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Abstract

Objective: We aimed to identify the main barriers to integrated care (IC) as reported

by healthcare stakeholders from various linguistic regions and health system specific-

ities, according to their reality of practice.

Methods: Information was gathered through an open-ended question from a national

survey conducted in Switzerland in 2019. Responses were analysed qualitatively with

the IRaMuTeQ software.

Results: Answers from 410 respondents were obtained. Respondents reported bar-

riers at two levels: the system and professional level. Threat to financial benefits,

concerns for patient data sharing and tensions between quality of care and benefits

for patients versus costs were mentioned at the professional level, in their activity

and in patient care. At the system level, limitations at the political level due to feder-

alism and the lack of support and training for professionals were important barriers,

in addition to the lack of recognition and compensation for professionals and the

fragmented functioning of the health care system.

Conclusion: Our study underlines the importance of implementing innovative funding

strategies and reimbursement schemes, as well as political willingness to move

towards IC. The alignment between federal policies and cantonal specificities also

appears as necessary to achieve involvement of professionals, promote integration of

services and coordination of professionals for continuous and efficient care.
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1 | INTRODUCTION

From the increased specialization and compartmentalization of health

services, shortages in financial resources and personnel, to the

increasing life expectancy and growing prevalence of non-

communicable diseases in the population requiring multidisciplinary

chronic management, health systems are facing a number of chal-

lenges.1 Approaches promoting the integration and coordination of

care to counter the latter have been implemented to improve popula-

tion health, patient outcomes, and greater efficiency.1-3 IntegratedCloé Rawlinson and Saphir Lesage are co-first authors.
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care (IC) aims to respond to these goals. Even though the definition of

IC tends to vary between stakeholders and health care systems, it

brings together key elements of fragmented health care systems, in

terms of design and delivery to provide care, in the sense of delivering

assistance or treatment to patients in need.4 Despite the growing

number of IC initiatives being implemented in Europe, they remain

context-dependent according to the specificities of each health sys-

tem, and their scaling up challenging.1,5

In Switzerland, the development and implementation of IC has

been growing in the past years.1 Concomitantly, national initiatives

such as the Federal Council's 2020–2030 health strategy that specifi-

cally targets care quality and coordination, and the 2017-2024

National strategy to tackle non-communicable diseases to develop

common frameworks to managing these conditions, as well as national

programs such as the 2015 National project on the coordination of

care, have been developed. Despite these, Switzerland remains behind

in the development and implementation of IC initiatives in comparison

to other European countries. In Switzerland, the particular configura-

tion of health management through centralized and decentralized

logics, with responsibilities divided between the federal, cantonal and

municipal levels, leads to considerable disparities and specificities of

health systems between cantons.1 In this context, IC initiatives con-

tinue to be diverse and heterogeneous in Switzerland, and mostly

implemented as individual initiatives at cantonal or communal levels

according to local specificities.

Barriers and facilitators to IC have been explored in different con-

texts and healthcare systems, through interviews and focus groups, as

well as with literature reviews and case studies.6-8 Funding and policy,

delivery structures, information technology, relationships between

services and professionals, and skills and attitudes towards change

and innovation have been mostly reported, among others.6-9 Consid-

ering that barriers to IC are context-specific and that the healthcare

context has evolved a lot during the past decade, in terms of the bur-

den of chronic diseases and the required shift in the chronic care para-

digm, health policy targets and initiatives, an updated exploration of

barriers to IC is appropriate to explore specificities in the swiss

healthcare context.10

The SCIROCCO tool, based on the B3-Maturity Model,11 has

been used to evaluate the maturity of health systems to deliver IC, by

revealing their strengths, weaknesses and areas for improvement,

through stakeholders' perspectives.10,12,13 Recently, the SCIROCCO

tool was included in a national survey to assess the “maturity” of the

Swiss health system for IC.10 Results from this survey confirmed, at

the national level, a rather low maturity of the Swiss health system to

implement IC on each of the 12 dimensions. The objective of the cur-

rent study is to understand these quantitative results. More specifi-

cally, by using an open-ended question included in this national

survey, we aimed to identify the current main barriers to IC in Swit-

zerland as reported by stakeholders from various linguistic regions

and health system specificities, according to their current everyday

work and practice. Obtaining current healthcare stakeholders' per-

spectives on IC, would allow to better grasp challenges and difficulties

from those involved in the reality of practice.

2 | METHOD

2.1 | Study design and measures

The open-ended question was included in a cross-sectional national

survey conducted in Switzerland in the fall of 2019, with local

healthcare stakeholders selected for their potential knowledge and

experience of integrated care.10 The survey was composed of three

sections. A first section included the French, German and Italian versions

of the SCIROCCO tool, to evaluate the maturity of healthcare systems

for integrated care according to 12 dimensions.11,12 The following sec-

tions included questions to evaluate healthcare stakeholders' opinions

towards IC (nine items) and the Swiss healthcare system (single item).14

Barriers to IC were evaluated in the third section, comprised of an open-

ended question: “In your opinion, what are the main barriers to the imple-

mentation of integrated care in Switzerland?”. Finally, sociodemographic

and professional information were collected.

2.2 | Population and setting

A list of stakeholders was established by the integrated care unit of

the Swiss Federal Office of Public Health, the Swiss Forum for Inte-

grated Care, and included representatives of cantonal public health

departments. Invitations to take part in the survey were sent by email

to approximately 5500 healthcare stakeholders in Switzerland. Infor-

mation about the study aim (to assess the maturity of the Swiss

Health system to implement IC) and a link to the survey, were pro-

vided in the email.

2.3 | Data analysis

Textual data from the open-ended question were analysed using the

IRaMuTeQ software (version 0.7 alpha 2, 2008–2014 Pierre

Ratinaud), a Computer Assisted Qualitative Data Analysis Soft-

ware.15 This type of software, specifically dedicated to conduct lexi-

cographic content analysis on large amounts of text16 such as open-

ended survey questions, allows to identify recurring themes using

word or expression co-occurrences. It thus seeks underlying com-

mon narrative structures in a body of textual data.16 Following the

Reinert method,17 the software first creates a dictionary of words in

the texts. Words are then reduced to their shortest form

(lemmatization) to create families of words. The texts are then par-

titioned into elementary contextual units (i.e., sentences) which serve

as units for the analysis. Finally, two Hierarchical descending classifi-

cation of words by ECU are carried out to generate a classification

of words in thematic classes and a tree graph showing associations

between these classes in the texts. Each extracted thematic class is

associated with a typical vocabulary, and typical extracts to ease the

identification and labelling of themes. Once the classification is

done, it is up to the researchers to identify and label the classes

according to the typical words and extracts. They can also analyse
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connections between classes thanks to the tree graph and a Factor

analysis of correspondence. In our case two researchers (IG, SL) spe-

cialized in qualitative methods and in the use of this software took

part to the IRaMuTeQ analyses (identification and labelling of the-

matic classes; analyses of connections between classes). Both

researchers first conducted their analysis separately and then con-

fronted the latter to reach a consensus, both on the identification/

labelling of themes and on connections between classes. No dis-

crepancy between researchers' analyses had to be resolved. The fol-

lowing variables of interest were considered in the analyses: type of

healthcare professional, main setting for professional activity, lin-

guistic region in which respondents worked, involvement in IC pro-

grams and attitude towards IC and the Swiss healthcare system.

3 | RESULTS

3.1 | Respondents' characteristics.

Of the 642 survey respondents, 410 answered the open-ended ques-

tion about IC barriers. Characteristics of the 410 respondents as well

as these of the whole survey respondents are reported in Table 1.

Both samples showed close characteristics. Among respondents of

the open-ended question, the mean age was 55.9 years old, 44.6%

were women and 42.5% were not involved in integrated care activi-

ties. Nearly 30% of the respondents were directors of institutions,

approximately a third were healthcare providers and just over four

out of 10 worked in healthcare institutions.

TABLE 1 Characteristics of the respondents to the survey (n = 642) and to the open-ended question on IC barriers (n = 410)

Respondents to the survey (n = 642) Respondents to the open-ended question (n = 410)

Variables (n) Mean (SD) or % (n) Mean (SD) or %

Age (610) 53.7 (10.5) (393) 55.9 (10.7)

Women (617) 42.5% (176) 44.6%

Profession (625) (402)

Practicing physicians 19.8% 18.2

Non-physician practicing healthcare professionals 16.0% 16.2

Directors 27.7% 29.9

Administration 9.6% 10.0

Project management 15.4% 15.7

Other 11.5% 10.2

Professional activity (597) (389)

Independent 19.4% 15.7

Public administration 11.6% 11.9

Foundation/association 12.2% 11.8

Insurance 5.7% 5.1

Private clinic 3.2% 2.1

University hospital 22.1% 20.6

Cantonal hospital 11.2% 10.0

Medical home 9.2% 12.1

Other 5.4% 10.7

Region of professional activity (627) (407)

German-speaking Switzerland 60.0% 59.8%

French-speaking Switzerland 20.7% 19.6%

Italian-speaking Switzerland 3.2% 3.4%

Nation-wide 16.1% 17.2%

Involvement in integrated care (628) (407)

No, never 46.5% 42.5%

Yes, once 18.8% 17.7%

Yes, several times 34.7% 39.8%

Attitude towards the Swiss healthcare system (610) (405)

Complete change needed 8.2% 9.9%

Major changes 76.9% 76.3%

Minor changes 14.9% 13.1%

RAWLINSON ET AL. 33131



3.2 | Lexicographic content analysis

The textual analysis showed that stakeholders identified seven

themes. These main barriers to IC intervened at two levels: 1) at the

professional level, on their activity and on patient care, and 2) at

the system level, due to political constraints at national or cantonal

level. Analyses showed that themes were evoked irrespectively of

stakeholders' profession, setting of activity, region, or their involve-

ment in or attitude towards IC. The classification and corresponding

typical words and extracts are presented in Figure 1.

Barriers at the professional level. Three main barriers were cited at

this level. The first concerned financial apprehensions. Respondents

reported that IC represented a threat to the financial benefits of some

stakeholders in the current system, particularly for physicians, which

led to resistance to change and hampered support for an alternative

model. The second concerned sharing patient information. This

included the lack of upstream thinking regarding an IT system for

patient data sharing, considered key for IC implementation, as well as

the difficulty of transmitting data between providers, and the lack of

clear protocols for data sharing. Some respondents reported that an

interprofessional platform would be useful for discussing opinions and

needs for data sharing. However, a concern was the integration of all

patients with the use of IT solutions, as providers considered that some

patients would be reluctant to rely on networks and prefer direct con-

tact with their already known and trusted physicians. Providers men-

tioned that this would be especially problematic for elderly patients,

which tended to be more unfamiliar with these tools. Respondents

raised this concern as a potential limitation that could affect patient

participation and self-determination in care, considered a central aim in

IC. The third barrier, often evoked with the previous one, corresponded

to the constant tension felt between quality of care and costs (mostly

mentioned by clinicians), where cost savings are put forward instead of

the improvement of quality and benefits for the patient.

Barriers at the system level. Four main barriers were mentioned. The

first concerned the lack of recognition and compensation for profes-

sionals. IC requires additional administrative tasks and time for inter-

professional coordination, which remain unrecognized and under-funded.

The second barrier concerned the lack of support and training for profes-

sionals, which created difficulties in the practice of collaboration. It was

also mentioned that IC trainings should be more often proposed to pro-

fessionals and newly graduated students. The fragmented functioning of

the health care system and federalism limitations at the political level

were mentioned as closely related barriers. The lack of political will to

change the entire system, and more particularly to support the launch of

IC pilot projects was underlined. According to respondents, IC requires

uniform funding and a unified political vision. However, inter-cantonal

differences result in a lack of a clear national vision of the health care sys-

tem, unfavourable to the implementation of a more global system.

4 | DISCUSSION

The main reported barriers provide a perspective on IC at the national

level, according to perceived difficulties and opinions from a variety of

F IGURE 1 Main barriers to IC as reported by healthcare stakeholders, with corresponding typical words and excerpts. Note: Percentages in
brackets represent the proportion of analysed texts in relation to each barrier
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healthcare stakeholders working in different linguistic regions with

contextual specificities. System level barriers remained the most men-

tioned by respondents as affecting IC. The federalist political organi-

zation, already mentioned in other studies,1,18 is an important factor

limiting the development and implementation of a global and national

IC strategy in Switzerland. National political initiatives, including

funding, supportive regulation, flexible administrative reorganization,

as well as financial benefits and reimbursement schemes19 are essen-

tial conditions for IC and are still lacking in Switzerland. Our results

also highlight that professionals need to feel supported and be pro-

vided with training, which was also mentioned in other contexts.7,8

Another important aspect was for professionals to perceive political

willingness for change, as already reported by Lauvergeon et al. a few

years ago.18 This appears as particularly important to favour profes-

sionals' involvement.18 Finally, patient data sharing, a key enabler to

the implementation of IC7,19 also remained an issue of concern for

professionals in the Swiss context.

Even though identified barriers remained similar to those

reported in other contexts, it is possible that national initiatives

promoting integrated care in a broader sense, and new models of

care for NCDs, among others,1 may be too recent to have yet

deployed their effects. Nevertheless, our study underlines that,

between federal decisions and regional necessities, the implementa-

tion of innovative funding strategies1 and reimbursement schemes

(such as incentives) would encourage professional involvement and

address feelings of threat and fears of losing actual benefits. Com-

mitment to IC at the macro and meso levels (system, organizations

and institutions) is required to achieve alignment with the micro

level (professionals' activity and practice) and promote institutional

and clinical cultures towards IC.19 These conditions appear as

essential to overcome identified barriers in the Swiss context and

provide continuous, efficient and cost controlled care through well-

implemented IC initiatives.19
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