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What can research evidence tell us about:

Integration of Health
Services Delivery for the

Elderly within the Existing

Structures

Key messages

e Integrated careis notan end, it is a means of achieving set objectives of the

care provision model.

o Integrated care can occur at four different levels; Organisational,
functional, service and clinical levels. Some models have integration

spanning across all these levels.

e The different models of integration are; individual models, group-and
disease-specific models, and population-based models of integration.

e There is no one-size-fits-all model for use in the integration of care.

e The chosen model of implementation has to be country-led; responding to

the context of a particular country.

The components to consider in integration of care for the elderly are; (1)
care continuity/transition, (2) enabling policies, shared values/ goals
among patients and care providers, (3) person-centred care, (4)
multidisciplinary services, (5) effective communication, (6) case
management and (7) needs assessment for care and discharge planning.
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Summary

Background:

The Ministry of Health is drafting a policy that aims at integrating health services delivery for people above 60
years within the existing delivery structures in Uganda. To inform their decision-making process, the committee
responsible for the process requested for a rapid response brief detailing the evidence on integration of health
services.

Rapid Response Question:
How best can the Ministry of Health integrate health services delivery for individuals above 60 years within the
existing service delivery structures?

Findings:

Integrated health care is defined by World Health Organisation as “health services that are managed and
delivered so that people receive a continuum of health promotion, disease prevention, diagnosis, treatment,
disease-management, rehabilitation and palliative care services, coordinated across the different levels and sites
of care within and beyond the health sector, and according to their needs throughout the life course”[1]. The
integration has to be based on a specific objective and can take place at the clinical, service, functional and
organisational levels of service delivery.

In order to achieve successful integration, there are different components of the process at different levels of the
health system that have to be considered, for example;

Micro-level (clinical level of service delivery to the Miso/Meso-level (organisation level of service
individual) delivery)

a. Shared values and understanding a. Funding

b. Engagement of patients b. Leadership

c. Engagement of providers c. Structure of existing services

d. Communication for multidisciplinary teams d. Culture

e. Case management e. Intervention complexity

f. Systematic risk factor screening f. Patient and provider education

g. Home visits g. Resources

h. Prescription review h. Buy-in

i. Coordination

Macro-level (broader system level and the external factors that influence service delivery)
a. Culture

b. Political stability
c. Enabling environment including policies and structures

There are several models for integration that have been implemented; however, this has mainly been in
developed countries. These models can broadly be categorised into (1) individual models, (2) group and disease-
specific models and (3) population-based models of integration of care. Drawing lessons from the implementation
of these different models, there is no single model that can be cited as the best model for integration. However,
successful implementation has to be country-context specific, leveraging on the different facilitators that are
available and addressing the different barriers that could prevent the integration process. Government has to
intentionally provide a conducive environment for the integration process as well as build an atmosphere for
multi-stakeholder involvement. It is crucial to use evidence to inform all decisions going into the integration
process as well as the deliberate collection of data to inform the continuous improvement of the integrated health
services delivery.

Conclusions:

There is no one-size-fits-all model that can be used to achieve the integration of service delivery for the elderly.
The chosen model has to be evidence-informed, country-led, context-specific for a particular country, leveraging
on available facilitators for integration while addressing the potential barriers.



Background

The Ministry of Health (MoH) is a government body mandated to formulate policies
and dialogue with different health development partners, mobilise resources for
health, budget, strategically plan and regulate the health sector in the country. In
addition, MoH has the mandate to advise other ministries on health matters, set
standards and develop quality and capacity among other roles. In line with her
mandate, the MoH is drafting a policy on the integration of health services for

How this Rapid
Response was
prepared

After clarifying the question being
asked, we searched for
systematic reviews, local or
national evidence from Uganda,
and other relevant research. The
methods used by the SURE Rapid
Response Service to find, select
and assess research evidence are

individuals above 60 years of age in Uganda within the existing health systems | described here:
www.evipnet.org/sure/rr/methods

structures. The integration is premised on the benefits that it provides to the targeted
population and the nation at large. To have a more informed decision-making process
in drafting the policy on integrated health care for the elderly, the working committee on the policy requested for
a Rapid Response Brief providing evidence on the integration of health services delivery for the elderly in the
country.

The rapid response brief, therefore, addresses the question; How best can the Ministry of Health integrate health
services delivery for individuals above 60 years within the existing delivery structures?

Summary of findings

In this rapid response brief, we summarise evidence on reasons why integrated health care should be considered,
the different types of integration, the components to consider in planning for the integration of care for the adults,
the different models of integration and the factors that can affect (both barriers and facilitators) of its
implementation. Most of the evidence on integrated health care is from developed countries[2]; however, several
lessons can be drawn from it to inform the process of integration of care in Uganda.

Definition of Integrated Health Care

Integrated health care has been defined by World Health Organization as health services that are managed and
delivered so that people receive health promotion, disease prevention, diagnosis, treatment, disease-management,
rehabilitation and palliative care services in a continuum, coordinated across the different levels and sites of care
within the health sector and beyond, and according to their needs throughout the life course[1]. It brings to the
forefront the concept of bringing together inputs, management, organisation and delivery of services related to the
full continuum of health care, with the aim of providing a population with good health services, improve system
efficiency and foster patient satisfaction with the service [3, 4].

Why consider Integrated Health Care?

Integrated care was fronted as a solution to fragmented health care services delivery to patients. It has been shown
to directly contribute to a better distribution of health services and health outcomes, improved quality of care,
leading to enhanced well-being and better quality of life for the patients in the targeted population. Furthermore,
integration has been associated with improved access to services, fewer unnecessary hospitalisations and re-
admissions, better treatment outcomes, improved patient satisfaction, better health literacy and self-care among
the patients and more involvement of the community in their health care. Among the health workers, integration
of health care has resulted in better job satisfaction [4-9]. Therefore, integration is not an end, but a means of
achieving the reasons behind choosing integration of care.

Integration crucially requires an empowered community. When the community is empowered, the target
population or patients are more involved in the health care decisions concerning their health, and thus can hold
the service providers more accountable. The improved accountability among the health care providers to the
community has a ripple effect of improving care delivery [8].
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Types of Integration

There are basically four types of integration as shown in the table below [4];

Type Description

Organisational | Integration of organisations are brought together formally by mergers or through ‘collectives’
and/or virtually through coordinated provider networks or via contacts between separate
organisations brokered by the purchaser

Functional Integration of non-clinical support and back-office functions, such as electronic patient records

Service Integration of different clinical services at an organisational level, such as through teams of
multidisciplinary professionals

Clinical Integration of care delivered by professional providers to patients into a single or coherent process

within and/or across professions, such as through the use of shared guidelines and protocols

Components to consider in the integration of care for the elderly
The integration of care can broadly be looked at from three levels of care that is; [2, 6, 8, 10]
1. The Micro-level — This looks at the clinical level of service delivery to the individual (the health
services providers and researchers) such as;
j-  Shared values and understanding Case management

n
k. Engagement of patients 0. Systematic risk factor screening
p

I.  Engagement of providers Home visits
m. Communication for multidisciplinary teams g. Prescription review
2. The Miso/ Meso-level — This looks at the organisation level of service delivery for example;
a. Funding f. Patient and provider education
b. Leadership g. Resources
c. Structure of existing services h. Buy-in
d. Culture i. Coordination
e. Intervention complexity

3. The Macro-level — This looks at the broader system level and the external factors that influence service
delivery, including;
d. Culture
e. Political stability
f. Enabling environment including policies and structures

The above components can be broadly summarised into eight elements as shown below, together with the
accompanying brief descriptions [10];

Elements of effective | Brief description
integrated healthcare

Care continuity/ Care needs for elderly or frail patients are complex and span different care locations or
transitions providers. Connected service networks and effective referral systems can ensure patients
receive quality care and continuity when they transit between locations or providers
Enabling policies/ Enabling policy is needed to align stakeholder goals/outcomes and provide financing
governance structures to facilitate integration. The processes require facilitation through integrated

systems of care to enable providers to work within common governance structures or work
towards incentives, for example, professional engagement, leadership, credibility and
shared values. Cooperation across care provider organisations and the integration of health
and social care at the clinical level is also essential.

Shared values/ goals— | Meso-(organisational) or Micro-(individual) level integration of values and goals among
among care providers different providers can facilitate staff motivation and service integration. Shared values and
and patients




goals are facilitated through formal policies and changes in the culture at clinical and
managerial levels.

Person-centred care The care that is holistic and respectful should be delivered with a specific focus on the
individual. It should also be geared towards enabling patient autonomy by empowering
individuals to be involved in their care.

Multi/inter-disciplinary | Providers of all services must work together in a flexible way to provide coordinated care

services so that patients can benefit from multidisciplinary expertise.

Effective Communication is a vital component for all who are involved in the care and extends to the

communication communication between healthcare professionals by providing integrated electronic
record management.

Case management An individual is identified and designated as a care coordinator/case manager and is

responsible for supporting users of the service by coordinating care, engaging patients in
their own care and providing care directly.

Needs assessment for Using a comprehensive multidisciplinary assessment approach to evaluate needs and
care and discharge develop care plans for the elderly.

planning Personalising plans for patients aiming at improving the efficiency and quality of healthcare
surrounding the discharge process. It also ensures appropriate and coordinated services
are in place to support the patient.

One of the main elements in the integrated care delivery is interdisciplinary collaboration in effecting the program.
The interdisciplinary collaboration includes home carers who might or might not be qualified medical personnel,
the community health workers, nurses, general practitioners and specialists. These have to understand and
appreciate each other’s roles and come together as a team to deliver a service to the elderly in the way of mutual
trust and respect. Below are some of the considerations in fostering interdisciplinary work in integrated care [1,
11];

e Fostering a culture of collaboration (requirements, training, team building)

e Inter-professional exchange/ development/agreement about views on care and pathways

e Transfer of information (joint care plans, registers/ files)

e Accountability, responsibilities, dealing with hierarchies and professional-cultural clashes

¢ New ways of involving older people and/ or informal carers

Liesbeth and Dirk have developed a policy guide for integration of care which suggests three building blocks [12];

The mission, the vision and the strategy.

e The mission — This navigates the transition from a focus on healthcare to optimising health for individuals or a
population.

e The vision — This is made up of the following components; (1) context of change for example understanding
change among the population, health workers, health managers, insurers and policymakers (2) core principles
that underpin integrated care, problems and societal challenges that can be addressed with integrated care.

e The strategy — This mainly looks at the strategies that have to be put in place to achieve integration such as;
regulatory frameworks for collaborative entities and teams, regulatory frameworks for population health
managers, regulatory frameworks for educational and professional reforms and a life course approach to the
development of health literacy.

Models of integration [4]

Several models have been proposed for health care integration programs. These models of integration of care can
be categorised in accordance with the level or scale at which integration happens. This categorisation caters for the
overlap of models with an increase in scale, for example, a model based on the population level of care provision
would most likely incorporate disease-specific models. Most of these models are general and can be applied to any
age-group except for a few that have been specifically designed for application to elderly and frail population. Below
are the models, with a few examples of each of the models;



Individual models of integration of care:
This group of integrated care models focuses on individual coordination of care for a specific group or population.
These models aim to overcome the fragmentation of care delivery and facilitate appropriate, approachable and
acceptable care to individual patients.
e (Case management
This is a collaborative process encompassing communication and facilitates a continuum of care for effective
resources coordination aiming to achieve optimal health and access to care coupled with patient empowerment
in decision making about their health. The major components of case-management are selecting target
individuals, individual care plans, and regular monitoring of patients.
e Individual care plans
This is majorly designed for patients with multimorbidity and chronic conditions. It aims to deliver personalised
care, targeted and creating plans that map care processes. The roles of each provider and patient are clearly
articulated. There is a deliberate collection of patient information since the health providers always base on
individual care plans as a starting point for care for the patients.
e Patient-centred medical home (PCMH)
This was developed as a response to the challenges of the elderly population accessing primary health care. It
is a physician-directed group of health care providers which provides accessible, continuous, comprehensive
and coordinated care delivered in the context of family and community. It provides an alternative to individual
care plans were patients are assigned to particular physicians in medical homes. Its key attributes are
comprehensiveness, patient-centeredness, coordination, accessibility, quality and safety.
e Personal health budgets
This model utilises the assumption that patients are in the best position to coordinate their own care. When
patients control the budget, they can coordinate their own care provision by deciding how, where, and when
they purchase services.
Group- and disease-specific models
These models are designed for a group of individuals who share a given characteristic, which is typically a disease
or a condition.
e Chronic care model (CCM)
This model was built to address the health care needs of people with chronic diseases, averting the
fragmentation of care while providing a comprehensive framework for health services organisation to improve
care outcomes for this group. It advocates for care that embraces longitudinal, preventive, community-based
integrated approaches rather than episodic and reactive care. CCM has six main domains; community, health
system, self-management support, delivery system design, decision support and clinical information systems.
e Integrated care models for elderly and frail
These are specifically designed with a high specificity of service delivery to the elderly, paying due attention to
the extent to which care requires integration between health and social services.

PRISMA — Canadian model is a model that was designed to integrate service delivery for community-dwelling
people who have moderate to severe impairment and need coordination between two or more services. The
model provides a single entry point to the system, followed by coordinated care across a network of different
health care providers. PRISMA incorporates health and social care for the patients in one package. Case-
management and Information Technology (IT) are essential in the successful implementation of a model similar
to PRISMA. There is a board of qualified members who determine what strategies to use as well as allocating
resources to different providers within the network and managing the providers.

Torbay’s Care Trust — Health and social care teams were established and organised according to territorial
principles and aligned with general practices within those territories. It also incorporated both health and social
care, with budgets allocated according to the needs of the population. It is highly commended for its proactive
discharge from health facilities and transitional care.



e Diseases-specific integrated care models

These are strategies devised to address fragmentation in care for people with certain diseases and long-term
conditions such as cardiovascular diseases, diabetes mellitus and COPD. This is the most used model of
integration, with some examples listed below;

Chains of care — Used in Sweden with the aim of linking primary, hospital and community care through
integrated pathways informed by agreements with and between patients and providers. A typical example is
the screening done in a primary care facility, treatment plan drawn in a specialist facility and follow up and
rehabilitation is done in the community.

Managed clinical networks — Developed in Scotland with the vision: “linked groups of health professional and
organisations from primary, secondary and tertiary care, working in a coordinated manner, unconstrained by
existing professional and health board boundaries to ensure equitable provision of high quality clinically
effective service”.

Disease Management Programs — This was rolled out in Germany in 2002. It is defined as “the coordinated
treatment and care of patients during the entire duration of a chronic disease across boundaries between
providers and on the basis of scientific and up-to-date evidence.” It was designed to foster the use of evidence
in designing treatment plans, promote service delivery across all levels of care provision, patient self-
management and introduce new quality assurance mechanisms.

Population-based models
e Kaiser Permanente (KP)

KP is in the USA and is composed of three interrelated entities; a non-profit health plan that bears insurance
risks (Kaiser Foundation Health Plan), self-governed for-profit medical groups of physicians (Permanente
Medical Groups), and a non-profit hospital system (Kaiser Foundation Hospitals). It is based on the stratification
of the population and care delivery according to needs. It covers a spectrum of care from population
empowerment for disease prevention, empowerment for self-management of patients with chronic illnesses,
and health care provider’s provision of diseases and case management. KP focuses on chronic care and
multispecialty rather than primary and secondary care.

e Veterans Health Administration (VA)

This system provides integrated services for the elderly in the USA who have chronic conditions. The VA
employs physicians, owns and runs hospitals, medical offices and manages services within the network.

It should, however, be noted that there is no one-size-fits-all model. No single model can be cited as the best model
to employ to achieve integrated care [6, 9, 13, 14]. In places were integration has been successful, it has been built
upon country contexts, drawing on the facilitators already present, and working to address the barriers identified.
It is, therefore, key to pay very close attention to the implementation of the chosen model of integration [14].

Implementation of the integration

The WHO report on the Framework on integrated, people-centred health services [1] sets five strategies, which it
presupposes that their proper implementation and attainment, cumulatively, lead to more effective health
services, and a failure in any one of the aspects might derail or undermine the progress in others. These strategies
are; (1) strengthening governance and accountability; (2) empowering and engaging people and communities; (3)
reorienting the model of care; (4) creating an enabling environment; and (5) coordinating services within and across
sectors. The barriers and facilitators to the implementation of integrated health care are shown in the table below
[8-10, 15];



Factor Level

Barriers to integrating care

Facilitators for integrating care

Macro-level contextual
factors
External factors

e Cultural inertia
¢ Health system instability
¢ Regulatory challenges

e Strategic direction for improving services

¢ Wider health system stability

¢ Laws and regulation regarding professional competency, scope
of practice, care standards and safety

e Shifting regulations over a continuum or a care package

Miso-level factors
System organisation

Funding/finances

¢ Funding silos

¢ Competitive funding among stakeholders

¢ Unclear financial attribution

¢ Insufficient funding

Organisational leadership

¢ A barrier occurs when organisation leaders are not in charge of
interventions, and changes are implemented from outside groups
¢ Weakness in commissioning to support innovations and
collaborative work and lack of sustained project management

¢ Lack of commitment from organisations involved

Structure of existing services

¢ Divides between primary and secondary or health and social
service provision

¢ Time pressure and staffing levels

e Complexity in the care system

Philosophy/ culture

¢ Poor institutional philosophy

¢ A permission-based and risk-averse culture

¢ Bureaucratic environment; management approach based on
command and control

e Common governance

¢ Incentives for integration

¢ Funding realignment, ring-fencing and pooling
¢ Funding systems for integration

e Integrated funding

e Ensure strong project management and ties between
implementers and the organisation where changes will occur
e Strong leadership and clearly communicated strategic visions

¢ System-level policies and procedures should be made that detail
how care works and who is eligible
e Infrastructure such as IT to link patient records

e Encourage innovation
¢ Enable an adaptive system and focus on the system’s
capacity to self-organise

Miso-level factors
Intervention organisation

Intervention size and complexity

¢ Large, multi-component interventions take longer and are
harder to implement

e Complex interventions require cooperation with multiple
stakeholders—getting agreement and implementing change can
take longer and is more difficult

¢ Monitoring of care quality and performance

* Small/ focused teams can make fast decisions, implement
changes and drive the project forward

e Preliminary work to promote mutual understanding and clarify
roles is useful

e Less complicated strategies are simpler to introduce and
implement

e Invest in IT for real-time indicators of performance




Intervention resources

¢ |nsufficient additional resources/ extra funds mean new tasks
will simply be added to existing ones, staff will not have enough
time and new tasks will not be done

Credibility

¢ Interventions may lack credibility, e.g. GP endorsement was
critical for pilot study credibility on integrated care within a
primary care setting in the UK

e Success can be supported by a general framework for suitable
conditions and funding must be in place

e Staff must be confident that senior management/team leaders
are strongly committed to implementing lasting change

Micro-level factors:
Providers and
research staff

Shared values and understanding

o Staff attitudes, lack of shared values and disagreement over the
goals or benefits of interventions

¢ Lack of understanding may cause staff to feel their role is being
eroded and are therefore not happy to help with changes

* Sites, teams and members disagree over the aims or benefits of
the proposed intervention and their roles and responsibilities

Engagement
¢ Lack of professional engagement is a barrier. For example, a

particular barrier is when GPs were not involved and committed
to community interventions. Changes lacked credibility and
others did not engage in change

o Staff may feel uninvolved, underprepared and ‘thrown in’ to
projects

e Lack of training for integrated care service delivery

Communication

¢ Insufficient communication, in general, is a major barrier to
integrated care

e Lack of existing working relationships between individuals/
groups

* Teams and team members are not located together

¢ Lack of robust record sharing across services

¢ Training is needed on the objectives of change

e Joint training (different professional groups) may be useful
e Staff consultation promotes feelings of involvement and
understanding of aims

e |dentify or appoint ‘champions’ who act to remind and
encourage staff. Champions may be more effective when they
exist among peer groups, i.e. GPs to encourage GPs

* Engage the workforce with a simple vision and enable people on
the front line to ‘feel involved’ in changing the service to ensure
they effectively engage

¢ Some staff autonomy and being motivated helped to make
changes possible

e Allow time for relationships to develop

¢ Co-location increases frequency and quality of communication
and gives better access to the appropriate professional knowledge
¢ Regular, ongoing and pre-planned communication between
senior partners in the relevant organisations is important for
success




¢ Staff members are concerned about data security and who is e Create rules and agreement in advance about how the

allowed to see what partnership/ collaboration will work

* Primary care physicians may not be proactive in sharing data e Electronic record sharing and using an integrated information

e Staff may be unclear of purpose/ objectives of interventions system for record sharing can help integration, with real-time data

and so are not motivated to engage in changes sharing

¢ Staff confusion about their own and others’ roles and ¢ Preliminary work is needed to involve staff so they feel consulted

responsibilities and valued

e Staff are unsure of what they are permitted to do and who is * Clear outlines of each role/responsibility are needed.

working on the project Integrated care pathways can formalise multidisciplinary team-
working and enable professionals to examine their roles and
responsibilities
* Encourage staff to make decisions autonomously

Successful implementation of integrated care needs to pay due attention to the following [1];

Implementing integrated care programmes is about how to deal with complexity and unintended consequences, so there is a need for a robust
implementation framework and the building up of a detailed implementation plan.

Country—led; the chosen model and the barriers and facilitators to consider have to be developed by the respective countries and should be responsive to the
countries’ respective contexts [14].

Equity-focused; the implementation must deliberately put emphasis on efforts that target factors driving inequitable service distribution and utilisation.
These efforts should not only be limited to clinical services delivery but also encompass social, economic and political factors that drive inequitable access and
utilisation of health care.

Participatory; Successful integration of health care requires an informed and empowered target population. This will build participation in the decision making
processes concerning health care among the target population, as well as fostering accountability by the system to the population [14].

Systems strengthening; the implementation of integrated care would require alterations to the service delivery; both in structure and personnel roles and
responsibilities. This requires systems strengthening and availability of resources, both financial and human.

Evidence informed practise; The use of evidence has been credited with a reduction in resources wastage and improved efficiency. The model chosen to
implement integrated care for the elderly should be evidence-informed. In addition, there should be a deliberate Monitoring and Evaluation strategy to collect
information on the implementation of the program so as to learn and use evidence in improving the program [1, 11, 16].

Results-oriented; In order to measure progress, there have to be measurable indicators set at the beginning of the program. These will push the results-oriented
agenda of the program to the fore.

Ethics-based; The program needs to abide by the ethical principles governing health care delivery such as respect of persons, professional identity and
autonomy, informed consent in taking decisions pertaining to care, privacy and confidentiality, evidence-informed decision making among others [17].
Sustainability; The program needs to be built with a sustainability plan incorporated within its implementation. The planning, management and delivery of care
that is equitable, efficient, effective and that contributes to long-term development should be planned in a sustainable manner.

Financial integration; pooling together of funds and their use to meet the care needs of the population in the integration care provision [18].
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Bottom-up approach; It is important to engage the patients and caregivers in
designing the model, starting with a patient-centred model, and building up
to a more integrated care delivery system [13, 14].

Single point of entry; Having a single point of entry into the system, where
screening occurs and any other information collected, and this is shared with
other care providers is crucial [13].

Stakeholder engagement; There is a need to engage different stakeholders in
the development of the integration plan [16].

The government has a major role to play in the successful implementation of
integrated care. The key government roles include [6, 13];

Formation of multi-stakeholder representative leadership coalition — This
leads to collaboration and leads to ownership

Develop a model for integrated care that is informed by evidence

Resources mobilisation — Identify money sources, pool the funds and ring-
fence them for the program. Furthermore, there is a need to recruit, train and
retain health workers

Attracting health care providers to underserved regions to ensure the
equitable distribution of services.

Support the implementation of information and communication technologies
that support integration.

Conclusion

Evidence from the countries that have had successful integration of health services
shows several advantages for an integrated health care delivery. However, there is
no model that can be cited as the best model to achieve the integration of care. It
has been observed that for successful integration, the process has to be informed by
evidence, country led, context-specific, and address potential barriers while
leveraging on the available facilitators of the process. There is need for community
empowerment so that the target population can take charge of their own care,
coupled with the deliberate collection of data (Monitoring and Evaluation) of the
integrated care so as to always have sufficient information on which to base
improvement plans.
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