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the patient’s care coordinator, they face as Harvey et al say
a potential discursive gap between them and the patient
or her informal carer. One such gap concerns the patient’s
understanding of what she needs to do, and not do, in order
to get coordinated care. For instance when one American
accountable care organization (ACO) set up care coordination
systems, some patients by-passed them by self-referring to
duplicate services at the same time.3 Perhaps thinking of such
circumstances, the National Health Service (NHS) clinicians
and managers who advised our recent systematic review4
on care coordination spoke of ‘educating’ patients. Another
possible (and not incompatible) approach at practitioner level
is some form of ‘narrative medicine’ ie, the competence of
eliciting from the patient her current health status2,5,6 and its
practical consequences for her; and then basing her care or
treatment plan, and the consequent service selection, referrals
and coordination, upon that.
Why Might Integrated Care Help?
A patient-centred view of care ‘integration’ and the systemwide view which Harvey et al recommend imply that the
analysis, design and evaluation of integrated care projects
should start from the journey which older patients with
multiple chronic conditions usually have to make from
professional to professional and service to service. That
is, from an analysis of system-wide mechanisms through
which care coordination between care providers is in fact
accomplished, or fails. That involves understanding what
contexts they work well in, or not, and for whom.
For most health systems a generic but still empirical overview
of these care pathways would be:
1. An illness, accident or an adverse lift-event prompts the
patient or their carer go to a ‘first contact’7 service: for
instance a primary care doctor, ambulance or hospital
emergency department (ED).
2. A filtering (eg, formal diagnosis, risk assessment) of the
patients with chronic multiple morbidities…
3. …who are then allocated a care coordinator. In most
health systems that role falls to some combination of:
(a) Patient herself or an informal carer,
(b) Primary care doctor (eg, GP, polyclinic doctor), who
is often the first contact anyway,
(c) Non-medical practitioner (eg, nurse, therapist,
psychologist, social-worker),
(d) Hospital outpatient (ambulatory) service.
4. The care coordinator reviews the patient’s needs and
at need refers her to other professions, services or
organisations for some combination of diagnostic tests
or reports, other primary care services (maybe provided
by a multidisciplinary team [MDT]), or hospital care. In
some cases the coordinator formulates, even documents,
an explicit care plan for the individual patient.
5. Provision of these additional services and any further
care by the ‘first contact’ service.
6. Reporting and/or referral back to the care coordinator,
after which…
7. …steps 4-6 repeat until the patient is discharged or dies.
Each step or link in this network of transitions establishes,
maintains or disrupts cross-sectional, longitudinal, flexible,

access, informational and relational continuity of care for the
patient. As Harvey et al say, which links even exist, and which
of them enable continuity of care and care coordination,
varies by locality and health system.
System-Wide Cross-Organisational Care Pathways
Accordingly one can classify and evaluate ‘integrated’ care
interventions according to which of the above links, hence
continuities of care, they address; and so operationalise one of
Harvey and colleagues’ recommendations. Our own review4
found that recent (2014-2016) research in the Organisation for
Economic Co-operation and Development (OECD) countries
has focused on ‘integrating’ (linking) separate providerorganisations mostly through the following mechanisms:
1. Referral network management: setting up a district or
regional-level body to coordinate the relevant providers
using, above all, the following four mechanisms. In the
United States, one motive for providers to participate in
ACOs was to get their patients access to a wider range of
services.8,9
2. MDTs, both within and across organisations, emerged as
the most important single care coordination mechanism.
MDTs were associated with the development of planned
referral networks (inter-organisational care pathways),10
the development of care planning for individual patients
(11 studies) and of demand management systems to filter
patient referrals to secondary care.11,12 An important
contributor to these outcomes was the development of
new or expanded boundary spanning roles (for instance,
for care coordinators).13-17
3. Culture change among the different organisations and
(especially) professions working in primary care figures
as an independent variable in many studies. (Wholey18
however replies that the tasks it must perform, not culture,
are the logical starting point for MDT design.) Together,
such studies credited culture change as stimulating the
development of inter-professional working,13,19 greater
use of preventive healthcare,20 and improved patient
experience of care.21
4. Health IT systems supported the development of
MDTs,19 demand management systems, care planning for
individual patients and the use of preventive healthcare.
Some studies22,23 also suggested that IT reduced the
costs of healthcare, but partly through automating
administrative work rather than influencing service use.
5. Patient-level care planning (ie, the agreement of one
overall care plan for the patient, not one separate plan
per profession) stimulated preventive care, helped divert
patients from hospital to primary care (many studies).
A few studies16,22,24 found that care planning improved
patient experience of care, especially (and corroborating
Harvey et al) if the patient was involved.
In summary, these mechanisms in combination led in
favourable contexts to greater use of preventive healthcare,
fewer hospital referrals, hence improved patient experience
and quality of care. Evidence that they reduced the overall costs
of healthcare was sparse but did come from several countries
(Germany, Switzerland, USA). In such an integrated care
setting, patients and carers might be active members of the

International Journal of Health Policy and Management, 2018, 7(9), 870–873

871

Sheaff

MDT,25 a designated care coordinator or case manager would
periodically review and adjust the support they received,
and different providers would keep each other informed
about changes in the patient’s circumstances and support.
Contexts that helped implementing these mechanisms
across organisations included previous experience of
collaboration,10,26 IT systems that accommodated clinicians’
existing working practices,4 and workplace cultures that
valued other professions’ contributions to care.13,27
These findings concerned mainly ‘horizontal’ coordination
between primary medical care and other primary care services
such as community nursing, the therapies, psychology,
pharmacy and social work. ‘Vertical’ integration between
primary and hospital care may require different mechanisms
and have different effects.
Organisational Fragmentation and Care Integration
Harvey et al therefore argue that single-organisation or even
single-sector ‘solutions’ to care integration just ‘shuffle the
deckchairs.’ They observe that many integrated care projects
assert the importance of having ‘a strong primary care
foundation.’ The problem, however, is that ‘primary care’ is so
often equated only with ‘general medical practice’ or the local
equivalent. In many health systems the two most important
providers of services for older people ie, general medical
practice and community health (nursing, therapy) services
remain in separate organisations under different ownership.
Thus one study28 found that 48% of the American ACOs
did not include postacute care (whose role is partly similar
to that of community health services in NHS-like systems).
The other 52% were more likely to have programmes to
reduce preventable hospital admissions and for end-of-life
care. Mental health services and social care are often separate
organisations again. In 2014, for example, 58% of American
ACOs did not include mental healthcare providers.9 American
ACOs are by no means the most fragmented cases.
Recent research already identifies structures and contexts
which apparently improve care coordination, continuity, and
patient experience. They include:
• Developing cross-profession, cross-service MDTs.
A favourable context for this is a history of earlier
collaboration (many studies), for each profession to
have informal contact, and familiarise itself, with other
professions’ roles; which promotes inter-professional
trust.29 Co-locating staff helps.14,30
• Structures and roles – not least, that of care coordinator –
which span occupational and organisational boundaries.15
• Making separate services’ working practices mutually
consistent, for example through an agreed division
of labour to reduce role overlap and ambiguity
(‘care compacts’)10; referral rules; formularies; and
uniform, cross-disciplinary training about IT and care
coordination. 31
• Hence, shared workplace culture and climate.
• For larger care groups, planning unified care or referral
pathways across the network of providers as a whole,
with agreed task allocation and referral rules.28
• Sharing resources, linking to missing services such as
‘social prescribing’ and involving the ‘third sector.’16
872

•

Data-sharing between providers and structured
communication within MDTs, hence compatible and
interoperable IT systems, particularly electronic health
records30; but if they are not usable and useful for
clinicians’ everyday working practice, their effect can be
counter-productive.
• Alignment of payments and other incentives across
different services.32
All these would seem easier to implement within a single
organisation.
So Harvey et al are right to dismiss single-organisation or
single-sector ‘solutions’ to care integration only if we assume
that these organisations remain as narrow in scope as most
primary care providers are in many health systems (eg,
Australia, France, Germany, the Netherlands, New Zealand,
UK, USA). There, primary care medicine is still mostly
provided by small, independent general practices, or even
single-handed ‘free professionals,’ which provide few of the
other services that older people with multi-morbidity need.
No wonder that care for people with multiple long-term
chronic conditions is then fragmented and hard to ‘integrate.’
However it is entirely conceivable that a single organisation
might combine primary medical care, community and mental
health services, and perhaps social care too, within a single
organisation. Organisational integration would remove
many of the inter-organisational boundaries that impede
care ‘integration’ and make it easier to address the interprofessional and inter-service boundaries. Indeed, it is not just
conceivable. Horizontal integration of this kind already exists
in (eg,) Sweden and Finland, with experiments33 in extending
it further, and to varying extents elsewhere. Doubtless these
systems still have scope for improving care coordination
further, but they start with a big structural advantage and give
proof-of-concept that organisational integration is feasible.
In that sense, to re-cycle one of Gill Harvey’s maritime
metaphors, the problem indeed is ‘Whether the ship is
actually big enough.’ That means, broad enough.
Acknowledgements
The systematic review on which this commentary draws was
funded by the National Institute for Health Research (NIHR)
Health Services and Delivery Research (HS&DR) Programme,
and supported by the NIHR Collaboration for Leadership
in Applied Health Research and Care South West Peninsula
(PenCLAHRC). Besides the present author it was conducted
by Sarah Brand, Helen Lloyd, Amanda Wanner, Mauro
Fornasiero, Simon Briscoe, Jose Valderas, Richard Byng, and
Mark Pearson. The views and opinions expressed above are
those of the present author alone, not necessarily those of the
HS&DR Programme, NIHR, NHS, the Department of Health
and Social Care or his co-researchers.
Ethical issues
Not applicable.

Competing interests

Author declares that he has no competing interests.

Author’s contribution

RS is the single author of the paper.

International Journal of Health Policy and Management, 2018, 7(9), 870–873

Sheaff
References
1.

2.
3.

4.

5.

6.

7.

8.

9.

10.

11.

12.

13.
14.

15.

16.

17.

Harvey G, Dollard J, Marshall A, Mittinty MM. Achieving Integrated
Care for Older People: Shuffling the Deckchairs or Making the
System Watertight For the Future? Int J Health Policy Manag.
2018;7(4):290-293.
doi:10.15171/ijhpm.2017.144
Hatem D, Rider EA. Sharing stories: narrative medicine in an
evidence-based world. Patient Educ Couns. 2004;54(3):251-253.
Aliu O, Sun G, Burke J, Chung KC, Davis MM. Specialist participation
in healthcare delivery transformation: influence of patient selfreferral. Am J Manag Care. 2014;20(1):e22-26.
Sheaff R, Brand S, Lloyd H, et al. From programme theory to logic
models for Multispecialty Community Providers: A realist evidence
synthesis. Health Services and Delivery Research; 2018.
Elkan R, Kendrick D, Dewey M, et al. Effectiveness of home based
support for older people: systematic review and meta-analysis.
BMJ. 2001;323(7315):719-725. doi:10.1136/bmj.323.7315.719
Silva SA, Charon R, Wyer PC. The marriage of evidence and
narrative: scientific nurturance within clinical practice. J Eval Clin
Pract. 2011;17(4):585-593. doi:10.1111/j.1365-2753.2010.01551.x
Carroll JC, Talbot Y, Permaul J, et al. Academic family health
teams: Part 2: patient perceptions of access. Can Fam Physician.
2016;62(1):e31-39.
Viron M, Zioto K, Schweitzer J, Levine G. Behavioral Health
Homes: an opportunity to address healthcare inequities in people
with serious mental illness. Asian J Psychiatr. 2014;10:10-16.
doi:10.1016/j.ajp.2014.03.009
Lewis VA, Colla CH, Tierney K, Van Citters AD, Fisher ES, Meara
E. Few ACOs pursue innovative models that integrate care for
mental illness and substance abuse with primary care. Health Aff
(Millwood). 2014;33(10):1808-1816. doi:10.1377/hlthaff.2014.0353
Alidina S, Rosenthal M, Schneider E, Singer S. Coordination within
medical neighborhoods: Insights from the early experiences of
Colorado patient-centered medical homes. Health Care Manage
Rev. 2016;41(2):101-112. doi:10.1097/hmr.0000000000000063
Woodman J, Lewis H, Cheung R, Gilbert R, Wijlaars LP.
Integrating primary and secondary care for children and young
people: sharing practice. BMJ. 2016;101(9):792-797. doi:10.1136/
archdischild-2015-308558
Briot P, Brechat PH, Reiss-Brennan B, Cannon W, Brechat N, Teil
A. [Integrated care delivery system for mental illness: A case study
of Intermountain Healthcare (USA)]. Sante Publique. 2015;27(1
Suppl):S199-208.
McNab J, Gillespie JA. Bridging the chronic care gap: HealthOne Mt
Druitt, Australia. Int J Integr Care. 2015;15:e015.
Collinsworth A, Vulimiri M, Snead C, Walton J. Community health
workers in primary care practice: redesigning health care delivery
systems to extend and improve diabetes care in underserved
populations. Health Promot Pract. 2014;15(2 Suppl):51s-61s.
doi:10.1177/1524839914539961
Friedman A, Howard J, Shaw EK, Cohen DJ, Shahidi L, Ferrante
JM. Facilitators and Barriers to Care Coordination in Patientcentered Medical Homes (PCMHs) from Coordinators’ Perspectives.
J Am Board Fam Med. 2016;29(1):90-101. doi:10.3122/
jabfm.2016.01.150175
Mead H, Andres E, Regenstein M. Underserved patients’
perspectives on patient-centered primary care: does the patientcentered medical home model meet their needs? Med Care Res
Rev. 2014;71(1):61-84. doi:10.1177/1077558713509890
McNab J, Paterson J, Fernyhough J, Hughes R. Role of the GP
liaison nurse in a community health program to improve integration
and coordination of services for the chronically ill. Aust J Prim
Health. 2016;22(2):123-127. doi:10.1071/py14089

18. Wholey D, Zhu X, Knoke D, Shah P, White K. Managing to care.
Design and implementation of patient centred care management
teams. In: Mick SS, Shay PD, eds. Advances in Health Care
Organization Theory. John Wiley & Sons; 2014:125-152.
19. Greene CA, Ford JD, Ward-Zimmerman B, Honigfeld L, Pidano
AE. Strengthening the Coordination of Pediatric Mental Health
and Medical Care: Piloting a Collaborative Model for Freestanding
Practices. Child Youth Care Forum. 2016;45(5):729-744.
doi:10.1007/s10566-016-9354-1
20. Busetto L, Luijkx KG, Elissen AM, Vrijhoef HJ. Intervention types
and outcomes of integrated care for diabetes mellitus type 2:
a systematic review. J Eval Clin Pract. 2016;22(3):299-310.
doi:10.1111/jep.12478
21. Demiris G, Kneale L. Informatics Systems and Tools to Facilitate
Patient-centered Care Coordination. Yearb Med Inform.
2015;10(1):15-21. doi:10.15265/iy-2015-003
22. Lafortune C, Huson K, Santi S, Stolee P. Community-based primary
health care for older adults: a qualitative study of the perceptions
of clients, caregivers and health care providers. BMC Geriatr.
2015;15:57. doi:10.1186/s12877-015-0052-x
23. O’Malley AS, Draper K, Gourevitch R, Cross DA, Scholle SH.
Electronic health records and support for primary care teamwork.
J Am Med Inform Assoc. 2015;22(2):426-434. doi:10.1093/jamia/
ocu029
24. Shortell SM, Sehgal NJ, Bibi S, et al. An early assessment
of accountable care organizations’ efforts to engage patients
and their families. Med Care Res Rev. 2015;72(5):580-604.
doi:10.1177/1077558715588874
25. Rajala K. Exploring the provider experience of primary care
behavioral health integration in health centers transitioning to the
patient-centered medical home model. Massachusetts School of
Professional Psychology; 2014.
26. Evans JM. Leading the implementation of Health Links in Ontario.
University of Toronto; 2014.
27. Bergman AA, Jaynes HA, Gonzalvo JD, et al. Pharmaceutical
Role Expansion and Developments in Pharmacist-Physician
Communication. Health Commun. 2016;31(2):161-170. doi:10.108
0/10410236.2014.940672
28. Colla CH, Lewis VA, Bergquist SL, Shortell SM. Accountability
across the continuum: the participation of postacute care providers in
accountable care organizations. Health Serv Res. 2016;51(4):15951611. doi:10.1111/1475-6773.12442
29. Baker R, Boulton M, Windridge K, Tarrant C, Bankart J, Freeman
GK. Interpersonal continuity of care: a cross-sectional survey of
primary care patients’ preferences and their experiences. Br J Gen
Pract. 2007;57(537):283-289.
30. Xenakis N. The Role of Social Work Leadership: Mount Sinai
Care, the Accountable Care Organization, and Population Health
Management. Soc Work Health Care. 2015;54(9):782-809. doi:10.1
080/00981389.2015.1059399
31. Helmreich RL. On error management: lessons from aviation. BMJ.
2000;320(7237):781-785.
32. Kinjo K, Sairenji T, Koga H, et al. Cost of physician-led home visit
care (Zaitaku care) compared with hospital care at the end of life in
Japan. BMC Health Serv Res. 2017;17(1):40. doi:10.1186/s12913016-1961-x
33. Ovretveit J, Hansson J, Brommels M. An integrated health and
social care organisation in Sweden: creation and structure of a
unique local public health and social care system. Health Policy.
2010;97(2-3):113-121.
doi:10.1016/j.healthpol.2010.05.012

International Journal of Health Policy and Management, 2018, 7(9), 870–873

873

