocardial
Infarction

9 Medium term
complications (mortality,
revasculagation and
amputation) after
admission for severe
artheropathy

1 Long term complication
for diabetes

Indicators of interactin
process/outcome.
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http://www.regioni.it/sanita/2016/09/27/conferenza-stato-regioni-del-15-09-2016-accordo-tra-il-governo-le-regioni-e-le-province-autonome-sul-documento-piano-nazionale-della-cronicita-478007/
http://www.regioni.it/sanita/2016/09/27/conferenza-stato-regioni-del-15-09-2016-accordo-tra-il-governo-le-regioni-e-le-province-autonome-sul-documento-piano-nazionale-della-cronicita-478007/
http://www.regioni.it/sanita/2016/09/27/conferenza-stato-regioni-del-15-09-2016-accordo-tra-il-governo-le-regioni-e-le-province-autonome-sul-documento-piano-nazionale-della-cronicita-478007/
http://www.regioni.it/sanita/2016/09/27/conferenza-stato-regioni-del-15-09-2016-accordo-tra-il-governo-le-regioni-e-le-province-autonome-sul-documento-piano-nazionale-della-cronicita-478007/
http://www.regioni.it/sanita/2016/09/27/conferenza-stato-regioni-del-15-09-2016-accordo-tra-il-governo-le-regioni-e-le-province-autonome-sul-documento-piano-nazionale-della-cronicita-478007/
http://www.regioni.it/sanita/2016/09/27/conferenza-stato-regioni-del-15-09-2016-accordo-tra-il-governo-le-regioni-e-le-province-autonome-sul-documento-piano-nazionale-della-cronicita-478007/
http://www.regioni.it/sanita/2016/09/27/conferenza-stato-regioni-del-15-09-2016-accordo-tra-il-governo-le-regioni-e-le-province-autonome-sul-documento-piano-nazionale-della-cronicita-478007/
http://www.regioni.it/sanita/2016/09/27/conferenza-stato-regioni-del-15-09-2016-accordo-tra-il-governo-le-regioni-e-le-province-autonome-sul-documento-piano-nazionale-della-cronicita-478007/
http://www.regioni.it/sanita/2016/09/27/conferenza-stato-regioni-del-15-09-2016-accordo-tra-il-governo-le-regioni-e-le-province-autonome-sul-documento-piano-nazionale-della-cronicita-478007/
http://www.regioni.it/sanita/2016/09/27/conferenza-stato-regioni-del-15-09-2016-accordo-tra-il-governo-le-regioni-e-le-province-autonome-sul-documento-piano-nazionale-della-cronicita-478007/
http://95.110.213.190/PNEedizione16_p/index.php
http://95.110.213.190/PNEedizione16_p/index.php
http://95.110.213.190/PNEedizione16_p/index.php

New Zealand

Government:
Ministry of
Health

Integrated
Performance and
Incentive Framework
(IPIF) (2014)

¢ 2 &adzlJli2 NJ
system in addressing
equity, safety, quality,
access and cost of
aSNWAOSa¢

Systemlevel measures intended
G2 aSyO02dzNI} 3S A
ASNIAOS AYLINERJS
across organisations within
district health systems; system
level measures are set nationally
and arealigned with the Triple
Aim:
1.Improved health and equity for
all populations
2.Best value for public health
System resources
3.Improved quality, safety and
experience of care

Adds selected measures of
capacity and capability that
underpin the system

Systemlevel measures serve as
WKAIK fSOSt 2NE
for locally determined
contributory measures which
reflect needs and priorities of
local communities and health
services

Principal considerations:

9 Systemlevel measures are
specific and measable

1 Contributory measures are a
balance of performance
AYRAOLI G2 N&
measures (i.e. to inform
discussions without specific
targets or thresholds)

9 There is a balance of input,
output and outcome
measures

9 The collection and reporting
of measues should not
increase the reporting burdet
on providers

by

Sees the process of indicator
development to be a continuing
one with placeholders for areas
for which readily available
indicators do not currently exis
(e.g. healthy adolescent and
healthy ageig)

The proposed initial system
measures comprise 19
indicators; these are not
specific to integrated care as
such

United Kingdom

NHS England

National programme
of integrated care and
support Pioneers
Beginning in 2013, the
programme involves a
total of 25 integrated
pioneer sites that are
developing and testing

The pioneer
programme aims to
GwakKz2gOl as|
benefits of providing
personcentred,
AyiS3aNI SR
GoaKl NBS8 S|

practical support with

Distinguishes 6 principal

headings:

9 Community wellbeing and
population health

1 Organisational processesid
systems

1 Personal outcomes

1 Resource use/balance of care

Indicator selection was framed
by explicit use of a pragmatic
approach that reflects the
elements of care coordination
and integration covered by
other existing frameworks,
while also taking account of

wider system aspects.

The proposed indicator set
distinguishes a generic indicatq
list which comprises 35
indicators and suisets for
specific clinical or population
groups, including mental health
and learning disabilities (18
indicators); cardiovascular

39



new and different
ways of bringing
together health and
social care services
across England.

others seeking to
adapt and adopt
pioneer experience in
their own health and
OF NB S0O2y2|
7)24

To support this
programme, the
Department of Health
commissioned a
scoping review to
identify and provide
advice on indicators of
integrated care for
progress monitoring
using routine date’

1 Service proxies for outcomes
1 User/carer experience

disease (5 indicators) and
cancer (1 indicator)

An overview of the 35
indicators is included in the
generic list is presented in
document 5 (see references)

Department of
Health and
Department for
Communities
and Local
Government
(England)

Better Care Fund (BFC
A pooled fund for the
NHS and local
government
(responsible for social
care) to commission
jointly health and
social care services.
Starting in 2015/16,
the government
committed £3.8 billion
to the BFC, which was
supplemented by an
additional £1.5 billion
contribution from local
areas”

a o drive the
transformation of local
services to ensure that|
people receive better
and more integrated

" NBE FyR &,
5)25

Not reported

To measure progress of
integration through the BCF,
the BCF Policy Framework
established four national
metricswhich local areas are
required to report on®

National metrics based on a
range of criteria, in particular,
GiKS ySSR F2NJ
available with sufficient

NB3Idz F NAG& FyR

National metrics 2014.7°":

1 Non-elective admissions (als
referred to as emergency
admissions);

9 Delayed transfers afare
from hospital per 100,000
population

9 Longterm support needs of
older people (aged 65 and
over) met by admission to
residential and nursing care
homes, per 100,000
population

1 Proportion of older people
(65 and over) who were still
at home 91 days afre
discharge from hospital into
reablement/rehabilitation
services
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The Scottish
Government

Health and social care
integration as per 2014
Public Bodies (Joint
Working) (Scotland)
Act

The 2014 legislation
put in place a
framework for
integrating health and
social care in
Scotland’® The Act
requires regional
health boards, which
plan and commission
community health,
primary and secondary
care for their
populations, and local
authorities,
responsible for adult
social care and social
work, to establish
integrated partnership
arrangemers. Coming
into force in April
2016, 31 local
partnerships have
been set up across
Scotland in which NHS
and local council care
services are jointly
responsible for the
health and care needs
of patients.29

¢2 aSyadzNS
who use services get
the right care and
support whatever their
needs, at any point in
their care journey.

Integration will mean a
greater emphasis on
enabling people to stay
in their homes, or
another homely
setting, where
possible, sharing their
lives with their family
and friends, doing the
things that give life
YSIEYyAy3a |y
(p. 17°

The 2014 legislation has defined
nine National Health and
Wellbeing Outcomes, which

G LINE @A R@c framedwaikNT
for the planning and delivery of
KSFHft UK FyR &az2o0A}
(- 1))

1.People are able to look after
and improve their own health
and wellbeing and live in good
health for longer.

2.People, including those with
disabilities or long term
conditions or who are fradre
able to live, as far as reasonaly
practicable, independently and
at home or in a homely setting
in their community.

3.People who use health and
social care services have
positive experiences of those
services, and have their dignity
respected.

4.Health ard social care services
are centred on helping to
maintain or improve the quality
of life of people who use those
services.

5.Health and social care service
contribute to reducing health
inequalities.

6.People who provide unpaid
care are supported to look

after their own health and

Newly established Integration
Authorities must report
annually on how they are
improving the National Health
and Wellbeing Outcomes,
AyOf dzRAYy3A 2y Y
AYGSIANI GAZ2Y AY

The indicators have been (or
will be) developed from
national data and they are
organised into two gups,
according to the principal data
source they derive from:

1.0utcomes indicators based
2y adz2NBSe ¥FSS
emphasise the importance of
a personal outcomes
approach and the key role of
user feedback in improving
j dzI £ A G @ ¢

2.Indicators derived from
organisational/ system data
primarily collected for other
reasons

It is acknowledged that the
identified indictors need to be
tested in practice in terms of
usefulness for reporting
progress and identifying areas

for improvement and so inform

The proposed core suit of
integration indicators includes
total of 23 measures. Of these,
10 are survey based and the
remaining 13 derivérom
routinely collected
organisational or system data.

An overview of the 23
indicators igresented in
document 7 (see references)
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wellbeing, including to reduce
any negative impact of their
caring role on their own health
and wellbeing.

7.People using health and socia
care services are safe from
harm.

8.People who work in health and
social care services feel
engaged with the work they do
and are supported to
continuously improve the
information, support, care and
treatment they provide.

9.Resources are used effectively
and efficiently in the provision
of health and social care
services.

planning. Tlkre is an
SELSOGIGAZ2Y GK
develop and improve over time
and that some of them still
NBIljdzZA NB RIFGF R
1)

United States

Agency for
Healthcare
Research and

Quality (AHRQ)

Increasing efforts by
organisations and
systemsacross the U.S
enhance care
coordination to
strengthen patiert
centred, highquality
care but lack of
measures to assess th
extent to which care
coordination is being
achieved.

Recognised need to
identify care
coordinationspecific
measurement results

Research project
launched by AHRQ
FAYAYy3 (2
atlas to help evaluators
identify appropriate
measures foassessing
care coordination
interventions in
research studies and
demonstration
projects, particularly
those measures
focusing on care
coordination in
F'Yodz | G2 NE
1!

Measures otare coordination
are organised along two
dimensions to facilitate selection
of care coordination measures b
Atlas users (see al€grror!
eference source not found. in
Annex 5§:
1.Mechanisms to achieve care

coordination:

Care coordination activities

9 Establish accountability or
negotiate responsibility
Communicate
Facilitate transitions
Assess needs and goals
Create a proactive care plarn

= =4 —a —a 9

Monitor, follow-up and

Included measures:

1 focus on the ambulatory care
setting (for example,
transition from inpatient to
outpatient care)

9 reflect structure (e.g.
presence of a patient registry
that can identify complex
patients with coordination
needs), process (e.g. %
patients asked to review thei
medications during a primary
care visit), andntermediate
outcomes (e.g. % test results
communicated to patients
within a specific timeframe)

1 have valid measurement

The 2014 Atlas updatésts
around 90 existing measures g
care coordination that are
organised along the two
dimensions: mechanisms to
achieve care coordination;
perspective
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to inform better
understanding of the
mechanisms that lead
to better outcomes:

respond to change
9 Support seHmanagement
goals
9 Link to community resource
9 Align resources with patient
and population needs
Broad approaches
1 Teamwork focused on
coordination
Health care home
Care management
Medication management
Health ITenabled
coordination

= —a —a —9

2.Measurement perspective:
1 Patient/family
9 Health care professionalls
1 System representative/s

properties according to
National Quality Forum (NQH
standards

1 have been field tested

1 are within the public domain

National Quality|
Forum (NFGQS

Care coordination
considered to be a
crucial component to
help health care
systems to achieve
improved patient
outcomes and enhanct
the quality and
affordability of care.

Recognised need to
aSadlotArak
meaningful foundation
for future
development of a set
of practices with

demonstrated impact

Multi-phased Care
Coordination project
launched by NQF in
HaMmm G2 4t
lack of crossutting
measures in the NQF
measure portfolio by
developing a path
forward for meaningful
measures of care
coordination
leveraging health
information
G§SOKyz2f 2°3¢& ]

Starting from evaluating 11

crosscutting measures

potentially suitable for

assessing coordination, the N(

eventually recommended

total of five measures:

9 Emergency transfer
communication: % paties
transferred to another health
care facility whose medical
record documentation
indicated that required
information was
communicated to the
receiving facility prior to
departure or within 30
minutes of transfer
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2y LI GASyd
around care
coordination (p. 3)

1 Median time from emergency,
department arrial to time of
departure from the
emergency room for patients
admitted to the facility from
the emergency department

1 Median time from emergency,
department arrival to time of
departure from the
emergency room for patients
discharged from the
emergency depdment

1 Median time from admit
decision time to time of
departure from the
emergency department for
emergency department
patients admitted to
inpatient status

9 Medication reconciliation:
Number of unintentional
medication discrepancies pe
patient (hospitailsed adults);
assesses the actual quality o
the medication reconciliation
process by identifying errors
in admission and discharge
medication orders due to
problems with the
medication reconciliation
process.

World Health Organization

Global strategyn
peoplecentred and
integrated health
services

Global strategy is
52y aARSNBR
for a fundamental
paradigm shift in the

Informed by existing frameworksg
and indicator sets, the proposed
measurement framework

distinguishes 6 domains:

Proposed list of pantial
measures to be used for
monitoring progress to
achieving the strategy builds o

The proposed list includes a
large number on potential
measures of peopleentred
and integrated health services

44



way health services art
funded, managed and
RSt AOSNBR |
the challenges being
faced by health
systems around the
world as populations
are living longer and
the burden of costly
long-term chronic
conditions and
preventable illnesses
that require multiple
complex interventions
over many years
O2y G AydzsSa
77

1.Systemlevel measures of
community welbeing and
population health

2.Service proxies for improved
health outcomes

3.Personal health outcomes for
people and communities

4.Resource utilisation measures
that demonstrate the
reorientation ofactivities
towards primary and
community care

5.0rganisational processes and
characteristics that support
evidence that systems to
support highquality people
centred and integrated health
services are in place

6.User and carer experiences

indicators that have been
developed in different settings
to assess the impact of people
centred and integrated health
services.

It specifically drew on the New
Zealandntegrated
Performance and Incentive
FrameworR', Raleigh et al.
(20147, the AHRQ Care
Coordination Measures Atlas
and the NQFfendorsed
measures for care
coordinatior?, alongside
indicators proposed in specific

settings>>

examples of which are
presented inAnnex 5.
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How can existing frameworks and As discussions progressed, it became clear
AVRAOI G2NB 0685 dza S Ahatthese vigws gegmat Regessaily)seen

efforts to move to more integraéd to be sitting on opposite ends of a given
health services andvstems? conceptualisation of integrated care but
ea y : rather that they provide a usefibasis for

Insights from the policy focus how to approach measurement. Indeed,
group as suggested by focus group participants,
integrated care can be seen as a tool to do
things differently in order to better
address the challenges that health (and
social care) systems are facing in thetligh
of the changing disease burden and rising
demand visa-vis financial constraints.

Considering the documented frameworks
and indicator sets presented in the
preceding section and reflecting on their
own experiences in health system
performance assessment more broadly

and measurement of integted care There appeared to be emergent

specifically, policy focus group discussions consensus that a useful way to think

centred on three interlinked areas: (|) -
ut_measurement, of integrate carev
O2dzy i NAS34Q dzy RSNE G F yrggﬁo}/ﬁ%ncez T Ayl ér%b
care, (ii) the selection and interpretation Donabedian (1988) to evaluate tkmuallty
of indicators for integrated  care of health care, based on structures,
measurement, and (iii) the purpose of a processes and outcomes, arguing that a
separate  measurement framework for GI22R AGNHOGdNE Ay ONBE &
integrated care. good process, and good process increases

0KS ffA1StAK22R 2F 3I22R

4 . .
The interpretation of integrated care is 1743)* and we will explore this approach
key to determining what will be in more detail below.
measured

Thus, mirroring the above discussion of ~ S€lecting and interpreting indiators for
core requirements that a framework or mtegrated care measurement: the same
indicator set for assessing integrated care ~ Put different?

performance will need to meét a
fundamental point raised by focus group
participants was the recognition that the
understanding and conceptualisation of
integrated care will be key to determining
what will be measured. It was also seen to
be core to defining the scope of
integrated care, and the extent to which

As noted, prior to the policy focus group
meeting, participants were presented
with an overview of existing frameworks
and indicator sets for assessing integrated
care that had been developad different
settings. These are summarisedTiable 3
with more detailed examples presented
: : below. These include the list of generic
relevant efforts also include social care. indicators for assessing the quality of
Therg _\was ‘?',_etlate avbout AWheth%r integrated care as proposed b RaLelgh et
AVGESANI GSR OFNB A& %z ol

a
LINK Y OALX $Q TF2NJ KSI ¢ &Ogr&lg)m%ngo%tex F R ,@aﬁo A s Y

organisation more widely or whether it programme of integrated care na

should be interpreted as a mea to - .
support Pioneers in England (Table 4
achieve persortentred, efficient and safe PP g ( )

care.
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Table4: Generic indicators for assessing integratedre as proposed by Raleigh et al.

Domain Indicator

Community 1. Excess winter deaths

wellbeing and | 2. Proportion of people who use (social care) services and their carers who
population reported that they have had as much social contact as they wdwdd i
health 3. Proportion of physically active and inactive adults

Organisational
processes and

4. Delayed transfers of care from hospital, and those which are attributable to
adult social care; Delayed transfers of care, days of delay, all ages, all settif

systems per 100,000 older population
5. Access: attendance at A&E (separate forofihours and between 9 am and
5pm)
6. Potential indicators linked to changes to GP contracts from April 2014
Personal 7. Proportion of older people (65+) who were offereghabilitation following
outcomes discharge from acute or community hospital

8. Improving access to GPs

9. Proportion of older people (65+) who were still at home 91 days after dischg
from hospital into reablement/rehabilitation services

10.Social care related quality tife

11 .Carer reported quality of life

12 Injuries due to falls in people aged 65+

13.Proportion of people feeling supported to manage their (long term) conditior

14 Proportion of patients with fragility fractures recovering to their previous leve
of mobility/walking ability at 30/120 days

Resource use
/ balance of
care

15.
16.
17.
18.

Bed days for selected patient types

Hospital use in the last 100 days of life

Gross residential and nursing care expenditure, per 100,000 older people
Gross residential and nursing care minus Nbi8ribution. Per 100,000 older
population

Numbers receiving lonerm communitybased care as a proportion of total
numbers receiving lontgerm care services (by user group)

Numbers receiving lonrterm social care as a proportion of the sum of numbg
receiving emergency hospital care and numbers receiving-teng social care

(by age group, or just for 65+ group)

Numbers of people receiving losigrm communitybased social care relative {
population (by age group, or just for 65+ group)

Proportion of goss current social care expenditure funded through income

from the NHS (by user group)

19.

20.

21.

22.

Service
proxies for
outcomes

23 Emergency admissions stratified by age (e.g. young people, over 65s); and
group

24 Avoidable inpatient activity for people widimbulatory care sensitive (ACS)
admissions, including long term conditions, e.g. lower limb amputations in
people with diabetes

25 Patients with multiple admissions per year for specific age groups/prior
conditions

26 Readmissions for selected patient groupgy. falls

27 Proportion of people using social care who receive-diedicted support, and
those receiving direct payment

28 Persons (65+) discharged for rehabilitation from hospital, per 100,000 older
population
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User / carer | 29.Proportion of people dyg at home/place of their choosing

experience [30L YLINR @AYy 3 LIS2L)X SQ&a SELISNASYyOS 27

31.Safety: the proportion of people who use services who say that those servig
have made them feel safe and secure

32.GP Patient Survey: (i) % reporting having had enoughosufsypm local services
or organisations to help manage their letegm health condition(s); (ii) %
reporting how confident they are that they can manage their own health; (iii
reporting knowing how to contact owtf-hours GP service

33.Inpatient survey gastions: (i) % reporting whether hospital staff took family ¢
home situation into account when planning discharge; (ii) % reporting whet
hospital staff discussed with patient whether they would need any additiona|
equipment in their home or adaptatiormeade after leaving hospital; (iii) %
reporting whether hospital staff discussed with patient whether they needed
any further health or social care services after leaving hospital; (iv) % report
whether they received copies of letters sent between htadgdoctors and their
family doctor (GP)

34 A&E survey questions: (i) % reporting whether hospital staff took family or h
situation into account when they were leaving the A&E department; (ii) %
reporting whether their GP was given all the necessary inédion about the
treatment or advice that they had received in the A&E department

35VOICES national bereavement survey questions: (i) % reporting whether th
deceased person when at home in the last three months of life, received an
help at home from a rangef services; (ii) % reporting whether services workg
well together; (iii) % reporting whether they felt that they and their family we
getting as much help and support from health and social services as they n
when caring for the deceased persoiv) @ reporting whether hospital service
g2N] SR ¢Sttt o6A0K GKS RSOSI aSR LISNI
hospital; (v) % reporting whether the deceased person had enough choice &
where he/she died; (vi) % reporting whether they/their faynitere given
enough help and support by the health care team at the actual time of the
RSOSIFASR LISNER2YyQa RSFIGKT O0QGAAL 23 |
from health and social services, or from a bereavement service, about their
feelings aboutk S RSOSI aSR LISNER2yQa AffySa

Source: Raleigh et al. (2014)

Similarly, as partf the health and social AdzZA0SQ 2F Ho AYGSANI GA2)
care integration reform in Scotland, the Table5.
{O02G0AaK 3A20SNYYSyld LINBaSyiuSR | WO2NEB
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Table5: Proposed core suite of integtion indicators, Scotland

Outcomes indicators based on survey feedback
G2 SYLKFaAasS GKS A YL
outcomes approach and the key role of user

FSSRoIFO1 AY AYLINRGAYS3

Indicators derived from
organisational/system data primarily
collected for other reasons

1. Percentage of adults able to look after their
health very well or quite well.

2. Percentage of adults supported at home who
agree that they are supported to live as
independently as possible.

3. Percentage of adults supported at howho
agree that they had a say in how their help,
care or support was provided.

4. Percentage of adults supported at home who
agree that their health and care services
seemed to be well cordinated.

5. Percentage of adults receiving any care or
support who rateit as excellent or good.

6. Percentage of people with positive experienc
of care at their GP practice.

7. Percentage of adults supported at home who
agree that their services and support had an
impact in improving or maintaining their quali
of life.

8. Percentae of carers who feel supported to
continue in their caring role.

9. Percentage of adults supported at home who
agree they felt safe.

10.Percentage of staff who say they would
recommend their workplace as a good place
work.*

11 Premature mortality rate.

12 Rate ofemergency admissions for adults.*

13 Rate of emergency bed days for adults.*

14 Readmissions to hospital within 28 days ¢
discharge.*

15 Proportion of last 6 months of life spent af
home or in community setting.

16 Falls rate per 1,000 population in over 659

17Propoi A2y 2F OF NB &SN
(4) or better in Care Inspectorate
Inspections.

18.Percentage of adults with intensive needs
receiving care at home.

19 Number of days people spend in hospital
when they are ready to be discharged.

20.Percentage of total healthral care spend
on hospital stays where the patient was
admitted in an emergency.

21.Percentage of people admitted from home
to hospital during the year, who are
discharged to a care home.*

22 Percentage of people who are discharged
from hospital within 72 hoursfdoeing
ready.*

23.Expenditure on end of life care.*

Note: * indicator under development
Source: Scottish Government (2014)

Annex 5 presents an overview of
examples of potential measures of
peoplecentred and integrated health
services ascompiled by WHO in the
context of the Global strategy on people
centred and integrated health servicés.

Reflecting on these existing indicators and
indicator sets for assessing integrated
care performance, several policy focus
group participants observed that the
majority of indicators presentktended to
be used in ongoing HSPA exercises that
are not specific to integrated -care.

Examples include indicators such as
hospital admissions for conditions
considered avoidable by good quality
primary care. It was noted that the same
indicator can be iterpreted in different
ways to help explain, assess and
understand integrated care.

Focus group participants suggested that
there may be a need, or indeed an
opportunity, to develop additional
indicators that are more specific to
integrated care. As indated above, there
appeared to be emergent consensus
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among discussants that measurement
should consider indicators of structure,
processes and outcomé&Bigureb).

Thus, a number of focus group
participants pointed to the need for any
measurement  system to consider
indicators of structure to enable
assessment of the basic conditions,
building blocks or system levers needed to
facilitate  transformation to  more
integrated care systems (integrated care
as a design principle). Examples of system
levers inclueé the basic organisational and
financial frameworks in place and the
degree to which these enable or hinder

better integration, along with
infrastructural measures, such as
information and communication

technology, and aspects of the workforce,
among othes.

There was a perception that performance
assessment of integrated care would
benefit from the further development of
thinking in this area, with potential
indicators to go beyond a simple binary
assessment (present or not present) to an
evaluation of low well a given structure is
suited to allow more integrated delivery
of service- for example, compatibility and
interconnectedness of different IT

structures among different providers or
across sectors.

Likewise, viewing integrated care as a
means to &hieve patientcentred care
reflects the processes in place, with
measurement helping to understand how
well they are suited to ensure
achievement of desired outcomes. There
was a suggestion that indictors could
specifically focus on those areas where
senice users are most at risk of lack of
integrated service delivery, such as
transition points between care levels (e.g.
primary care and secondary care; hospital
discharge) and between sectors (health
and social care), and task shifting

Finally, although there was some
agreement that existing HSPA indicators
could already provide useful insights
about selected aspects of integrated
service delivery, for example service
proxies such as avoidable hospital
admissions mentioned above, parpeints
identified the need for additional
outcome indicators, capturing those for
people with multimorbidity in particular,
as well as patienteported experience
measures (PREMS).

Figure 5. Propo®d approach to conceptualise the measurement of the performance of

integrated care

.

/ SYSTEMS
OUTCOMES |:> PROCESSES \ |:'\>

LEVERS
By population groups Care transitions Information technology
/ disease areas Task shifting ! Financing and payment
Patier]t—reported % \\ Regulatory and
experience measures b incentive framework
Service proxies \N Workforce
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Against the background that countries
have different starting points and
priorities relating to the transformation to
more integrated service delivery an
alternative  conceptualisation of the
approach outlined inFigure 6 sees the

different components of structure,
process and outcomes delineated
according to geographical areas, different
populations or different conditions in
order to help infem improvement efforts.

Figure6: Conceptualising the measurement of the performance of
integrated care by different areas of enquiry

However, independent of the specific
approach to indicator selection, focus
group participants emphasised the need
for careful interpretation of observed
trends. Recognising the complexity of the
issues and the contexdependency within
which outcomes areachieved it was
highlighted that indicators should not be
looked at in isolation but needed to be
interpreted in the given system setting.

There seemed to be agreement among
participants for a narrative to help
understand the degree to which a given
indicator may tell us something about
integration. There was recognition that it
will be difficult to identify indicators that
can be solely attributed to integration. It
was thus suggested to use outcome
indicators such as avoidable hospital
admissions as atating point and then
'dig deeper’ to explain observed results or
variation in outcomes, such as the extent
to which the processes in place have led

ramotocts || eanc
STRUCTURE H | STRUCTURE

PROCESS H PROCESS
OUTCOME o OUTCOME

to observed results or the degree to which
system levers have caused the relevant
processes to perform thevay they have
as illustrated irFigureb.

Focus group discussions stressed that the
selection of indicators should be driven by
AYRA@GARdzZ f ateadsSvaq
However, at the same time there was
acknowledgment for the need to identify

a set of comparale indicators that may

be considered core and that would allow

for comparative assessment over time
and between regions or countries.

Is there a need for a separate framework
for measuring the performance of
integrated care?

Several policy focus group participants
raised questions about the purpose of a
WySgQ FTNIYSH2N] F2NJ
performance of integrated care. It was
noted that such a framework, if aimed for,
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should be seen to provide guidance for
countries to help imdrm their own
thinking rather than being prescriptive.

There was emergent agreement among
discussants that as countries vary with

primary care, mental health care, or other
priority areas(Figure?).

Figure7: Proposed modefor alternate,
in-depth HSPA reporting on identified
priority areas

regard to HSPA frameworks more broadly T

and integrated care approaches more D Integrated care

specifically, any integrated care e
measurement  syem  or framewoArkv ) R 3
aK2dzA R 0S8 GFAf2NBR T e e DATAOD
goals, values and needs. There was —_—
O2yasSyadza GKFG G§KSNEB : RIAKGQ
approach that would be applicable and >» f,hfe maicvolume

valid for every system. R

This last point is closely related to a > Thematic volume

further concernraised by a number of 7y

focus group participants. This centred on

where integrated care performance

assessments sit within the wider HSPA

processes and systems in a given country.

It was highlighted that countries differ in

0KS WwWadlr3asqQ 2F ®KSANI 22dz2NySe G2 Y2

integrated care systems, with some

having  established  explicit legal

frameworks for integrated health and
social care systems (e.g. Scotl@har are
in the process of doing so (e.g. Finl&hd
while others might set priorities
differently.

Again, there appeared to be consensus
that any model should be flexible and
adaptable to different national or local
contexts, where applicde. There was a

proposal that national HSPA reporting
could include a set of core measures
indicative of integrated care that are
being reported on a regular (e.g. -bi
annual) basis, while more -uhepth

thematic volumes might provide more
detailed insights into progress on

integrated care. Such an approach could
see different indepth investigations

alternate with, for example, a focus on
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Chapter5

Conclusions

Integrated care includes initiatives seeking

to improve outcomes of care by
overcoming issues of fragmentation
through linkage or cerdination of

services of providers along the continuum
of care.

Integrated care is not a goal in itself; it is
rather a precious tool when it addresses
complex care needsof people that
require a sgtemic approach involving
professionals and skills from the
healthcare, longerm and social care
sectors.

In this case,dilure to better integrate or
coordinate services from these sectors
may result in suboptimal outcomes. It not
only entails a missedpportunity to bring
together the best possible outcomes of
cure and care activities but itan also
result in wastinglimited resources both
human and financial.

Integrated care is multidimensional and
almost as complex as the needs of those
to whom it is provided Integration of
care impacts upouwlifferent functions and
levelsof care systemst may be limited to
only one sector (health, social care) or be
inter sectorial.

Elements of care systems may be
connected with different degrees over a
continwum of integration, from simple
linkage to coordination, up to full
integration. The more complex patients'
care needs are, the more appropriate it

would be to move along the integration
continuum from linkage to full
integration.

Measuring integration is dferent from
measuring the performance of integrated
care The reflection on building blocks,
design principles and system levers
touches upon the first challenge: it
provides insigts on the factors that
enable effective and successful
integration of care.Good practiceswere
reviewed to identify key factors that are
potentially transferable across Europe.

On the other hand, the Expert Group
considered tailored frameworks and
indicaors to assess the performance of
integrated caresystems which are able to
capture the specific added value brought
in by the integration. Thianalysis focused
not only on the structure of integrated
care models, but also on processes and
outcomes

Building blocks, design principles
and system levers for integrated
care

The transition to integrated care is a
complex process with high complexity
being present in all aspects design,

implementation and assessment of
integrated care.

Integrated care models have to be
carefullydesigned and implemented to fit
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the local context and needs.ailing to do
so effectivelymay not bring benefits and,
under such circumstances, whatever
indicators are used to measure
performance will inevitably show poor or
suboptimal results.

Design principles, building blocks and
system leversshould be includedas part

of the framework for assessment of
integrated care The identified principles
and success factors for integrated care are
inter-connected and are common across
the integrated care experiences across
Europe.

The following principles and factors were
recognised as being important to enable
successful and effective integration of
care:

Political support and commitment
Governance

Stakeholder engagement
Organisatioal change
Leadership

Collaboration and trust
Workforce education and training
Patient focus / empowerment

. Financing andhicentives

10. ICT infrastructure and solutions
11. Monitoring / evaluation system

©oNoOkhwNPE

Factors enabling

successful
integration of
care and
readiness for
integration

These eleven principlesbear a strong
resemblance to th twelve dimensions of

the Maturity Model developed by the B3
Action Group on Integrated Care of the
EIP on AHA.

Measuring the performance of
integrated care

Integrated care models can be
introduced with different goals in mind
increasing effectiveness ofhe system,
reducing costs, improving patient safety,
etc. Before setting in place an assessment
system it is important to explicitly define
and agree on the goal of integrated care
in a specific context, to permit a sound
assessment of its performance.

In order to select relevant measures

through which to evaluate the

performance and progress of integrated

care systems there needs to be a good

understanding of:

1 the core aims of integrated care

1 the desired outcomes

1 the timeframe over which such
outcomes can reasonably be
expected to be achieved

1 how impact can be measured

1 the robustness of measurgs

1 simplicity and ease of measurement.

Integrated care can be seen to be both a
design principle and a means to achieve
personcentred, efficient and safe care
The Donabedian approacho evaluate
qguality of care byassessing structure,
processand outcome provides a useful
way to guide integrated care performance
measurement.The Expert Group agreed
with Donabedian statement thatt 32 2 R
structure increases thekielihood of good
process, and good process increases the

fA1SEAK22R 2F 322R 2dzi O+

There is a need, or indeed an
opportunity, to develop indicators that
are specific to integrated carealthough
severalexisting indicators can balready

57



used for measuring the pdormance of ¢ Processes; focusing in particular on

integrated care Innovativeindicators that those areas where service users are
are more specific to integrated care most at risk of lack of integrated
shouldbe used to assess: service delivery, such as transition

points between care levels and
between sectors, and task shifting.

£ Outcomes¢ to capture in particular
those for people with multimorbidity,
as well as patienteported
experience measures (PREMS)

i Structure to enable assessment of
the basic conditions, building blocks
or system levers needed to facilitate
transformation to more integrated
care systems.

y SYSTEMS
OUTCOMES PROCESSES \
|:I > | |:> LEVERS

By population groups
/ disease areas

Care transitions Information technology

Task shifting | Financing and payment
A Regulatory and
\ incentive framework

Workforce

Patient-reported
experience measures

Service proxies

CKSNBE Aa y2 aAiAy3atsS Yidkadis(and réddsNBded Ko BeK | G
would be applicable and valid for every interpreted  carefully,. ~ Given the
system As countries vary with regard to complexity of the issues and the context
HSPA frameworks more broadly and dependency within which outcomes are
integrated care approaches more  achieved indicators should not be looked
specifically, any integrated care at in isolation but need to be interpreted
measurement system or framework in the given system settingThe report
should be tailored toO2 dzy i NRA S & Q predel8sOskevEral Grameworks and lists of
goals, values and needs. However, at the indicators that have been developed by
same time it would be valuable to identify different European and nof&uropean

a set of comparable indicators that may  countries.

be considered core and that would allow

for comparative assessment over time

and between egions or countries.
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Annex 1

Table6: Success factors and transferable elements from integrated care experiences in Europe

Index | Practice Region/MS Intervention & Success factors Transferable elements
Target group
1 Integrated care | Belgium: 20 Target group: the 9 Cocreationwith political commitment and Pilot projects are in the

through pilot
projects

(pilot projects in
starting phase
/conceptualisati
on phasg

regions of 100
000 to 150 000
inhabitants (in
total: covering
1/3th of the
Belgian
population;
3.672.558
inhabitants)

whole Belgian
population with a
focus on people with
a chronic disease

Intervention: the
implementation of a
national plan with
the principles of
*Triple Aim,

* improving equity

* job satisfaction for
the care providers
by launching pilot
projects (in regias).

stakeholder involvementa combination of
bottom-up andtop-down bystimulationof
bottom up ideas and entrepreneurship with
guidance from the policymakers by setting o
the framework for innovation and encoaging
the collaboration between partners in the
region.During the conceptualisation phase
regular intervision between stakeholders
government.

9 Great emphasis on populatiesriented care:
The action plan of different pilot groups mus
be based on the nets in their region
(stratification of the population).

1 Patient focuseach pilot project must
implement strategies to enhance patient
empowerment, alsendividualpatients or
patientorganisatiors must be involved in the
governanceof the project.

1 Encoura@g organisational change and actio
not limited to only one part of integrated care
stepwise approach, financiahd coaching
support The action plan of the pilot regions
must include 14 components integrated
care (e.g. Case management, care contjnu

conceptualisations phase, there are nc

implementations so far. During the 1

year preparation time, following

elements were identified:

9 The bottom-up /top down approach

9 Guidance lirough coaching support,
proximity of the government
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includere-designing the organisation of healt
in their region

1 Attention forevidence based practice and
guality of care: A scientific team will assist th
pilot projects in building a culture of quality
andprocedures for auteevaluation and
monitoring.

1 Financial reform: the concept afguaranteed
budget for a regionand the possibility toe-
invest efficiency gains in their region.

Integrated
health and
social care
services in the
Pardubice
region

Pardubice, CZ

Holistic set of
support, care, and
services (health and
social care) tailored
to the needs of
individuals with
reduced sel
sufficiency due to
illness, disability or
frailty and to support
their carers.

1 Close interdisciplinary eoperation béween
all agencies and workforce involved rather
than small municipalities without sufficient
expertise and finances.

1 Availability of strategy & vision of services in
the region.

9 Creation of AZASS (Association of local /
regional municipalities) which inaes
mayors, economist and healthcare
professionals and covers all the health and
social care services in 27 municipalities to
avoid instability from political cycle;
introduction of legally based cooperation of
municipalities.

9 AZASS has single executaadership team
with each municipality having a proportioned
vote to number of citizens but none can havg
a majority.

91 Members of the public can collaborate with
leadership team to create solutions for local
problems.

1 Clear strategic leadership.

1 Structured rules of coperation
within the AZASS association share
by municipalitieg; participatory
democracy.

9 Approaches to personal emperation
and communication étween
stakeholders and the 27
municipalities.

1 Workforce developmeniretraining &
creation of new roles.
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9 Regularommunication and engagement with
all stakeholder involved; interdisciplinary
working teams.

1 Individualised approach to the different neeg
of workforce following the introduction of ney
care models (retraining & creation of new
roles).

1 Sharing of informabn about patients/clients.

9 Reconfiguration of health and social care
services following bankruptcy of hospital wa
an opportunity to redesign the care model
which successfully enabled the introduction
the whole set of new social services which d
not exist before.

9 Removal of inhibitors, including both legal af
financial constraints.

Improved
management of
visits in Home
Care

Olomouc, CZ

Provision of nursing
services to patients
living at home
facilitated by
electronicevidence
of visits and activitieg
undertaken.

9 Automated uploading/integration of home
care nursing visits and activities into the
hospital information system resiittg in better
information accuracy fata integrity.

1 Providing smartphones or tablets witH-&
identifier (smart card) that act as a gateway
for the identification of data which reduced
the need for the nurses to manually enter thg
data and contributed to improved user
acceptance and patient safety.

1 Simple software and devices.

1 Service is part abutine homecare services ir
the country.

1 Improved management of the workflows dug
to electronic evidence of visits.

9 Training of the nurses.

1 IMACHECK software.
1 Training of the nurses.
1 Involvement of patients in the desigr]

of electronic identification centre.
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1 Involvement of patients in the design of
electronic identification system.
1 Availability of dedicated financial resources.

Telehealth
service for
patients with
advanced heart
failure

Olomouc, CZ

Telehealthservice
for patients with
advanced heart
failure

9 Adaptation of clinical protocols developed in
United4Health project to specific heeds of th
region.

1 Patients did not have to repeat their
measurements for their different chronic
conditions as the remote monitoring CHF
parameters also applied to support remote
monitoring of patients with haemodynamic
support (ventricular assist devie¢AD) before
orthotopic heart transplantation (OTS) or in
long term regimen and thus patient and care
practitioner acceptance was improved.

1 Minimal organisational changes required to
routine hospital work flow.

1 Software platform supports additional chroni
diseases, theref@ suitable for mulimorbid
patients.

9 Technical reliability of distant communication

1 Creation of new jobs in relation to the
establishment of the services.

1 Transferability of equipment to other patient

1 Dedicated funding for the service.

9 Education & taining of the workforce.

9 Appropriate vital sign parameters for
multi-morbid patients.

1 Clinical protocols and revised work
flow.

9 Roles and responsibilities of clinical
staff.

9 The practice has already been
transferred to another region in Czeq
Republic.

Telemonitoring
of patients with
AMI and in
anticoagulation
regime

Olomouc, CZ

Anticoagulation
regime remote
monitoring for older
people post AMI

1 Minimal organisational changes required to
routine hospital work flow.

9 Devices enable bidirectionabmmunication
between clinicians and patient which
improved patient and care practitioner

acceptance and patient safety.

1 Clinical protocol and revised work
flow.

9 Patient stratification and intervention
targeting process.

9 Roles and responsibilities of clinical
staff.
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1 Existence of central system (portal) which w
tailor made for the University Hospital
Olomouc.

1 Patient empowerment;, availability of
measured data to patients; patients can
directly access / download data from the
portal.

1 Political support.

9 Application of experience / outcomes of U4H
projects (avoid the duplication of efforts /
mistakes).

9 Acceptance of intervention by the patients
and helthcare professionals.

Gesundes
Kinzigtal

Kinzigtal, Bader
Wirttemberg,
DE

Populationoriented
integrated care and
service integration
encompassing:
preventive care
management, life
style changes and
disease prevention,
chronic disease
management.

9 Establishment of an organisation whose
pivotal role was the redesign of primary care
population heath management and financial
management to facilitate system integration.
DSadzyRSa YAyl A3dlt O
I O02dzyGF oAt AGEQ F2NJ
the population group, and has negotiated
cooperation contracts with a range of local
providers tha have agreed to adhere to a set
of guiding principles, standards and
procedures.

i Strong governance mechanisms among the
private service provider and the health actor
involved, especially the association of GPs ¢
Kinzigtal region (the regional health
management company isoc-owned (two
GKANRAUO o0& GKS LIK&a&aN
region).

1 Strong engagement of health and policy
actors, in particular, the primary care

1 The establishment of a regional heal
management company: this is
transferableto any other part of
Germany and also to countries with
similar insurancéased health care
systems such as the Netherlands,
Austria and Switzerland (Bismarck
health care systems).

9In the case of Beveridge health
systems, the increasing presence of
private health insurance companies
public systems could facilitate the
implementation of the Gesundes
Kinzigtal model in therivate sector.

T Available elements to support
replication: quality indicators,
evaluation protocols, program
outlines, incentive sysms,
guidebook, data warehouse, reportir]
system.
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providers.

T A strong patient focus driven by preventive
care services.

1 In-depth reorganisabn of services and
logistical reengineering of care processes.
This reorganisation implies horizontal
integration and collaboration among GPs an
the other healthcare and social care operato
through service contracts established with
Gesundes Kinzigtal,2 & K NB LJ- {
information and services.

f Establish trust, confidence and good
collaboration among health providers to
overcome the communication barriers. Stron
public relations and frequent contact to
citizens.

1 Wellestablished incentives and financing an
reimbursement schemesalignment of the
financial interests of payers and providers in
the system.

0 Strong relationship between the
integrated management company and
local statutory health insurers (sicknes
funds). The contracts are based on a
shared health gain approach, with the
resultingbenefits being shareetween
the sickness funds and Gesundes
Kinzigtal GmbH.

0 Thesharedrevenue modepromotes
additional incentives for health
professionals, since the geonal health
management company -owned by

GKS 1IKEAAOAlIVAEAQ: Y
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part of the generated margins/profits is
re-invested in training local physicians,
OptiMedis personnel and for innovative
programmes; see pages 120, 2426).
The overd incentives for GPs bring 159
increase of their personal income.

0 The sharedevenue model leverages
health improvements by incentivising
prevention activity and efficiency
savings in processes.

fLongterm contract (1Gyears): an incentive fo
sustainab¢ health investments and
prerequisite for a meaningful evaluation.
Allows forinitial investment until earnings are
big enough for ROLI.

A common ICT infrastructure and Centralise
Electronic Health Record to support
O22LISNI GA2Y | ONR zhar O
care actors, to manage the health informatio
of the enrolled patients and to share it amon
all care actors.

T Policy commitment which led to the adoption
of innovative legislation in support of
integrated care services. The initial investme
was faditated by national policy (Statutory
Health Insurance Modernisation Act in
Germany).

i Establishment of a monitoring and evaluatio
system, to provide evidence of the impacts
(with costbenefit analysis).

{Sustain service provision in the letegm, via
investing a significant amount of money to

attract young doctors to the region by offerin
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training positions, for the type of training
required for their medical qualifications.

Geriatric Saxony, DE Target group: 9 Active cooperation of the health care 1 Special screening tools.
Concept geriatric patients providers in the networks, including GPs. | { Living environment strategies.

with chronic Establishing standards and treatment 1 Guidelines and counselling and care

diseases. pathways agreed on by all net partners. frameworks.

9 Participation of the municipalities as key

Integrated care stakeholders.

model for cross | The implementation process is accompanie

sector cooperation by conferences, workshops and training

of the courses for formal and informal carers. E.g.

health care special training meetings for geriatrics

providers, YySig2N] aidl | SKRY &SAE

establishing standar{ 6 to 8 weeks on the care of patients sufferin

assessments, from dementia turned out to be very

introducing successful.

treatment pathways

and supporting

formal and informal

carers.
TK Integrated | various Integrated care 1 Renumeration comprises of financial 1 The process of patient selection and
Care Contract | locations, DE | model (linking incentives to achieve sustainable treatment| the implementation methodology is
for BackPain doctors, hospitals o If patients are fit for work after four weeky available and could be implemented

and outpatient care and remain like this for six months withoy by other insurance funds in Germany

facilities) to improve any interruptions, their doctor receives a| or in Europe.

the treatment of financial bonus. If a patient is stilbbfit

back pain. for work after eight weeks on the

Focus on secondary programme doctors are penalised 7% of

& tertiary prevention their re-numeration.
SAM:BO Southern Cooperation on care| 1 Supportive legal framework: the Danish Hea| { The principles for elgronic
Cooperation on | Denmark, DK | pathways between Legislation, which obliged the regional communication between the health

care pathways

GPs, local authorities

councils and the municipalities togsi an

sectors in the region (have already
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in the Region of
Southern
Denmark

and hospitals.
Backed up by a
Shared Care Portal
as a tool in the
treatment of the

agreement on issues related to health and
psychiatry- to strengthen cooperation
between hospitals, municipalities and the
general practices, and ultimately ensure
continuity of care.

been transferred to the other 4
regions in Denmark).

11 The procedures and standards

developed (these do not require
significant investments).

complex chroniclly | § Political commitment and consensus: Strong { Transferability is feasible in the Dahi
ill patients. commitment of theregional government. context, as the legal framework is thg
Currently available SAMBO was agreed upon and signed at same and there is a common ICT thg

for patients suffering
from CVD, but will be
rolled out to include
COPD, diabetes, an(
cancer.

political level, both by the Regional Council
and by the 22 city councils.

1 Well-established and continuous health
innovation processes involving all the region
stakeholders. Such innovation eco®yst
helps anticipate organisational and
technological issues before defining
operational standards and procedures.

9 The existence of an electronic information ar
communication network infrastructure, which
integrated all the health care actors in the
regionusing shared interoperability standard
shared care records, together with an alread
wide diffusion of eHealth applications.

9 Strong patrticipation of the stakeholders in th
implementation. This was critical for the
operationalisation of the SAM:BO imitive in
local contexts as the latter requires full
acceptance of organisational changes in car
delivery and managerial processes. It helpe
speed up the design and implementation of
services and to apply common standards.

1 A dedicated team followed the ¢ire process,
ready to support the implementation of the

new organisational structures, but also to

could support the practical
deployment of the case in other
regional or local contexts within the
country.

i Favourable conditions for

transferability of SAM:BO initiative
are natonal, regional or local context
where:
o There is a unique patient identifie
o There is an existing health care
infrastructure which supports
information sharing between the

healthcare and social care actors

0 A healthcare system
transformation is already
underway, so that health and
social care actors are more willing
to accept such organisational and
cultural changes.

o0 A legal framework for integrated
care is already welstablished.
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assist in the rolbut of the new electronic
communication.

1 Strong governance in terms of definition of
procedures and standards.

1 Crosssector organisationamplementation is
most successful when the procedures and
instructions are a result of cooperation acrog
all sectors and new practices are taught in a
crosssector setup where both municipal staf
and hospital staff are trained together.

1 The organisatinal implementation works bes
when clear agreements and instructions on
0§KS AYRA@GARdZ f Qa Gl §
formulated.

1 The technical implementation is strengthene
by developing IT as tools to support the wor
process that relates to the agreemerged
instructions. IT is best developed through
active user involvement in the development
phase.

1 Reorganisation of the care service with an
emphasis on the patient, to rerientate the
focus of care from the hospital to the patient

10

Basque Strategy
for tackling the
challenge of
chronicity

Basque
Country, ES

Target group:
chronic patients
Population
Intervention Plans in
the clinical field to
provide healthcare ir
a coordinated and
efficient manner
among all players
involved for each

1 Making the transformation of the healthcare
model a priority health policy, with a clear
vision and defined objectives.

T/ NBFGS | ayl NNI GA@SH
O2y Gl AYYSy ez LINRJAGK
which needs to be attractive, as well as a
cohesive commi understanding on where
the main problems are, what are the key
issues to tackle and how to do it.

1 A very relevant aspect to consider is that on

w ¢KS 1y2¢fSR3S
implementation process of the
projects.

w LYLX SYSyilllGAazy
innovative projects.
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target population. can pull off advances in a n@ligned context
but systemwide transformative change will
only happen whemany policy levers are
aligned and activated in the same direction.

1 A right balance between top down and
bottom up levers and the inclusion of right
incentives as well as common objectives in
health outcomes.

9 Continuous evaluations of the advances of {
strategy are critical to the scaling up proces
because they provide the results and lessor
learned during the implementation process.

9 Research projects, thereby generating a
network of improved scientific evidence
concerning the treatment and care for
chronicity are also important.

Population Basque Target group: 9 The methodology used.

Stratification Country, ES chronic patients. 1 Lessons learned (key aspects to tg
Constructiornof into account, barriers and facilitators
prospective

statistical models
which will provide an
estimation of the
health resources
likely to be needed
per each individual
throughout the
following year.

The entire Basque
population has been
stratified, based on
demographic,
medical and social
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variables as well as
the previous use of
resources.

12 PROMIC Basque Target population: | T The potentiation of the roles of nurses and
Country, ES heart failure patients| the inclusion of social workers in the health
older than 40 and setting promotes integratiotetween care
showingstage Il to I\ levels and areas, without the necessity of
(NYHA) heart failure|  costly investments.
conditions.
Assessment of the
effectiveness of a
Heart Failure Care
Management
Program
Patients.
13 | BSA Badalona, Target population: |  Reorganisational process and the governan, §The technology developed at BSA
Catalonia, ES | patients with mechanism established have been the main  could be relatively easy to transfer tg
complex chronic drivers of integrated care. other health care organisations. This
conditions. 1 Engagement and eoperation of health and | technological innovation, hower,
Care Model for social care professionals. would not have an impact without th
Patients with { Existence of interoperable information necessary organisational and
Complex Chronic systems. institutional innovation.
Conditions (MAMCC| ¢ Resistance to technology on the part of hea| 1BSA is an integrated care organisati
is used. and social care professionals and patients H  which was created in a region with
Stratification of not been perceived as a barrier which NHS model. Transferability to health
population. hampers integrated care deployment. insurance environment would be
Integration of health | q Theabsence of major conflicts betweehet more difficult.
and social care. distribution of resources and the alignment ¢
incentivesamong different levels of health
care and social care.
14 | NEXES Barcelona, ICFenabled 1 Political support and commitment from the | § Professional role redesign: case
Supporting Catalonia, ES | integrated care local government. manager as the lead for the different
Healthier and services: 1 Sustained leadership was crucial; first, from| programmes. Train participants in th

72



Independent
Living for
Chronic
Patients and
Older People

A well-being and
rehabilitation,
A enhanced care

for frail patients,

A home
hospitalisation
and early
discharge,

A remote support
for diagnostic
and/or
therapeutic

procedures.

The focus is on
highly prevalent
chronic conditions
(COPD, chronic heat
failure and diabetes)

more scientific/clinical perspective; later fron|
a managerial one.

9 Having engaged healthcare professionals an
champions in most locations facilitated a
snowball effect for the larger deployment of
servicesn these locations.

1 Specific logistics in place to support the task
involved in the program. The use of busines
process notation models was of help to
identify and correct deficiencies.

1 Incremental pace to accommodate the
learning process of both professials and
patients. Flexible pace of adoption is a sens
strategy to overcome contextual factors.

9 Deployment of care pathways by motivated
and engaged inteprofessional teams
facilitated the reorganisation of the services
to ensure cooperation betweetiers of care
and between health and social care.

9 Simple and robust ICT solutions, with
particular attention on interoperability at
health system level, in order to enhance
communication and information flows acrosg
the continuum of care, are effective in
ensuring extensive adoption.

9 An open ICT platform supporting
organisational interoperability and
collaborative work was an important enabler
of the implementation (no need to replace
pre-existing proprietary Electronic Health
Record / HIS, which helped@rcome
resistance).

1 Flexible pace of adoption is a sensib

1 An open ICT platform supporting

9 Focus on efficiencies of novel integrated

adequate skills.

strategy to overcome contextual
factors.

organisational iteroperability and
collaborative work, with no need to
replace preexisting proprietary
Electronic Health Record / HIS. This
requires a rather medium level of
customisation. The ICT platform can
mediate between external
applications and its core module, @n
act as the common frontend showing
only the relevant information and
interfaces to the relevant endser.

0 Integration with external
Hospital Information Systems
and other legacy systems is
achieved by implementing web
services for interoperable
machineto-machine interaction.

0 Organisational interoperability
between professionals
participating in integrated care
programmes is enabled by mea
of a common frontend.

0 Modular system which ensures
vendor independence so that
different vendors can provide
specifc functionalities.
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healthcare services rather than on
implementation of ICT into traditional
approaches.

1 A bundle payment scheme where risk is
shared between payers, healthcare provider
and ICT suppliers seenslte adequate to
release the efficiencies at health system levg
facilitating investment on ICT innovation
without increasing total healthcare costs.

15

MECASS
Collaborative
model between
health and
social care

Barcelona,
Catalonia, ES

Integrated, patiert
centred, care model,
between health and
social care, for
chronic diseases
patients.

1 A shared risk model (PPP) establishetiveen
the healthcare provider and the IT provider.
Both organisations facilitated human
resources to develop the platform that
allowed the objectives.

1 Organisational processes, both clinical and
administrative, clearly defined and shared
among stakeholdses.

9 Strong clinician collaboration, a botteop
approach.

1 System interoperability and Standardisation.
Definition of both clinical and technical
standards, to share relevant information
among all the players.

9 Common intervention plan, shared
among althe health and social care
professionals.

1 Definition of both clinical and
technical standards, to share relevar
information among all the players.

1 The developed platform, based on a
open architecture, that allows the
holistic vision on patientS he
technical solution allows escalating
the integrated care management to
different healthcare programs and
different regions.

o0 Connectivity and interoperability|
with patient-centred
management, and analytics
technology that allows twavay
exchange of structurednd
unstructured data between the
healthcare provider and other
suppliers.

0 Scalable and robust system with
a rich user interface. It provides
for the gradual implementation
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of additional components.

16 | Getafe Getafe, Madrid,| Target population: | § Computerisatiort, the useof Health T ¢KS O2NB O2YLRY
ES older in-and out Information Systems in routine practice ha 0KS (GKAy3aé¢ Ayal
patients. facilitated the work of the physicians who or devices. It allows to expand the
visit patients at their homes or nursing model to different settings.
Continuous, homes. 1 Itis possible to select the
progressive and 1 Commitment of the professionals. components best fitted to specific
coordinated 1 Public funds as the main source of financif ~ needs or budgets.
attention to patients 1 Although the whole system
at high risk of embraces seeral parts, it is
functional decline, possible to decide to implement a
institutionalisation, few of them.
and hospitalisation, { Itis also possible to introduce som
at home or in functional changes according to th
residential care characteristics of specific
settings. organisation.
17 | Alzira model Valencia, ES | Vertical integration | I High clinical, managerial and cultural 1 Thecontractual model (PPP with

across primary and
secondary care to
provide universal
access to a range of
primary, acute and
specialist health
services to the local
population.

integration.
0 The inclusion and clinical integration of

primary care into the wider system, is
important.

Integrated primary care centres
established to enlarge the scope of
some of the health centres, with onsite
x-ray services, accident and emergenc
departments, andnedical specialist
outpatient clinics.

A consultant physician is attached to
each health centre, working with the
same patients as the GP, to implemen

clinical guidelines with the local GPs al

capitated payment)first applied to
the Hospital de La Ribera, replicated
to over 20% of the Valencia region,
and also used in an @a of Madrid.
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reduce the number of inappropriate
hospital referrals.

0 Integated medical care pathways, to
streamline the management of health
problems across prevention, acute car
rehabilitation, chronic care and palliatiy
care.

o0 Population health management culture

0 Health objectives alignment across the
whole organisation.

1 Reimbursement model: the provider (a privat
entity) receives a fixed annual sum per local
inhabitant (capitation) from the regional
government.

0 Longterm contract- longterm business
perspective; no shosterm profit.

1 Private operators have an incentite treat
people in the most appropriate and cest
effective setting, which means limiting the
demand on hospital services through
preventative and community care.

o Patients, who are free to go elsewhere
for care and hence cost the provider
money in that casealso drive the mode
to focus on its quality and customer
service.

1 A unified IT system across all services, with
shared patient record between GPs and
specialists. Comprehensive and-tapdate
information drawn from a shared database.

1 Rigorous manageemt culture requiring
accountability and compliance with a set of

procedures and guidelines.
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1 Incentives for staff to ensure compliance.
Performance of staff is monitored and staff
receive bonuses as a result of high
performance; can earn up to 40% morethin
other hospitals in Valencia.

9 Benchmarking cost analytics and what
capabilities.

18 Holistic health | Valencia, ES | Target group: older | § Strong emphasis in the standardisation of Standardised and validated
and social patients and their processes and in the maintenance of high processes.
services at caregivers. quality services. Usage of IT technologies specifica
home 1 Having experienci using IT solutions supporting the unit work, including
programme Providing patients supporting work of care unit. a specific healthcare record.
and informal care | § Engagement at political level.
givers with f Cooperation with primary, secondary and
comprehensive care| tertiary care providers.
at home, favouring | ¢  Agreement with patients' association
transition from 1 Scientific and technical support from expel
hospitalisation to in these fields.
home care.
19 Integrated care | Valencia, ES | Target population: | § Cooperation between different actors and

through case
management in
the Valencian
Region

chronicpatients over
65 years, who
require social and
health care at home.

Setting up a pilot
case management
unit in two primary
care centres to
assess the effect of ¢
case management
programme applied

in primary care.

sectors, as such regional and local
administration, private companies,
professionals, patients and caregivers

1 Creating two new professional positions:
WYl yIF3aSYSyild ydz2NBSaQ
YdzZNES&aQ K2 | LILX &
methodology from a primary heditcare
centre and in hospitals to better connect
both spheres between themselves and wit
social resources.
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20 | eTrikala Trikala, EL Integrated Care 91 Inter-professional teams across the 1 Using interoperable ICT standards
based on an ICT continuum of care
infrastructure 1 Policy leaders facilitating the participation
managed by a all stakeholders and fostering innovation ir
telecarecentre that the health system
constitutes a single | 1 Broadband internet, which covers most of
entry point to health GKS YdzyAOA LI t A& Q&
and social services
provision.

21 HTLA: Health Région llaede- Target population: |  Political will
Territory Local | France, FR people of 75+ years | § Performing the diagnosis and analysis of t
Agreement old and extended to maturity of care through special toolkit

60+ when prepared for this purpose.

concerning 1 Identification of the partners to be involved
prevention. 1 Availability of finances and resources to
Better coordination perform new tasks connected with
between local health:  management of the Agreement within the
and social relevant organisations has to be validated
stakeholders before the signature of the Agreement.

22 | Multimorbid Languedoe Target population: |  Combination of best practices in integrateq I Transferability using the expertise
clinic for chronic| Roussillon, FR | patients with major care instead of definitely seeking the new of the chronic disease programme
diseases chronic diseases ones. which has been translated into 52
(MACVIALR) § Chronic disease clinic based on languages anttansferred

Integrated care comorbidities and/or falls integrated with a successfully to 64 countries.
pathways for chronic components of health and social care to
diseases provide an integrated cosgffective solution
23 | Campania nel | Campania, IT | Integrated care for | § The ICT is scalable and there are interacti{ § The ICT is easily transferable. It is
Cuore hypertensive with other clinics and departments to possible to make acquisitions of
patients, facilitated integrate theirelectronic records with modules separately, according to
by use of ICT. Campania Salute. resources and opportunities.
1 A strong interaction with the hospital

management and with its ICT services is g
the core of the interoperability, to ensure
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maximum impact.
Dedicated personnel are key to a fast
forwarding of scalaup implementaton.

24 | ARIA Emilia Home followup Telemedicine and homéele-monitoring 1 The model can be applied to
Romagna, IT | program combining services are innovative and powerful tools patients with Amyotrophic Lateral
tele-monitoring and that can contribute tadeliver benefit both Sclerosis, Quadriplegia and Gold
chest physiotherapy to patients/caregivers and health system ir| stage IV COPD.
in preventing and the whole;
early treating acute Collaboration among different Wards
respiratory episodes medical specialists, GPs, patients/caregive
Active involvement of local/regional home
Patients affected by: based service providers.
neurological,
neuromuscular, rib
cage diseases
causing chronic
respiratory failure.
25 | SOLE/FSE Emilia Patientcentred Strong commitment of the regional From a technological perspective,
Romagna, IT | integrated care government to reinforce quality of care an the SOLE/FSE infrastructure was
services. efficiency, reducing at the same time built up in accordance with the
operating costs of clinical services; interoperability specifications
SOLE is the Involvement of relevant agreed among the regional and

integrated network
of local health Units,
hospitals, GPs and
paediatricians of the
EmiliaRomagna
region in Italy.

FSE is a software
application that
helps organise,

retrieve and manage

partners/stakeholders;

Adoption of ICT platforms/
infrastructures/networks to mad possible
the sharing of data/information.

national organisations of a majority
of the EU28 mefer states during
the development of the EU project
EPSOS. The software code could |
easily transferred to local contexts
in Italy and in Europe.

The investment that could hinder
the transferability of the SOLE/FSE
initiative is related to ICT
infrastructure. The SOLE/FSE
initiative could only be transferred
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the clinical history of
every citizen of the
region.

in areas where there is broadband.

The most critical success factors fg

transferability to other

regions/countries are favourable
institutional and cultural contexts
and the local presence of a commg
strategic and operational
management of the local health an
sociosanitary systems to guaranteg

0 Strong commitment by the local
government.

0 The deployment of integrated
care initiatives that make use o
the SOEL/FSE infrastructure.

0 The cultural andrganisational
changes that allow information
sharing across different tiers of
care and between health care
professionals in the same tier.

26

eCare Network
in Bologna

Emilia
Romagna, IT

Coordinated
municipal social and
healthcare services
to support frail old
people of age 75+.
Telemonitoring,
tele-assistance and
tele-company
services for
preventing the
aggravation of social
and healthcare
frailty and for early

detection of possible

T

Very close interaction with the voluntary
sector, associations and public
administration

Gathering of key resources in a given area
order to offer opportunities and services to
the older populationmaking them easily
visible and accessible even by those who,
many older people, usually do not have a
high knowledge of what can be enjoyed in
support of their condition of loneliness and
frailty.

The network of citizens,
associations, public authdies,
professionals is the base for an
upcoming evolution of the service
and its experimentation in other
regional cities and regions (namely
Lombardia, Piemonte, Puglia).
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worsening signals to
avoid unnecessary
hospitalisation.

27

Diabetes
mellitus
integrated care
management

Emilia
Romagna
Region, IT

Targetpopulation:
type Il Diabetes
patients without
complications
Development of
evidence based
recommendations
for integrated care
addressed to
General Practitioners
(GP) and Center for
Diabetes
Identification of the
population affected
by diabetes using
information derived
from local and
regional
administrative
databases and
clinical databases.
Health Homes (Case
della Salute):
multidisciplinary
care teams, nursing
case management,
ICT platform, point
of care testing, socia
services.

= =4

Health Homes: collalvation between
general practitioners and specialists
(diabetologists, cardiologists,
pulmonologists, oculists, nephrologists ang
others)

Health Homesintegration between health
and social services

Evidence based clinical pathways
Adoption of ICPplatforms (SOLE network) t
share data between healthcare
professionals and services

Commitment of the regional

government to reinforce quality and
continuity of care

Involvement of relevant
partners/stakeholders

Clinical pathway methodology
transferableto other chronic
conditions such as heart failure,
COPD, renal failure, dementia
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28 | Breast and Emilia Development of 1 Commitment ofthe regional government to Clincal pathway methodology
colorectal Romagna evidence based reinforce quality and continuity of care transferable to other neoplastic
cancer clinical | Region, IT recommendations by § Evidence based clinical pathways conditions
pathways the Regional f  Multidisciplinary teams

Oncologic 1 Breast and colorectal cancer performance

Commission indicators definition and monitoring
Involvement of relevant partners/
stakeholders

29 | Proactive care | Emilia Target on patients | 1 Multidisciplinary teams The model of patient selection is
in Health homes| Romagna with chronic disease| { Integration between health and social transferable to other
(Case della Region, IT Development of a services areas/conditions
Salute) predictive model to | § Commitment of the regional government tq

identify patients at
highrisk of
hospitalization or
death

t NEPTAES 2]

risk for
hospitalization or
death provided
periodically to
primary care
departments
Proactive case
management and
personalised care

reinforce quality of care
Involvement of relevant partners/
stakeholders
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30 PDTA Brescia, c20dza 2y (¢ Integrated care has been on the Brescia | I The transferability of the PDTA cas
Lombardy, IT [YI yI 3SYSy| Local Health Unit agenda for the past 15 to other Italian regions does not
health and social years. This local policy commitment has require significant investment in
services integration, been the main facilitator of the PDTA case terms of organisational effort or
mostly addressed to|  Continuous training actions targeted at GH  technological infrastructure.
dementia/Alzheimer the network of service providers, nen Transferring the PDTA approach tg
patients. LINEFSaaArzylft O NB3A| other EU28 contexts would probab
families. be far more difficult, given the

Integrated care {1 Single and continuously updated IT systen  different health care organisation
approach based on ¢ that contains data from both patients and systems.
standardised service providers.
diagnosis of disease
and personalised
therapeutic and
pharmacologial
pathways
continuously
monitored by GPs.

31 | Integraed Care | Lombardy 3.5 million residents 1 Strong commitment of the regional Methodological approach to define
Model in Region, IT with chronic government CReQlasses scalable and
Lombardy conditions 1 Identification of care managers transferable to other regions
(CReGbased) Expenditure for 1 Prospective and erxibIe_ Personalized Car Personabed Care Plan (PCP)

chronic diseases Plan (PCP) for each patient scalable and transferable
accounts for about | T Care Management Service (CMS) to ensu
T 2F GK PCP accomplishment
overall health care | 1 IT supported integrated clinical pathway
expenditure 1 Integrated Model tested and validated at
[2Y0F NRS primary care level
Plan for Chronicity 1 _Cooperatlves of GPs established to manag
and frailty 2016 mtegrateq care . o
HAaMy é AYL 9 reduced ri& of hospital admissions for any
organisational cause

9 reduced risk of emergency department
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innovation in the
health system
targeted to patients
with chronic
illnesses (28,4
million euro).

Strategic Plan
based on a
Population Health
Management
approach

Healh-based
clinical risk
adjustment model
to identify, classify
and stratify chronic
LI GASY (&
Of aasSas
Chronic Related
Groups}
homogeneous both
in terms of
diagnosis andosts

Services targeted tc
CReG class related
LI GASyGaQ
with focus on
monitoring,
outcomes
evaluation and
quality
improvement

admission among enrolled patients
9 improved clinical outcomes in identified
patient groups (diabetes, hypertension)

84




Integrated care
management
calibrated on CReG
classapplying
innovative tools at
different care
settings(primary
care, specialised
ambulatory care,
hospital care)

CreGTariff: risk
adjusted capitated
Prospective
Payment System at
primary care level
to cover costs of 1
year service for
each class

32

Family and
Community
Nursing role
implementation

Piemonte, IT,
Liguria, IT,
Primorska
(Slovenia)
Karnten
(Austria)

Citizens aged over 6
followed by Family
and Community
Nurse (including
prevention strategies
and care pathways
adherence and other
levels of care)

f

(see EIFAHA Good Practices
documentation)

1 (see EIFAHA Good Practices
documentation)
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33 | Home radiology | Piemonte, IT | Citizens/patients 1 Involvement of all needed stakeholders 1 The operational framework of the
service (especially older and § good communication wit GPs and medical| home radiology service in Piedmont
frail) needing specialists working since 2007 and it has been
radiological f good collaboration with local health servic§ extended to thewhole regional area.
diagnostics follow ug  (home care basic services and administrat
living in remote services)
areas have the
possibility to avoid
stressful and
dangerous
transportation to
hospital

34 | Home video Piemonte, IT | Videodialysis allows| I Collaboration between health and social | { After overcoming initial barriers,

dialysis the patient or the service staff and a small enterprise that coordination and collaboration has
partner/caregiver in patented a new technology together with improved and the model can be
the management of clinicians exported.
peritoneal dialysis | § Self management and patient 1 The technology employed for the
who are not able to empowerment home video dialysis service can be
provide 9 Collaboration amongealthcare staff at adapted and transferred to other
independently different levels of care (hospitgrimary settings and environments
(http://www.aslcn2.i care facilitiesGPs)
t/lospedale-alba f very good results at low costs
bra/specialita
mediche/nefrologia
dialiste-nutrizione-
clinica/videa
dialysis/)

35 | The hospitaht- | Piemonte, IT | The hospitaht- 9 Trust established between caregivers, Elements that could be transferred t(
home service home service (HHS) patients and hospital at home staff other settings shuld be evaluated for
(HHS) is an alternative to |  Communication amongst the various each single context

the traditional wards healthcare providers involved, especially
for elderly patients. between GPs and hospital staff.
The team operates 7 §  Patient satisfaction
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days a week and
looks after 25
patients a day, on
average. Every year,
a mean of 450
patients are treated
at home. The most
common causes of
admission are
cardiopulmonary,
cerebrovascular,
metabolic, and
neoplastic diseases.

HHS can bdirectly
activated by GPs as
an alternative to
hospital admission,
or by hospital wards
to allow early and
protected discharge
from hospital

I HHS demonstrated to be as efficacious as

traditional ward for elderly and functionally
compromised patients

36

Medication
Reconciliation
and safety

Piemonte, IT

Integrated path
among professionalg
belonging to
different levels of
care organisations
(hospital
pharmacists, local
care pharmacists,
GPs, risk

management

=a =9

Active involvement of patients
Better communication between patients ar
healthcare staff

correct prescription and adherence to
therapy

Pocketlist of prescribed drugs given to eac
patient to be checked at each transition to
different care setting

In 2017, a web portal will be implemented

where hospital staff in charge, GPs and

The developed communication
matrix between stakeholders can be
replicated and exported to other
areas and settings
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experts, together
with university
researchers) aimed
at checking the
correct prescription
of drugsat
transitions in care
(hospital admission,
transfer from one
unit to another
during
hospitalization, or
discharge from the
hospital to home or
another faciity),
aiming to prevent

1 59Q4a ol R
events)

Medication
reconciliation refers
to the process of
avoiding inadvertent
inconsistencies
across transitions in
care by reviewing
the patient's
complete medication
regimen at the time
of admission,
transfer, and
discharge and
comparing it with

the regimen being

patients can access drugs plans prescribe
for an increased safety afugs combination
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considered for the
new setting of care

37 | Oncology Piemonte, IT Oncology Pathways,
pathways Regional within the Regional
Oncological Network
of Piedmont and
+ffS RQ! ;
Oncological patients
are taken care of,
from diagnosis to
follow-up, by each
level of healthcare
organisations
involved
38 | Integrated Piemonte, IT Patientsaffected by
Pathways for heart failure, HCV,
Heart failure dyslipidaemia, low
care, HCV back pain
patients,
dyslipidaemia
low back pain
39 | Telehomecare, | Puglia, IT Telemonitoring 1 Existence of technology system / platform | 1 H&H Hospital at Home Technology

Remote
Monitoring for
patients Heart
Failure, and
Diamonds

aimed at patients
with Heart Failure,
COPD &iabetes
Remote monitoring
for people living with

Congestive Heart

(H&H Hospital at Home) to enable the
detection of clinical and instrumental
parameters.

1 Introduction of integrated management of
hospitaland territory.

9 Provision of reatime SelfMonitoring Blood

system.
1 Stakeholder engagement.
1 Clinical & Technical protocols.
1 Clinical training package.
1 Telemedicine platform.
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Failure

Glucose (SMBG) monitoring.

1 Availability of smartphoneonnected
glucometer modified for USB cable connecti
to smartphone reduces error as blood glucos
readings are not manually entered into the
App.

9 Automated adjustment of insulin dosage
through DSS algorithm which improves patig
safety.

1 Provision of immediate feedback on patient
uploaded glucose readings Increases
acceptance of telenonitoring by patients and
care practitioners.

1 Existence ofool to allow verification of the
appropriateness of SMBG in relation to the
diabetes status, accessible by the payers as
well.

1 Patient empowerment through the direct
access to data on their diabetes status.

9 Update of existing clinical and technical
protocols.

1 Workforce training.

1 Regular evaluation of the satisfaction of
healthcare professionals, patients and
caregivers.

1 Improved communication between GPs &
Specialist.

1 Early involvement and engagement of all
stakeholders involved, including the patients
caregivers, health and social care partnershi

1 Using evidencéasefor implantable
cardioverterdefibrillator (ICD) from EU projeq

(More-Care).

1 Clinical triage anchanagement
protocol.

1 Algorithm integrated into the Decisio
Support System.

9 Extended role of clinicians' educatiol
and training package.
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1 Introduction of system based on primary car
nursing.

1 Creation of new telemedicine physician and
nursededicated roles; including the provisior
of training for these roles.

9 The central control room which receives the
tele-monitoring data minimises risk of a staff
member not having access to the full historig
data and enables appropriate staff member {
respond to any alerts as necessatry.

1 Providing intervention safety reassurance to
patients.

40

CKD Integrated
care

Puglia, IT

Integrated
telemedicine
platform for
predictive medicine,
telemonitoringand
CKD patient
empowerment

1 ICT regional structure, with privacy and
securing systems.

1 Provision of a homéased renal dialysis
platform which enabled twavay dialog
between patient and remote renal specialist
increased acceptance by patients and care
practitioners of telemedicine solution and
service redesign.

1 Dedicated telemedicine clirat specialists.

9 Accurate information on telecommunicationg
AYFNF &0§NHzOG dzNBE  OF LI o
which reduced unnecessary staff resources
spent on resolution of technical problems as
well as increasing acceptance by patients of
telemedicine solution

1 Clinician led telemedicine integrated CKD
pathway development.

1 Patient empowerment through the
introduction of edugames & social networks
that are part of the platform.

9 Training of care and case managers, nurses

9 Diagnostic and therapeutic protocols

9 Telemedicine integrated CKD clinica
pathway.

1 Centralised Control Room to suppor
regional rolout and keyond of
multiple telemedicine applications.
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and physiciang new professionals
resporsible for the virtuous paths between
hospital and territory, including the availabilit
of training facility.

41 | Smartaging Puglia, IT Primary and 1 Existence ofelecom platform and inclusion o] { Telemedicine algorithm that analyse
Mindbrain secondary the interventions in the existing platform. biomarkers that meet international
prevention and early|  Automated feedback report to patients on guidelines for early diagnosis and
diagnosis of their lifestyle and physiological measuremen Y2y A G2 NAYy 3 27F !
cognitive decline ang  rather than clinicians' time being used. 1 Automated algorithms for feedback
P'E 1 KSAYSNJ | Dedicated telemedicine clinical specialists 2y LI dASydQa o0SK
based on 1 Adequate training and support for older physiological parameters.
computerised patients, including training facilities.
analysis of 1 Providing data privacy policies for patient
biomarkers in 564 reassurance.
year olds. 1 Patient empowerment through the
instructions on healthy lifestyle.
9 Building on the success / outcomes of previg
FP 7European projects.
42 | Diagnostic and | Lazio Region, I7 Identification of the | § Focus on chronic diseases with high impa¢ The model is

care pathways
(PDTA)/

Housesof-
health

population affected
by diabetes and
COPD using
information of
health information
systems

Definition of
evidence based
recommendations
for most efficient
and patien-friendly
standardised case

management for

on diagnostic and therapeutic case
management
Evidence based diagnostics and treatment
Patientfriendly care delivery (spatial
proximity of different disease related
services
Multidisciplinary teams
Integration between health and social
services
1 Commitment of the regional

government to reinforce quality of care ang

efficiency, reducing at the same time

= =

=a =9

9 transferrable to other areas
1 expandable to other chronic
conditions (heart failure and
anticoagulant therapy are currently
being developed
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diabetes and COPD

operating costs of primargare services

Reorganisation of | ¢ |nyolvement of relevant

chronic care in the partners/stakeholders

Lazio region

Integration of care

for chronic disease

management in

primary care

facilities which

integrate the

essential levels of

health and social

servies

43 | Integrated Care | Autonomous Patients: sel 1 Implementation as @oordinated efort of High scalability and replicability

Model for Province of management of local policy makers, the regional healthcar the TreC platform
t A Sy d{Trento, T health information trust and the research perspectives in the (transfer already ongoing &
Empowerment and access to Trentino Region, with the common missior regional, nationaknd international
in the Trentino medical reports of improving health and wellbeing services level)
Region through Healthcare provided to the population in a systematic, . _ _
the TreC providers: facilitates coordinated and sustainable way easily adaptable to different soci
Personal Health delivery of quality 1 TreC has been developed following a Livin organizational and institutiong
Record health applications Lab approach, informed by the direct contexts

and services to the involvement of groups of citizens, clinical assessment of short and long ter

population stakeholders and publiprivate entities for effects on deployment of innovativ

integrated care of the implementation and validation of its technologies for health

chronic patients innovative services

through an advanceq §  67Kcitizens using the ptform

PHR ecosystem f over 65K healthcare service reservations i

Disease specific 2016

crossinstitutions 1 1475 payments of medical services per ye

experimentation (On | q 1077 changes of primary care physicians f

diabetes anccancer

with other cities, e.g.

year
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Forli, Bergamo)
Currently over 65K
citizens using the
platform as regular
target users.

44

Telemonitoring
for Congestive
Heart Failure
(CHF)

Veneto Region,
IT

Target on population
affected by
Congestive Heart
Failure (CHF)

Randonsed
Controlled Trial: 315
patients recruited
and randomized
(2:1) for intervention
group (followed with
telemonitoring
services) and control
group (usual care)

Patients equipped
with a Personal
Health System
(wristband device,
digital weight scale
for clinical data
collection, personal
alarms device for
24/7 real time
emergency
detection)

Data automatically
transmitted to the

Regional eHealth

=

= =4 =4 4

Access to health facilities only when needgé
Faster turnover of patients

Clinical benefits in terms of decrease in
hospitalizations (most patents managed at
home)

Service prove to be cost effective (savings
LISNJ LI GASYGH cnn €0

Reengineering of the organisation of
telemonitoring services for individual case
management

Privacy policy guaranteed
Involvement of caregivers

Patient empowerment and training
Patient sekmanagement

= =9

Results can be applied at national
regional level

Transferable to a larger population
with the same clinical
characteristics with a substantial
savings estimates

Expandable to other Italian regiong
Already transferred to other
countries through a Eurgan
project (U4H)

Implementation of the service at
regional level in Veneto, with a
potential coverage of about 70.00(
patients per year
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center (management
through contacts
with ER department,
the Social Services,
Physicians or family)

45

Walcheren
Integrated Care
Model (WICM)

Walcheren, NL

Target population:
frail older people
living independently

A comprehensive
integrated model for
the detection and
assessment off
needs and the
assignment and
evaluation of care
for independently
living frail older
people.

Involvement of all parties in the
development, implementation and
dissemination of the mode& formalisation
of agreements between parties.

0 Broad involvement and experiences of
health professionals.

0 The GPs in this project are also involve
with developing the dementia cafe
chain. Their personal involvement in
both projects will guarantee
harmonisation.

o0 Knowledge obtained in the region
regarding instruments and collaboratio
that includes older peopl A pilot
involving older people aged 85+ years
and consultations with older patients
aged 65+ years.

Laying down the basis for collaboration in

the formalisation of agreements on the

regional policy.

A Joint Governing Board that provides the

necessary mvider network.

Central steering from a steering group in

which all parties are represented, ensuring

coherence between various projects.

A project group to guide and monitor the

implementation.

Strong project leader.

1 Possibility for cargroviders to
become acquainted with the model.
They can make use of the instrumen
and protocols and they can attend
studies in order to work according to
the model.

1 Various strategies can be used in
order to transér of knowledge and
implementation:

0 a manual with a description of the
WICM, the conditions for putting
the model into practice, the
instruments used, protocols and
function descriptions for the new
functions (in Dutch);

o conferences and presentations or
the model and evaluation of the
model;

0 national and intl publications;

0 newsletters to careproviders,
organizations for the older people
and interested parties (in Dutch);

0 presentation of the results on the
web-site;

0 personal discussions with
interestedparties;

0 each year the executive GPs will
provide a course for their
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1 Finances to implement and work accord colleagues, with input from a
to the model. nursing home doctor and a clinics
geriatrist;
0 training of geriatric nurse
practitioners.

46 | Buurtzorg various Nurseled 9 A back office to deal with admin and

model locations, NL | community carén bureaucracy, freeing nurses to get on with
collaboration with their jobs.
primary care. 1 Very flat structure with benefits in:
Integrating nursing, 0 Trust (no hierarchg no managers)
medical and social o0 saving overheads (only 8% compared
care services. with an average of 25% elsewhere), wi
Target group: older costsavings renvested into care and
people with multiple innovation.
pathologies, may {1 IT systems to share information, problems
have symptoms of and ideas among nurses from across the
dementia, may have country¢ nurses can easily network with th
been discharged back office.
from hospital  Training programmes with dedicated budge
recently and may be|  and nurse coaches who offergiessional
chronically or support.
terminally ill.

47 | Esther Network | Jonkoping, SE | Patientcentred care | § Leadership and a new working culture 1 The model has been replicated in
for chronic disease leading the health system transformation. Singapore andéh Francisco.
patients with 1 Personcentredapproach. 1 Kent (in England) is currently in the
complex health 1 Making improvements together with process of adopting elements of th
needs. partners. model.

Coordination of f Communicating systems ange of

primary, hospital, transparent data to create overall

home and social understanding and possibility to learn and
care.The system react.

brings together ' Shared responsibility.

doctors, nurses, T h LIS vy Saa | y R f S| N/ A
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pharmacists, social
workers and

O2dz2NAS&a¢ @
9 Trust and less hierarchyetting go of the

occupational need to control, an ecosystem of trust.
therapists.
48 | My Plan Norrbotten, SE | Patient empowermetr § Development of new workflows. 1 Staff new ways of working training
in hospital discharge| q Education & trainindor workforce. programme.
planning process an{ { Introduction of new supportive technology.
home care planning
49 | Care process fo| Norrbotten, SE | Early intervention 1 Collaboration & improved coordination of all|  Education & Training Programmes.
schizophrenia and treatment for stakeholders involved. 1 Organisation of care pathways for th
and patients with 1 Education and training for patients and patients with schizophrenia or
schizophrenia schizophrenia or relatives. schizophrenidike states.
like state schizophrenidike 1 Holistic understanding of the patient and the
states health and wellbeing.
1 Cocreation of care plan and its regular
evaluation.
50 | Distance Norrbotten, SE | Remote care for 1 Identifying the organisational change elemer 1 Knowledge of infrastructure required
spanning patients in rural ¢ new ways of working & new opportunities at baseline together with maturity
healthcare areas for both planned visits and acute assessmer and readiness of workforce to adopt

9 Longterm workforce education plan in place

1 Providing equity of access to services.

9 Carrying out a costnalysis taestablish the
economic case which considers the costs
incurred by patients and their families in
having to travel to receive care and treatmer
as well as costs incurred by the system if
Ot AYAOALlLya KI @S G2

9 Provision of secur&PN video solution
assisted by nurse rather than just telephone

1 Reliability of technology solutions.

9 User and patienparticipation.

technical solutions.

9 Workforce digital literacy competenc
requiremens.

1 Digital literacy requirements of
patients.

1 Information campaigns & marketing
about the services.
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9 Public awareness and communication
activities to promote the service (money &
time to conduct information campaigns).

1 Realiness of the environment / system for th
implementation of such a practice.

51

Patient journey
through
emergency
medical care

Norrbotten, SE

Rapid access to

emergency medical
care for older people

9 Personcentred, multidisciplinary,
collaborative decision making.

1 Model which recognises and builds on the
competencies and capabilities of the patient

1 Identification of care transitions and ensuring
information flows between them.

1 Availability of patient folder.

1 Making improvements to th whole care
pathway rather than just parts of it and this
has involved gaining commitment from many
stakeholders from different care sectors.

1 Ongoing achievemered approach to
meetings and sharing good practices and
improvement work.

1 Clinical protocaols.

9 Redesigned care pathways and new
ways of working.

1 Roles, responsibilities and
competencies of paramedics.

9 Education and training programme.

9 Improvement work.

52

Shoulder
rehabilitation
via distance
technology

Norrbotten, SE

Remote

rehabilitation care

1 Existence of IT infrastructure (distance
equipment) to allow distance rehabilitation a
LI GASYyGaQ K2YSao

9 Safety of the communication programme.

1 Incentives and motivations for the patients tq
use the service.

1 Stratification of the patients (identificatioof
GKS GNARIKGE LI GASYG ]

1 IT professionals are directly connected whilg
the service is delivered to ensure the reliabil
of technology.

9 The possibility to introduce the
service as complimentary to the
existing services.

53

BLMSE / Better
life for the most

Skane, SE

Target group: the

most ill older people.

9 Providing a coherent service thiatsatisfying

FNRBY | LI GASYGaQ LR

9 Promoting better ways of doing thing
through performancebasedbonuses
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sick older 9 Political mobilisation. could be transferred to other
people Cooperation {1 Demonstrating positive outcomes of the countries in Europe especially to
between home care, project to convince all counterparts to those, where municipalities have a
primary care and introduced changes. role in the health and social care
hospital care to Quality registers allowing comparison systems.
better coordinate between units facilitated continuous learning 1 The establishment of improvement
care of the most ill quality improvement and management of leaders and leadership forums as an
older people. services. GAYTF2NXYIFE £ Ay d SN
' Benchmarking exercise facilitating allocatiof ~ €asly transferred to other contexts,
of performancebased financial bonuses. where the organisational culture has
1 Establishment of improvement leaders and | the absorptive capacity to embed thi
leadership forums. innovative way of engaging health
professionals.

9 Starting at the local leadership level
by arranging forums for discussions
and decisioamaking acoss the
organisations.

54 | North West London, Integrated care for | § Joint governance through an integrated
London England, UK the highest risk, management board made up of

most vulnerable
patients.

Involving
professionals from
community health,
mental health,
primary care,
secondary care,
social care,
community
pharmacyand
specialist nursing.

representatives of all providers.

0 Shared performance and evaluation
framework.

0 Agreed goals and outcomes.

o0 Engagement of the local authority.

Pooled budgets fointegrated

commissioning, with shared risk approach

and capitation payment to cover all patient

care.

Service providers collaborate with lay

partners (patients, users and carers) to

develop the care model.

o Patient, user and carer engagement in

co-design hrough reference groups,
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workshops and surveys.

Track and evaluate the performance of GP

surgeries and Multdisciplinary groups to

drive competition and share best practice.

Teaching and training provided; commitme

to adaptive learning.

Significant invetment in senior managemen

leadership and dedicated programme

support, along with the active involvement
of patients.

Leaders successfully engaging with the

workforce and enabling them to work

together towards achieving positive
programme outcomes.

o Strongclinical leadership, in particular
that of the GP, played a central part in
ensuring effective participation and
engagement of other clinicians.

Multi-disciplinary groups meet monthly as

case conferences with the aim of improving

the care of most complegases.

Clinical protocols and care packages

developed for each patient group, ensuring

standardisation of best practice.

Single IT platform for information sharing

across organisations.

IT system implementation timelines must

accommodate considerable leewy for

refinement and unexpected complexity.

55

Torbay

Torbay,
England, UK

Patients with
complex mix of
health and social
care needs, typically

Governance:

o0 Formal agreement between Torbay
Council and Torbay Primary Care Trus
to establish joint governance through g

Aspects thacan facilitate transferability

of this approach:

1 A clear vision on making a positive
difference for service users.
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the most complex
and vulnerable older
people

Integrated multt
disciplinary teams,
which work closely
with primary care,
and specialist health
services to manage
the care of the
populations they
serve.

single management structur@orbay
Care Trust, a fully integrated NHS
organisation) responsible for
commissioning and providing
community healthand social care
services.

0 NHS funding was used for (new) socia
worker posts, at a point when no
funding was available from the local
council- assuaging some concerns fror
council staff about integration
threatening investment in social care.

Establishmenof integrated, celocated

health and social care teams, with a strong

emphasis on mulprofessional leadership
and development.

Integrate support services (including also

intermediate care) from the bottom up

around GP registration (rather than home
address) to simplify access and facilitate
team working and cerdination.

Prioritise continuity of care at home, with

intermediate care provision and hospital

discharge processes tied in to support it.

Health and social care coordinator role

introduced, wih a single point of contact in

each area/locality, cordinating health and
social care.

Investment in local leadership programmeg

with committed leadership team. Change

relied on leadership across health and soc
care providers.

A large degree of comtuity among senior

9 Start from the bottom up by
bringing together frontline teams
and align these teams with general
practices and their registered
populations.

1 Consider how simple and
inexpensive innovations like the
appointment of health and social
care ceordinators can make a majd
impact.

1 Examine evidence from elsewhere
appraise own performance, build
communication and teamwork
between stakeholdrs, manage
risks.
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leaders and organisational stability.

Stakeholder engagement and

empowerment:

o Staff engagement in all work streams
the integration process.

o Empowering users & carers using focu
groups, journey mapping & interviews.

0 Increasing use gfersonal budgets &
direct payments.

0 Keeping patients and service users at
the centre of the vision for
improvement.

Local teams manage integrated budgets

financial risk sharing. Capitated budget for

health services, and an annual agreement
with Torbay Guncil for Social care spend.

Systematic review of the literature

highlighting the organisational, cultural and

professional, and contextual issues that
created barriers to joint workingthis
awareness enabled effective action to avoi
them.

56

Integrated
Citizen Centred
Health and
Social Care for
Older People

Northern
Ireland, UK

Integrated Citizen
Centred Health and
Social Care for Olde|
People

Based on the use of
the Northern

Ireland Single
Assessment Tool
(NISAT)

1 Political support: a governmental initiative fo

9 The government allocated funding for the

a citizencentred approach through a care
reform strategy.

o The policy is built around stakeholders'
engagement and based on consultation
The government worked together with
the voluntary sector, which engad
directly community, statutory and
voluntary organisations as well as older
people.

9 Both service users and their carers
were heavily involvedithe
development of the NISAT.

9 Project structureg the NISAT project
office was based in and reported
through health and social care
structures. This ensured that the
focus was on service user and carer
needs with direct input from health
and social carprofessionals.
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development of the NISAT as well as a
significant proportion of the funding for its
implementation.

1 Direct care payments weretimduced to
enable people to "buy their own care" and
make decisions for themselves.

9 Clear objectives and close working
relationships between key stakeholders.

1 Both service users and their carers were
heavily involved in develapgthe NISAT.

9 User groups wre established, training needs
identified and a regional training strategy
developed and implemented.

1 A dedicated, representative project team
responsible for implementation, with
dedicated local implementation officers to
support the central implementan teams.

o0 This has the dual purpose of maintaining
momentum during a period of change an
conflicting priorities and providing local
and regional support through
1y26f SRIASKYIOS LIRSS
management.

0 Local support officers were funded in eaq
of the Trusts with responsibility of
ensuring that the system and associated
processes were integrated into daily
practice by local training, working
alongside staff and providing frontline
support.

9 Change management was addressed throug
0 agreeing strategiand operational

objectives along with responsibilities;
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o developing and implementing an agreed
operational plan;

o0 developing and executing a
communications strategy and a regional
training strategy.

57

Integrated Long
Term Conditiong
Management
for Older
Citizens

Northern
Ireland, UK

Integrated health
and social care to
support people with
long term conditions
across all care
settings.
Management of
patients with chronic
conditionsthrough
more emphasis on
prevention and
management in the
community,

patient education,
GP screening,
monitoring,

use of supportive
technology and risk
assessment and
stratification.

1 Political decision to procure an e#d-end
managed system for remote &honitoring.

1 Involvement of a range of key stakeholders,
including political representatives, across a
range of participatory meetings and events.

1 A business case was developed outlining:
definition of the service to be delivered; the
strategy for deliveryf the remote
telemonitoring service; roll out plans;
resources required.

1 For the telemonitoring contract, five Health
and Social Care Trusts were closely involve(
the specification and design of the service
procured and in the selection of the conttac
to deliver this service.

1 Patients and carers opinions were also soug
throughout the process and they were
involved in assessing the patient equipment
being offered by various bidders for the
contract.

1 Telehealth Service Managers were appointe
in each Trust to engage with stakeholders,
develop and lead the service; frequently
meeting with clinicians to deploy and share
knowledge.

9 Dedicated resource to manage and develop
the servicec the Trust Telehealth Service
Managers have been instrumental in exging

1 The endto-end Managed Service
model is a useful model for
developing services which require
innovation and flexibility (endo-end
means that thecontract is for the
provision of a service, including
clinical triage, and not simply a
purchase of patient equipment and
software).

o It provides for a collaborative
approach with the provider. It
also provides the capacity and
capability to flexibly managand
grow the service be it during ad
hoc periods of increased deman
or as growth develops over time
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with staff as well as looking at opportunities
embed learning for the service.

9 Senior management sponsorslgdrusts that
have benefitted from the service have been
those who have a clear view of how they wis
the service to be deployed.

9 Sharingof best practice and knowledge acrog
the different Trusts.

1 Partnership and collaborative working
between the Trusts and the provider.

1 Flexibility within the service to support
innovative use by healthcare professionals g
well as suit the needs of the &fent profile
of patients with long term conditions who mg
be at different stages of their disease.

58 | Integration of Scotland, UK | People with multiple | § Legislation which promotes crossctorial 1 The type of analysis (which allows
health and complex needs strategic planning to meet the needs of see the amount of resoursethat is
social care in population/care groups, placing the spent on the population, the
Scotland patient/service user at the centre of care balance between hospital and

planning and provision. community settings, with data also
1 Existence of Integrated resource framework. analysed at various geographic
15SRAOIGSR TdzyRAy3 (7 levels, including GP practice) is ea
(Change Fund) & a wider @gration agenda. transferable to other regions and
0 an accelerant in changing attitudes, countries.
cultures and behaviours;
0 an important element in helping
partnerships develop joint working and
implement strategic joint commissioning
59 | SPARRA/ACP | Scotland, UK | National Risk 1 Government support and politicabnsensus | § The challenge of predicting the risk ¢

PatientCentric
Integrated Care
approach

Prediction

Tool to identify
patients at risk of
future emergency

among the parties committed to health and
social care issues.
9 Combined responsibility for planning and

delivery of acute, primary and community

emergency admission is applicable t
all chronic care systems. The SPAR
tool uses national datasets to provid
information at a local level to suppor
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hospital admission
and readmission.

Anticipatory Care
Planning (ACP)
approach that
designs, implements
and monitors the
most suitable
intervention
according to the
degree of hospital
admission risk of the
targeted patient.

Focus on preventive
care management,
and in particular, on
chronic disease
management to
avoid the risk of
unplanned hospital
admission.

services within the Community Health
Partnerships.

1 Strong governance mechanisms established
both national and local level.

1 A strong performance management culture
within the NHS.

1 Adoption driven by a range of multimedia
learning resources and good practice
examples. Support for adoption levered
through the Change Fund (national
investment) and the GPuality contract.

1 Initial prototype continually refined from
learning by early adopters.

1 Strong leadership, engagement of care
professionals and a network of champions fq
implementation across the country.

1 Development of ICT solutions to exchange
information across care settings (Key
Information Summary).

targetingof services on a geographig
and an individual basis. The
anticipatory interventions can be
locally contextualised.

9 The most favourable contexts where
the SPARRA/ACP case could more
easily be transferred are those wher
a weltestablished Community Health
Partnership exists.

1 Transferability to other EU countries
may be compromised by the
specificity of the approach and the
need for the calibration of a risk
stratification tool that supports the
identification of target patients.

60

Technology
Enabled Care
Programme

Scotland, UK

A patientcentred
Integrated Care
management
process targeting the
65+ population in
the country.

It particularly
addresses vulnerabls
subgroups of

patients and patients

1 Political commitment and central funding:

0 A change in policy context, which
required a shift from a system oriented
towards hospitabased treatment to a
system based on preventive care to
manage longerm conditions.

o Policy initiative from the national
government, with the provision of a
development fund and associated

programme management.

1 Creating a Learning Network (or
something similar) to suppo#dreas in
their implementation. Learning and
sharing of both what works and wha
R2SayQi 62NJ] @

1 A resource library of freely available
webcasts.

0 Reuseable content: several
webcasts have been reused in
undergraduate teaching
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with complex
illnesses, with the
use of ICT (telecare)

0 Support of local politicians achieved

through a series of engagement eventy

and training sessions held by each loc;
partnership.

9EAAGSYOS 2F 4aRAS

0 Strong commitment of both the local
authorities and the local health and
social care actors.

0 Recognition of the need for change;
from pilots & trials to a national
approach of scalinrgp.

1 Wellestablished local health and social care
partnerships, capablef combining primary
and community services with a shared
responsibility for planning and delivery of
personalised home care assistance.

1 Dedicated support at national & local levels,
consisting of technical support, strategic
planning support, service redgn support
and other expertise drawn when required.

1 Knowledge exchange and learning & sharing
good practice. A Telecare Learning Network
was established bringing together all the lea
from each local area on a regular basis to
highlight any common sies, challenges and
successes.

i Targeted communication strategy with a
strong emphasis on embedding Technology
Enabled Care into existing service redesign.

1 Dedicated programme management at a loc
level.

9 Standardisation of procurement linked to

(@)

interoperability, creating the framework for

sessions, hosted on profession
skills websites and used at
learning events for public sectd
staff.

0 Short duration makes viewing
webcasts more convenient.

1 Using technology as a delivery
mechanism (to overcome the
challenge of accessing learning,
especidly from remote and rural
areas).

1 Ringfenced financing that is
reportable to ensure full
accountability and commitment is

recommended.

9 Robust performance monitoring and
evaluation should be embedded fron
the start.

1 Approach to largescale mainstream
adoption.
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choice to at least ensure that there was not
too much variance from area to area.

1 Strong performance evaluation culture.

1 Reward funding model: those doing well wer
given extra funding, whereas those who had
not advancedis much as expected were
provided with additional intensive support.

1 Application of learning from the EU projects
and other European / international initiatives

1 Information governance in place.

61

Building
Capacity and
Competency for
Staff Using
Technology
Telehealthcare
Education and
Training
Strategy

Scotland, UK

1 Establishment of a mul8takeholder
Telehealthcard=ducation and Training
Steering Group, which has driven change ar
produced resources for staff working in heall
social care and housing services. The Grouy
also oversees staff who use telehealth and
telecare.

1 A credible platform from which to influence
relevant national policy and organisational
strategies impacting on the health and social
care workforce.

1 National Telehealth and Telecare Learning
Network¢ to promote and support knowledgg
transfer of good practice, service
developments and innovation.

1 Collaboration with countrwide colleagues to
develop a Skills Frameworks for staff using
assistive technology to deliver services.

9 The approach to supporting
knowledge transfer (examples of goc
practice via the Learning Networks)
across organisationaind professiona
boundaries.
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Annex 2

Table7: Mapping summary of success factors from integrated care experiences in Europe

Success factor

Location of integrated carexperience

Governancgnew entity for
management/coordination, joint management, joint
governing board, legal framework, tajpwn &
bottom-up combination, management structure)

Autonomous Province of Trento,
Badalona, Basque Country, Belgium,
Buurtzorg KinzigtalL.ombardy London,
NW Torbay, Olomouc, Pardubice, Pugli
Scotland Southern Denmark, Walcherer

Stakeholder engagemenrtegular engagement: in
policy formulation; solution specifications, design,
development, implementation and dissemination;
opinions from patients and clinicians; commitments
feedback; communications strategy)

Autonomous Province of Trento,
Badalona, Basque CountBelgium,
Catalonia, Emili&Romagna, Ilele-France,
Kinzigtal Lazio, Lombardyorrbotten
Getafe,N. Ireland NW London, Olomoud
Pardubice, Puglia, Saxoi8cotland,
Southern Denmarklorbay, Trikala,
ValenciaVenetq Walcheren.

Patient focus/empowerment(incl. population health,
stratification, healthy lifestyle literacy, personal
budgets, incentives to ugbe services, cereation of
care plans, access to data/results, training facilities
educational games, social networks)

Autonomous Province of TrentBasque
Country,Belgium EmiliaRomagna,
Jonkoping, KinzigtdlombardyN.
Ireland, Norrbotten, NW Lmalon,
Olomouc, Puglia, Scotlangputhern
Denmark,Torbay,ValenciaVeneta

Organisational changére-organisation/re
engineering, new structures, dedicated team to
implement the change, dedicated support (technicg
support, for strategic planning, foesvice redesign),
partnerships, integrated primary care centres; co
located care teams, shared responsibilities, objectiy
and plan setting, standards, pathways, workflows,
clinical and technical protocols, new roles/extendec
roles (e.g., case manageryreaoordinators,
continuity nurses), business process notation, flexit
implementation, incremental pace)

Autonomous Province of Trento,
Badalona, Basque CountBelgium,
Campania, CatalonigmilizRomagna,
JonkopingKinzigtal Languedoe
RoussillonLazio, Lombardyl.ondon,N.
Ireland,Norrbotten, NW Torbay,
Olomouc,Puglia, Scotland, Skane,
Southern Denmark, Saxornisikala,
ValenciaVenetqg Walcheren

Collaboration and Trusfin design and specifications
among stakeholders [incl. care professionals, patie
and voluntary sector], among agencies/authorities,
using evidence and learning from other practices aj
EU projects)

Autonomous Province of Trento,
BadalonaBelgium Buurtzorg, Campania
Catalonia, Emili&®omagna, Ireland,
JonkodpingKinzigtal Languedoe
RoussillonLazio, Lombardy. Scotland,
Norrbotten, Olomouc, Pardubice,
Piemonte, PugligGaxony, Southern
Denmark, Valenciad/eneta

Financing andricentivesoptions (nvestments,
business case, reward schemes (e.g., performance
based financial bonuses), pooled budget, shared ri
and revenue/profits, bundled payment, capitated
payment, longterm contract, endend Managed

Service)

Badalona, Basque CountBelgium,
CataloniaEmiliaRomagnaKinzigtal,
LombardyLondon,TK, N. Ireland\W
Torbay, OlomoucScotland, Skane,
Southern DenmarkyalenciaVeneta
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ICTinfrastructure and solutiongunique patient ID,
broadband availability, health information systems,
quality registers, software platforms, data sharing,
[shared] Electronic Health Records, algorithms,
devices for use by patients, data from patients,
telemedicine/telehealth/home telemonitoring,
interoperability, standards, procurement, modular
and scalable sysm, information governance
privacy and security policies, reliability of IT solnsp

Autonomous Province of Trento,
BadalonaBelgium Brescia, Buurtzorg,
Campania, Catalonia, EmiRomagna,
Getafe, JonkopindSinzigtal Lazio,
LombardyNorrbotten, N. Ireland, NW
London, Olomouc, Puglia, Scotland,
SkaneSouthern DenmarkTrikala,
ValenciaVeneta

Political support and commitmeng{national/regional
policy, legislation, agreements, funding, strategy,
vision)

Autonomous Province of TrentBasque
Cauntry, Belgium Brescia, Catalonia,
EmiliaRomagna, Getafe, Heée-France,
KinzigtalLazio, Lombardy. Ireland,
Olomouc, Pardubice, Scotland, Skane,
Southern Denmarktrikala,Valencia,
Venetg Walcheren.

Monitoring/Evaluation system(performance
management, performance evaluation,
benchmarking)

Autonomous Province of TrentBasque
Country,Belgium EmiliaRomagna,
Kinzigtal Lazio, LombardyNW London,
Scotland Skane, Torbayalencia,
Veneta

Workforce education and traininglearning
networks, user groups, training strategyong term
education plans, skills framework, training on
new/extended roles, sharing good practices and
knowledge, webcasts, prototype refinement, nurse
coaches)

Autonomous Province of Trento,
Belgium Brescia, Buurtzorg, Catalonia,
EmiliaRomagnaloénkodpingKinzigtal,
LombardyNorrbotten, N. Ireland, NW
London, Olomouc, Pardubice, Piemontg
Puglia,SaxonyScotland, Skan&outhern
Denmark, Valencia.

Leadershipgsenior management leadership, clinical
leadership, local leaders/champions, digital
champions, leadership programmes, improvement
leaders)

Autonomous Province of Trento,
CataloniaGetafe, Jonkdpind,ombardy
N. Ireland, Scotland, NW London,
Olomouc, Pardubice, Skarigrbay,
Walcheren.
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Annex 3

Maturity Model for integrated care

This Annex provides a simple description of the Maturity Model and its dimensions, along
with guidance on how to measure maturity, so that an assessment can be quickly carried
out.

The Maturity Model has beederived from interviews with stakeholders from 12 European
countries, or regions within a country, responsible for healthcare delivery. The many
activities that need to be managed in order to deliver integrated care have been grouped
Ayid2 wmH & Rachvobwhighagdyedsés a part of the overall effdetble A3)

Table8: The 12 maturity dimensions for delivering integrated care

Dimension Indicators for assessment of maturity to adopt integrated care
1. Readiness to | Evidence of recognition of compelling need to change.
Change Evidence of public consultation and stakeholder engagement.

Evidence of vision or strategic plan embedded in policy.
Evidence of leaders and champions of change.
Evidence of lwad political and public support.

2. Structure and | Evidence of effective planning and management of change, including

Governance stakeholder involvement.

Evidence of collective decisignaking.

Evidence of regular communication of progress and successes.

Evidence of multyear transformation / integrated programmes with funding
and a clear mandate.

Evidence of eHealth competence centres or other organisations to select,
develop and deliver eHealth services.

3. Information Evidence of policy to enable digital services.

and eHealth Evidence of infrastructure to enable informatisharing andeHealth /

Services eServices.

Evidence of effective sharing of information and care plans.

Evidence of universal, atale regional / national information and eHealth
services used by all integrated care stakeholders.

4, Evicence of clear strategy for regional /national procurement.
Standardisation | Evidence of unified and mandated set of agreed standards to be used for
and system implementations.

Simplification Evidence of consolidation of data centres.

Evidence of simplification of infrastructure.
Evidence oability to view and exchange medical data from different system
across diverse care settings.

5. Finance and | Evidence of investment and stimulus funds to support the move towards

Funding integrated care.

Evidence of regional / national funding for scaliqgand ongoing operations.

Evidence of innovative procurement approaches (e.g., PPRhésling, mult
year contracts for IT service provision).

Evidence of sustainability of finance and fundingifbegrated care.
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6. Removal of
Inhibitors

Evidence of awareness of the effects of inhibitors on integrated care.

Evidence of strategy to remove inhibitors in integrated care.

Evidence of actions to remove barriers: legal, organisational, financiadkalisl

Evidence of existence of the laws to enable dsitaring.

Evidence of creation of new organisations or collaborations to encourage ¢
boundary working.

Evidence of changes to reimbursement to support behavioural and process
change.

Evidenceof education and training programmes to speed up solution delive

Evidence of high completion rate of projects and programmes in integrated
care.

7. Population
Approach

Evidence of use of risk stratification tools to predict future demands.

Evidence otising existing data on public health, health risks and service
utilisation.

Evidence of a range of care pathways available for different groups of citiz¢

8. Citizen
Empowerment

Evidence of policy to support citizen empowerment.

Evidence of careation and ceproduction of integrated care services.

Evidence of incentives and tools to motivate and support citizens-treate
integrated care.

Evidence of participation of citizens in decisinaking processes.

Evidence ofcitizéa Q | O0Saa (G2 AYyTF2NXIGAZ2Y

9. Evaluation
Methods

Evidence of establishing baselines (on cost, quality, access, etc.) in advan
new service introduction.

Evidence of systematic measuring of the impact of new services and pathw
using appropriate methods.

Evidence of generating evidence.

Evidence of a systematic approach to evaluation, responsiveness to the
evaluation outcomes and evaluation of the desired impact on service
redesign.

10. Breadth of
Ambition

Evidence of integttion within the same level of care (e.g. primary care).

Evidence of integration between care levels (e.g. between primary and
secondary care).

Evidence of fully integrated health and social care services.

11. Innovation
Management

Evidence of plan / strategy to encourage innovation.

Evidence of mechanisms / governance to capture innovations.

Evidence of enabling an atmosphere of innovation from top to bottom, with
collection and diffusion of best practice.

Evidence of learningdm inside the system, as well as from other regions, tc
expand thinking and speed up change.

Evidence of involving universities and private sector companies in the
innovation process.

Evidence of using innovative procurement approadtifersonal Contract
Purchase, Public Private Partnership, , etc.)

Evidence of using European projects.

12. Capacity
Building

Evidence of systematic approaches to capacity building for integrated care

Evidence of tools, processes and platforms to allow organisations I their
own capacity.

Evidence of continuous evaluation of service improvements.

Evidence of systematic learning about integrated care, ICT, change
management and others.

Evidence of cooperation on capacity building.
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Evidence of knowledge sharing.
Evidence of skills being retained.

By considering each dimension, assessing the current situation, and allocating a measure of
maturity within that domain (on a-® scale), it is possible for a national or regional care
Fdz K2NRA & (2 RBMAISYEL LB KA GKNI NRB NS FREAS F NBFa 27
capability that require attention.

1. Readiness to Change

Assessment scale:

0 ¢ No acknowledgement of compelling need to change

1 ¢ Compelling need is recognised, but no clear vision or stratéaic p

2 ¢ Dialogue and consensimiilding underway; plan being developed

3 ¢ Vision or plan embedded in policy; leaders and champions emerging

4 ¢ Leadership, vision and plan clear to the general public; pressure for change
5 ¢ Political consensus; pubktipport; visible stakeholder engagement.

2. Structure & Governance

Assessment scale:

0 ¢ Fragmented structure and governance in place

1 ¢ Recognition of the need for structural and governance change

2 ¢ Formation of task forces, alliances and othdprmal ways of collaborating

3 ¢ Governance established at a regional or national level

4 ¢ Roadmap for a change programme defined and broadly accepted

5 ¢ Full, integrated programme established, with funding and a clear mandate.

3. Information & eHalth Services

Assessment scale:

0 ¢ Information systems are not designed to support integrated care

1 ¢ Information and eHealth services to support integrated care are being piloted

2 ¢ Information and eHealth services to support integrated care are depldyut there is

not yet region wide coverage

3 ¢ Information and eHealth services to support integrated care are available via a fegion
wide service but use of these services is not mandated

4 ¢ Mandated or funded use of regional/national eHealth infrastire across the
healthcare system

5 ¢ Universal, aiscale regional/national eHealth services used by all integrated care
stakeholders.

4. Standardisation & Simplification

Assessment scale:

0 ¢ No standards in place or planned that support integrategkcervices

1 ¢ Discussion of the necessity of ICT to support integrated care and of any standards
associated with that ICT

2 ¢ An ICT infrastructure to support integrated care has been agreed together with a
recommended set of information standardshere may still be local variations
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3 ¢ A recommended set of agreed information standards at regional/national level;, some
shared procurements of new systems at regional/national level, some -Eugle
consolidations of ICT underway

4 ¢ A unified set of agred standards to be used for system implementations specified in
procurement documents; many shared procurements of new systems; consolidated data
centres and shared services widely deployed

5 ¢ A unified and mandated set of agreed standards to be usedystem implementations

fully incorporated into procurement processes; clear strategy for regional/national
procurement of new systems; consolidated datacentres and shared services (including the
cloud) is normal practice.

5. Finance & Funding

Assessmensgcale:

0 ¢ No additional funding is available to support the move towards integrated care

1 ¢ Funding is available but mainly for the pilot projects and small scale implementation
2 ¢ Consolidated innovation funding available through competitions/grdotsindividual

care providers

3 ¢ Regional/national (or European) funding or PPP for testing and for segding

4 ¢ Regional/national funding for scalingy and ongoing operations

5 ¢ Secure multyear budget, accessible to all stakeholders, to enabighér service
development.

6. Removal of Inhibitors

Assessment scale:

0 ¢ No awareness of the effects of inhibitors on integrated care

1 ¢ Awareness of inhibitors but no systematic approach to their management is in place

2 ¢ Strategy for tacklingnhibitors is agreed at a high level

3 ¢ Strategy for removing inhibitors agreed at a high level

4 ¢ Solutions for removal of inhibitors developed and commonly used

5 ¢ High completion rate of projects & programmes; inhibitors no longer an issue fore&ervic
development

7. Population Approach

Assessment scale:

0 ¢ Population health approach is not applied to the provision of integrated care services

1 ¢ A population risk approach is applied to integrated care services but not yet
systematically or to the fupopulation

2 ¢ Risk stratification is used systematically for certain parts of the population (e.gubégh
categories)

3 ¢ Group risk stratification for those who are at risk of becoming frequent service users

4 ¢Populationwide risk stratification rted but not fully acted on

5 ¢ Whole population stratification deployed and fully implemented.

8. Citizen Empowerment
Assessment scale:
0 ¢ Citizen empowerment is not considered as part of integrated care provision
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1 ¢Citizens are consulted antegrated care services but are not involved inaceation and
coproduction of services

2 ¢ Citizen empowerment is recognised as important but effective policies to support citizen
empowerment are still in development

3 ¢Incentives and tools to motivatand support citizens to coreate health and participate

in decisioamaking processes

4 ¢ Citizens are supported and involved in decismaking processes, and have access to
information and health data

5 ¢ Citizens are involved in decisiomaking proceses, and their needs are frequently
monitored and reflected in service delivery and polgking.

9. Evaluation Methods

Assessment scale:

0 ¢ No evaluation of integrated care services is in place or in development.

1 ¢ Integrated care services evaluatids not seen as distinct from standard evaluation
approaches.

2 ¢ Evaluation established as part of a systematic approach

3 ¢ Some initiatives and services are evaluated as part of a systematic approach

4 ¢ Most initiatives are subject to a systematic apach to evaluation; published results

5 ¢ A systematic approach to evaluation, responsiveness to the evaluation outcomes, and
evaluation of the desired impact on service redesign (i.e., a closed loop process).

10. Breadth of Ambition

Assessment scale:

0 ¢ Integrated services arise but not as a result of planning or the implementation of a
strategy

1 ¢ The citizen or their family may need to act as the integrator of service in an
unpredictable way

2 ¢ Integration within the same level of care (e.g.,npairy care)

3 ¢ Integration between care levels (e.g., between primary and secondary care)

4 ¢ Integration includes both social care service and health care service needs

5 ¢ Fully integrated health & social care services.

11. Innovation Management

Assessment scale:

0 ¢ No innovation management in place

1 ¢ Innovation is encouraged but there is no overall plan

2 ¢ Innovations are captured and there are some mechanisms in place to encourage
knowledge transfer

3 ¢ Innovation is governed and encouragata region/country level

4 ¢ Formalised innovation management process in place

5 ¢ Extensive open innovation combined with supporting procurement & the diffusion of
good practice.

12. Capacity Building
Assessment scale:
0 ¢ Integrated care services ar@nincluded in capacity building
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1 ¢ Some systematic approaches to capacity building for integrated care services are in
place

2 ¢ Cooperation on capacity building for integrated care is growing across the region

3 ¢ Systematic learning about IT; integedtcare and change management

4 ¢ Knowledge shared, skills retained and lower turnover of experienced staff

5¢! WESINYyAy3a KSIfGKOFINBE adaeaidsSyQ Ay@2t gay3

Figure8: Application of Maturity Madel in Gesundes Kinzigtal
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Using these insights, and comparing the radar diagram with those of other
regions/countries that have conductdtie same exercise, it should be possible for a care
authority to seek expertise from elsewhere to fill the gaps in its capability, but also to offer
to others its own knowledge and experience from its areas of strength. As such, the
Maturity Model can proide opportunities for sharing good practices and mutual learning.
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Figure9: Application of Maturity Model in Valencia Region, Spain
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FigurelO: Application of Maturity Model in Olomouc Region, Czecidrblic
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Annex 4

Results from the survey on integrated care

In the Summerof 2016 a survey was circulated to the members of the Expert Group to
obtain general information on experiences on integrated care across Europe. In the
guestionnaire, integrated care was defined to include initiatives seeking to improve
outcomes of cardy overcoming issues of fragmentation through linkage eobnation of
services of providers along the continuum of care.

The survey was composed of 11 questions (see Appendix of this report) addressing aspects
of present challenges and recent iniilas and strategies used to assess integration of care.
22 Member States responded to the survey.

In brief

Despite large variation in health systems design, countries participating in the survey
reported a number of similar dimensions and challengestedido integrated care. These
include primarily coordination and integration of primary and specialist care, and the
coordination of health care and social care.

Reported barriers to achieve more integrated and coordinated care included lack of
effective information structures, organisational differences and resistance from health
professionals.

Several countries reported that they have no formally designated systematic approach for
assessing different aspects of integration of care. However, many repdtns systematic
approaches are currently being developed or planned for. Four countries responding to the
survey provided concrete examples of indicators used for assessing aspects of integrated
care.

Survey responses confirmed that integrated care is a complex concept that includes a
number of organisational tasks and different organisational levels. The concept touches on
issues such as lack of fragmentation within contemporary healthcare systentf aatient
(person) centeredness.

Countries outlined the challenges involved with regard to the development of simple and
understandable measures at national and regional level in order to measure the range of
complex processes involved in integratedecalystems. The survey responses suggest that
these processes should primarily be addressed and continuously developed at the micro
level, i.e. the patienhealth care professional interface, with the national and regional levels
providing different ways t@upport this development.
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Aspects of integrated care discussed in countries

The most often discussed areas related to integrated care were:
1 Coordination between primary and specialist care (secondary and tertiary care) (12
countries)
1 Coordination between health care and social care (11 countries)

Other dimensions of integrated care mentioned were:
1 Coordination between ambulatory and inpatient health care
1 Coordination between providers of different forms of specialist care
1 Coordination betweensomatic and mental health care
1 Coordination among private and public health care providers

Through enhancing the integration of care, countries hope to more successfully achieve a
number of health system aims, including:

1 Improve the quality of health car(mentioned by 14 countries)

1 Improve the efficiency of health care and reduce costs (mentioned by 13 countries)

1 Improve access to health care services (mentioned by 10 countries)

Croatia, Czech Republic and Malta also mentioned improved patient safety.

Other, more overriding aims mentioned by some countries were:
1 Improving the health status of the population (through e.g. increasing health
promotion)
1 Improving professionals' and providers' satisfaction
1 Improvement of the longerm efficiency of the healt system

Challenges related to implementing integrated care

Countries reported several challenges related to implementing miotegrated and
coordinatedcare for patients:
1 Limitations of ICT and information structures (mentioned by 12 countries)
1 Lack offinancial mechanisms supporting such systems (mentioned by 10 countries)
1 Organisational structures (related to the division of roles between departments and
between health care professional) (mentioned by 10 countries)

Some countries also mentioned orgsational, political and communicative challenges
related to the different political levels in the countries. For instance, the Czech Republic
reported that the most important challenge was to convince the representatives of regional
governments that chargy was necessary. Greece reported that the main challenge was
posed by a lack of a "gate keeping culture” in its health system.

Regarding other aspects phtient-centred care the most common challenges mentioned
were:

1 ICT and information structures

1 Resstance from health professionals to change work practices and to cooperate
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Health literacy and patient participation

Questions about how to organise new governance arrangements, which need to
include elements of accountability, oversight and distribukeaidership, while at the
same time considering the national, regional and local context.

= =

There appeared to be a general call for compatible ICT solutions and enhanced possibilities
(also legally) to link patient data in order to set up effeciivegrated care systems. Several

countries also considered change of management schemes, introducing new clinical
3dzA RSt AYySa YR yS¢g LI GASYy(lQa LI GKglea a O2
care systems. Belgium and Croatia further mentiorestlication and training of health
professionals in integrated care and multidisciplinary collaboration.

National or regional initiatives addressing integration of care

Most countries reported working continuously with several initiatives in parallel to
strengthen integration and coordination of care. Many countries have taken initiatives on
legislation, reorganisation and reimbursement systems. Several countries reported having
carried out pilotprojects, implemented targeted programmes and strategies addpéed
methods for cooperation.

Some examples include:

1 Austriaaims to strengthen primary care through the establishment of primary care
networks and centres. These newly established health care structures are intended
to enhance the integration and codination of care. A similar initiative has been
taken in Malta, where polyclinics in the public primary health care system and a
number of specialised clinics that serve to interface directly with hospital services
while providing care in the extramuraltieg, have been developed.

f BelgumKIl & O2y Of dZRSR &/ 2y @SyiGA2ya¢ ol ANBSYSy
finance the holistic care of patients with chronic diseases that has an impact on their
psychological health, social or work (or school) functioning.

1 Franceintroduced a regional imrvention fund that made possible the gathering of
financing from different sources. It also introduced a pilot bunefdegment project
for chronic kidney disease, whose results are expected in 2017.

1 Finland prepared a health and social care legislativdom that includes a
framework for initiatives to strengthen the integration of care.

1 Germanyhasimplemented disease management programmes, i.e. structured care
programmes for chronically ill persons.

1 Italy has approved a national plan on chronic diseadestifying the different steps
from risk stratification of the population to active medical enrolment within specific
pathways of care.

 LuxembourgK & AYiINRRddzOSR I AGYSRSOAY NBFTFSNByil¢
is to coordinate care for their patngs.

1 Malta highlighted its diabetes sharezhre programme to be among the most
advanced initiatives; the programme involves training general practitioners and
delivering diabetes clinics in line with a shared care protocol developed with the
diabetes depament of a hospital.
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1 The Netherlandsreported the development of new health care standarde. on
diabetes, dementia, obesity, COPD, etc.), and of the programme of national care for
elderly. It is also implementing bundled payment models for chronicadise (e.qg.
diabetes, COPD) and for pregnancy and childbirth.

1 Portugalhas implemented a national hotline supported by nurses.

To strengthen other aspects of patieogéntred care countries reported various initiatives,
for example:

1 Reorganisation and meibursement systems (Bulgaria)
Implementation of territorial local support platform (France)
Different pilot projects (Germanyhe Netherlands
Introduction of an electronic health card (Germany)
Decentralisation of health, LTC and support services tal l@authorities (The
Netherlands)
Introduction of law on Patient’s Rights (Luxembourg) and a Patient law (Sweden)
Workshops and conferences (Poland)

T
T
)l
T
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Approaches to assessing performance of care integration

Most countries reported that they do not have, ptesent, a systematic approach in place
that is explicitly designed to assess and evaluate the development of coordination and
integration of care. However, many reported that such systematic approaches are currently
being developed or planned for. Examplef existing approaches that were reported to be
of potential applicability in the context of assessing the performance of integration of care:
1 An outcomes framework related to a specific health care reform which includes
certain indicators (Austria)
1 A cancer registry (in relation to integrated cancer care) (Luxembourg)
1 Indicators developed in the context of the innovation fund (Germany)
1 Organisation developing integrated information systems to allow monitoring
integrated care: EKSOTE in the South Karelia Social and Health Care District in
Finland.

Four countries that responded to the survey (Austria, Belgium, Sweden and the United
Kingam) provided concrete examples of indicators that can be seen to reflect aspects of
AYOUSIANIGAZ2yd wSLRNILISR AYRAOFG2NE | NBE (&LRAO
frameworks for HSPA rather than forming part of an explicit assessment framework for
integrated care (e.g. Belgium, Swedétaly, the Netherlands Examples: patienteported

problems with care coordination, such as not having a recommended medical test, receiving
conflicting information from different doctors, or experiencing a lackcommunication

between a primary care doctor and a specialist (questimmfthe Commonwealth fund

Health Policy survey)

A number of countries reported that they currently are planning to develop relevant
indicators. More examples of experiences at natidrend local level are provided in the
O2dzy GNASAQ NBLI ASA LINBaSyGdSR Ay (GKS ! LIJISYRAE
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Annex 5

Table9: Examples of potential measures of peoptentredand integrated health services
as compiled by WHO (2015)

Domain Examples of potential indicators

1. System-level measures of community well-being and population health

Amenable mortality Deaths considered avoidable through health care [1]; excess winter deaths [2];
excess mortality for people with severe mental iliness and schizophrenia [3]

Healthy lifestyles smoking rates [1]; levels of obesity [1]; % population experiencing positive mental
health/engaged in responsible sexual behaviour/engaged in substance
misuse/engaged in healthy behaviours/experience injuries (incl. self-harm) [1]

Population health Mortality from chronic disease; low birthweight births [1]; vaccination coverage
(influenza older people [1,3]; measles and pertussis in children [3])

2. Service proxies for population health outcomes

Hospital admissions # emergency admissions (by age and risk group) [2]; avoidable
admissions/ambulatory care sensitive admissions (ACS) [2] in children and older
people (asthma, COPD, heart failure, angina, diabetes, bacterial pneumonia,
urinary tract infection) [1, 3]]; risk-adjusted acute care hospitalisation rates [4]
(incl. for ACS [5]); average length of stay [1]; occupied bed days [1]

Hospital readmissions People with multiple admissions per year by age and prior condition [2];
readmissions for selected groups [2] (diabetes, heart failure, mental health) [1];
unplanned readmission [1]; overall # readmissions [3]

Community-based care Persons discharged from hospital for rehabilitation [2]; death after discharge from

suicide among people with severe mental disorders [3]; quality of family planning
services (e.g. contraceptive methods mix offered in care facilities) [5]

Patient safety Reduction in adverse events [1]; unintended harm from medications in people
aged >65 dispensed with 5+ long-term medications [1]; NSAID use in older
people [1]
3. Personal health outcomes
Quiality of life Self-reported quality of life [2]; carer reported quality of life [2]; improved mental
health status and mood
Independent living % older people (>65) who remain in own home after 91 days of discharge from

hospital into rehabilitation [2]; injuries due to falls in older people (>65) [2]; %
people with fragility fractures recovering to their previous levels of mobility [2];
improved mobility and independence (EQ5D)

Self-management % people feeling supported to manage their (long-term) condition [2]; people
aged >65 with >8 long-term conditions [1]; management of risk factors in chronic
disease (e.g. blood glucose and cholesterol in people with diabetes; blood
pressure control in people with stroke, TIA, heart disease, chronic kidney
disease, hypertension; diet, nutrition and weight management in
under/overweight) [QOF]

4. Resource utilisation

Hospital utilisation Bed days for selected patient types [2]; hospital use in last 6 months/100 days of
life [1,2]

Residential and long-term care  Gross residential and nursing care expenditure per # older population [2]; #

utilisation receiving long-term community-based care as % of all people receiving long-term

care [2]; # receiving social care as % of (# receiving emergency hospital care + #
receiving long-term social care) [2]; # receiving long-term community-based
social care/population [2]

Primary care utilisation Enrolment in general practice/primary care practice (incl. for infants in first 4
weeks of life) [1]
Health care costs Per capita health care costs [1]; rational use of finite resources/value for money

and effectiveness [1]; GP referred pharmaceutical expenditure [1]; alignment of
resources to population needs [3]

Balance of care Ratio of primary care professionals (e.g. GPs) to specialists; relative spend on
primary, community, secondary and tertiary care

5. Organisational process and system characteristics

Access to care Improved access to primary care services/GPs [2]; access to health care [1] (incl.
% in general practice, screening, time to access GP or community services,
timely initiation of care [4], waiting times for urgent treatment esp. cancer, severe
mental health access, waiting time for elective treatment)

Hospital use Attendances in accident and emergency [2], attendances at A&E without
hospitalisation [4], acute care hospitalisations [4]
Care transitions Delayed transfers of care from hospital [2], transition record with specified
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Domain Examples of potential indicators

element received (hospital to home or other site of care) [4], timelines of transition
(hospital to home or other site of care) [4]

Care planning Holistic needs assessment; personalised care plans; advanced care plan [4]

Medications management Medication review in older adults [4]; medications reconciliation [4]; medications
conciliation post-discharge [4]

Care coordination Primary health care organisations currently coordinating patient care with other

health care organisations using protocols [5]; quality of care processes based on
best practice guidelines (incl. integration of care across settings as assessed
through chart reviews, medical records) [3, 7]; quality of clinical integration or
coordination in multi-professional teams as assessed by surveys [7];
administrative communication (incl. % patients transferred to other health care
facility whose medical documentation indicated communication of administrative
information prior to transfer) [4]; presence of coordination activities [3] (e.g. clarity
of responsibilities, facilitate transfers across settings, assess needs and goals,
proactive care plans, support for self-management, monitor & follow-up, home
care support, multidisciplinary teams in primary and community care, case
management, disease management, ICT enabled communication)

6. User and carer experience

Experiences | mproved peopl ebs exp e rreperted satsfactioh with a r
coordination/integrated care [2,3]; % service users who said that services
received made them feel safe and secure [2]

Continuity of care % service users which report that they have as much social contact as they would
like [2]; person/family report confusion or hassle [4]

Supporting holistic goals and % people dying at home/their place of choosing [2]; % people with long-term

outcomes conditions reporting they had enough support to manage their conditions [2]; %

people who feel confident in managing their own health [2]; people reporting that
all their needs were taken into account [8]; people reporting that they were
supported to achieve their own goals [8]; people reporting that the care they
received helped them to live their life to the best of their ability [8]; carers and
family members needs taken into account [8]

Communication and Ability and knowledge on who to contact for care (esp. out of hours) [7]; doctor

information spending enough time with patient [6]; doctor giving easy to understand
explanations [6]; doctor giving time to raise concerns [6]; people reporting that
they were always kept informed about next steps in their care [8]/the
professionals involved talked to each other and worked as a team [8]/knew who
was the main person in charge of their care [8]/had one first point of contact [8]
who understood the person and their conditions [8]/could go to the care
professional with questions at any time [8])/had the information and support
needed to remain as independent as possible [7,8]/access personal health and
care records at any time (incl. ability to decide who to share with and correct
mistakes in information) [8]/information given at the right time and appropriate to
personds condition and needs data[8)toldasy
about their services available (incl. support organisations) [8])/not left alone to
make sense of information [8]/ability to meet (phone/email) professional when
needed to ask more questions or discuss options [8]

Shared decision making Doctor/nurse involving patients in decisions about care and treatment [6]; people
reporting they could choose kind of care and support needed and how to receive
it [8]

Care planning Family or home situation taken into account when planning discharge [2];
participation in care planning [6,7] incl. knowing what is in the care plan [8], care
plan entered onto patient record [8], regular reviews of care plan [8],
comprehensive reviews of medicine [8], care plan known in advance by
professionals when using a new service and respected [8]

Care delivery and transitions Patientsé reports of unnecessary care
visits, hospitalisations) [3]; patient-reported gaps in scheduled care (e.g. missed
consultations, medical test or prescribed medications) [6]; clear plan when
moving from one service to another [8]; transitions undertaken without delays [8#;
advance knowledge of care transitions and next steps in care [8]; new service
providers knowing details of person and their preferences and circumstances [8];
protection of entitlements to care when moving from one jurisdiction to another [8]

Emergencies People reporting that they could plan ahead and could stay in control in
emergencies [8]; people reporting they had systems in place so they could get
help at an early stage to avoid a crisis (or crisis escalation) [8]

Note: [1] New Zealand Integrated Performance and Incentive Framework; [2] Raleigh et al. (2014); [3]
McDonald et al. (2014); [4] NQF (2014); [S]WHO (2014); [6] OECD (2015); [7] Strdradbergand Krasnik
(2009¥>; [8] National Voices (201%)

Source: adapted from WHO (201%)
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Figurell: AHRQ Care coordination measurement framework

GOAL: COORDINATED CARE (see Chapter 2)

ik

MECHANISMS

Means of achieving goal

Coordination Activities Broad Approaches
Actions hypothesized fo support coordination. Commonly used groups of activities and/or
Not necessarily executed in any structured way tools hypothesized to support coordination

COORDINATION
EFFECTS

Experienced in different ways depending
upon the perspective

A

Patient/ Health Care System
Family Professional(s) Representative(s
Perspective Perspective )
COORDINATION MEASURES

Context: Settings, Patient Populations, Timeframe, Facilitators, Barriers

Source: McDonald et al. (20£4)
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