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EXECUTIVE SUMMARY 
This note responds to a request from TC LHIN to look at European examples of integrated services and draw 
any lessons possible for our area.  This note focuses on broad service initiatives rather than on disease 
specific clinics. 

Most of the literature reviewed considers integrated services to revolve around the client receiving seamless 
care for complex health and social challenges.  At the outset, it should be emphasized that institutional 
arrangements are the major factor influencing the success or failure of efforts to promote integrated services.  
In all the literature reviewed, two key factors predominated: 

1) the role and resourcing of the GP, 

2) the general consistency of funding with respect to the goal of integrated services. 

In general, most of the European countries still seem to be tied to experiments in significant integration 
because of the jurisdictional and professional separation of health and social services.  The European 
countries can offer a more seamless package to their clients than is likely feasible here because the mandated 
coverage of health and social services is much broader than in Canada.  In general, integration projects are 
facilitated because a significant portion of the funding comes from the central top jurisdiction.  The latter can 
mandate a degree of integration that is not the standard course of action. 

There are significant challenges to bridging the professional and cultural gaps between health and social 
services.  Different compensation mechanisms, funding sources and professional competencies mean that 
developing increased integration is challenging.   The literature cited clear successful examples and an 
emphasis on “joint working”, collaboration and cooperation across the service providers.  All countries were 
trying some form of case management.  In some countries, it was still experimental but in countries such as 
the UK, it had been mandated as an integral part of the main system in all jurisdictions.  A number of examples 
were cited involving various forms of patient prioritizing and case management.  In general, the most 
successful models highlighted in the literature involved some significant changes of institutional boundaries, 
responsibilities and funding. 

Because of the differences in funding and organization across the various jurisdictions, it is very challenging 

to draw strong suggestions for the LHIN from this literature survey.  However, some key points stand out. 

1) Mandated cooperating and collaboration, even in systems with GPs in private practices, are practical 

and can lead to improvements in outcomes. 

2) GP’s must be integrally involved for systems to really provide seamless care to the client. 

3) Strong collaboration between social and health services for high-needs clients is feasible but 

challenging and can achieve results. 

4) Specialist client managers, if appropriately resourced, might facilitate the case management for those 

who need it. 

5) Highly integrated virtual systems such as the virtual ward and even functions analogous to the 

Community Matron require a strong centralizing administrative point to provide the IT and common 
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organizational infrastructure and support.  The CCACs should probably be considered to provide and 

facilitate such activities.  

6) The funding models must be addressed to get truly integrated services.  Incentives are the key to 

everything. 
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INTRODUCTION 
This note focuses on approaches to integrated care.  From the patient’s perspective, 

seamless care is an ideal that provides a greater support in managing the transition from 

and to a stable health state.  In other words, both the entry to and the exit from the broader 

system of the patient must be managed. The challenge is that, in most jurisdictions, health 

care is not delivered in a seamless fashion but through different organizations and 

providers.  The providers are often funded with different mechanisms by different entities 

providing varying incentives and possibilities for mediating the health transitions of the 

patient.  The purpose of this note is to examine some recent literature to draw some general 

threads about options that are being tried. 

WHAT DO WE MEAN BY INTEGRATED CARE 
In discussions of equity, Jacobson emphasized the importance of maximizing the aggregate 

health of the community.  One of the biggest areas of potential gain is through 

improvements to the management of chronic diseases such as diabetes. 

The increasing emphasis on chronic disease challenges which must be managed rather than 

cured has intensified the discussion of integrated health care services.  Beginning with early 

discussions by E.H. Wagner, Thomas Bodenheimer and others, a rich literature has 

developed around the chronic care model (CCM). 1-5  The general consensus is that the 

chronic care model has proved effective in improving the quality of life of persons with 

complex disease challenges. 5  Utilizing the CCM has emphasized the requirement for 

integrating a significant body of services for the benefit of the patient. 

Kodner et al emphasize that the words integrated and comprehensive emphasize the whole 

system approach to health care.  However, they note that although the health and social 

system providers understand the complementary nature of their services, institutional, 

specialization and decentralized control may militate against the best system outcomes. 6  

The basic goal of bringing all the coordinated resources of the system to bear on the health 

goal maximization effort is emphasized in a WHO position paper by Grone et al. 7 

The integrated care literature particularly emphasizes the challenges faced by vulnerable 

populations. 

Vulnerable  individuals,  such  as  the  diverse  group described   above,   have   
complicated   and   ongoing needs (which frequently are part-medical, part-physi-cal,  
part-psychological,  and  part-social),  experience difficulties in everyday living, require a 
mix of services delivered  sequentially  or  simultaneously  by  multiple providers, and 
receive both cure and care in home, community  and  institutional  settings. 6 
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Kodner provides the following definition of integrated care which will be the working 
theme of the rest of the analysis. 

Integration is a coherent set of methods and models on the funding, administrative, 
organisational, service delivery and clinical levels designed to create connectivity,  
alignment  and  collaboration  within  and between the cure and care sectors. The goal 
of these methods and models is  to  enhance  quality  of  care and quality of life, 
consumer satisfaction and system efficiency for patients with complex, long term prob-
lems cutting across multiple services, providers and settings. 6 

As summarized by Kodner, there are many strategies for achieving integrated care.  In part, 
the choice of and emphasis on various tools must necessarily depend on the institutional 
structure of health and social service delivery in a particular jurisdiction. 

Continuum of Integrated Strategies 
¶ Funding: 

o Pooling of funds (at various levels) 
o Prepaid capitation (at various levels) 

¶ Administrative: 

o Consolidation/decentralisation of responsibilities/functions 

o Inter-sectoral planning 

o Needs assessment/allocation chain 

o Joint purchasing or commissioning 

¶ Organizational: 

o Co-location of services 

o Discharge and transfer agreements 

o Inter-agency planning and/or budgeting 

o Service affiliation or contracting 

o Jointly managed programs or services 

o Strategic alliances or care networks 

o Consolidation, common ownership or merger 
o Service delivery: 

o Joint training 

o Centralised information, referral and intake 

o Case/care management 
o Multidisciplinary/interdisciplinary teamwork 

o Around-the-clock (on-call) coverage 

o Integrated information systems 

¶ Clinical: 

o Standard diagnostic criteria (e.g. DSM IV) 
o Uniform, comprehensive assessment procedures 

o Joint care planning 

o Shared clinical record(s) 
o Continuous patient monitoring 

o Common decision support tools (i.e. practice guidelines and protocols) 

o Regular patient / family contact and ongoing support 
FIGURE 1  INTEGRATED STRATEGIES 6 

The emphasis in integrated care must extend beyond the integration of institutional forms 

such as acute, rehabilitation, palliative and long-term to include primary care and social 

services.  The latter two are often the big challenges because of funding and organization 

issues.  The organization of the health insurance system, the payer, does not necessarily 

influence the delivery.  Primary care providers are often small entrepreneurs in many 

jurisdictions including those with universal health insurance.  Social services, on the other 

hand, may be funded by multiple levels of government in a particular jurisdiction. 
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Plochg and Klazinga emphasize that one of the drivers of integrated care should be the 

explosion of knowledge about appropriate evidence-based health processes and the 

increasing managerial complexity of health care increase the necessity and importance of 

integrated health care.  The single professional is unable to manage the extent of the 

information flows. 8   The authors characterize community-based integrated care as a 

unified rationalization agenda.  Plochg et al note that in periods of constrained resources, 

integrated care partnerships may not be attractive to some providers because of the 

potential loss of control and income. 9 

SOME EUROPEAN EXAMPLES 
Europe provides a fertile ground for experimentation in health systems organizations.  It is 

important to recognize that there are substantial differences in European health systems. In 

a survey of the state of play for integrated health and social services for older people, 

Leichsenring noted that, at least in the early part of this century, the relatively loose 

coupling of health and social care systems in the main EU countries: Austria(A), 

Denmark(DK), Finland(FN) , France(F), Germany (D), Greece (EL), Italy(I), the Netherlands 

(NL) and the UK. 10  His survey emphasizes the impact of obvious factors such as financing 

and organization on the development of integrated care.  However, he also notes that basic 

societal values (family ethics) may affect the reliance of the social welfare systems.  Part of 

the issue may be that social service systems grew out of a “poor law” tradition in many 

countries.  However, there are obvious differences such as a greater reliance on residential 

care in the northern countries than in the southern ones.  Leichsenring notes that all of the 

countries are trying to focus on providing integrated care but with the exception of some 

model examples, the role of primary care remains limited.  In particular, the vertical 

integration of primary, secondary and tertiary care received significant focus only in 

Finland, Italy and the UK.  The survey highlights a number of key concepts: 

1) Public health— guaranteeing demand orientation in the transition between primary 

and secondary care with an emphasis on health care. 

2) Managed care— improving the acute care system, rehabilitation, health promotion 

3) Person centred— emphasizing the relationship of the person in the integration of 

health and social service extending beyond the acute care model. 

4) Horizontal Integration — the creation of multi-professional teams 

5) Vertical Integration — extending the boundary of integration to include primary, 

secondary and tertiary care as well as social services 

6) Seamless/Transmural Care — emphasizing person-centred  coordination and 

cooperation over a broad range of institutional boundaries including health, social 

and housing services 
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7) Gerontological coordination and networking —a more voluntary coordination of 

professionals to provide coordinated services 

8) Whole system approach — emphasizing cooperation, coordination and networking 

across the entire spectrum of services 

The next figure, reproduced from Leichsenring, shows the utilization of these concepts by 

the various countries as developed in the initial round of the PROCARE project. 10 

Main concepts of integrated care in selected EU Member states  
Key concepts of integrated care A D DK EL F FIN I NL UK 

Public health discourse ** ** **     * ***   ** 

Managed care (health system) ** ** *   * * ** * *** 

Horizontal integration (provider mix) ** **   ** * * * * * 

Vertical integration           ** **   ** 

Seamless care/transmural care *         ***   ** * 

Gerontological co-ordination/networking * *     ***   *     

Whole system approach                 * 

Person-centred approach     ***     **   *** ** 

***most important concept being followed and implemented in mainstream provision; **important concept followed (partly 
implemented); *concept being discussed and tried out in experimental (model) projects. 

FIGURE 2 INTEGRATED CARE CONCEPTS IN EU STATES10 

The reliance on experimental projects for integration implementation is highlighted in this 

table.  This table really just shows the prevalence of various concepts.  The concepts are not 

mutually exclusive but represent the nature of the national discussions about integrated 

services.  The emphasis on various concepts partly reflects the degree of public support for 

long-term care, supported housing and other social services. 

Leichsenring summarizes a number of the methods and strategies used in these approaches 

to integrated care. 

1) Case and care management — matching supply and demand for persons in complex 

situations with a client orientation 

2) Intermediate care — hospital/community care interface focussing on moving the 

patient to the appropriate next stage but possibly emphasizing rehabilitation 

3) Multi-professional needs assessment and joint planning — assessing the needs for 

particular levels of support with, ideally, an equal emphasis on medical and social 

(housing) needs 

4) Consumer directed services: personal budget/long-term care insurance ð 

approaches may include direct payment of cash allowances, services in kind or insurance 

based purchases of services but implicitly puts substantial responsibility on the person 

being served to make responsible choices among competitive (ideally) alternatives 

5) Joint working — emphasizes removing the cultural divide between acute care and 

other services but faces challenges because of differential financial compensation 

methods and institutional goals across the participants 
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6) Admission prevention and guidance — home visitors doing advanced case planning 

and review of client needs with a more active role for the support person in the case 

management 

7) Integrating housing, welfare and care — focusing on moving beyond the traditional 

nursing home to include an integration of housing, social support and medical care 

in a single venue. 

8) Integration of family carers (incl. targeted respite schemes, employment) —

supplying training, information and possibly financial support to family carers to 

encourage their role in the management of target person’s case 

9) Independent counselling — providing more information about the system and 

choices to the target person 

10) Co-ordinating care conferences — promoting information exchange at the 

boundaries of care interfaces between primary, secondary, tertiary and family 

11) Quality management/assurance — promoting and enforcing service guidelines and 

standards for providers 

In the next figure, Leichsenring summarizes the relative degree of emphasis given to these 

measures in the various countries as seen in the national PROCARE reports. 

The status of different strategies and instruments to achieve integrated care systems 
in selected EU Member states  

  A D DK EL F FIN I NL UK 

Case and care management * * ***     ** * ** *** 

Intermediate care * * **     ** * ** ** 

Multiprofessional needs assessment and joint planning     **   ** ** ** ** *** 

Consumer directed services: personal budget/long-term 
care insurance 

  ****** *   **     *** * 

Joint working * * ***   * ** * ** ** 

Admission prevention and guidance   * *** **       ** ** 

Integrating housing, welfare and care * * *** * * ** * ** * 

Integration of family carers (incl. targeted respite schemes, 
employment) 

* **   * ** ** *   * 

Independent counselling * **     *     ** * 

Co-ordinating care conferences   * **   *       ** 

Quality management/assurance * ** *   ** ** ** * ** 

***broadly perceived and applied as a main stream method; national standard; **partly implemented on a local or 
regional level; *applied in an experimental stage (model projects). 

FIGURE 3 STRATEGIES AND INSTRUMENTS TO ACHIEVE INTEGRATION10 

Leichsenring’s analysis highlights the importance of 

¶ Demand-driven care, 

¶ Innovation programs and, 

¶ A central service point to improve co-operation and to provide appropriate 

information and advice to the client. 
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Mur-Veeman et al highlight that divisions between short- and long-term care and the 

contrasting incentives of public, private and voluntary services in the Netherlands and 

England have impeded the development of integrated health and social care. 11 

Reflecting on the diverse institutional structures in the target countries, Leichsenring notes 

that 

Reforms that intend to integrate health and welfare services should be founded on the 
integration of financing systems and  the  overcoming  of  institutional barriers, 
especially between outpatient and inpatient care, between health and welfare services, 
and between professional and informal care. 10 

NETHERLANDS 
The Dutch system of health care has continued to evolve around a model of near-universal 

health care.  Coverage is much more extensive than in Canada including medicines, dietary 

advice, children’s dental care and adult specialist dental care.  Coverage is also available for 

chronic and mental health issues as well as home and nursing-home care.  Up to 2006, there 

was a mixture of private and public insurance.  Since 2006, mandatory health insurance is 

provided by government-regulated private insurers with some cost sharing.  Financing is 

handled centrally with risk-adjusted capitation payments to the insurance providers.  

Payment to physicians is a mixture of fee-for-service and capitation payments from the 

insurance providers or hospitals.  Payments to hospitals have been formula-based but are 

moving towards some service-based payment systems. 12  Leichsenring notes that Dutch 

emphasis on “transmural care”, the interface between independent housing and care 

extends beyond the acute care system. 10 

The effective treatment of strokes requires the integration of a broad spectrum of services 

for the patient including acute care, rehabilitation, primary and home care.  Minkman et al 

examine the implementation of stroke service in the Netherlands, the Breakthrough 

Collaborative Improvement project. 13  The collaborative improvement model was 

developed in the U.S. 14  In the Breakthrough approach, the emphasis is on the use of multi-

disciplinary teams with acute, rehabilitation, nursing home and home care represented.  

The study outlines strategies for improvement used in the program including the use of a 

registration system, guidelines for rehabilitation, uniform policies, information transfer, 

integration of guidelines and protocols. 

Plochg and Klazinga highlight the creation of the Academic Medical Center at the University 

of Amsterdam with the development of integrated community care in the region.  

Essentially, the university hospital became the nexus for the local integration. 8  Plochg et al 

discuss a long history of community integrated care in Amsterdam in the context of the 

introduction of regulated competition. 9  They examine the history of an organization and 

successors in Amsterdam, analogous to the LHIN, designed to promote integration.  This 

partnership organization was known as the the SGZ (Stichting Gezondheidszorg 
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Zuidoostlob, 'Health-care Foundation  for  the  South-eastern  District')  and  later  the  Zizo 

(Zorgintegratie Zuidoost, 'Health-care Integration for theSouth-east').  The organization, 

founded in 1973, included the medical center at the University of Amsterdam, the GP 

association as well as various residential and home care organizations.  The projects of the 

partnership increasingly shifted from a broad regional focus on developing primary care 

centres to reflect an emphasis on the elderly and chronically ill.  This probably reflected a 

needs-based adjustment after an initially more targeted approach.  The authors note that 

public participation was most direct in early projects.  The basic approach was broad-based 

integration but not integrated case management.  The partnership gradually became a self-

standing institution operating specific services.  One of the challenges was the withdrawal 

of funds from the sickness insurance funds for the collaborative activities of the institutions.  

This reflected the gradual introduction of managed competition. 9 

UNITED KINGDOM 
Like many European countries, citizens of the UK enjoy a very extensive level of coverage 

that is essentially free.  In particular, drugs, rehabilitation and dental coverage is relatively 

broad.  There are access issues for NHS dental coverage in some areas.  Co-payments are 

required for drugs and some dental work.   However mechanisms are available to alleviate 

major hardship from the co-payments.  NHS tax-supported health insurance is 

supplemented by private insurance that provides more choice in specialists, access to more 

comfortable facilities and faster access to elective surgery. 

GP’s, the first point of contact and gatekeeper, are paid using a combination of capitation, 

fee-for-service and salary through Primary Care Trusts (PCTs).   The PCTs commission local 

services.  There are also competing private providers of GP services who set their own fees.  

Hospitals, organized as NHS trusts, are responsible to the NHS.  Semi-autonomous 

foundation trusts have also been created.  Hospital services are contracted through the 

PCTs with a move to payment by results to reflect volume and case mix.  There is some 

purchasing of routine surgery from private specialist providers.  Thus, PCT finances both 

primary and acute care for the relevant area.  The PCTs are funded through a risk-adjusted 

capitation scheme. 15 

In the UK, there has been a move towards Practice-based commissioning with service 

purchases managed by the GP or a consortium of GPs.  Essentially, this means that a practice 

has an indicative budget to serve its population.  In a review of the UK community services 

white paper, Hudson identifies concerns about the medicalization of social services through 

the commissioning process.16 

In the UK, social services are largely administered locally. Therefore, one of the issues is the 

interface from the health care providers to the social service system. Leichsenring 

highlighted the single assessment process identified as Community Assessment and 

Rehabilitation Teams (CART).  Examples of this system in action can be seen on the web 

sites of many local districts in England.  For example, the Bromley web site highlights the 
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provision of a broad range of direct contact services including home care, extra care 

housing and transportation services. The site includes a description of their CART activities. 

The CART team provide what is known as intermediate care. This is a range of 
rehabilitation services, which are aimed at promoting and maintaining the ability of 
people to live independently in their own homes. Intermediate Care can help people 
who, after illness or injury, or because of a longstanding medical condition, need help to 
manage at home. It can also help those who have begun to consider moving into long-
term residential or nursing home care. Some people who are already in residential or 
nursing home care may decide that they could live independently in their own home, or 
in sheltered housing, but need help to make the move.a 

The CART teams are brought in to action by someone from the health system or by the 
Community Matron.  The Sheffield web site lists the following types of occupations in the 
CART team. 

¶ nurses 
¶ pharmacist 
¶ occupational therapists 
¶ generic support workers 
¶ physiotherapist 
¶ podiatrist 
¶ therapy assistants 
¶ admin staff 
¶ social workerb 

One of the innovations in the English health system to promoted better services to high-
needs patients has been in introduction of the Community Matron (CM) program. The 
Community Matrons are social services case managers that procure services on the basis of 
need.  They are assigned to high-needs persons such as those with multiple co-morbidities 
or multiple medicines or disabilities or recent experience with unplanned hospital 
admissions using various scoring approaches.  The latter will be discussed below. The goal 
of the program is to switch services to a community basis from the acute care environment 
and to limit rehospitalisation.  Chapman et al summarize the requirements for the CM role: 

¶ Identify suitable patients for case management and stratify risk. 

¶ Carry out a comprehensive assessment of patient and carer needs. 

¶ Develop a personalized care plan. 

¶ Pro-actively support patients in the community. 

                                                             

a http://powered.jobsgopublic.com/bromleysocial/pages/show/adult 

b http://www.sheffield.gov.uk/safe--sound/olderpeopleprojects/projects/community-assessment-

and-rehabilitation-team 
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¶ Review care plans and changing needs. 

¶ Manage patient journeys proactively across organizations. 

¶ Act as primary co-ordinator of care – always aware of patients’ situations. 

¶ Call on expertise and skills of other professionals to execute the care plan. 17 

Sargent et al emphasize the value to the patients of the psychosocial support supplied by 
the CM as well as the other case management activities. 18  The original DOH guidelines for 
the CM program suggested a case load of 50-80 patients.  In a direct interview study, 
Sargent et al suggested that this was too heavy and resulted in a reactive rather than 
proactive style of case management.  They recommended that case load targets should be 
carefully set to reflect local conditions and resources. 19 

In a review of the Community Matron program, Russell et al indicated concerns about the 
availability of supporting information and staff infrastructure. 20 

PRIORITIZING AND CASE MANAGEMENT 
Case management has been considered one of the key vehicles for improving the 

performance of the acute care system.  In particular, many jurisdictions are targeting the 

reduction of emergency service use by repeat patients with chronic conditions. There are 

really two parallel and contrasting approaches to case management and the delivery of 

integrated health care.  The Kaiser Permanente approach emphasizes the integration of the 

clinical delivery process.  There is a significant degree of interest in such processes.  This 

approach requires the linkage of all phases of the health system but strongly emphasizes 

the medical aspects.  In the UK, three routes to integration, emphasizing clinical aspects, 

were tried with varying results but indicated potential: 

¶ community-based specialists, 

¶ primary care reaching into hospitals, and 

¶ partnership between primary and secondary care. 21 

The alternative approach, using the Community Matron model or our own CCAC, 

emphasizes the integration of the clinical with social services and housing support.  Such a 

model leads beyond a disease focus to emphasize more support to the patient.  This brief 

review has emphasized English examples because of the available literature.  However, 

similar activities are being undertaken in most jurisdictions.  For example, based on work in 

Italy, Bernabei et al indicate that integrated social and medical care can provide a cost 

effective approach to reducing institutional admissions. 22 

One of the big issues is prioritizing clients.  Hutt et al in a literature review surveyed the use 

of various techniques including: 

a) Predictive approaches — change in conditions or in the use of medication or change 

in utilization 
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b) Functional impairment — number of activities of daily living (ADLs) for which 

assistance is required, 

c) Recent resource usage — using recent frequency and type to target assistance which 

is often disease focussed, 

d) Population programme — targeting on the basis of demographic or service use 

group using possibly general indicators, 

e) Combination model — combination of above. 

Hutt et al indicated that results from the case management approaches were not equivocal 

with respect to cost savings or other gains.  They raise the issue of the high degree of 

training apparent in many U.S. case managers. 23 

In the UK, the NHS has spent a significant time evaluating the possibility of using case 

management techniques to better target the delivery of resources to high-needs users of the 

system.  The goal was to help to limit re-hospitalization of patients with chronic needs.  

Various case management programs from the U.S. were adapted to the English 

circumstances.  The evaluation literature has been summarized by National Primary and 

Care Trust and Development Program (NATPACT), a unit of the NHS.a  Significant adaption 

was necessary because of the lack of complete integration in comparison to Kaiser, lack of 

competition to drive service adjustments and lack of 24hour care which is the hallmark of 

the Evercare nursing home program.  The evaluations generally indicated that case 

management improved the quality of care but there was limited initial evidence of an 

impact on the re-hospitalization target. 24 

One of the issues raised was the targeting of the population to be used for the Community 

Matron program.  A number of targeting approaches are being utilized in the various PCTs. 

In some PCTs, the patient management/selection model is based on the Evercare model 

from the U.S.  In others, a scoring/identification approach developed by King’s Fund is used.  

In one PCT, Chapman et al indicated that, as well as the PARR program from King’s Fund, 

utilization criteria were also used. 17  In this PCT, patients were referred to the CM program 

if they met conditions such as  

¶ Two or more chronic conditions 

¶ High general practitioner (GP) consultation rate 

¶ Two or more hospital admissions in the past year 

¶ Deterioration in long-term condition 

¶ Recent exacerbation of chronic illness. 

                                                             

a http://www.natpact.nhs.uk/cms/328.php 
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The King’s Fund PARR++ approach is interesting in that it uses inpatient data that should be 

readily available in most contexts.a  The PARR tool used a broad range of variables to 

establish this risk. This included the patient’s previous use of hospital services, 

demographic data including location to pick up different practice styles and the hospital of 

current admission to pick up on different practice styles and admission thresholds.  The 

software is available as a download but necessarily is tailored to the requirements of the 

NHS.  As a platform, it is implemented using Microsoft tools that require no specific 

additional licenses or costs but would require administrator privileges to install and a 

reasonably resourced XP compute.  The approach incorporates some useful approaches to 

managing confidential patient-level data. 

King’s Fund also developed a Combined Predictive Model that segments patients into the 

appropriate service levels using characteristics developed from the detailed analysis of a 

significant 50% random sample of patient data from two PCTs.  The model is based on a 

comprehensive dataset of patient information, including inpatient (IP), outpatient (OP), and 

accident & emergency (A&E) data from secondary care sources as well as general practice 

(GP) electronic medical records.  The service level pyramid is shown in the next figure. 25 

 

FIGURE 4  SERVICE LEVEL PYRAMID - KING'S FUND COMBINED MODEL 

The case management patients would be targeted for management with CMs.  Other 

patients would receive varieties of support in a virtual ward concept that extends beyond 

the traditional boundaries of the acute care system.  The staff of the virtual ward might 

include: 

                                                             

a 

http://www.kingsfund.org.uk/research/projects/predicting_and_reducing_readmission_to_hospital/

index.html 
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¶ Community Matron  

¶ Nursing complement  

¶ Health Visitor  

¶ Pharmacist  

¶ Social Worker  

¶ Physiotherapist  

¶ Occupational Therapist  

¶ Mental Health Link  

¶ Voluntary Sector Helper. 

The wards support an appropriate level of patients depending on need. The operations of 

the virtual ward are outlined below. 

The day-to-day clinical work of the ward is lead by a community matron. Other staff include 
a social worker, health visitor, pharmacist, community nurses and other allied health 
professionals.    

¶ A key member of staff is the ward administrator (óward clerkô). With a dedicated telephone 
number and email address, the ward administrator is able to collect and disseminate 
information between patients, their carers, GP practice staff, virtual ward staff, and hospital 
staff.  

¶ Medical input comes from daily telephone contact between the community matron and the 
duty doctor at each constituent GP practice. The matron is also able to book surgery 
appointments to see any patientôs usual GP.  

¶ The virtual ward will develop close working relationships with organisations such as 
hospices, drug and alcohol service and voluntary sector agencies. 26 

The staff members in the wards are supported by associated specialists including specialist 

nurses, palliative care, dieticians.  Essentially the virtual ward provides the IT and 

organization support to integrate the care of the patients across a variety of services and 

institutions. 26  This type of integrated service requires a centralizing agency both to fund 

and lead the development of the concept but also central units to be the information and 

infrastructure hub for the functions.  The LHIN and the CCACs should be able to fulfill such 

roles with appropriate resourcing. 

MANAGING THE FINANCES 
In the summary of strategies above (Figure 1), the pooling of funds was identified as one of 
the ways to promote integration. Hultberg et al summarize the results of experiments in 
England and Sweden to use pooled budgets in this way.  As noted above, in the UK, the 
social services have been traditionally administered at the local level and funded through a 
combination of local and central taxation revenue.  The PCTs receive a separate funding 
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stream to commission health care services.  In Sweden, the commissioning of health 
services is done by the county councils with central and local funding with municipalities 
responsible for funding and organizing social services.  This separation of responsibility and 
funding for medical and social services was considered to impede the necessary integration. 
27 

In the UK in 1999, the Labour government introduced options for the pooling of health and 
social budgets, for lead commissioning and provider integration under local partnerships.  
In Sweden, similar pooled funding with the provision for a joint management board for the 
resources was introduced in the 1990s. 

Hultberg et al identify a number of challenges to effectively utilizing pooled resources.  For 
example, pooling resources and associated integration suggests the pooling of staff 
resources as well.  However, in the UK, different terms and conditions of employment and 
professional responsibilities made this challenging even if cultural and training barriers 
could be surmounted.  Integration of front-line activities was also challenged by IT issues.  
Separate reporting of health and social services also impeded integration.  The partnerships 
increased the possibility of effectively sharing facilities and other infrastructure. 27 

The Swedish experiment in pooled budgets was explicitly targeted at the working-age long-
term absentees.  The SOCSAM experiment facilitated interdisciplinary teams aimed at the 
promotion of effective rehabilitation programs.  Within the targeted programs, this was 
deemed in an evaluation to be effective. Hultberg et al note that senior management found 
the experiments useful in highlighting the interdependencies of health and social services.  
However, the front-line personnel appear to have found the integration more challenging. 27   

CANADIAN EXAMPLES OF CHRONIC CARE MANAGEMENT 
Chronic care management with specialist involvement is being tried in a number of 

Canadian jurisdictions.  For example, Taylor et al document the positive process of 

implementing the Wagner Chronic Disease model in the Capital Health system in Alberta. 28  

In a case-study report, the Health Council of Canada documented the success obtained in 

CDM by primary health teams in Canada and abroad through helping individuals to 

successfully navigate the health system.  The effectiveness of interdisciplinary clinics is also 

noted. 29 

In Quebec, PRISMA, an integrated care program involving service coordination, a single 

entry point, case management and individual service plans for an elderly or disabled 

population has received significant evaluation. 30-33  The initial analysis showed 

improvement in health status through the program. 34 

LESSONS FOR THE LHIN 
Because of the differences in funding and organization across the various jurisdictions, it is 

very challenging to draw strong suggestions for the LHIN from this literature survey.  

However, some key points stand out. 
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1) Mandated cooperating and collaboration, even in systems with GPs in private 

practices, are practical and can lead to improvements in outcomes. 

2) GP’s must be integrally involved for systems to really provide seamless care to the 

client. 

3) Strong collaboration between social and health services for high-needs clients is 

feasible but challenging and can achieve results. 

4) Specialist client managers, if appropriately resourced, might facilitate the case 

management for those who need it. 

5) Highly integrated virtual systems such as the virtual ward and even functions 

analogous to the Community Matron require a strong centralizing administrative 

point to provide the IT and common organizational infrastructure and support.  The 

CCACs should probably be considered to provide and facilitate such activities.  

6) The funding models must be addressed to get truly integrated services.  Incentives 

are the key to everything. 
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