
Introduction
Health systems globally are still struggling to roll out 
system-wide models of integrated health and social care 
[1]. In part, this is attributable to a lack of understanding 
of what elements are important for successfully scaling 
up integrated health and social care initiatives [2, 3], and 
how to overcome associated implementation challenges 
[4, 5]. While examples of innovation exist, they often 
never expand beyond the pilot phase. Sharing knowledge 
across these examples may offer insights into how we 
can scale, spread and sustain innovations as a vital step 
towards broader health system transformation. This type 
of comparative work is represented in the approach taken 
by the World Health Organization (WHO) [6]. In the WHO 
practical guide to scaling up health service innovation, 

they suggest it is essential to have a clear idea of the core 
components of the innovation, the organization, and the 
environment (context) to inform the process of scaling up 
[6]. It is also useful to consider the needs of adopters and 
their role in adapting and spreading innovations [4].

Comparative case study approaches may offer prom-
ise in meeting these challenges by sharing successes and 
identifying causes of ineffective health reform efforts [7]. 
To unpack and understand the complexities of integrated 
models of care across different countries and jurisdictions, 
many studies have adopted comparative case approaches 
[8–10]. Comparative case study methods have a fairly long 
history and a robust methodology [11–13]. At their core, 
they seek to understand phenomena in context. As com-
pared to other methodologies that may aim to control for 
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the “noise” of external factors, case studies consider embrac-
ing the mess of context to be fundamental to our ability to 
understand not just what occurred, by why and under what 
circumstances [14, 15]. Studying phenomena in context 
allows for collection of essential elements of innovation 
identified by the WHO to inform scale and spread.

Comparative analyses focusing on health system reform 
have evolved over the last 20 years beginning with a macro 
level policy focus. More recent studies have focused on 
meso-level organizational processes and practices [16]. 
Comparative case studies at the organizational level have 
been shown to provide valuable insights with regard to 
effectiveness of interventions in particular contexts, can 
contribute to theory building, and can be used to guide 
implementation of new models [17]. Numerous single and 
comparative case studies of integrated care have been con-
ducted [18–23], and can facilitate learning across borders 
to build strong national knowledge [7]. However, the pur-
pose of these approaches are often to evaluate programs 
(comparative case study methods) or to provide evidence 
to inform policy (comparative policy analysis) within a 
context, and are generally not intended to offer practi-
cal guidance to support scale and spread and to compare 
among different contexts. What is required are approaches 
to describe core components of the intervention, organiza-
tions and environments that can be applied by adopters, 
i.e. practitioners implementing on the ground.

This study marks an important step towards develop-
ment of an international standard for reporting integrated 
care initiatives, building on tools and lessons learned in 
developing a template to describe how programs world-
wide are addressing a common problem of more efficiently 
and effectively delivering integrated care to patients with 
high needs and high cost. Researchers at the University 
of Toronto in Canada developed a guide to create stand-
ardized descriptions of models across nation-states. These 
descriptions were intended to be easily accessible to pro-
viders and managers seeking to adopt models of inte-
grated care in their own settings. This project was initially 
sponsored by the Commonwealth Fund in 2018. The pre-
sent study aims to assess whether the same method could 
be applied to extract similar descriptions of integrated 
care cases that have been studied as part of unrelated 
large empirical comparative case studies. This work was 
driven by two research questions:

1)	 Can a standardized Case Template be used to describe 
models of care to extract comparable data from exist-
ing empirical case studies of integrated care?

a.	 What modifications and adaptations to the tem-
plate may be required?

2)	 What are the recommendations for adopters, 
researchers and decision-makers who wish to use 
the Case Template?

Describing models of integrated care to inform scale 
and spread
In Goodwin’s 2016 perspective paper regarding how we 
define and understand integrated care, he offers “at its 
simplest, integrated care is an approach to overcome care 

fragmentations” [24]. This “simple” statement is arrived at 
through an account of the multiple, complex ways health 
systems address fragmentation via different levels of inte-
gration (eg, micro vs. meso level), taking on different forms 
(eg, horizontal vs. vertical integration), and occurring at 
varying degrees of intensity. Different heuristic models and 
frameworks of integrated care are available to unpack this 
complexity, and help determine which factors should be 
understood when attempting to describe the salient fea-
tures and activities of models of integrated care. However, 
if we are to use descriptions to inform scale and spread of 
models of care, we must look beyond simple descriptions 
of key features and better understand the dynamic.

Recent writing from Horton et al and the Health 
Foundation about the challenge of spreading complex 
programs such as integrated care has emphasized the diffi-
culty in “codifying and replicating” complex interventions 
[4, 25]. The difficulty in codifying interventions refers to 
the challenge of determining which features of the pro-
gram are most relevant to describe, and the possibility that 
the features of a program that drive its success might not 
be those we expect. Horton et al. emphasize that in addi-
tion to the basic descriptive features of the design of a pro-
gram, it is also important to outline the implementation 
processes or “social mechanisms” by which a program has 
worked [4]. Program descriptions must balance a tension 
between “loosening and tightening” the descriptions of 
an intervention in order to inform the effort to spread the 
intervention broadly. A “loosening” approach encourages 
local adopters to imagine transformations to the program 
that would promote its success locally, whereas a “tighten-
ing” approach emphasizes details about the exact imple-
mentation processes and relational contexts that made the 
program successful. If the conditions of initial programs 
can be fully implemented then the tightening approach is 
most useful, otherwise some extent of loosening is needed 
and the core activities that constitute the program must 
be described in a way that enables adopters to achieve spe-
cific related program goals with the resources available.

Keeping in mind these two essential factors, describ-
ing key elements of integrated care with attention to 
social mechanisms, the Integrated Care Case Study 
Descriptive Template was developed to enable compari-
son of integrated models of care across diverse geographies 
and contexts; describing 35 programs in 11 countries for 
the Commonwealth Fund.

Developing of the Case Template
The initial development of the data collection template 
was completed by a team at the University of Toronto as 
part of a project funded by the Commonwealth Fund. 
This work built on an initial project with the University 
of Toronto and the Kings Fund, describing international 
cases of integrated care in Australia, Canada, the Nether-
lands, New Zealand, Sweden, The United Kingdom, and 
the United States [26]. In the Commonwealth Fund pro-
ject, the team developed two separate templates; one for 
collecting data on design elements and activities of the 
program and another for collecting data on the policy 
context that supported the program. The construction of 
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both of these data collection templates were based on lit-
erature reviews and expert opinion.

The design elements template drew heavily on the 
work of the Commonwealth Fund’s International Experts 
Working Group on Patients with Complex Needs report 
[27] and the survey was structured to assess 10 design 
dimensions that the report suggested were essential and 
grouped these into three broader areas: 1) population 
segmentation, 2) care coordination, and 3) patient and 
caregiver engagement.

The policy support template was focused on the exter-
nal policy and incentives component of the consolidated 
framework for implementation research model [28] and 
was informed by the National Academy of Medicine report 
on integrated care [29]. The template identifies four policy 
categories: 1) finance and payment, 2) data infrastructure 
and data sharing, 3) workforce and 4) staffing, and gov-
ernance and partnerships – and allows for identification 
and description of policies that were relevant to models 
of integrated care.

Table 1 summarizes the components of the Integrated 
Care Case Study Descriptive Template (for brevity, hereaf-
ter referred to as the Case Template).

While the components are separated here, it is recog-
nized that they are also interrelated. For example, appro-
priate approaches to coordination and engagement are 
likely contingent on the types of patients and caregivers 
being served which is determined through the intake and 
recruitment process.

Methods
Approach
To answer our research questions, we applied the Inte-
grated Care Case Study Descriptive Template to case stud-
ies conducted by the Implementing Integrated Care for 
Older Adults with Complex Health Needs (iCOACH) and 
Vilans research teams. Both these groups have conducted 
larger international case studies of integrated care under-
taken with non-uniform and uniquely, locally defined 
approaches. We used the template to describe 9 integrated 

care cases from the iCOACH study which explore models 
in two jurisdictions in Canada (Ontario and Quebec, each 
with 3 cases) and in New Zealand (3 cases), as well as 2 
cases from the Netherlands studied by the Vilans team.

Setting: iCOACH and Vilans case studies
The iCOACH research team included researchers, 
decision-makers, trainees and patient and family repre-
sentatives from Canada (Ontario and Quebec) and New 
Zealand to explore the implementation of integrated 
community-based primary health care for older adults 
with complex needs. The cornerstone work of the team 
has been in-depth case studies of 9 different integrated 
care models, 3 in each jurisdiction. The team took a whole 
systems approach to understand the cases, including 
patient and caregiver, provider, organizational, and sys-
tem level factors that play a role in the implementation 
of the models of care. To meet project objectives a multi-
method case study approach was used, collecting qualita-
tive data (interviews), quantitative data (surveys), as well 
as document analysis from each case(29). Overviews of 
the methods, theoretical frameworks, cases, policy envi-
ronments, and reflections from decision-makers, patients 
and caregivers can be found in the iCOACH special issue 
in IJIC [30].

The Vilans research team consists of researchers from 
the Netherlands, working on several national (diabe-
tes networks [31], stroke services networks [32]) and 
international comparative case studies (SUSTAIN [20], 
ESN [33]) on the development and implementation of 
integrated care initiatives. The researchers use a com-
prehensive multi-method case study approach. Both 
quantitative (surveys) and qualitative data (interviews, 
field notes) were collected from multiple perspec-
tives (service users, professionals, managers as well as 
decision-makers).

All 9 of the iCOACH cases, and 2 cases from the 
Netherlands were included in the analysis presented here. 
While these cases were purposefully selected to answer 
the original research questions (see aforementioned 

Table 1: Integrated Care Case Study Descriptive Template.

Program Structure (design elements)

Segmentation Defining and applying rules to identify and recruit patients who are likely to benefit.

Coordination A process for intake to characterize needs, mechanisms for coordination across institu-
tions and sectors like health and social care.

Patient and caregiver engagement Support for shared decision-making, self-management and support for caregivers.

Measures How programs defined success, their level of maturity and any evaluation work conducted.

Policy-related context

Governance Governance structures in place to support the model of care. Could include committees 
and/or boards who meet regularly and review performance data. 

Data sharing Data and information sharing policies and processes in place related to patient care. 

Staffing Staffing needed to support the model of care, including strategies on how to organize 
and prepare staff.

Financing Financing structures put in place to support the model of care. Includes attention to 
payment mechanisms, presence of well-defined budgets, and sustainability of funding.
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publications), for the purposes of the case comparison 
study presented in this paper, case selection is more 
aligned with a convenience and purposeful approach [14] 
as they had sufficient data readily available to complete 
the Case Templates. Additionally, these were cases highly 
familiar to the study team as they had each engaged in set-
ting up the original studies, collecting data and/or analyz-
ing data for other studies. This afforded the team a wealth 
of context knowledge around the cases required to align 
available data to the template.

Data extraction and analysis
The Case Template was originally created as a structured 
interview guide conducted in two parts. Key informants 
with knowledge of the models of care would start by rat-
ing their models along the four components in each sec-
tion, and then would be asked probing question to elicit 
greater detail. See Supplementary Material 1 for an over-
view of the original interview guide questions and probes. 
We adapted this method, using the guide to “interview” 
ourselves, using the data collected in our case studies to 
answer questions and probes.

For the present study, research leads with in-depth 
knowledge of the cases in each jurisdiction (Ontario, 
Quebec, New Zealand or Netherlands) were assigned 
to complete Case Templates for cases in their area of 
expertise. While we did not have one of the local New 
Zealand research team members available to participate 
in this work, the Ontario team members participating in 
this study had previously conducted much of the initial 
coding and analysis of New Zealand data and had been 
working closely with New Zealand research team mem-
bers, providing them the necessary knowledge and exper-
tise of the models to conduct this work. Leads looked at 
case study data collected as part of the iCOACH project 
and similar data from Vilans integrated care case stud-
ies. Various data sources were reviewed to complete tem-
plates for each jurisdiction, including: published articles 
based on the case studies, documents collected as part of 
case study work (eg, vision and mission statements, rel-
evant policy documents and websites), coded interview 
data from interviews with providers and managers, and, 
where required to fill gaps, original interview transcripts 
were reviewed. Research leads used these data sources to 
write answers directly into the structured interview guide 
for each of the 11 cases reviewed, and maintained analysis 
memos to track data sources, the process taken, and pre-
liminary analytic thoughts.

To begin a single Case Template was completed for 
each of the four jurisdictions and circulated to the team 
for discussion regarding process and preliminary ana-
lytic reflections. Once we were satisfied that a similar 
process was being used across jurisdictions, the remain-
ing cases were completed following the same procedure. 
With all templates completed the lead author distilled 
data into a single table to facilitate cross case compar-
ison. The table was circulated to the team for review, 
followed by an analysis meeting where similarities and 
differences across the cases were discussed and agreed 
upon.

Expert discussion and review
The above process and key results were presented in a 90 
minute workshop at the International Conference on Inte-
grated Care held in San Sebastian, Spain April 1st 2019. In 
the workshop delegates were presented with the frame-
work, an overview of the cases, our methods for compar-
ing cases, and key results (presented in the results section). 
Delegates attending the workshop included researchers 
working in the field of integrated care, policy-makers and 
other decision-makers, as well as managers and front-line 
providers/practitioners engaged in delivering integrated 
care in their respective countries, representing all corners 
of the world including Europe, North America, Australia/
Oceania and South-East Asia. Workshop participants had 
an opportunity to apply the Case Template to their own 
cases and engaged in roundtable discussions to help us 
address research questions regarding adaptation and rec-
ommendations for using the template. Workshop facilita-
tors took notes at the session, and co-authors engaged in 
a post-workshop discussion to identify key learning from 
the exercise. While no formal ethics process was followed 
as the conversation was not recorded and names were not 
collected, delegates were made aware that the discussion 
would inform the refinement of the Case Template and be 
included as part of the publication.

Results
The Case Template provided a useful lens to explore the 
11 international cases. Table 2 offers a high level sum-
mary of the data across cases, with a full dataset available 
in Appendix A. The full data set was used to generate 
analytic discussion across the team. The following two 
sections highlight key findings from parts 1 and 2 of the 
Case Template and demonstrate its ability to be used to 
describe case studies in a comparable way. The 11 case 
studies represent different models of integrated care; for 
simplicity we refer to the case examples as “models” of 
care or cases.

Comparing model structure features: Segmentation, 
Coordination, Engagement, Measurement
The models reflected in case studies followed various seg-
mentation approaches. While all models cover a specific 
geographical area, they differ in their target group focus. 
In some cases, models have a broad scope, serving local 
communities as a whole (Community Health Centre, the 
Maori health organization); whereas other models focus 
on a more specific population. For instance, the CREST 
and care coordination programs in the NZ Network model, 
focus on people of 65 and older transitioning home from 
hospital. There were also examples of, “in between” mod-
els that focus on frail people or older people as wider 
target groups. When looking at the entry of these people 
into models, three categories can be distinguished: 1) 
professional entry, 2) self-entry, and 3) a combination of 
both. The Integrated Client Care Program (ICCP) model in 
Ontario, for example, can only be accessed through pro-
fessional entry points. In the Community Health Centre 
model, on the other hand, both self-entry and professional 
entry are possible, but access is subject to availability and 
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wait-lists. In other programs, such as South Holland, Que-
bec and the Maori health organization, both professional 
and self-entry are used.

“People or their family and friends can refer them-
selves to the program by visiting the municipal single 
access point (visit, phone and online). People can also 
be referred by professionals working in their neigh-
borhood, having an active signaling/preventing 
role.” [South Holland program].

After entering the program, intake processes take place in 
all cases. Our analysis shows a broad spectrum of formal 
and less formal ways to conduct an intake. Some initia-
tives established standardized processes using validated 
instruments, such as the Functional Autonomy Measuring 
System (SMAF) guiding the development of multidiscipli-
nary care plans in Quebec. The use of this clinical tool to 
assess the level of autonomy of older adults was mandated 
to all programs in Quebec. In other models, such as in the 
Community agency lead model in Ontario, the intake is 
an informal process and varies from program to program. 

Although some variations in consistency and access are 
reported, in 10 out of 11 cases information sharing takes 
place through shared or linked digital data platforms to 
some degree. Only in the Utrecht Hills case is it described 
that professionals are not allowed to electronically share 
information and therefore rely on multi-disciplinary meet-
ings occurring every six weeks.

Although many programs state that their practice is 
strongly driven by a belief in patient engagement, self-man-
agement and caregiver engagement, most report that few 
formal activities to achieve this have been implemented. 
Some models stress that goal-setting with patients is part 
of the working processes and happens regularly (e.g. the 
Maori health organization, ICCP). Other models report 
educational materials for patients (Community agency 
lead model, Ontario), information, advice, guidance and 
support for caregivers (Utrecht Hills) and respite programs 
for caregivers (Quebec programs). One program, ICCP, has 
organized patient and family caregiver roles on commit-
tees and strategic planning groups.

“Government emphasizes shared decision-making, 
which is martialized by the personalized care plan. 
The operationalization of a “shared decision-making” 
concept is often difficult. Influenced by provider’s time 
pressure, case-loads, characteristics of clients (cogni-
tive abilities – here providers will share decision mak-
ing with their caregivers) etc.” [Quebec model]

Besides their different segmentation, coordination and 
engagement structures, the models analyzed use a broad 
range of outcome measures. Mainly the Canadian pro-
grams (Community agency lead model, ICCP and Com-
munity Health Centre in Ontario, and all cases in Quebec) 
collect a relatively extensive amount of data on health 
outcomes, patient and caregiver experiences and costs. 
For example: the community agency lead model, collects 
data on service utilization, client experience/satisfaction, 

ER visits and fall rates, quality of life as well as a variety 
of primary care measures. Other practices measure their 
success in a less standardized way, for instance by focus-
ing on process measures (NZ Network model) or by using 
more pragmatic and informal measures (South Holland). 
Three programs reported that no outcomes are identified 
or systematically measured. Only one program (represent-
ing the three Quebec cases) reports that several formal 
research studies have been conducted for the evaluation 
of the model.

Comparing the policy environment: governance, 
funding, staffing, innovation
The 11 cases analyzed had various governance structures. 
Most models had a shared governance structure consist-
ing of partnerships between organizations involved in the 
continuum of care for their target populations (South Hol-
land, Utrecht Hills, the Community agency lead model, NZ 
Network model). Partner organizations were often repre-
sented in steering committees of directors which included 
partner representation. Other programs were led by a 
single organization operating with a board of directors 
(ICCP, Community Health Centre). The Quebec program 
(representing 3 cases in different sized jurisdictions) fol-
lows a fully integrated model with the structural merger 
of all health and social care organizations under a single 
governance structure.

Funding approaches also varied across models. The 
Maori health organization model was funded by multiple 
sources – government, district health boards and primary 
health organizations. South Holland and Utrecht Hills 
adopted mixed funding models through local/municipal 
governments and private health insurers. Other models 
had dedicated funding through partnerships of organiza-
tions for specific staff within a primary health care clinic. 
For instance, the ICCP model was jointly funded (in-kind) 
with staff supported by the primary care practice and the 
local community agency. The Quebec model is based on a 
global budget to a single governance structure financed 
publicly through taxation.

Although multidisciplinary team-based care was an 
essential component of each case, most staff stayed 
employed by their mother organizations. Two approaches 
emerged on the staffing models that ensured multidis-
ciplinary team-based care. First, South Holland, Utrecht 
Hills and NZ Network programs did not change their staff-
ing models – these programs focused on changing pro-
fessional attitudes towards improved inter-professional 
collaborative relationships. Second, other programs opted 
for co-location of staff. For instance, the ICCP model co-
located community care coordinators to multidisciplinary 
primary care teams while the Quebec model co-located 
nurses and social workers to community-based family 
medicine group.

While nearly all cases used some sort of IT system to 
store and share data, our analysis reveals models have 
two main data sharing issues in common. First, the mod-
els faced challenges in linking data between the “newer” 
IT systems and the “older” IT systems. In fact, the newer 
IT systems were often layered upon existing IT systems. 
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Furthermore, older technologies like faxing were still used 
to share data across organizational boundaries. Second, 
there was a lack of interconnectivity between IT systems 
of various health and social care providers. For instance, 
in some programs, the IT systems of nurses, social workers 
or community-based family physicians were not inter-con-
nected. Co-location of staff in the ICCP model facilitated 
data sharing because community care coordinators could 
access the IT system of their primary organization and 
share relevant data with their primary health team. A chal-
lenge related to the use of IT by different professionals is 
the access to data entry compared to reading only. This 
had an impact in the interdisciplinary communication.

Innovation was an important aspect of the programs we 
analyzed. We identified several local care delivery innova-
tions across the programs. Most programs endeavored to 
assign a single contact person responsible for the coor-
dinating health and social services for a user. New pro-
fessional roles like the care navigator were developed 
in the Maori health organization model. Co-located hub 
sites that brought together different professionals from 
different organizations was an innovative feature of the 
Community Health Centre model. The Quebec models 
developed innovative and comprehensive multidiscipli-
nary health and social care evaluation tools (such as the 
OEMC (outil d.évaluation multiclientèle) tool) that facili-
tated inter-professional collaborations.

Discussion
The results presented here represents a step in the 
development of an international standard for reporting 
integrated care initiatives, offering a cognitive test and 
additional validation of the Case Template developed to 
describe integrated care cases. We have demonstrated that 
the Case Template can successfully be applied to disparate 
international research studies, generating comparable 
data across 11 cases from 3 different research programs 
across 4 countries. In this discussion, we suggest modi-
fications to the Case Template based on this work, and 
identify potential value this approach brings to different 
stakeholders, with an emphasis on value for adopters of 
integrated models.

Challenges adopting the Case Template
Based on our application of the template as well as feed-
back from the ICIC19 workshop, we identified the follow-
ing adoption challenges:

Definitional clarity: In particular during the work-
shop, delegates struggled with definitional clarity 
needed to help them apply their experiences and 
models to the Case Template. One notable exam-
ple provided by a delegate was around the concept 
of a “care or patient navigator.” This term was not 
consistently used across different jurisdictions 
amongst delegates, nor was it used consistently 
in the iCOACH and Vilans cases, leading to an in-
depth discussion of what is meant by navigation as 
compared to coordination. It was determined that 
key terms in the template would need to be well-

defined to ensure clear understanding and compa-
rability across jurisdictions.

Attending to perspective: Another important 
reflection in the workshop discussion was regarding 
attending to who exactly would be filling out the 
templates should these be implemented across 
multiple jurisdictions and programs looking to 
describe their models of care. It was noted that a 
front-line clinician and executive-level manager of 
the same model may respond to the same questions 
differently, requiring that we be clear on who in the 
organization should be filling out the templates 
to ensure comparability across sites. Divergence in 
perspective from different stakeholders has been 
found to impede implementation of integrated 
care [34], and as such a critical component when 
thinking of scaling and spreading models.

Redundant concepts: Another area of struggle for 
the research team, as well as for delegates in the 
workshop, was in teasing apart concepts that felt 
too similar or event redundant. The most prominent 
example of this was in questions around eligibility 
in the segmentation section, and the intake process 
in the coordination section. It was found that often 
models of care would determine eligibility as part 
of their intake process via assessments, surveys, or 
interviews with patients and their families.

Capturing culture: Both the research team and 
workshop delegates noted that the Case Template  
captures more process-oriented aspects of inte-
grated care with less emphasis on cultural prac-
tices that are equally important to driving models 
of integrated care[35]; one notable exception is a 
prompt questions regarding having a patient and 
family engagement culture at the organization. In 
research team discussions, as well as those in the 
workshop, it was found that we could not speak 
about what worked functionally without attend-
ing to normative issues of relationship and culture 
that were considered necessary to make processes 
work. Even in filling out the templates, jurisdiction 
leads would often include reflections on these nor-
mative aspects of integrated care as they could not 
be removed from the processes being described.

What level of context details matter: A consistent 
debate amongst the research team, and reflected 
in workshop discussions was the level of detail 
required in filling out the Case Template. This was 
particularly important with regard to sharing learn-
ing on how cases addressed common issues. For 
example, when discussing the differences between 
funding models, it was important to drill down on 
key details such as navigating union agreements 
and how to engage multiple funders so cases could 
learn how to navigate these difficulties. Other chal-
lenges, however, required less detail to understand 
across cases. In discussing inter-professional teams, 
it was determined to be less important to know 
exactly how an inter-disciplinary team was struc-
tured (eg, how many physicians, nurses, or social 
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workers involved) or communicated, than it was to 
understand how the team built their relationship 
so they could work together to meet patient needs.

While challenges were noted, the delegates at the 
workshop generally felt the structure of the template 
captured key aspects of integrated care. It was clear in 
the discussion that the template was not considered to 
be a stand-in for more rigorous comparative case study 
research methods, but rather is most useful as a practi-
cal tool to describe cases and support knowledge sharing 
across boundaries. The participants felt the relevance of 
the framework was to summarize case studies and initiate 
a conversation to share learning on key features of inte-
grated care models.

A critical learning was that we were successful in adopt-
ing the Case Template given the team’s research skills and 
in-depth knowledge of cases. While this allowed us to cre-
ate comparable data sets, this may not be easily applied 
by managers who wish to describe their models of care. As 
such we offer two modifications to the template. The first 
is a refinement of the template that can be adopted by 
other researchers seeking to use the template to compare 
disparate empirical cases of integrated care. The second 
is a simplified template that we anticipate can be more 
readily adopted by managers to quickly describe their 
model in a standardized way.

Modifying the template for researchers and the value 
of the approach
During the post-workshop discussion, the research team 
identified the key areas where the template required mod-
ification based on: 1) what was discussed at the workshop 
and 2) notes and minutes from analysis meetings in which 
the challenges of applying the framework across cases 
were documented. We determined that many of the chal-
lenges identified in our application of the template and 
workshop with delegates from ICIC19 can be mitigated by 
modifying the template as well as providing clear defini-
tions and guidelines for its application. Much of the con-
tent and structure worked well, and will be strengthened 
through the following changes:

1.	 Reframing segmentation questions to focus on 
general population of interest for the model of care, 
maintaining the first question as is, and moving the 
referral question to be a part of the intake section 
under coordination.

2.	 Streamlining the prompts to reduce redundancy in 
questions.

3.	 Adding prompts to the segmentation, coordination 
sections, and part 2 of the template to capture nor-
mative aspects of integration (eg, relationships and 
shared values that underpin these processes).

To address the important aspect of perspective and defini-
tion, we also recommend adding:

1.	 Clear definitions of each concept (eg, care coordina-
tion) upfront, and a section where respondents can 

define concepts specific to individual cases as needed.
2.	 A section where individuals filling out templates can 

identify their role in the organization.

Finally, we recommend restructuring the approach to 
improve feasibility of use for secondary data analysis, 
allowing data to be extracted from available sources 
rather than using an interview format. We added an intro-
ductory page which addresses how to do this work, the 
issue of describing contributors, and a space to provide 
a high level context summary of factors viewed as influ-
ential on the model described (addressing the identified 
issue of context). We reflect these changes to the template 
in Supplementary Materials #2.

For researchers, this template can be used to determine 
comparability of case study data as a preliminary step 
before engaging in more rigorous comparative case study 
work. One approach to comparative case studies sugges-
tion by the WHO is to look at available data with an aim 
to adapting it to a common unit of comparison [7]. Our 
proposed modifications to the Case Template can help to 
achieve this aim, and serves to address three identified 
challenges when engaging in service level comparisons 
across regional boundaries [16]:

1.	 Securing comparability in terms of key concepts 
as different regions may assign different meanings 
even to terms that are widely used. In particular be 
cautious when creating typologies which can often 
trade-off accuracy for simplicity. Including defini-
tions and areas where definitions of key concepts 
can help address this challenge.

2.	 Attending to both between and within system-wide 
differences that may influence which contextual fac-
tors are at play. Regional-based differences need to be 
attended to, and so descriptions should be careful not 
to generalize one program description to an entire 
nation, particularly when looking at decentralized 
models of care delivery. The second on policy context 
offers a means to tease these differences apart.

3.	 Finding and selecting data that is able to be com-
pared across disparate cases. A balance must be 
struck between comparing aggregate level data, 
without losing important context and nuance 
unique to individual cases. This is particularly chal-
lenging when comparing in-depth case studies 
which are rich, detailed and contextual. The pro-
posed template points to key constructs and leaves 
room for different levels of detail descriptions as de-
termined necessary by those applying the method.

The proposed modified template can help research teams 
describe cases including both program and contextual 
policy-related factors. For non-researchers, further simpli-
fication and standardization is useful.

Simplifying the template for managers and providers
Keeping the modifications above in mind, as well as what 
was learned in applying this method, it is clear that our 
success in using the Case Template to compare and con-



Steele Gray et al: Comparing International Models of Integrated CareArt. 14, page 12 of 15  

trast a highly varied set of programs may likely be derived 
from having: 1) strong research backgrounds; 2) expertise 
in the area of integrated care; and 3) in-depth knowledge 
of the cases we were describing. There have been attempts 
by the researchers who developed the Case Template to 
have front-line managers and providers use it with much 
less success, mainly due to its depth and complexity. As 
part of this work to create a survey that could be used 
from front-line staff, research team members have been 
working with IFIC to review other survey tools alongside 
the Case Template to see if the tool could be simplified. 
These other tools were reviewed, and, alongside what was 
learned to modify the Case Template, a simplified template 
was developed. An initial version was written, then circu-
lated to the team for review and discussion until consen-
sus was reached. This second modification to the template 
is intended to be used by managers and providers working 
on the front-line to describe their cases. This simplified 
template can be found in Supplementary Materials #3. 
The intention here is to allow for a standardized approach 
to describing models of integrated care internationally 
that can be collected quickly and effectively directly from 
those delivering the model; reducing the need for the 
resource-intensive approach that relies on research teams.

A simplified, standardized template has value to many 
stakeholders in the system but, in particular, organizations 
seeking to provide innovative integrated care either by 
modifying their existing care delivery or adopting innova-
tions that others have developed. In both circumstances, 
there is a need to accurately document or describe the 
innovation and to systematically understand which com-
ponents or processes have been kept the same and which 
have been modified. These descriptions help organizations 
to more clearly see the main components of integrated care 
models, compare their existing ways of working, and see 
the path towards a more mature system (eg, moving from 
having no structured protocols for coordination processes, 
towards having clear protocols and strong commitment).

In the background section of this paper we presented 
Horton and the Health Foundations argument for the need 
to balance the “tightening” and “loosening” of program sec-
tions to support adoption of complex interventions [4, 25]. 
Particularly in the context of adoption of complex inte-
grated care innovations, there is a tension between having 
a very detailed definition or codification of the innovation 
that allows for fidelity and assurance of expected outcomes 
and allowing for modifications to take into account local 
context and resources [36]. The goal then is to find a “mid-
dle” way between descriptions that are too tight to be suc-
cessfully replicated in new settings and too loose to allow 
for a reasonable expectation of predicted impact. Some 
recent work has shown that frameworks that are acceptable 
for descriptions of randomized trials may not be detailed 
enough to allow for meaningful spread and adoption 
[37]. We hope to test our new framework in the context 
of supporting adopters to determine if it is closer to the 
middle way than other existing tools [38].

A final value-add of the both modified and simpli-
fied templates is the opportunity to build a community 
of practice around the implementation of integrated 

care internationally that not only consists of those 
studying integrated care, but those engaging in it as 
well. Establishing continuous learning and social net-
works create opportunities for training and knowledge 
exchange that are found to be critical factors in sup-
porting scale and spread of health system reform efforts 
[39]. We intend to use the simplified template to sup-
port sharing of knowledge, enable self-assessment, and  
help build social networks to advance scale and spread. 
First, we will pilot the simplified template at ICIC20 
in Croatia with attending delegates, as well as through 
IFIC and its affiliate branches in Canada, Ireland and 
Australia with the longer term vision of generating a 
summary data set of integrated care models worldwide. 
The summary data set represents important shared 
knowledge that can be used by providers and manag-
ers to compare themselves to other models working in 
similar contexts. As IFIC already has a wide international 
member-base, it can also help facilitate additional social 
networking between models with similar profiles which 
can help support teams to come together across borders 
and then ask more detailed and granular questions to 
deepen learning and support scale and spread.

Limitations and Future Work
To conduct this comparative model of integrated care, 
the team worked with data already collected through case 
study research. As there was no ability to probe beyond 
the information already available, some details regarding 
descriptions of the models may have been missed. We addi-
tionally were unable to determine, at this stage, the “cor-
rect” or “optimal” level of detail required to provide more 
granular guidance. The discussion at the conference offers 
some indications that focusing on higher level context 
variables offers insightful information to compare cases, 
and may be more feasible than providing in-depth detail 
at all levels. However, we recognize that this approach may 
miss some micro level differences that could be important 
for adopters and researchers to consider. More work to 
tease apart the “right” level of context detail is likely still 
required.

We also recognize the issue regarding differing perspec-
tives of management and front-line staff that was raised 
at the workshop may be a substantive one, potentially 
signaling issues with culture and leadership approach of a 
model. As these are complex challenges we do not recom-
mend unpacking them using a descriptive template such 
as is presented here. Instead identification of disparate 
perspectives within a single model may signal the need for 
researchers to dig more deeply, and for models to attend 
to misalignment in the understanding of the programs 
vision, aims, and processes amongst staff.

The sample of cases we chose for this analysis was nec-
essarily based on a convenience sample of the studies we 
had already conducted. An application of our method to 
other cases may yield additional insights on the template, 
and as such we recommend the modified and simplified 
templates be viewed as “living documents” to be revis-
ited and refined as they get applied and new insights are 
generated.
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Finally, the two modified versions of the survey require 
further validation and testing, in particular, the simplified 
version needs to be tested with front-line providers and 
managers to ensure that it can indeed be easily applied and 
provide implementation guidance. As previously noted we 
intend to pilot the simplified survey in 2020 through IFIC, 
as well as at ICIC20 as a step towards further validation.

Conclusion
This paper demonstrates that a standard case descrip-
tion template can be effectively applied as a secondary 
data extraction method; helping to create comparable 
descriptions of integrated care cases across international 
boundaries by drawing on data collected as part of case 
study research. The presented modified and simplified 
templates address a number of the challenges identified 
by the researchers in applying the tool and providers and 
managers who were presented the tool via a workshop at 
ICIC19. As demonstrated by the work presented in this 
paper, the modified tool will be valuable to researchers 
studying integrated care across different jurisdictions as 
a means to provide a high level comparable summary of 
key components of integrated care models. The presented 
simplified tool, we feel, has significant potential to be val-
uable to adopters of integrated care by offering a simple 
tool that can be used to summarize and compare cases, 
helping models to situate themselves as compared to 
peers, and make meaningful connections to other models 
as a means to further efforts to scale and spread models 
towards broader health system transformation.
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