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International Foundation for Integrated Care
Who are we?
Mission Statement

Our Purpose
•

The International Foundation for
Integrated Care (IFIC) is a network
that crosses organisational and
professional boundaries to bring
people together to advance the
science, knowledge and adoption of
integrated care policy and practice.
The Foundation seeks to achieve this
through the development and
exchange of ideas among academics,
researchers, managers, clinicians,
policy makers and users and carers of
services throughout the World.

•
•

•

To develop a membership network
that provides a central, authoritative,
resource for information and
expertise on integrated care
To advance the study and science of
integrated care
To develop knowledge on the
evidence for, and application of,
successful approaches to integration
To bring people together from a
range of backgrounds to network and
exchange ideas to promote
integrated care

The Challenge for Integrated Care

Ageing Society = Greater Complexity of Care

By 2034, >85s will represent c.5% of the population in Western Europe.

The Integrated Care Challenge:
Meeting Complex Health and Social Care Needs
The complexity in the way care
systems are designed leads to:
• lack of ‘ownership’ of the
person’s problem;
• lack of involvement of users
and carers in their own care;
• poor communication
between partners in care;
• simultaneous duplication of
tasks and gaps in care;
• treating one condition
without recognising others;
• poor outcomes to person,
carer and the system
Frontier Economics (2012) Enablers and barriers to integrated care and implications for Monitor -

The Challenge: Summary
• Age‐related chronic conditions absorb the largest, and
growing, share of health/social care activities
• Poor co‐ordination of care for people with long‐
term/complex illnesses leads to poor care experiences
and adverse outcomes
• Practical solutions to tackle the socio‐determinants of ill‐
health and pathology of the complex patient
• Strategies of care co‐ordination to create more
integrated, cost effective and patient‐centred services
are growing internationally
• Lack of knowledge about how best to apply care co‐
ordination in practice.

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

Meeting the Challenge
Emerging Evidence

Care Systems Need to Change
Think of the hospital as a cost centre, not a revenue centre
Hospitals can sustain revenue as aspects of care are shifted to communities

Imison et al (2012) Older people and emergency bed use. The King’s Fund, London

Managing Complex Chronic Patients
What Works?
•

Better coordination of care can
save money and improve quality,
especially:
– Disease management programmes
– Case management with multi‐
disciplinary teams
– Where use of good data identifies
people at risk of deterioration
– Active outreach services and self‐
management support

BUT
– Lack of robust evaluation
– Financial savings not equally shared
between providers (funding problem)
– Need for regulation and governance to
create conducive environment as co‐
ordination neglected

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

Managing Complex Chronic Patients
What Works?

1.
2.
3.
4.
5.

Active support for self‐
management
Primary prevention
Secondary prevention
Managing ACS conditions
Integrating care for people with
mental and physical health
needs

6.

Care co‐ordination ‐ integrated
health and social care teams
7. Primary care management of end‐
of‐life care
8. Effective medicines management
9. Managing elective admissions –
referral quality
10. Managing emergency admissions –
urgent care

The importance of engaging people
What can work?
• shared decision‐making;
• care plans;
• patient‐held records;
• on‐line courses;
• electronic information
and access to records;
• written information;
• self‐monitoring;
• group education;
• goal setting, coaching and
motivational interviewing

The importance of engaging and
empowering communities
What can work?
• Community participation
– Planning and goal setting
– Patient and user groups

• Community awareness
– Health education
– Building social networks

• Community‐delivered
care
– People as partners in care
– co‐production

• Tackling inequalities and
promoting social justice

Focusing on Quality of Life
•

More effective approaches:
– Population management
– Holistic, not disease‐based
– Organisational interventions targeted
at the management of specific risk
factors
– Interventions focused on people with
functional disabilities
– Management of medicines

•

Less effective approaches:
– Poorly targeted or broader
programmes of community based
care, for example case management
– Patient education and support
programmes not focused on
managing risk factors

Taking a Population Health Perspective

Integrated Care as Part of a Public Health System

HEALTH &
SOCIAL CARE

Case Examples from the UK:
Towards Effective Integration of Care to People
with Complex Chronic Illness

http://www.kingsfund.org.uk/publications/co‐ordinated‐care‐people‐complex‐chronic‐conditions

Predictive risk modelling and risk stratification
Utilising data from primary and secondary care, combined
with the knowledge from local care professionals working in
the community the programme can accurately identify and
target patients ‘at risk’ of hospitalisation and who may
benefit from at‐home case management

Locality working through ‘virtual wards’
Multi‐disciplinary teams, anchored around the geographies
of local GP practices, support health and social care to
people at home. The neighbourhood based teams enable a
good working relationship for partnership working and tie
activities together through shared care accountabilities

Holistic care assessment and personalised care
management plan
A single assessment of physical, mental , environmental,
social and spiritual needs ensures a detailed understanding
of the patient and family members as well as their
preferences. A personalised care management plan, goals‐
based, ensures all members of the MDT understand the care
that is required

Dedicated care co‐ordination
The case manager has accountability for co‐ordinating care
and supporting the preferences of patients to be met. The
role provides continuity of care and a single point of contact,
including for out‐of‐hours care

•
•
•

99% of those wishing to die in the place of their
choosing did so
High satisfaction amongst family, carers, staff
Significant cost reduction (c.25%) compared to
‘usual’ care in hospices/hospital settings

Awareness‐raising and relationship‐building
GPs, community staff, hospital consultants, volunteers and
local people strengthening its ability to ‘capture’ people
nearing the end of life before, or very soon after, a hospital
admission.

Holistic care assessment and personalised care plan
A single assessment process examines both the health and
social care needs of the patient and their family. It also takes
into account their personal choices about future care and
treatment options.

Multiple referrals to a single‐entry point
The service accepts referrals from any health professional
and also local people. All referrals come into the service and
are assigned to a clinical nurse specialist from a single‐entry
point.

Dedicated care co‐ordination
The care co‐ordinator has a number of roles: acting as the
principal point of contact with the patient and their family;
effectively co‐ordinating care from within a multidisciplinary
team and liaising with the wider network of care providers.

Rapid access to care from a multidisciplinary team
Both professionals and volunteers can be rapidly deployed
by the service to provide care or support to meet the needs
of people living at home. The service operates 12 hours a
day, with access to an on‐call clinician out of hours.

Midhurst Service Evaluation:
Total assumed cost of 1000 patients in the last year of life under
the Midhurst model was 20% less than care in other settings
(hospital and hospices). The cost savings were due to fewer stays
in hospital in the integrated model of care

Noble, B., King, Nigel, Woolmore, A., Hughes, P., Winslow, M., Melvin, J., Brooks, Joanna,
Bravington, A., Ingleton, C. and Bath, P.A. (2014) Can comprehensive specialised end‐of‐life care be provided
at home? Lessons from a study of an innovative consultant‐led community service in the UK. European
Journal of Cancer Care. ISSN 0961‐5423 (In Press)‐ http://eprints.hud.ac.uk/20267/1/noble_et_al.pdf

International Case Examples:
Towards a Population Health Approach

Netherlands
GERIANT: Integrated Dementia Care at Home
Clients
and
Carers

Multi‐disciplinary team:
Clinical Case Manager
Social Geriatrician
Clinical Psychologist
Specialised Home
Psychiatrist

CARE AT
HOME
TEAM
Wider
Provider
Network

Source: Glimmerveen, 2013 ‐ http://www.kingsfund.org.uk/audio‐video/ludo‐glimmerveen‐integrated‐care‐people‐dementia‐netherlands

Impact

Source: Glimmerveen, 2013 ‐ http://www.kingsfund.org.uk/audio‐video/ludo‐glimmerveen‐integrated‐care‐people‐dementia‐netherlands

Case Example:
Norrtalje, North Stockholm
•

•
•

•
•

•
•

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

Case Example: Te Whiringa Ora,
Eastern Bay of Plenty, New Zealand

Case Example: Te Whiringa Ora,
Eastern Bay of Plenty, New Zealand
Organisation
• Merger of three primary care agencies in the Eastern Bay of Plenty region to
create the Eastern Bay Primary Care Alliance (EBPHA)
• Collaborative model with a community‐based health and disability support
provider
Objectives
• providing access to care – extending the health care role into the home
• reducing disparities in health outcomes
• improving primary care management of chronic and long‐term conditions,
• reducing preventable hospital admissions and hospital length of stay,
• providing a holistic patient‐centered and whānau ora approach to care, and
• educating service users and their whānau in self‐management of chronic care
lifestyle changes so they better understand their conditions
Target population
• Maori and Pacific Communities
• The initial cohort targeted by the program was 139 patients with chronic
respiratory disease who had been admitted to hospital two or more times or
had six or more ambulatory care visits in the past 12 months.
• The program was subsequently expanded to include all chronic diseases.

Case Example: Te Whiringa Ora,
Eastern Bay of Plenty, New Zealand
Approach to care
• The TWO program includes:
– assessment, care coordination, telephone support, and
telemedicine monitoring as a tool for self‐management
education.

• These services are delivered by paired nurse and
community‐based care coordinators.
• These skilled case managers work alongside the person
and their family/whanau to develop a set of personal
goals through one‐to‐one support
• The goal is to stabilize patients in the community and
improve self‐management.
• The model assumes that the average time in the
program is 6 months.

Case Example: Te Whiringa Ora
Eastern Bay of Plenty, New Zealand
Results in brief
• Established February 2011, evaluated
and expanded in Winter 2012
• In a cohort of 53 patients initially
enrolled in the program, the number of
COPD bed days used in the 12 months
after enrolment were 40% less than 12
months before enrolment
• Overall rate of utilization fell by 12%
after enrolment.
• Once enrolled, the initial cohort of 53
TWO patients had more days between
COPD hospital visits compared to their
own pre enrolment utilisation.
• The average cohort 1 patient gained an
additional 179 admission free days or
less than half as frequently to hospital
for COPD.

Case Example:
South Karelia, Finland

Eksote provides all health, family and social welfare and senior services for
133,000 citizens some 200km apart
Village associations have a key part to play to promote health and wellbeing and
prevent social and medical problems – e.g. themed events for the hard of
hearing and with various sports federations

Case Example:
South Karelia, Finland
•
•
•
•
•
•
•
•
•
•
•

Established integrated organisation in
2010 combining primary/secondary
care with elderly/social care
Goal was equal access across a rural
municipality
Focus on prevention and citizen
responsibility in own care
Remote monitoring and health
coaching
Mobile health units – use of webcams,
broadband and video phones
Pilot phase had 185 patients
Care team was a GP, 2 WTE nurses,
part‐time home care workers, IT
engineers and data analysts
Patients felt less isolated and more
secure
Medication use reduced
Remote consultations reduced costs by
50% compared to usual care
Reduced travelling to appointments

Case Example:
South Karelia, Finland
•
•
•
•

Acts as a nurse‐led mobile clinic
to rural villages throughout
Eksote
Works in cooperation with village
associations
Electronic patient record
Includes:
Nurse consultation
Health counselling
Regular health checks
Treating wounds
Capillary blood work analysis (e.g.
glucose)
– Vaccinations and medicines
– Dental care (since 2013)
– Physiotherapy

–
–
–
–
–

Mallu – Mobile Health Clinic
Launched November 2010

Case Example:
South Karelia, Finland
• The intervention consisted of
regular measurements of
physiological and health
parameters in addition to
personalised health coaching.
• Participants receive the
following equipment at their
homes:
– Mobile phone with specific
software for manual and/or
automatic reporting of data.
– Blood pressure meter with
Bluetooth connection to the
mobile phone.
– Weight scale.
– Pedometer

• Personal health coach to every
patient (trained nurse)
• Initial assessment based on
holistic needs leading to a care
plan for self‐management
• Follow‐up calls once per
month to review health status
• Motivational interviewing to
empower people with
recommended life‐style
changes
• Web application to enter and
view data and adjust plan
• Self‐generated reminders
triggered by health status

View the project at:
https://www.youtube.com/watch?v=9VAiEeODspI

Case Example: Community Engagement
Nuka Health System, Alaska
Mission:
Working together with the Native
Community to achieve wellness
through integration if health and
other services
Vision:
A Native Community that enjoys
physical, mental, emotional and
spiritual wellbeing
Key approach:
Shared responsibility, commitment
to quality, family wellness
“Consumer‐owners”
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Some results since 1996‐present:
• 95% enrolled in primary care, up
from 35%
• Same day access for routine
appointment, down from 4 weeks
• Waiting list for behavioural
health consultation eliminated
• 36% reduction in hospital days
• 42% reduction in ER
• 58% reduction in specialist clinics
• High patient satisfaction with
respect to culture and traditions
• Staff turnover reduced by 75%

• Alaskan Native leadership
has ownership and
management of care system
since 1997
• 60000 people south of
Anchorage and spread
across 1800km of land and
islands
• Range of services including:
– inter‐disciplinary primary
care;
– dentistry and optometry,
– behavioural health,
– outpatients,
– home care – case
management
– telehealth with self‐
management of chronic
illness

• Focus on rights and
responsibilities approach

Funding and Incentives

Building Alliances

In an alliance contract, a set of providers enters into a single arrangement
with a commissioner to deliver services and are legally bound together (i.e.
share the risk) for achieving outcomes. Incentives are set based on system
goals and outcomes. The system requires high‐trust and is mutually governed
through a shared board of directors. (Addicott, 2014)

Case Example: Kinzigtal, Germany

Finding the right mix: a Cappucino Model
Type of funding:
• Capitation according to population
health need
• Pooled Budgets
• Bundled Payments
• Pay for performance
• Pay for innovation
Type of contracting:
• Joint commissioning
• Outcome vs. activity
• Prime contractor / HMO risk‐sharing
model

Integrated health & social care systems with capitation‐type joint
funding appear to provide the better platform for integration of care
Examples: NHS Highland, Scotland; Torbay, England; Norrtalje, Sweden;
Kinzigtal, Germany; South Karelia, Finland

Conclusions

Summary
• Strategies that support people‐centred care can help to achieve the
‘Triple Aim’ in health system reform: improved user experiences,
better care outcomes and more cost‐effective care systems
• Across the case studies, common factors included:
– Holistic care – not dominated by medical paradigm
– Building activated patients to self‐manage their health
– Developing communities to become partners in the care system in both
planning and delivery
– Developing inter‐disciplinary teams in primary care settings to provide
culturally‐sensitive care
– Developing innovative approaches to reach the needs of hard to reach
groups and those living in rural areas
– Case management of complex cases
– Flexible response across care professionals, organisations and settings
in a 24/7 model
– Focusing on quality of life as much as quality of care – i.e. health and
wellbeing and goals‐based approaches to care
– Intervening early before people require specialist or hospital care

Seven Key Lessons for Service Delivery
Goodwin N (2015) Integrating care for older people with complex medical problems in Mas N and Wisbaum W (Eds)
The Triple Aim for the future of health care, Madrid: FUNCAS Social and Economic Studies, pp.51‐70

)

Theme

Characteristics

1 Population‐health
management

The ability to have an in‐depth understanding of the health needs of
communities supported through data that can provide intelligence
on the priorities that should be addressed

2 Primary and secondary
care prevention

The ability to support people to live better with their conditions, for
example through educational programmes or self‐care support

3 Personalised care co‐
ordination

The ability to plan and co‐ordinate services effectively around
people’s needs helps to overcome fragmentations and improve care
experiences ad outcomes

4 Effective ICT systems

Care professionals must be able to communicate well with each
other and people must be able to interact effectively with care
providers in a way that supports shared decision‐making.

5 An integrated delivery
system

Care systems need to be responsive to people’s needs, especially
during times of crisis. The inability of provider networks to respond
in real‐time means that care co‐ordination efforts are undermined.

6 Building social capital
Promoting shared values and understanding can help provide the
and collaborative capacity necessary commitment to take integrated care forward.
7 Research and
evaluation

Measuring, monitoring and responding to evidence to judge or
benchmark care quality and outcomes is essential to improving
quality of care through integration
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