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5 Introduction

This document presents some of the evidence on
strategies to implement people-centred and
integrated health services. It accompanies the
World Health Organization (WHO) global strategy
on people-centred and integrated health services
(1). It looks at examples from around the world, 
in differing country contexts, and identifies some
models of good practice and lessons learnt. 
In particular, it discusses the five strategic directions
towards people-centred and integrated health
services and looks at the different approaches used
to achieve them. It further considers some of 
the issues involved in leading and managing change
in the health sector, and how to measure success
and build learning into the process. 

A glossary of key terms is contained in Annex 1,
while selected evidence of the positive benefits 
of different strategies to support people-centred
and integrated health services is provided in Annex
2 and examples of potential measures of people
centred and integrated health services are presented
in Annex 3.

1. Introduction



2.1 Benefits
People-centred and integrated health services have
been shown to generate benefits for people and
health systems in countries across the world, of 
all income levels. The evidence suggests that
people-centred and integrated services are essential
components of building universal health coverage
(2,3) and can improve health status. For example,
evaluations of primary care expansions (4,5)
and community-delivered care (6) in low-income
and emerging economies have both shown either
improvements or non-inferiority of outcomes 
with integrated care. One of these reviews also
demonstrated that “primary care-focused health
initiatives in low- and middle-income countries 
have improved access to health care, including
among the poor, at reasonably low cost” (4).
Studies addressing care pathways, patient
participation and provider communication typically
show improvements in responsiveness and user
satisfaction (7,8), and some indicate improvements
in equity and cost-effectiveness.

2.2 Context
However, while there is evidence for the positive
benefits of people-centred and integrated health
services, the ability to achieve successful outcomes
can be highly context-specific – for example,
heavily reliant on the propensity of care systems
to adopt transformational change. Moreover,
integration that focuses on improving access to
care can also result in increased service utilization
without changes in health outcomes (5). For
example, in the case of Japan, a focus on building
“critical pathways” for people with specific diseases
led to better quality of care and improved access,
but also led to an increase in costs due to greater
specialized treatments and did not reduce the
overall burden of disease (9). The evidence on
financial mechanisms and the role that they can
play in supporting people-centred and integrated
care is also somewhat mixed. For example, a recent
review found that financial strategies to promote
care integration (such as pooled funding) had no

clear effect on health outcomes, although some
schemes did contribute to the provision of care
closer to the home, and reductions in utilization 
of acute care (10).

2.3 Evidence gaps
Multiple evidence gaps exist in the focus of
interventions and how the concept of people-
centred and integrated health services has been
identified and applied. Research studies have
typically focused on treatment and diagnosis, 
and adult and elderly care, meaning that 
the evidence base for other services (health
promotion, prevention, long-term care,
rehabilitation and palliative care) is less strong, 
as is evidence on other life stages (such as
childhood). Furthermore, much of the evidence 
on people-centred and integrated health services 
is derived from advanced economy settings (2,3).
Overall, it is striking how the bulk of evidence, 
and particularly higher quality studies, focus on
relatively narrowly-defined interventions to 
support people-centred and integrated health
services. There is a disconnection between 
how people-centred and integrated care is
commonly conceptualized and the evidence 
base to-date, which is focused on more 
narrowly-defined interventions. 

2.4 Evidence-informed
While there are many specific programmes and
research initiatives that can usefully inform
strategies for achieving people-centred and
integrated services, this lack of a broader evidence
base should be kept in mind. New service delivery
reforms should be complemented by
implementation research and evaluations that 
both guide their application and further develop 
the evidence base. Since there is no single approach
to people-centred and integrated health care 
that can be applied in all contexts, policies and
strategies need to be evidence-informed rather 
than evidence-based.
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3.1 Low-income countries
A good example of the relevance of the people-
centred and integrated health services approach 
in low-income countries is contained in the findings
of a multi-country study entitled Health systems in
Africa and based on the Ouagadougou Declaration
on Primary Health Care in Africa (11). The report
found that, despite government and donor efforts
to strengthen health service provision, users still
found services to be grossly inadequate,
inequitable, poorly coordinated and lacking in 
the understanding of people’s priorities. Of the
reports seven recommendations, the first
highlighted a need to “establish mechanisms 
to increase providers’ awareness on the
multidimensional and complex nature of health
that is perceived by communities to constitute

physical, mental, emotional, spiritual, social 
and economic well-being” including involving 
the community in making policy decisions through
enhanced community representation, ownership 
and participation.

In low-income countries, examples of people-
centred and integrated health services are less
common than in other country contexts, but 
in some countries there has been a strategic focus
on increasing health coverage through primary
health care as well as promoting community
participation. For example, Box 1 describes the
development of community-owned and operated
health centres in Mali that have resulted in
improved health care coverage and care quality.

3. The evidence for the contribution 
of people-centred and integrated health
services to health care in different country
settings

Box 1. Community-owned primary care networks in Mali 

In Mali, primary care networks have been developed made up of community-owned, community-operated
primary care centres with the support of government-run district health teams and referral units. The networks
have sought to expand the range of services offered to local people and improve the quality of care.
Coverage plans, negotiated with local communities, examine local health priorities, after which primary
health centres are created that are owned and run by the community. Typically, the health centres are staffed
by a three or four person team of doctors and nurses who are directly employed by the community
association. The community can make an agreement with the Ministry of Health to obtain technical and
financial support from the district health teams to help establish the health centres and/or supervise their
subsequent operation.

The approach has proven popular. By 2007, 826 such centres were in operation (up from 360, a decade
earlier) with an average set up cost of US$ 17 000. The health centres have proven resilient mechanisms to
improve health care, for example, with significant growth in curative care episodes, provision of antenatal
care with coverage levels as measured by the Demographic Health Surveys in 2006 standing at 70% and
vaccination coverage at 68%. The popularity of the community-based and owned initiatives has seen rapid
growth, with coverage across Mali rising from about 5.5 million to just over 10 million people between
1998 and 2007. Of this, the numbers of people within 5 km of a health centre has grown to nearly seven
million people. Health authorities in Mali continue to promote the extension of the approach.

Source: (12).



Another emerging trend in low-income countries
has been for the better integration of care between
disease-specific prevention and treatment
programmes. Supported by new donor policies 
that focus increasingly on primary health care,
these strategies have sought to overcome 
the barriers in the management of different
programmes and begun to co-locate care and
treatment in primary health care centres. The aim
has been to provide more holistic and accessible
care to people who may be living with more 
than one long-term condition – for example, 
with both HIV/AIDS and tuberculosis (TB) 
(see Box 2 for an example from Kenya).

Other case examples of people-centred and
integrated health services development in low-
income countries include:
ñ A national capacity-building programme in

Ethiopia is building a multidisciplinary workforce
through training all cadres of mental health
specialists including psychiatrists, psychiatric
nurses and clinical psychologists. It also trains
primary care staff and community health workers
to support inter-professional education and care
delivery (14).

ñ The Chain-Free initiative in Somalia seeks to
improve the quality of life with mental health
problems through combatting discrimination,
building workforce capacity and facilitating care
between primary, community and hospital-based
settings (14) .

ñ Integrated community case management in 
South Sudan, Uganda and Zambia for malaria,
pneumonia and diarrhoea to reduce child
mortality, involving community health workers
who assess and treat children with serious
illnesses. A key aspect of the approach is a focus
on health education and disease prevention (15).

3.2 Middle-income countries
In middle-income countries, the principles of
people-centred and integrated health services 
have been taken forward in a number of key ways,
though perhaps the most common has been the
strengthening of primary and community care
practices, and expanding their role and remit
towards “healthy living centres” that enable a wider
range of services to be made available to local
people. A good example, from Chile, has been 
the integration of early detection and treatment 
of people with mental health problems into the
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Box 2. Integrating HIV/AIDS and TB programmes 
to disadvantaged communities in Nairobi, Kenya 

Since 1993, the Eastern Deanery Aids and Relief Programme (EDARP) has established a community-based
health care programme within Nairobi to people living with HIV/AIDS in disadvantaged communities with no
direct access to basic facilities. Over 1000 community health workers have been recruited and trained, and
the number of community nurses has risen from four to 100, supported by a nurse training programme
provided by Marquette University College of Nursing to provide oversight, mentorship and supervision of
nurse trainers. 

In recognition of the multiple health needs of people living in the poorest communities within Nairobi, in
2006, EDARP partnered with the International Council of Nurses in its multidrug-resistant TB (MDRT-TB)
programme. The approach has sought to overcome the traditional barriers in the management of people with
TB/HIV by organizing health services around the needs of the patient, with a strong focus on supporting
people to understand how to live and manage their illness and support their emotional and mental health
needs. 

The programme revolves around a multidisciplinary team of experts including doctors, nurses, community
health care workers, nutritionists, counsellors, social workers and pharmacists. The team provides services for
prevention, diagnosis, and treatment, as well as psychosocial issues to provide holistic care. Patients are
involved in making decisions about their care and treatment options in order to make solutions work tailored
around individual’s needs. A key element of success has been the creation of a team-based culture rather than
one based on individual specialisms.

Source: (13).
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remit of family practice and another is the growth
of family health centres in Brazil. These strategies
highlight the fundamental importance in middle-
income countries of strengthening primary health
care as a mechanism to promote more people-
centred and integrated care.

Another of the most common strategies adopted 
in middle-income countries has been the use 
of people-centred and integrated strategies to
prevent and control the rise in chronic disease. At
one level, this has been achieved by new laws and
regulations that, for example, have led to better
tobacco control. However, a significant amount 
of focus has also been placed on the development
of community-based interventions that engage 
and empower people to adopt healthier lifestyles,
support better disease management, and enable
community rehabilitation and independent living. 

These approaches and interventions reveal the
importance of using community-based care teams
and highlight the important role that local health
workers and trained volunteers play in the provision
of care and support. Engaging and working 
with people in local communities to enable them 
to become co-producers of population health 
is important when human and financial resources
are limited.

Examples include:
ñ In Brazil, a concerted campaign to promote

physical exercise in the city of Sao Paolo
increased the prevalence of people taking up
physical exercise from 55% to 60% between
1999–2003, including educational sessions 
to support people with high blood-pressure and
diabetes (16).

ñ In China, several major community-based projects
aiming to reduce the risk factors associated with
chronic illness have been developed. For example,
during 2000–2002, 32 demonstrator sites for
chronic disease prevention helped to reduce

annual heart disease and stroke deaths through 
a combination of reduced smoking, reduced salt
intake and greater physical exercise (17). 
In Shanghai, a self-management programme
supported by trained volunteers from the
community was shown to significantly improve
health behaviours and health status and has since
been rolled-out to other cities (18). 

ñ In India, community-based rehabilitation teams
have supported blind people to cope in their daily
activities (19), while home-based palliative care
teams were shown to enable better continuity 
of care in Kerala (20).

ñ In the Philippines, changes in tobacco policies
combined with a Youth Smoking Cessation
Programme and other public awareness campaigns
led to a one-third drop in tobacco users amongst
adolescents during 2000–2003 (21).

ñ In rural South Africa, nurse-led chronic disease
management programmes focusing on people
with high blood pressure, diabetes, asthma and
epilepsy have supported patient education, self-
management support and improved surveillance
leading to improved control of disease (22).

3.3 High-income countries
In high-income countries, the effect of ageing
populations and the growing burden of long-term
chronic illness and multiple morbidities means that
existing and fragmented health care systems are 
no longer coping effectively with rising demands
for care. In response, many national governments
have instituted structural and financial reforms 
to promote integrated care and, specifically,
encourage intersectoral action with social services
such as housing, employment, family welfare 
and disability support programmes. Within this, 
a specific focus has been placed on enabling people
to manage their own health conditions through
schemes that support self-care and independent
living (see Box 3), and on better coordinating care
between care settings, especially in the transition
between hospital and home (see Box 4).
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Box 4. Proactive case management in South Devon and Torbay, England, 
United Kingdom of Great Britain and Northern Ireland

Proactive case management by multidisciplinary health and social care teams seek to prevent at-risk
individuals from hospitalization through managing and coordinating their care in the home environment. By
increasing continuity of care and supporting effective care transitions between care settings, unscheduled
hospitalizations have been reduced and there has been less need for older people to enter long-term care
facilities.

Source: (24).

Box 3. Integrated care in South Karelia, Finland

In response to the need to improve access and support better care to remote communities, an integrated care
organization – the South Karelia District of Social and Health Services – was created in 2010 to combine the
provision of primary, community and hospital care together with elderly and social care into a single
organization. This included the development of care teams made up of general practitioners, nurses and home
care workers to support people through remote monitoring and health coaching to take responsibility for
managing their own care in order to increase their independence and prevent ill-health and hospitalizations.
Evaluations have demonstrated feelings of greater security and reduced isolation, reduced use of medications,
reduced travel times for appointments and a 50% reduction in costs compared to usual care.

Source: (23).
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The sections that follow discuss each of the five
strategic directions in turn, describing the array 
of possible interventions and strategies that exist
within each, and the strength of the evidence 
for positive benefits. In addition, selected evidence
for the positive benefits of different strategies 
to support people-centred and integrated health
services is presented in Annex 2.

The tables of possible strategies presented are not
meant to constitute a recipe for reform, but rather
an illustration of potential options that countries
may wish to consider. The list of interventions
should therefore be treated as a “menu” of possible
options rather than as a blueprint for change. 

What the evidence strongly suggests is that 
the development of interventions in specific
country-contexts needs to be locally developed
and negotiated. In each specific context, the exact
mix of strategies will need to be designed and
developed taking into account the local context,
values and preferences.

4. The five strategic directions



5.1 Empowering and engaging individuals,
carers and families/households
There is strong evidence in both advanced and
developing economies that interventions which
seek to empower and engage individual patients,
carers and families/households have the ability to
make a positive impact on a range of outcomes

including health literacy, patient experience, service
utilization and cost, and health outcomes (25). The
most common and effective interventions appear to
be in the areas of health education, shared decision-
making, supporting self-care and personal care
planning (see Table 1).

12People-centred and integrated health services: an overview of the evidence

5. Strategic direction 1. 
Empowering and engaging people

Potential risks
Low. Empowered
individuals may lead 
to greater demands on
health care professionals.

Low. Challenges the
established role of care
professionals. Patients
may prefer not to make
certain decisions, or 
may have incomplete
information if not
adequately briefed by
health workers.

Low/Medium. Potential
breaches of patient
confidentiality.

Strategies
Improving 
health literacy

Shared decision-
making between
people and
health care
professionals

Giving people
access to
personal health
records

Examples and evidence of impact
Improving health literacy is a common strategy in 
many countries. Common strategies include mass media
campaigns, the development of targeted educational
packages and lifestyle programmes supported by
schools and care professionals (increasingly supported
through new forms of e-health). Strategies that
encourage lay, parental and family-led advice and
support in local communities have also been adopted.
The evidence for positive benefits is strong and includes
enabling people to better manage their health
conditions and control risk factors associated to
changes in lifestyle (see Annex 2).

Promotion of patient and family involvement in
decision-making about care and treatment options
remains underdeveloped but is becoming a common
element of health care in many countries (26, 27). 
The evidence for positive benefits is strong, with shared
decision-making being associated with: the development
of more appropriate interventions that better match
patient preferences and needs; reduced misdiagnosis;
and greater patient satisfaction and independence
(see Annex 2).

Relatively widespread in advanced economies, for
example, Medicare in the USA, but also in low-income
contexts where patients hold their own health care
records. The evidence for positive benefits is good 
and indicates that it facilitates shared decision-making, 
self-care and patient satisfaction (see Annex 2).

Table 1. Empowering and engaging individuals and families: key strategies 
and evidence of their likely impact and potential risks
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While some of the strategies employed to promote
empowerment are traditional ones that have been
employed for many years, information technology
is opening up new options such as the use of text
messaging to produce timely information exchange
or video gaming as a means to develop virtual
community support networks (31,32). There is also
a major emphasis on widening the use of electronic
health records and making individual records easily
accessible to the patient, as a means to strengthen
communication between patients and providers.
Yet, there remain challenges in terms of developing
and implementing interoperable information
management systems and in assuring patient
confidentiality (33).

With the exception of large-scale communication
campaigns, until now strategies for individual
empowerment, particularly those involving
technologies, appear to have been explored less in
low- and middle-income countries, although there
would appear to be considerable scope for their
application. Examples of effective strategies that
have been employed to generate individual
empowerment and engagement in health services
include the following.

ñ In Angola, HIV/AIDS prevention programmes
have, since 2007, been included in the national
school curriculum, an approach seen as crucial 
to achieving maximum impact of interventions
(see Box 5). 

ñ In Australia, the CHOICE Project in the Central
Coast region of the state of New South Wales
developed an innovative shared decision-making
and peer support service to empower young
people to make informed and preference-based
decisions about their own care. The project
adopts a collaborative approach to decision-
making, empowering young people to be 
involved in making decisions about their own
care, assisted by peer support workers and 
an electronic decision aid that facilitates shared
decision-making (34).

ñ In China, policy reviews have considered
deploying interventions to support self-care 
for patients, including those with hypertension
and other chronic diseases, based on a review 
of evidence to suggest that such strategies
appeared to be effective (35). 

ñ In Ethiopia, patient-centred transformational
training methods have been developed to
strengthen efforts in prevention, care and control
of TB. The Ethiopian Nurses Association trained
nurses in the patient-centred care model to ensure
that patients received good quality care that
meets their physical, psychological and social
needs, and supports them to better self-manage
their conditions (36).

ñ In Thailand, educational support for caregivers
has been associated with a range of benefits to

Potential risks
Medium. Self-care requires
proactive patients but there
is often a lack of willingness,
capability and/or information
to engage effectively.

Medium/High. Personal care
assessments and plans add
additional time and costs
that might outweigh the
benefits of adoption in all
but the most complex cases.

High. Requires supply side
changes to be effective.
May cause unexpected
effects, unsustainable
behaviours and inequity.

Strategies
Supported 
self-management

Personal care
assessments 
and planning

Conditional cash
transfers linked to
health education
and/or behaviour
change

Examples and evidence of impact
Widely used in advanced economies for conditions
such as asthma, diabetes mellitus and heart failure
(28,29), the evidence is good for improving health
status and quality of life, and reducing unnecessary
hospital visits and/or hospital readmissions (see
Annex 2).

Comprehensive and holistic assessments of needs,
including the development of personalized care
plans, have been associated with greater patient
satisfaction, improved care coordination and
reduced costs (see Annex 2).

Used widely, particularly in Latin America, for
example, the Oportunidades programme in Mexico
(30), among others. The evidence suggests it can
support uptake of priority services and induce more
healthy behaviours in certain population groups.



patients, caregivers and the cost-effectiveness of
services (37).

ñ In the United States of America (USA), the
implementation of the Tribal Participatory Chronic
Care Model improved: dietary behaviour, clinical
endpoints and self-management support at the
patient-level; cultural competency and health
care delivery at the provider-level; and
collaboration, referral processes and shared

clinical information between tribal government
and federal government health systems (38).

Relatively narrow, technical interventions to
promote individual empowerment should be
complemented by broader initiatives informed 
by health and human rights that seek to enshrine
access to health care as a basic right, and mobilize
stakeholders including affected communities within
such a framework (39).
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Box 5. Promoting HIV/AIDS literacy in Angola

Since 2007, as part of an international initiative called EDUCAIDS that seeks to incorporate health literacy
into educational programmes for youth and young adults, the United Nations Educational, Scientific and
Cultural Organization (UNESCO) has been partnering with the Angolan Ministry of Education to offer
mainstream education on HIV/AIDS throughout the school curriculum as part of the ongoing process of
education reform. As a result, HIV/AIDS prevention is being integrated into education materials for primary
and secondary schools across the country and UNESCO has been working with the Virginio Bruni Tedeschi
Foundation to enhance the capacity of the Ministry of Education to deliver in-service training on HIV/AIDS to
teachers. 
The programme is designed to improve the quality of primary and secondary school teacher-training in the
area of HIV/AIDS, evaluate its outcomes and impact through consultations with stakeholders to ensure
ownership, and produce harmonized guidelines and approaches to in-house teacher-training on HIV/AIDS
prevention, care and support. The programme also aims to support the Ministry of Education in developing a
strategy and an implementation plan for rolling-out in-service teacher training across the country. A project
evaluation and assessment was conducted in mid-2008. One of the important lessons learnt was that
coordination of efforts among the stakeholders and support for the public education sector in response to
HIV/AIDS is critical to achieving maximum impact of interventions in the post-conflict and transition phase in
Angola.

Source: (40).

5.2 Empowering and engaging
communities
Community empowerment and engagement has
long been a core component of development
strategies beyond the health sector, and integrated
development projects such as the Jamkhed
Comprehensive Rural Health Project in India (41)
and the Millennium Villages Project (42) have
placed high priority on it. These strategies are also
increasingly widely used in health sector projects
and it appears that while such projects help develop
self-confidence and self-esteem, there may be
challenges related to managing the workload 
for communities so that the programme does not
become too time-consuming (43). 

Recent reviews of the links between community
participation and health outcomes demonstrate
that the approach is seen as a key factor in

supporting health improvements, particularly 
in low-income countries and settings (44, 45). 
A variety of approaches have been used and many
have been shown to be successful (see Table 2 
and Annex 2), yet the evidence for impact globally
appears variable and context-specific. What 
appears to matter in empowering communities 
is the extent to which they self-identify with 
each other, the relationships within the health
committees or participatory groups themselves, 
the available resources and the relationships
between the community, local health workers 
and managers (46).
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Some strategies for empowerment have focused on
specific patient or population groups. For example,
programmes to address the HIV/AIDS epidemic,
particularly in countries with concentrated
epidemics, have often focused on the
empowerment and mobilization of key populations
at increased risk of HIV infection such as sex
workers, men who have sex with men and people
who inject drugs (49). These strategies may be
particularly important given the marginalized 
and vulnerable nature of such communities, and 
the associated stigma. The HIV/AIDS field has also
been path breaking in the way that it has mobilized

community activists in low-income and emerging
economies who have become effective advocates
for affected communities. There is increasing
interest in the transferability of lessons regarding
community empowerment from the HIV/AIDS
experience to other conditions (50).

Examples of effective strategies that have been
employed to generate community participation 
in health services include:

ñ In Colombia, the New Paradigm project in
Piedecuesta encouraged people with spinal cord

Potential risks
Medium. Highly
influenced by local
politics with the potential
for “capture” by a
dominant elite. May
create unpredictable
dynamics within local
communities.

Low/Medium. Lack 
of cultural awareness 
on what is acceptable 
to local communities 
can limit engagement 
and effectiveness.

Low/Medium. Difficult 
to sustain over time.
Requires a new way of
working between health
professionals and the
community.

Medium. Patient and user
groups are not necessarily
representative of all
groups in society and may
be open to “capture” by
industry or care providers.

Medium. Difficulties 
in the acceptance of 
such strategies by both
professional groups 
and communities. 

Strategies
Community
participation

Community
awareness

Community
delivered care

Patient and user
groups

Addressing
structural factors
that marginalize
at risk
communities

Examples and evidence of impact
Community participation in planning and goal setting 
is a widely used strategy. Examples include for youth
violence in Canada (47) and orphans in Kenya (48),
among others. The evidence is variable and context-
specific, but the approach can help communities
examine the underlying factors behind health problems,
raise community awareness and support health
improvements (45) (see Annex 2).

Interventions that support education and awareness
through participatory groups have been shown to
improve health outcomes where this is culturally
sensitive and targeted to specific health problems. 
There is evidence for the need to support social
networks and social integration (see Annex 2).

There is good evidence that community health workers
and developing the role of local people as partners 
in care supports better access to care, promotes
legitimacy and trust, and offers new opportunities 
for peer-to-peer learning and strengthened advocacy
(see Annex 2).

Organizations that represent the views of patients and
service users at a national and local level are relatively
widespread in high-income countries and offer
opportunities for peer-to-peer learning and
strengthened advocacy, though the evidence for their
influence on care delivery is limited.

Widely applied in HIV/AIDS projects that seek to
decriminalize needle exchanges or sex work, or stop
harassment by police. These approaches address 
factors that exacerbate health issues such as violence,
discrimination and stigma.

Table 2. Empowering and engaging communities: 
key strategies and evidence of their likely impact and potential risks



injuries to meet regularly as a group to discuss
their health care needs. Health care and social
workers provided information on health and led
interactive training sessions in practical self-care
skills. Topics covered included pressure sores,
urinary problems, catheter management and
issues related to sexuality (51).

ñ In Japan, empowering older people with early
dementia and their family caregivers using a range
of interventions such as cooking programmes,
trips to temples and shrines, and health coaching
for carers to increase their knowledge about
coping with dementia, all helped people to better
interpret the symptoms of dementia and reduce
behavioural problems (52). 

ñ In Nepal, engagement with local women’s groups
to identify the major maternal and newborn
problems in their communities and to develop
community-driven strategies to address these 
had significant success with 30% fewer newborn
deaths and 80% fewer maternal deaths than 
in control areas (44).

ñ In Peru, there has been a commitment to
broadening participation to include marginalized
groups in supporting and designing models 
for multisectoral collaboration (53).

ñ In Rwanda, a review of the health promotion
needs of individuals with lower limb amputation
has resulted in policies to establish workshops 
to enable people with disabilities to share
experiences and motivate each other to improve
health behaviours (51).

ñ In Uganda, networked community-based groups
of people living with HIV have enabled them to
engage in advocacy, increase access to treatment
and care, and raise the profile of HIV in the public
domain to reduce stigma (54).

ñ In the United Kingdom of Great Britain and
Northern Ireland, the Co-creating Health
programme has focused on developing the skills
and attitudes of both people with long term
conditions and their clinicians, while ensuring
systems and services are designed to support 
and facilitate self-management (55).

16People-centred and integrated health services: an overview of the evidence
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6.1 Key strategies for strengthening governance and accountability
There are a number of approaches to building systems of governance and accountability that can help to
foster people-centred and integrated health services (see Table 3 and Annex 2). This includes methods, such as: 
ñ engaging communities in shaping services through strategies such as decentralization and devolution; 
ñ community consultations; 
ñ providing systems to listen to people’s views through survey-based methods or report cards; and
ñ enshrining rights and responsibilities through patient charters and legislation. 

6. Strategic direction 2. 
Strengthening governance and
accountability

Potential risks
Low. Negative consequences 
may be observed in settings where
charters are “top down” and do 
not necessarily equip health service
providers to deliver on promises.
May also lack teeth legally.

Low. Information alone may 
not be sufficient to strengthen
accountability to people and
communities.

Medium. Requires sufficient
autonomy at local level to respond
to community preferences (58).

Strategies
Patient 
charters

Community
information

Community
consultations

Examples and evidence of impact
A common approach, for example in Canada,
Denmark, England (United Kingdom), Ghana, 
New Zealand and Norway (56), patient charters
help make providers accountable for offering
particular standards of care, and offer a route 
for redress (see Annex 2).

Communities that are provided with information
about care services may be more empowered 
on their rights and responsibilities and therefore 
in a better position to influence care provision 
(see Annex 2).

Community consultations, for example through
committees and participatory groups, can help 
to articulate community preferences and improve
access to care (see Annex 2). They often occur
through local government structures, such as in 
the Philippines (57), or through specially
established boards or committees (58).

Table 3. Promoting governance and accountability: 
key strategies and evidence of their likely impact and potential risks
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Potential risks
Medium. Effectiveness may be
contingent on contextual
factors such as provider choice
and population literacy (59), 
as well as the technical
capacity to collect data. 
High likelihood of “lip service”
being paid to the results 
of user views and experiences
unless there is an associated
commitment to action based
on findings.

Medium/High. Local
governments may not be
concerned about health and/or
lack capacity to implement
health programmes. In some
contexts decentralization
appears to increase inequities
and lead to fragmentations 
in care geographically.

Medium. May lead to excessive
focus on specified outcomes
to the neglect of others.

Medium. May be perceived 
to reduce patient choice.

High. Possible adverse effects
on health worker motivation,
danger of false reporting,
adverse selection and “cherry
picking” (63).

Strategies
Collecting 
and acting 
upon patient 
and user 
experiences

Decentralization 
and devolution

Contracting for
services with explicit
agreements about
quality and equity

Registering with 
a specific care
provider/ having 
one person clearly
responsible for
coordinating care

Performance-based
financing

Examples and evidence of impact
Using information generated by service users
proactively is associated with improved
satisfaction and enhanced quality of care, as
well as promoting public accountability (see
Annex 2). A number of approaches can be
undertaken, including provider report cards,
patient reported outcomes, client satisfaction
surveys, telephone hotlines, or balanced
scorecards produced and shared with
communities. Versions of these strategies are
currently used, for example, in Bangalore (India),
Chile, Ghana, Philippines, Uganda, Ukraine, USA
and Uzbekistan (59).

Many countries have decentralized systems,
such as Kenya, Philippines and Uganda. 
Decision-making that is closer to communities
may make health services more responsive to
community needs.

Widely used particularly in fragile and conflict-
affected settings such as Cambodia and Haiti
(60). Improves service quality and accessibility
by making expectations more clear and by
involving effective private sector actors.

Required in Australia, Italy, Netherlands, New
Zealand, Norway and the United Kingdom (61).
Ensures accountability by making it clear who 
is responsible for service coordination.

Increasingly widely used in low- and middle-
income countries, as well as advanced
economies. Rwanda is a particularly well-known
example (62). Incentivizes providers to offer
better quality of care.
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6.2 Community engagement 
Whilst there is evidence to support the efficacy 
of these approaches, the evidence on whether
policies of community engagement actually help 
to improve health planning and accountability is
mixed (44,45). The evidence suggests that success
may only be achieved through incremental steps as
the process of relationship-building between local
communities, health workers, managers and 
policy-makers requires time to build trust and
sustainability. Specifically, there is evidence to
show that successful interventions to support
people-centred and integrated health services are
those that the community ultimately has a stake 
in owning and directing for itself (44) (and see the
case of the NUKA health system in Box 6). 

A good case example of the benefits of this
approach has been reported from the village of El
Triunfo in the municipality of Palencia, Guatemala,
where community-level social development councils,
supported by community health worker groups, have
enabled community participation in health resulting
in projects that have built schools, developed health
posts and invested in piped water. Over 30 years, the
participatory process has enabled them to build local
leadership and has strengthened the relationship
between communities and the health system (64).
However, one of the persistent issues with strategies
to enhance accountability is the extent to which such
mechanisms allow the poor and marginalized to have
a voice within the health system. This is a factor that
needs to be monitored on a regular basis.

In the NUKA health system of care in Alaska, health care to the indigenous community has been significantly
improved through promoting universal health care, primary health care and developing community-owned
and integrated health care solutions around people’s needs. The Southcentral Foundation was established by
the Alaskan Native leadership in 1982 as an opportunity to completely redesign care systems to better meet
the needs, values and priorities of 60 000 people in the Alaskan Native Community. Led by a clear mission for
working together with the Native Community to achieve wellness through health and related services – with
the purpose of improving people’s physical, mental and spiritual well-being – a key focus was placed on
creating shared responsibility for care outcomes between care providers and the community with a
commitment to quality and family wellness. Thirteen operational principles underpin the system – the NUKA
model – reflecting the key values of people-centred and integrated services.

By 1997, the Alaskan Congress passed a law that allowed Alaska Native people to obtain the ownership and
management of their health system and, as a result, the Southcentral Foundation established a range of
primary care centres that offer an interdisciplinary set of services including primary care, dentistry, optometry,
physical therapy, behavioural health, outpatients services and residential treatment for adolescents and
women. A specific focus has been placed on including traditional healing and complementary medicine
valued by local people, together with home health, health education and specific programmes to support the
elderly and children. Active ownership of the Foundation by the local community and “walking with
communities” to achieve change has been central to its success.

Key results since 1997 include: 
ñ increased enrolment in primary care from 35% to 95% of the population; 
ñ same day access for routine appointments, down from four weeks; 
ñ waiting lists for behavioural health consultations eliminated through having integrated physical and

mental health care services;
ñ increased patient and staff satisfaction with a greater respect to culture and traditions; 
ñ reduction in staff turnover by 75%; 
ñ significant reduction in the unnecessary use of specialist care and treatment including a 36% reduction 

in hospital days; 42% reduction in visits to the emergency department; and a 58% reduction in treatment
at specialist clinics; and 

ñ reduced disparities and improved care outcomes for people with cancer, obesity, diabetes and dental
caries, plus reduced levels of child abuse, child neglect, domestic violence, substance abuse and suicide.

Source: (65,66).

Box 6. A best case scenario – people-centred and integrated health services 
in the NUKA health system, Alaska, USA



Box 7 gives a good example the role of social
participation in health planning in the Bolivian town
of Tupiza that has been successful in taking forward

policies and services to embed the principles of
people-centred and integrated health services
through multicomponent action.
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Bolivian national policies have strongly supported participatory local planning processes. For example, the
health sector plan of 1984, and a 1994 law on social participation, both sought to institutionalize
mechanisms for promoting a community voice in health sector planning. In Tupiza, a small municipality in
Potos› department, social participation is credited as being the primary driver of health service improvement.
Based on an early needs assessment, policy-makers together with the local population identified a new model
of care for Tupiza that aimed to reduce inequalities and introduce a family-based health model. The health
network was expanded to include community health workers, responsible for regular home visits. Families in
the health district are stratified according to risk and home visits planned accordingly: high-risk families
receive monthly visits, medium-risk families receive one visit per trimester and low-risk families are visited
once per semester. The family health record (carpeta familiar) is the cornerstone of the information
management system. It gathers socioeconomic and epidemiological data about each family and its context. 

Health services have been planned and implemented based on the information from the family health records.
Providers believe that the family health records explain the success of the Tupiza health model. Introduced in
1996, currently 98% of the Tupiza population are incorporated into the system. As one health worker from
the district observed in a recent focus group discussion, “the most important element is the contact with the
family, and it is in their house that you can observe the determinants of health”. Community involvement in
Tupiza has also contributed to increased health literacy among members of the community and local
decision-makers, and a family- and community-based health model founded on an identification of needs and
preferences at the local level. Moreover, it has stimulated increased equity in access to health services for
traditionally excluded rural populations.

Source: (67).

Box 7. The effects of social participation on health planning in Tupiza, 
Plurinational State of Bolivia

6.3 Scorecards
In Afghanistan, the use of a balanced scorecard 
has helped the Ministry of Public Health to drive
quality improvements (68), and recent pilot tests
have put the data from such scorecards into 
the hands of communities (see Box 8). The use 
of data and information to drive engagement,
provider accountability and quality improvement is,
however, more a feature of high-income countries
(69), and there is a trend to make this information
publicly available in “league tables” to enable
people to judge performance (70,71). However,
concerns have been voiced about the risks of this
approach, including issues around measurement 
and the creation of incentives that distort service
delivery.
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Since 2004, the Ministry of Public Health in Afghanistan has used the balanced scorecard as a management
measure to assess and enhance the delivery of the basic package of health services (72). More recently there
has been experimentation with a community scorecard – an innovative decision tool that allows community
members to provide feedback, and monitor and evaluate local level services. The use of the community
scorecard is intended to improve services through strengthening accountability and enhancing community
capacity to engage with the health system.

The community scorecard was developed using community input to develop performance indicators, ensuring
consensus between male and female community members, as well as provider input. Once indicators were
agreed, performance was scored and trained facilitators helped run meetings that brought together local
stakeholders to review indicators and generate action plans with agreed activities, timelines and identified
individuals responsible for activities. After a mutually-agreed period of time, the agreed indicators were
measured again, and the results analysed and disseminated to communities and stakeholders, including
policy-makers and nongovernmental organizations.

Findings from community scorecard implementation indicated that health facility providers and community
members (male and female) embraced this tool as valuable for its participatory and capacity-building
approach. Furthermore, repeated measures of the community scorecard demonstrated improvement in
multiple aspects of service quality. The Ministry of Public Health is considering the feasibility of scaling-up
this or other similar approaches that have also been piloted in the country.

Source: (73).

Box 8. Using a balanced scorecard to promote accountability 
and improve community health services in Afghanistan

6.4 Openness
The development of an organizational culture 
that supports open feedback, knowledge sharing
and a demand for data in decision-making is a key
attribute of high-quality health care systems.
Without this organizational orientation, individuals
may be unwilling to admit mistakes and therefore
learn from them. If information is viewed in 
a proprietary way it will not flow throughout 
the system, inhibiting others from also learning.
Open feedback is supported by leadership
commitment to publicizing key indicators regarding
the change (74).
Teamwork, trust and mutual understanding
reinforce an open organizational culture. 
The evidence suggests that the definition of clear
roles and responsibilities, as well as regular
communication, are likely to enhance collaboration
in the implementation of change (75).
Collaborative reflection as a group, can also help
enhance collective learning, as well as reinforce 
the values of openness and knowledge sharing (76). 

6.5 Information
High-income countries are increasingly interested 
in how different types of information – from patient
outcome data to data on client satisfaction – may

affect provider accountability (69). Sometimes 
the information may be made available primarily 
to health service managers, but increasingly
information is being made publicly available via 
the internet or published in league tables (70, 71). 

6.6 Financial incentives
There is much interest in the use of performance-
based payment systems and as new financing
schemes are rolled out to support universal health
coverage, health service payors may play a
substantial role in shaping provider incentives 
and holding providers to account. It is particularly
important therefore that the financial incentives
created by payors align with the overall goals 
of people-centred and integrated health service
delivery. A good example of developing “mutual
accountability” for population health outcomes
that aligns financial motivations between partners
in care was developed in the region of Gesundes
Kinzigtal, Germany (Box 9).
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Located in south-west Germany, Gesundes Kinzigtal has adopted a population-based integrated care
approach to organize care across all health service sectors. The system is run by a regional health
management company in cooperation with a physicians’ network, a German health care management
company with a background in medical sociology and health economics, and two statutory health insurers. A
key feature is the “shared health gain” approach using a shared savings contract, and the model has attracted
non-health partners, such as leisure centres and other community groups, to become stakeholders.

The integrated care system has enabled strategies to be developed that bring partners together to provide
services differently, such as through: individual treatment plans and goal-setting agreements between doctors
and patient; a focus on patient self-management and shared decision-making; and follow-up care and case
management supported by a system-wide electronic patient record.

Since 2006, investment in preventive and health promotion programmes has led to a reduction in morbidity
and mortality compared to comparator regions, and reduced overall costs to the insurer. The results for one
of the insurers, for example, showed a substantial morbidity-adjusted efficiency gain between 2007–2010 of
more than 16% of total costs (including pharmaceutical, hospital, nursing, emergency, physiotherapist and
sick leave costs).

Source: (77).

Box 9. Investing potential savings under a shared accountability contract 
for population health outcomes in Gesundes Kinzigtal, Germany
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7.1 Deciding on the model of care
Communities, health organizations and countries
must all consider what type of services should be
offered, where and how they should be provided,
and to whom they should be provided. While many
countries are moving towards care models that 
are more oriented towards primary health care,
there is no single optimal model of care. Rather,
countries need to develop their health services in
ways that reflect the needs of their own particular
populations. 

There is a range of evidence to support the
importance of reorienting care services in the ways
described below, some of which is summarized 
in Table 4. A number of strategies exist for
reorienting the model of care, ranging from 
service delivery objectives, such as building 
capacity in primary, community and home-based
care, through to more strategic objectives related 
to population health planning. 

7.2 Primary health care and community
health care 
Strengthening primary health care involves ensuring
adequate funding, appropriate training, connections
to other services and sectors (especially existing
vertical programmes), and developing sustainable
workforce plans. In conflict-affected states 
and low-income countries, which are particularly
deprived of health workers, community health
worker strategies may be key. Across all settings,
strategies should address the planning and
strengthening of workforce capabilities and skills
diversity to provide services targeted towards
identified health system priorities (see Box 10). 

Responding effectively to these priorities is likely 
to require attention to the necessary cultural and
behavioural changes within the workforce and
community. These include raising the prestige of
primary care cadres and establishing people-centred
and integrated health care as a mainstay of
practice. In addition, attention to the private sector

and methods to regulate and incentivize practices
that are people-centred and integrated will be 
of benefit (78). 

Special attention also needs to be paid to health
care models that draw upon and take advantage 
of resources within the community. For example,
peer support programmes that use “buddy” type
arrangements to transfer the knowledge and skills
acquired by people living with a specific condition
to others with similar conditions have been
positively received by participants, although
conclusive evidence on their health impact is not
yet available (79, 80). 

In low- and lower-middle income countries,
community-based care has received much attention,
particularly in light of the scarcity of health workers
in much of sub-Saharan Africa. While the
effectiveness of community health workers
treatment programmes, even for relatively complex
conditions such as pneumonia, has been
demonstrated (81), scaling-up such programmes to
whole countries is challenging. Home-based care
programmes also deserve consideration, and appear
to be increasingly used for the provision of
palliative care in countries at different levels of
economic development. Evaluations of such
services often show improved outcomes for
patients (82), but careful consideration needs to be
given to the burden placed on family members and
the nature of support that they receive (83).

7.3 New technology-based models
Rapid technological change is enabling the
development of increasingly innovative care
models. For instance, progress in point-of-care
testing for diabetes and other chronic diseases 
(and their complications) can help to identify those
in need of treatment early in the disease process
and facilitate self-management. But such
technologies require supportive systems that can
respond to individual circumstances and the
complexities of the disease posed by each patient

7. Strategic direction 3. 
Reorienting the model of care
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(such as comorbidities, cultural preferences and
social determinants). 

Likewise, emerging technologies employing mobile
and internet services can create new pathways 
to access providers for geographically isolated
communities, as well as those in need of cultural-
or language-specific services. Experience with 

such technologies will help to inform how they 
can be best used to meet health priorities in 
a process that enhances people-centred and
integrated health care. In this sense they should be
recognized as complementary to, not substitutes
for, more traditional “low-tech, high-touch”
methods, which remain the backbone of health 
care services.

Hospital medicine was introduced in Thailand in 1888 and thereafter hospital-based medicine became the
norm, conferring high social status and prestige on its practitioners, whereas family practice was almost
absent. When the Thai universal coverage scheme, known as the “30 Baht” scheme, was established in 2002,
insured persons had to register with a contracted primary care unit. Thailand had limited experience with
family medicine doctors at this time, and the experience that did exist was primarily through demonstration
sites in specific provinces.

In an effort to quickly obtain a large number of family medicine physicians at the early stage of the universal
coverage policy, doctors who showed interest and had more than five years of experience in any branch of
medicine, were offered conversion courses to familiarize them with the concepts of family medicine. These
courses were planned on a twice yearly basis from 2001 to 2003. Altogether, 6127 doctors participated in
this fast track programme. Progress slowed from 2004–2011 when the fast track training ceased and only
106 family doctors were trained. In 2012, a new “family practice learning” programme was launched to
provide postgraduate training in family medicine. 

Scaling-up family medicine in Thailand has faced numerous problems. Perhaps most significant is the fact that
almost all health professionals in Thailand come from a hospital-centred culture. Even if policy-makers are
familiar with the concepts of primary care and family medicine, they are unlikely to have practical experience
of it. Continuously clarifying the aims and strategies of family medicine has been important to sustain support
for the reforms.

Source: (84).

Box 10. Scaling-up family medicine in Thailand as part of the universal coverage scheme

Table 4. Reorienting the model of care: key strategies 
and evidence of their likely impact and potential risks

Potential risks
Low. Some scope for
inappropriate reductions 
in access to specialty care 
where care is poorly 
integrated.

Low. Potential to focus on 
the role of primary care doctors
rather than the range of
professions and services needed
in primary care settings.

Strategies
Primary 
health care

Family 
medicine
practice

Examples and evidence of impact
Investment in primary health care, specifically with 
gate-opening functions, is widespread and associated
with a range of positive benefits including: improved
access to care; improved screening and immunization;
improved mortality rates; reduced use of the hospital
sector; and more equitable and efficient care systems
(see Annex 2).

Widely pursued in the former Soviet Union and eastern
Europe through recognition of family practice as a
specialty and sometimes retraining practitioners (85). 
The higher prestige of family practice attracts more
physicians and encourages people to use primary care
services.
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Potential risks
Medium. No defined scope of
practice for similar cadres across
settings. Potential to create
further vertical, siloed
intervention programmes. May
draw resources away from 
other health priorities and costs
of supporting appropriately 
may be considerable.

Low/Medium. Can be difficult 
to build effective teams due 
to cultural and professional
differences, as well as
constraints related to existing
organizational silos.

Low/Medium. May place
excessive burden or stress upon
patients and family members 
if appropriate support is not
provided.

Low. Primary and community
care workers may lack the
expertise to support people 
with mental health problems.

Low. May be ineffective 
if not accompanied by
appropriate training and support
from professionals.

Medium. Cost-effectiveness 
of provision is not proven 
in all cases and is variable.
Training needed for users and
care professionals.

Medium. Potential to draw
resources away from primary
care and create health service
fragmentation.

Strategies
Community
health
workforce

Community-
based
multidisciplinary
teams

Home care 
and 
community-
based
rehabilitation

Integrated
mental and
physical 
health care

Peer-to-peer
conversations,
expert patients

E-health

Outreach
services to
marginalized
and remote
communities

Examples and evidence of impact
Widely applied across different country contexts 
but a particularly high priority strategy where there 
are limited trained health workers, for example, 
in sub-Saharan Africa (86,87). Evidence suggests 
the approach can enhance access to care. Improve
patient outcomes and patient satisfaction.

Multidisciplinary teams of doctors, nurses and other
professions, such as health workers, are associated
with many benefits including: improved staff morale
and job satisfaction; better use of resources; greater
satisfaction with quality of care; and better outcomes
for patients (see Annex 2).

Can help to provide access to remote and marginalized
communities as well as people with special needs. 
Widely used for palliative care programmes and to
people with complex needs, for example to people 
with dementia or following a stroke. Evidence
suggests the ability to provide more respectful care
that supports people to live at home resulting in lower
costs, especially when combined with e-health
technologies (see Annex 2).

Care outcomes for people with physical and mental
health co-morbidities can be improved, and costs
significantly reduced, through strategies that integrate
the management of physical and mental health needs 
in primary and community settings (see Annex 2).

Widely used across high-income countries, at least 
at the level of individual programmes (80), the
development of peer groups can increase access 
to expert advice about how to manage both clinical
and social aspects of a condition. It can also help
overcome feelings of isolation.

In relatively wide use across all country contexts (88),
e-health has the potential to support people in remote
and rural settings otherwise underserved by traditional
care (89), as well as facilitate care coordination
between care providers (90) and enable self-care and
independence.

Extensively employed across a variety of contexts.
Outreach services have been used to increase service
coverage to hard-to-reach communities enabling
greater responsiveness to local community needs 
(see Annex 2).
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7.4 Priority setting
While this section has primarily discussed new
models of service organization and a shift in
emphasis towards primary care, countries need 
to continue to assess and appraise the package 
of services they are offering, and which services
should be available at different levels of the health
system. This process, often called priority setting,
uses a blend of methods to understand both the
particular needs and preferences of key stakeholders
and how decisions fit within a holistic approach 
to health care. These methods may include
economic models (such as cost-effectiveness
analyses), citizen participation, public submissions,
and equity analyses of disease burden and access 
to treatment.

Validated tools, such as WHO-CHOICE (Choosing
Interventions that are Cost Effective), are available
and could form part of priority setting. However, 
in many cases a stronger role for community
preferences and local values may be needed. 
Some countries have created successful institutions
to support the evidence base for this process, 
such as the Health Intervention and Technology
Assessment Programme in Thailand and the
National Institute for Health and Care Excellence
(NICE) in the United Kingdom, but such institutional
capacity is not present in many low- and middle-
income countries. The development of initiatives
such as the International Decisions Support
Initiative at NICE International can help to build
capacity in these countries.
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8.1 Coordinated care for individuals
The primary goal of coordinated care is to deliver
quality health services through the better
organization of care activities involving individuals
and all the health care providers they encounter
(91). Thus, the focal point for improvement is 
the delivery of care to the individual, with services
coordinated around their needs and those of their
families. Care coordination for the individual 
is not only about coordination across service
providers, but also about coordinating care over
time, through improved information flows 
and maintaining relationships with providers.
Coordination is not a single activity, but rather 
a range of strategies that can help to achieve
person-centred and integrated care (92,93).
Services, including infrastructure, referral systems,
information technology and case management,
need to be developed to focus care around 
the individual.

Targeted programmes of coordination can have
positive effects on quality of care, and possibly
cost-efficiency (93). Thus, different approaches can
achieve coordinated services in varying settings,
such as chronic disease management, preventive
health, maternity care, mental health and palliative
care. What remains important in all of these
approaches, however, is the central roles 
of community engagement, empowerment 
of individuals and effective communication
between providers to achieve care that 
is synchronized to respond appropriately to the
needs and preferences of any given individual and
their situation (94). Coordination of care offers 
a gateway to continuity in service provision,
whereby services are structured around an individual’s
unique comorbidities and social experiences rather
than organized around individual diseases. 

Methods to encourage coordinated service delivery
include culturally-based health services, a focus on
patient–provider agreements in care arrangements,
close communication between generalist and

specialist providers, and effective referral and
discharge systems. For many of these, the use 
of innovative technologies and improved
information systems offers a chance for improved
care coordination (93). For example, electronic
health records can improve communication
between providers, and geographical mapping 
with mobile devices can clarify coverage gaps for
outreach programmes in low resource settings
(such as screening and vaccination activities).

There is a wealth of evidence to support the need
for better care coordination, though it shows that
it is often best suited to those with multiple health
and care needs that require support from across 
the spectrum of care (see Table 5). There is
evidence to suggest that the people who suffer
most from under-coordination are people who 
are poor, vulnerable and from ethnic minority 
or hard-to-reach groups (95). It will be important,
therefore, when developing strategies of care
coordination that they specifically target these
groups. This is not only an ethical question, 
but also makes good economic sense since 
the avoidable deterioration of the health of these
groups is likely to result in high costs for public
health systems. 

8. Strategic direction 4. 
Coordinating services



28People-centred and integrated health services: an overview of the evidence

Table 5. Coordination of care to individuals: 
key interventions and evidence of positive benefits

Type of intervention
Care coordination
(general) 

Care management

Care pathways

Evidence of positive benefits from review studies
Greater coordination of care has the potential to reduce costs by preventing
hospital admissions and supporting people to better manage their health
problems and so live independently. It is most effective when targeted at people
whose health is at risk of deterioration (95).

Case management is a well-established way of integrating services around the
needs of people with complex medical problems. When implemented effectively
it can improve the experiences of users and carers, support better care outcomes,
reduce the utilization of hospital-based services and enable a more cost-effective
approach to care (96,97). 

Case management for people with mental health problems through integrated
community-based teams can help to maintain retention of patients under
treatment, reduce hospitalizations and promote health and well-being (98,99).

Integrated care pathways that use guidelines and protocols can be highly
effective in supporting individuals to receive the relevant clinical care in a timely
manner (100).

Care pathways can reduce complication rates and in-hospital mortality
significantly for people with medical complications (101).

Evidence-based care pathways can reduce lengths of stay in hospital and enable
better discharge planning (102).

8.2 Coordination within health
programmes and between health providers
An initial target for coordinated care are the
underlying and interacting systems that relate 
to service provision (103). Opportunities exist 
to better bridge the administrative, informational
and funding barriers between health care sectors
and between providers (93). This involves sector
components such as pharmaceutical and product
safety regulators, information technology teams
working with communication and referral systems,
allied health teams delivering treatment plans 
in collaboration with each other, and provider
networks focused on closer relationships in patient
care. 

It is important to highlight that there will be many
approaches to coordination, each with different
strengths and weaknesses in any given setting 
(see Table 6 and Box 11). Identifying these
approaches is a first step towards enhancing

coordination between health programmes and
providers. Successful coordination will also rely 
on fostering collaboration, creating strong links
between units, motivating actors and making all
groups accountable for the monitoring and
evaluation of results.

One challenge familiar to most countries is that 
of the relationship between vertical (stand alone,
usually disease-specific) and general health
programmes. Vertical programmes function best 
as temporary components when a health system 
is weak (such as in conflict-affected states), 
in reaching specific target groups, delivering
complex health interventions and in providing 
a rapid response to health crises (104). For
example, in 2004, the Mozambican Ministry of
Health began a national scale-up of antiretroviral
therapy (ART) using a vertical model of HIV clinics
located within large urban hospitals. In 2006, the
Ministry expanded access by integrating ART into
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primary health care clinics. This supported higher
levels of coverage, although patients attending
vertical clinics had a lower risk of attrition (105).

In reality, vertical programmes often persist beyond
a temporary programme of activity, but are rarely
effectively connected to the wider health system.
This can adversely affect both coordination of
patient care and the ability of the health sector 
to provide comprehensive services. As such, a move
to integrate vertical programmes into mainstream
health services will be a frequent step toward
coordinated care. Understanding the particular
political economy, financial abilities and key
stakeholders in these situations can help to
successfully incorporate a vertical programme into
coordinated services without compromising the
health benefits gained. 

One of the most popular and extensively used
methods to support care coordination between
health providers has been the development 
of guidelines to support evidence-based care
pathways, often supported by changes to both

funding and governance arrangements that
encourage and incentivize providers to collaborate.
The use of care pathways has often been disease-
based and focused on the vertical integration 
of services between primary and hospital care
settings, but more recently there has been attention
paid to understanding how care pathways can be
developed for people with more complex needs. 
In Hong Kong (China) and Scotland (United
Kingdom), integrated care pathways in community
health services for the management of severe
mental health conditions have helped to
personalize care around people’s needs (106).
Overall, there is extensive literature and experience
to support the use of the care pathway approach 
to ensure higher quality care and better care
transitions between providers, though the approach
is generally suited to specific disease-based
approaches or to clients with well-defined needs.
Hence, they often do not meet the values 
of people-centred integrated health services since
they are less able to manage people’s holistic
needs.

Table 6. Coordination of care between health and other providers: 
key strategies and evidence of their likely impact and potential risks

Strategies
Vertical integration
between primary and
specialist care

Integrating vertical
programmes of care

Examples and evidence of impact
The ability to create effective links between 
primary and specialist services is important to
enable more effective diagnosis, faster referrals 
and smoother care transitions. The approach
is widespread in high-income countries and 
is associated with reduced hospitalizations, 
re-admissions and recovery rates post-surgery 
(see Annex 2).

Specifically developed in many low-income
countries to support people with both HIV and TB
in primary care settings, such as in Mozambique
(105), integrating vertical programmes has been
shown to improve coverage and access to care,
support greater community satisfaction and
improve health outcomes (see Annex 2). 

Potential risks
Medium. Difficulties 
in developing close
working relationships
between professional
staff and care
organizations working
in different jurisdictions.

Medium. Difficulties 
in managing budgets
and staff between
separately funded
projects from donors
with different goals 
and outcomes.



8.3 Coordinating across sectors
Coordination across sectors involves interactions
between sectors such as health, social security,
housing, immigration, urban development and
education. As with coordination within the health
sector, alignment can be facilitated by ensuring
that the right communication strategies are in
place. An enabling environment for policy
development, legislation and regulation is also
essential to ensure the flexibility and responsiveness
needed to support coordinated systems. This may
include the open sharing of information between
departments, joint monitoring and evaluation
projects, or legislation prioritizing coordination 
for health. Funding arrangements and payment
schemes should be attentive to the possible spill
over effects of payment mechanisms in one 
sector on other sectors, such as incentives for early
discharge and frequent referrals (93). 

Evidence regarding the most effective strategies 
to promote intersectoral coordination is relatively
limited, but as with improving coordination
between different entities within the health sector,
all strategies are likely to involve multiple
components, such as regulatory requirements,

budgetary incentives, jointly-set targets, 
and joint monitoring and evaluation (see Table 7
and Box 12). Policy-level adjustments to support
coordinated care may take many different forms,
but common to all will be a commitment to
communication, streamlined regulation and
processes, and flexibility to adapt to different
settings. 
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During the early 2000s, Lithuania was facing a growing burden of cardiovascular disease with an ill-equipped
health service delivery system. Despite significant efforts to shift the health system to a stronger primary care
orientation, cardiovascular services remained very hospital focused, giving rise to both inefficiencies and
gaps, especially in rural areas. Following a planning phase in 2003–2004, a programme was instigated to
promote coordination and integration of cardiovascular services in eastern Lithuania. 

The key elements of the programme were:
ñ strengthening the coordination/integration of effective gathering, sharing and use of data to build

meaningful relationships and ensure the strategic use of information;
ñ revitalizing the competencies of the health workforce to enable a flexible, multi-skilled team of

professionals capable of responding to the needs of the population in a more coordinated/integrated way,
along with improving the public’s health literacy to better manage personal health care needs;

ñ investing in adequate and sustainable resources to align the infrastructure and other resources, including the
workforce, for more coordinated/integrated service delivery;

ñ formalizing through policy the conditions for more coordinated/integrated services;
ñ designing a health services delivery care infrastructure and ensuring an organizational framework conducive

to working across professions and sectors, including social services, pharmacies and voluntary services;
ñ enabling a shift in culture, including organizational and professional norms, and challenging standard

working cultures to foster new forms of cooperation between professionals and the public; and
ñ soliciting the active engagement of people, as citizens, consumers, providers and patients in the design and

organization of health services in order to ensure people-centred care.

Source: (107).

Box 11. Promoting service coordination: lessons from cardiology services in Lithuania
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Table 7. Coordination of care between sectors: 
key strategies and evidence of their likely impact and potential risks

Strategies
Integration 
of health 
and social 
care

Intersectoral
partnerships

Integrating
traditional 
and
complementary
medicine
into modern
health systems

Examples and evidence of impact
Strategies have varied from the inclusion of
social workers as key members of primary care
teams to full integration of social care and
health care delivery systems (as in Scotland,
United Kingdom) that plan, purchase and 
delivery care jointly.

Improved planning, coordination and delivery 
of care between health, housing and other
services can help improve quality of care and
quality of life, as seen for example in the 
Health City Networks in Europe (108) and
Alberta Healthy Living Network (Canada) (109).

Many strategies have sought to include
coverage of traditional and/or complementary
therapies in benefit package of national health
insurance schemes (110).

The key advantage is that people are assured
access to traditional and complementary
medicine that they need.

Potential risks
Medium. Political and funding
difficulties in formalizing relationships
between different parts of
government, especially when local
authorities and health authorities
cover different jurisdictions.

Medium. Difficulties and bureaucracy
encountered in developing new
formal partnerships between different
agencies.

Medium. Traditional and
complementary medicine providers
might offer low quality of care 
or fail to use effective conventional
treatments, depending on the
country. 

Incorporating traditional and complementary medicine into national policies has been an issue that has long
been addressed in low- and middle-income countries, particularly in Asia. 

ñ In China, the integration of traditional Chinese medicine into the national health care system began in the
late 1950s. Today, 95% of general hospitals in China have traditional medicine departments which treat
about 20% of outpatients daily.

ñ In the Republic of Korea, full integration of western and eastern medicine has been supported by a range of
measures to improve quality of care such as clinical cooperation, training of consultants and lifting
restrictions on doctors practicing oriental medicine within hospitals. However, difficulties have been
encountered including the lack of financial accountability of the traditional sector and the dominance of
modern medical practice in decision-making.

ñ In the 2000s, Malaysia adopted a coordinated approach to the integration of traditional and complementary
medicine based on self-regulation by complementary professions. Organizations representing traditional
health systems, complementary therapies and homeopathy have sought to recognize, accredit and register
their own practitioners while developing standardized training programmes, guidelines, accreditation
standards and codes of ethics.

The Asian experience shows that effective integration strategies must promote communication and mutual
understanding among different medical systems, ensure equitable distribution of resources between
traditional/complementary and conventional medicine, provide inter-professional training and educational
programmes for both traditional/complementary and conventional medicine, and embrace a national policy
that includes traditional and complementary medicine products, practices and practitioners.

Source: Developed from (111,112).

Box 12. Integrating traditional and complementary medicine in Asia



9.1 Strategies for promoting system
change
Creating an enabling environment is key to
facilitating the first four strategic directions
towards achieving people-centred and integrated
health services. There are relatively few studies on
managing large scale systems change, but those
that exist agree on number of critical strategies 
for promoting system change (74,113,114). 
These are described below.

9.2 Strong leadership and the
establishment of a shared vision 
Strong leadership and vision appear to be critical 
to successful change management within a health
system. This leadership should be both “designated”
(leadership from people who are formally put 
into positions of leadership) as well as “distributed”
(leadership by multiple people, including both 
those with and without formal leadership positions
who engage in leadership practices) (74). Leadership
is important for articulating a shared vision and
helping to convey the urgency and importance of
that vision to all stakeholders in the health system.
Frequently, establishing a strong policy framework
for reform will be important to building a shared
vision, as well as setting out how that vision will be
achieved. A communications strategy comprising 
an array of different media (such as audio-visual
materials and pamphlets) can further support
change by helping to convey the advantages 
of reform to different groups, both within and
outside the health sector.

9.3 Dedicated resources for implementing
change 
The ability to secure dedicated resources to enable
transformational change is a key requirement (113).
Financial resources should be budgeted to support
the reforms and there needs to be a recognition 
of the considerable amount of staff time that will
be needed to plan and implement change (such 
as for training, development of new guidelines, and
performance management and feedback). To avoid

frustrations and failures, the resources available
need to be commensurate with the overall vision
and the level of activity it entails.

9.4 Supportive organizational culture
Development of an organizational culture that
supports monitoring and evaluation, open 
feedback, knowledge sharing and a demand 
for data in decision-making is a prerequisite 
for transformational change. Without this
organizational orientation, individuals may be
unwilling to admit mistakes and therefore learn
from them, and if information is viewed in 
a proprietary way, it will not flow throughout 
the system, inhibiting others from also learning.
Open feedback is supported by leadership
commitment to publicizing key indicators regarding
change (74). In addition, teamwork, trust and
mutual understanding reinforce an open
organizational culture. The evidence suggests 
that the definition of clear roles and responsibilities,
as well as regular communication, are likely 
to enhance collaboration in the implementation 
of change (75). Collaborative reflection as a group
can also help enhance collective learning, as well 
as reinforce the values of openness and knowledge
sharing (76). Health systems need to embrace 
the process of continuous quality improvement,
seeking to adapt and grow over time.

9.5 Reorientation of the health workforce
Shifting the focus of health systems towards
people-centred and integrated health services will
require health workers to approach patients, clients
and communities differently, be more open to
working in teams (particularly inter-professional
teams), use data more effectively in their work and
be willing to innovate in their practice. Special
attention therefore needs to be given to reorienting
health workers to the reforms. 

People-centred and integrated health services 
imply an approach to care that encourages
multidisciplinary and interdisciplinary teamwork. 
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9. Strategic direction 5. 
Creating an enabling environment
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It can be challenging to develop and maintain such
teams because the various professional disciplines
think differently about what is important in care
provision and there are often conflicts over power
and control.

There is a lack of information about the human
resources and skills mix requirements needed 
to support people-centred and integrated health
services and most of what does exist comes 
from North America and may have limited
applicability elsewhere. 

Key elements identified include: 
ñ  role enhancement, to expand a group 

of workers’ skills so they can assume 
a wider range of responsibilities;

ñ  role enlargement, by encouraging the
development of new roles and functions
necessary for staff to carry out their work – 
for example, to develop skills as case 
managers or care coordinators;

ñ  substitution, where work previously and
traditionally undertaken by one professional
group is substituted or delegated to others – 
for example, from doctors and nurses 
to community health workers;

ñ  education, to support new curricula to prepare
the health workforce in the understanding of
their future roles and building communication
skills, psychosocial skills and knowledge of other
community resources for support (115); and 

ñ  training, which is needed to prepare medical 
and other staff with a range of interpersonal
skills for working in team-based health care
environments (116).

Further discussion of the human resources required
for people-centred and integrated care is presented
in Box 13. 

A well-performing workforce is one that works in ways that are responsive, fair and efficient to achieve the
best health outcomes possible, given available resources and circumstances (117). When it comes to
addressing the challenge of implementing new paradigms of care based on people-centred and integrated
health systems, innovative strategies must be implemented in order to optimize the performance of the
health workforce.

New competencies
In an attempt to deploy human resources for a continuum of care, new competencies should be taken into
account, both at a clinical and non-clinical level. Organizing care around the patient and thus adopting a
person-centred approach involves centring care upon patients, which allows their values, preferences, needs
and expertise to direct care for the health problems they have to cope with. This requires a multitude of skills
in the workforce, such as interviewing and communicating effectively, assisting changes in health-related
behaviours, supporting self-management and using a proactive approach. Conveying empathy, trust,
confidentiality and respect facilitates productive communication among providers and their patients, who
seek a regular source of care across their life course. 

Sharing power with patients creates an atmosphere in which patients mutually participate in care. When
information about treatment goals and expected outcomes is shared with patients, they are prepared to take
greater responsibility. There should be not just a dialogue but rather a genuine partnership with patients that
facilitates health services co-production between providers and patients, a model that has proven to improve
both health behaviour and clinical outcomes. Improving the curriculum, new teaching methods and
innovative models for both pre-service and in-service training are needed to translate these new competencies
into practice. 

Box 13. Human resources for people-centred and integrated health services



New positions
In addition to new competencies, new positions should be developed in order to effectively cope with the
demands posed by the need to integrate health services. Since primary care is to act as the hub of
coordination, health networks managers should be appointed to ensure that care is properly coordinated
across the hub and that the population approach is consistent along the entire network and aligned towards
the fulfilment of people’s needs. Along with these managers, integration directors may develop a significant
role in assuring a comprehensive clinical approach that integrates primary and secondary care, as well as a
community perspective. 

At the patient level, new roles to support assessment, individual treatment plans, self-management and
follow-up, such as care coordinators and case managers, should be developed in order to deal with vulnerable
and frail patients, and to take charge of coordinating the continuum of care of the patient across different
settings, which may include the social sector. The primary care family team should be considered paramount
in the health care network, not just because of its gate-opening function and its role as the regular source of
care to patients throughout their life course, but because of its key role in coordinating care for a defined
population.

Multidisciplinary teams
In order for health care networks to work effectively, collaboration and teamwork among professionals
within and across different care settings should be emphasised. All integrated service delivery models
underscore the notion of multidisciplinary teams as the cornerstone of the provision of care. Multidisciplinary
teams share responsibility and accountability for clinical processes and care outcomes at an individual,
community and population level. It involves the identification of team members, definition of their roles and
functions, definition of shared goals and targets, and a systematic evaluation of targets reached. The team
may range from the basic care unit of community health workers and nurse auxiliaries, to primary care
physicians and nurses, and to other much larger multidisciplinary teams that encompass other professionals
such as dentists, nutritionists, psychotherapists and social workers. A highly effective multidisciplinary team
will display the flexibility to be able to move across different care settings and a learning orientation through
the promotion of integrated clinical sessions, referrals, rotations of personnel and so on, as a means to
support collaboration and knowledge exchange. 

An enabling environment
Governments should create an enabling environment for these strategies at the national and regional level,
through effective and supportive legislation, regulation and certification schemes. Critical emphasis should
be placed on “transformational leadership” to engage in proactive and engaging communication on the goals
and the values that underlie the need for change. Softer managerial skills, such as team building, negotiation
and system thinking should receive more attention accordingly. The organizational culture, built on a
common language around the patient and his/her needs, should foster and embrace open feedback,
knowledge sharing and accountability. The introduction of compensation and incentives frameworks for the
workforce should be reviewed and updated to be able to effectively reward key outcomes on quality and
integrated care, bearing in mind that non-financial incentives can also act as motivating factors when properly
deployed. Finally, communication and information technologies have a critical role to play, since information
exchange between professionals from different disciplines is critical to effectively meeting patient and
population needs.

Source: WHO elaboration based on (117,118,119).
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9.6 Supportive regulatory frameworks
Governance and regulation play a key role in
establishing the rules within which professionals
and organizations must operate within health
systems – for example, in terms of quality standards
and the financial health of care providers. However,
regulators typically focus their activities on 
the performance of individual organizations 
or professional groups when what is needed is a
“whole system” focus that encourages, and makes
legitimate, work across traditional boundaries.
Existing regulatory requirements in health systems
are often complex and misaligned in relation 
to such broader goals, making it difficult for new
partnerships to grow. Therefore, there is a need 
for regulators to adapt their focus so that existing
barriers to joint working can be removed where 
this is in the interests of people and communities.

9.7 Payment reform 
Changes in the way care is funded is also needed 
to promote the right mix of financial incentives in
the system that supports the integration of care
between providers and settings. Such reforms have
included the development of capitation-based
funding that pools resources from different sectors
in order to promote intersectoral community-based
care. Other approaches include the development 
of “bundled” payments to support holistic care
across a care pathway (120) and incentives 
for physicians linked to integrated working and
performance. 

Finding the right payment mix to support integrated
care can be challenging, but there is growing
evidence to support a “cappuccino” or mixed 
model of funding, in which the largest part is based
on capitated funds, with the emphasis on pooling
resources, but with an additional element of
funding that supports payment for performance 
and innovation (121).



10.1 Achieving people-centred and
integrated health services
The previous sections described the five key
strategic directions for transforming health systems
to deliver better health care that is more equitable,
people-centred and integrated. However, country-
led initiatives for people-centred and integrated
care have not always achieved their objectives 
or been sustained in the long-term (see Box 14).
Moreover, while there is good evidence on 
the different range of approaches that can be used
to successfully achieve more people-centred and
integrated health services, their diverse and complex
nature makes it difficult to compare experiences and
results at the international level given the different
ways they can and have been applied. 

However, one policy review across four countries
(Chile, New Zealand, Spain [Basque region] and
Uganda) identified a set of key lessons in achieving
people-centred care (122). While it found
significant variation in the way people-centred 
care was being implemented, three common
lessons were observed.

1. Efforts to make care more people-centred 
were more likely to succeed when linked 
to complimentary drivers for change such as
improving equity in health, establishing the rights
of citizens and addressing the challenges 
of chronic illness.

2. Long-term commitment, sustained political will 
and leadership are necessary to enable changes 
to embed over time. This needs to be combined
with an approach that values bottom-up
innovation within a top-down framework in order
to provide an enabling environment for changes
that align governance and incentive structures.

3. Participation and support across all stakeholders
in health and other sectors (including policy-
makers, managers, professionals, community
groups and service users) is vital for success since

a system-wide approach is needed using 
multiple policy instruments simultaneously
applied to the different levels of the health
system (the macro, meso and micro levels).

Since achieving people-centred and integrated
health services results from a range of activities
undertaken at multiple levels, it is not surprising
that investigations into how best to develop
effective strategies describe the process as 
long-term and “complex” (123,124,125). 
System leaders must adopt strategies for change
to ensure the effective alignment of strategies 
and processes that promote people-centred 
and integrated care (126). Key challenges to this
task include: the unequal distribution of power 
between stakeholders and the subsequent
difficulties in balancing different interests; 
meeting high demands and expectations when 
the policy-making process and ability to influence
behaviour change is slow; the ability to find 
and mobilize resources; and the difficulty 
of people adopting whole-system thinking when
working in pre-existing organizational and
professional silos.

10.2 Change management
Proactive change management is needed since
people-centred and integrated health services are
unlikely to emerge naturally as a solution to
today’s evolving health challenges. Given the range
of competing interests within health systems that
can override rational priority setting and service
redesign, the approach requires strong policies 
and political leadership to transform care delivery.

All managers in health and social care need to
adopt or adapt processes in the face of the many
challenges they face, whether these be driven by
new technologies, demographical changes,
environmental pressures, rising demands and costs,
or changing political ideologies and public opinion.
Achieving people-centred and integrated health
services requires the application of complex service
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towards people-centred and integrated
health services
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innovations, necessitating the need for an
underlying change management strategy.

Whilst there is growing understanding of the
different components or competencies that will be
required to develop people-centred and integrated
health services, there is a general lack of
knowledge about how best to apply (and combine)
the various strategies and approaches in practice.
Since people-centred and integrated health 
services imply fundamental changes at the
political, regulatory, organizational, professional,

service and personal levels, a fundamental shift 
in mind sets, behaviours and ways of working 
is required (127). Such “second-order” change 
is typically multidimensional, multilevel and
discontinuous, resulting in a necessary paradigm
shift (128). However, the field of people-centred
and integrated health services is currently weak 
in terms of the implementation science that 
might generate the necessary knowledge 
to help guide policy-makers and practitioners
through the process (113,129). 

Regional-based integrated health care networks have been promoted in Brazil since 2006 to overcome the
fragmentations that resulted from health system decentralization to the municipal level. Key characteristics
include:
ñ population-based networks;
ñ integrated service delivery networks encompassing primary care, outpatient and inpatient hospital care,

emergency care, health surveillance and psychosocial care;
ñ public–private partnerships, preferably with non-profit organizations, to supplement public services;
ñ inter-organizational “alliances” and public health consortia brokered through new contracts between public
ñ funders and private and public providers; and
ñ coordination of care based at a primary care-level but responsible for care along the continuum of service

provision.

However, weaknesses in implementation have meant that progress has been limited. Of specific concern has
been: 
ñ the lack of agreement on policy design across different levels of government; 
ñ the difficulty in creating incentives for collaboration between municipalities; 
ñ the lack of capacity within municipalities to manage the complex task of integration; and
ñ high political turnover leading to a lack of clear strategic direction. 

As a result, policy-makers still consider the policy in Brazil as “under construction”.

Source: (130).

Box 14. Difficulties in implementing integrated health care networks in Brazil

10.3 Quality improvement
A useful guide that offers a systematic process for
designing and implementing effective interventions
to promote quality in health systems was
developed by WHO in 2006 (131). Conceived as 
a capacity-building tool, it recognizes that despite
the propensity in health systems for change,
insufficient attention is often paid at a policy-level
to supporting strategic action. The WHO process
for building a strategy to support quality
improvement (Fig. 1) has two key aspects.

1. Policy-makers or senior leaders must properly
engage health service providers, communities 

and service users. This is because health service
providers and local communities need to
influence the way in which services will be
provided so that they best meet people’s needs
and expectations.

2. The process of implementation needs to be 
a cyclical process of building and re-building
strategies for change involving three steps:
analysing the problem; developing the strategy;
and then implementing and assessing progress. 
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Fig. 1. A process for building a strategy for quality improvement

Source: (131).
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11.1  Key measures and indicators 
for people-centred and integrated health
services
In many countries, the introduction of policy
reforms to support people-centred and integrated
health services has been accompanied by the
development of a set of quality indicators through
which to monitor system performance. 

ñ In England, United Kingdom, a range of generic
indicators for measuring the quality of integrated
care has also been developed. This includes 
35 specific indicators across six key domains 
of quality (132). 

ñ In New Zealand, an integrated performance and
incentive framework was drafted in 2013 containing
an inventory of measures to support District
Health Boards to identify and use locally-relevant
system-level measurements indicating progress
towards care integration and improved health 
and equity for all population groups (133).

ñ In the USA, National Quality Forum indicators
relevant to patient-centred and integrated care
include a range of endorsed measurements of
patient-centred care and care coordination (134).
The Agency for Healthcare Research and Quality
has also created a framework through which 
to assess care coordination, including a range 
of measurement domains (135).

ñ Internationally, the Organisation for Economic 
Co-operation and Development (OECD) Health
Care Quality Indicators project has collected
readily-available health services indicators,
promoted the improvement of international
information systems and indicator comparability,
and conducted collaborative research on priority
indicator areas (136). Currently, about 40 health
care quality indicators are considered suitable 
for cross-national data collection, some of which
are relevant to people-centred and integrated
health services.

ñ A systematic review of the methods used to 
assess integrated health care identified 24
different measurement methods in use, reflecting
a wide range of concepts of integration and data
sources (137). 

ñ The WHO is, in addition, developing its own 
global reference list of core indicators to
evaluate health system performance.

The development of measures and indicators
through which to assess people-centred and
integrated health services is currently characterized
by heterogeneity. The complexity and requisite
variety in how people-centred and integrated 
health services strategies need to be taken forward
in different country contexts means that measures
and indicators need to be chosen to suit local 
and national contexts and priorities. A balanced
selection will address the concepts of people-
focused and continuous care, for example, by
measuring the degree to which people have the
same provider over time, have strong interpersonal
relationships with providers, communicate patient’s
needs or have a common management plan across
providers. It will also cover key areas of primary
care (such as preventive care, chronic disease
management, acute care and safety), as well as
appropriate public health and population-based
measures (such as health promotion, public safety,
and water and sanitation services) and hospital
care.

Given the multifaceted nature of people-centred
and integrated health services which spans many
care dimensions, settings and user groups, it is not
possible to set an optimum number or set of
indicators – just as it is not possible to do this
easily for public health. The nature of the indicators
that different countries, regions and localities may
wish to use will vary depending on many factors
including the target audience (from policy-makers
to professionals), the aim of using the indicators
(for performance assessment or quality
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improvement), the nature of the local context
(local priorities and target groups), and the
available data sources and analytical capacity. 

Drawing from existing work on the development 
of measures and indicators, it is possible to create 
a composite set of potential indicators that have
been put forward within different countries as 
ways to examine the impact of people-centred 
and integrated health services (see Annex 3). This
indicator set presents a range of potential measures
across six key domains.

1. System-level measures of community well-being 
and population health including reductions in
avoidable deaths for treatable conditions,
improved mental health and well-being, and the
proportion of populations engaged in healthy
lifestyle behaviour.

2. Service proxies for improved health outcomes
such as avoidable admissions to hospitals,
lengths of hospital stays and reductions in
adverse events.

3. Personal health outcomes for people and
communities, primarily relating to measures of
improved quality of life, remaining independent
and reducing risk factors to better manage
existing health conditions.

4. Resource utilization measures that demonstrate
the reorientation of activities towards primary
and community care, for example in terms of 
the balance of financial and human resources.

5. Organizational processes and characteristics
that support evidence that systems to support
high-quality people-centred and integrated
health services are in place, for example in
improving access to care, care planning, better
care transitions, self-care support, care
management and medications reconciliation.

6. User and carer experiences of, for example,
shared decision-making, care planning,
communication and information sharing, 
and care coordination.

The indicator domains and list of potential
measures in Annex 3 should not be seen as
definitive but rather treated as a “menu” of possible
options. What the evidence strongly suggests is
that the development of measures and indicators in
specific country-contexts needs to be locally-
developed and negotiated.

11.2  Building engagement through
co-producing measures of quality
One advantage to the local development 
of measures and indicators is that the process 
of selecting measures through which to judge
performance or monitor progress provides an
opportunity for engagement with key actors across
a health system including the Ministry of Health,
patients and community groups (such as civil
society organizations and consumer rights groups),
health professionals, hospital or health service
organizations, and health financing organizations
(such as the Ministry of Finance and health
insurance organizations). 

Including key stakeholders in deciding how care
systems will be held to account supports an
inclusive process for developing a vision and driving
change for people-centred and integrated health
services. The engagement of stakeholders in the
development of measures also has the advantage
that it helps to ensure that outcomes frameworks
are people-centred and include indicators that
reflect this. 

11.3  Building quality improvement into
health system reform
The proactive use of data and information, whether
derived from quality indicators or implementation
learning, is an important element in driving
improvements in health system functioning. The use
of an agreed set of performance measures is a key
aspect of any performance improvement process
since it helps identify what is going well, what
could be improved and whether initiatives and
interventions are having the desired effect (138). 

In general, despite the growing availability of data
and information that might inform care systems 
on their performance, evidence is not routinely and
proactively used to support quality improvement.
There is no “magic bullet” for quality improvement
(139) nor any definitive evidence that any single
approach is superior since the effects are highly
context-specific (140,141). Nevertheless, passive
education appears to be the least effective
approach and multifaceted interventions the most
effective, especially when sustained over time
(142). 

It is often suggested, with some justification, that
data-driven quality improvement processes lack
relevance in low- and middle-income countries due
to the lack of information systems that can
generate intelligence to support collective learning.
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However, several country examples show that it is
possible. For example, the Mozambique Population
Health Implementation and Training Partnership
focuses on improving the quality of routine data
and its use through: appropriate tools to facilitate
decision-making by health system managers;
strengthening management and planning capacity
and funding district health plans; and building
capacity for operations research to guide system-
strengthening efforts (143).

What does appear to be critical is the development
of an enabling environment – one of the five key
strategic directions outlined – in which policy-
makers and regulators set key measurable goals for
health systems and put in place robust systems of
evaluation and monitoring. Within this, there is the
potential to create specific standards of care using
measures of quality that have been derived through
consultation with professional representative
bodies and local communities. The barriers to
effective quality improvement in health system
reform may often seem insurmountable given the
competing tensions that exist amongst health care
providers and professionals, but fostering a culture
of transparency and a commitment to continuous
quality improvement will be a necessary feature of
reforms that seek to embed people-centred and
integrated health services. Fundamentally, the
quality improvement agenda towards people-
centred and integrated health services must be
agreed and owned at the grass-roots level, and that
will require significant political, professional and
community leadership and commitment.
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Accountability: the obligation to report, or 
give account of, one’s actions – for example, to 
a governing authority through scrutiny, contract,
management, regulation and/or to an electorate

Ambulatory care sensitive conditions: chronic
conditions for which it is possible to prevent acute
exacerbations and reduce the need for hospital
admission through active management in primary
care settings – for example, vaccination, screening,
self-management and lifestyle intervention

Amenable morbidity: disease state or the incidence
of illness in people and communities considered
avoidable by health care interventions

Amenable mortality: deaths considered avoidable
by health care interventions

Care coordination: a proactive approach in
bringing care professionals and providers together
around the needs of service users to ensure that
people receive integrated and person-focused care
across various settings 

Case management: a targeted, community-based
and proactive approach to care that involves case-
finding, assessment, care planning and care
coordination to integrate services around the 
needs of people with long-term conditions

Change management: an approach to transitioning
individuals, teams, organizations 
and systems to a desired future state

Collaborative care: care that brings together
professionals and/or organizations to work 
in partnership with people to achieve a common
purpose

Community health worker: people who provide
health and medical care to members 
of their local community, often in partnership 
with health professionals. Alternatively known as 
a: village health worker; community health
aide/promoter; lay health advisor; expert patient;
and/or community volunteer

Continuity of care: the degree to which a series of
discrete health care events is experienced by people

as coherent and interconnected over time, and
consistent with their health needs and preferences

Continuous care: care that is provided to people
over time across their life course

Co-production of health: care that is delivered 
in an equal and reciprocal relationship between
professionals, people using care services, their
families and the communities to which they belong.
Co-production implies a long-term relationship
between people, providers and health systems
where information, decision-making and service
delivery become shared

Chronic care: medical care which addresses 
the needs of people with pre-existing or long-term
illnesses

Disease management: a system of coordinated
health care interventions and communications 
to populations with conditions in which people’s
self-care efforts are significant to managing their
health

E-health: information and communication
technologies that support the remote management
of people and communities with a range of health
care needs through supporting self-care and
enabling electronic communications between
health care professionals and patients

Empowerment: the process of supporting people
and communities to take control of their own
health needs resulting, for example, in the uptake 
of healthier behaviours or the ability to self-
manage illnesses

Engagement: involving people and communities 
in the design, planning and delivery of health
services that, for example, enable them to make
choices about care and treatment options or 
to participate in strategic decision-making on how
health resources be spent

Goal-oriented care: each individual is encouraged
to achieve the highest possible level of health 
as defined by that individual

High quality care: care that is safe, effective,
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people-centred, timely, efficient, equitable and
integrated

Holistic care: care to the “whole person” that
considers psychological, social and environmental
factors rather than just the symptoms of disease 
or ill-health

Indicators: explicitly defined and measurable 
items which help to assess the structure, process 
or outcomes of care

Integrated health services: the management 
and delivery of health services such that people
receive a continuum of health promotion, 
disease prevention, diagnosis, treatment, disease-
management, rehabilitation and palliative care
services, through the different levels and sites 
of care within the health system, and according
to their needs throughout the life course

Intersectoral action: the inclusion of several
sectors, in addition to health, when designing and
implementing public policies that seek to improve
health care and quality of life

Mutual (shared) accountability: the process by
which two (or multiple) partners agree to be held
responsible for the commitments that they have
made to each other

Noncommunicable disease: a medical condition 
or disease which is non-infectious and non-
transmissible among people

People-centred care: an approach to care that
consciously adopts individuals’, carers’, families’
and communities’ perspectives as participants in,
and beneficiaries of, trusted health systems that
respond to their needs and preferences in humane
and holistic ways. People-centred care also requires
that people have the education and support they
need to make decisions and participate in their own
care. It is organized around the health needs and
expectations of people rather than diseases

Person-centred care: care approaches and practices
that see the person as a whole with many levels 
of needs and goals, with these needs coming from
their own personal social determinants of health

Population health: an approach to health care 
that seeks to improve the health outcomes of 
a group of individuals, including the distribution 
of such outcomes within the group

Primary care: a key process in the health system
that supports first-contact, accessible, continued,
comprehensive and coordinated care to people and
communities

Primary health care: refers to the concept
elaborated in the 1978 Declaration of Alma-Ata,

which is based on the principles of equity,
participation, intersectoral action, appropriate
technology and a central role played by the health
system

Stewardship: an ethical responsibility for the
effective planning and management of health
resources to safeguard equity, population health
and well-being

Supported self-care: individuals, families and
communities are supported and empowered to take
responsibility to manage their own health and well-
being

Transformational change: a complete paradigm
shift in the underlying strategies, cultures and
processes within which a system operates in order
to bring about significant and enduring
improvements 

Universal health coverage: ensuring that 
all people have access to needed promotive,
preventive, curative and rehabilitative health
services, of sufficient quality to be effective, 
while also ensuring that the use of these services
does not expose the user to financial hardship

Vertical programmes: focused on people and
populations with specific (single) health conditions,
vertical programmes have three core components:
intervention strategies, monitoring and evaluation,
and intervention delivery

Whole-system thinking: the process of
understanding how things, regarded as systems,
influence one another within a whole
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Annex 2. Selected evidence of the positive
benefits of different strategies to support
people-centred and integrated health services
Empowering and engaging individuals and families

Type of
intervention

Health
education 
programmes

Shared 
decision-
making

Evidence of positive benefits

Educational packages and lifestyle programmes
Increase in physical activity and fitness (1,2,3)
Decrease in body mass index and blood pressure (4)
Smoking cessation (5,6,7,8)
Better management of coronary heart disease (9)
Improved control of diabetes and its complications and more cost-effective care provision
(10)

Targeted educational programmes with professional or lay support
Improved self-management of physical activity through goal-setting (1)
Improved engagement with people suffering from depression (11)
Improved management of stroke and associated mood and depression (12)
Computer-based education programmes across a range of conditions (13)

Lay, parental and family-led advice and support
Parental involvement and behaviour change techniques help control childhood obesity (14)
Lay health workers help increase uptake of childhood immunizations (15)
Counselling amongst peers can support a range of benefits including uptake of screening 
in cancer patients (16), testing for sexually transmitted infections (STIs) (17)
Outreach to patients and families can reduce health care utilization (18,19)

Telephone reminders, counselling and e-learning
Ability to reduce all-cause mortality in people with chronic heart failure (20)
Improved diagnostic accuracy, reduced wait times and improved patient satisfaction
through teledermatology (21)
Online therapeutic intervention can help to improve and control disease symptoms (22)
and health behaviours (23)

Shared decision-making with health professionals
Improves people’s satisfaction with care (24,25)
Promotes greater independence and knowledge in people of their conditions (25,26)
Supports more appropriate treatments and enables resources to be better allocated to
needs (24,26)
Reduces misdiagnosis and improves referral quality (27)

Decision support aids (e.g. leaflets, videos, point of care information)
Assists people with shared decision-making with professionals by increasing knowledge
(28), and facilitating choices, for example in pregnant women (29), cancer care (30) and in
emergency care (31)

Health coaching
Coaching sessions and tools are effective in developing active participation in self-care
strategies, though not all people value the approach (32,33,34)
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Type of
intervention

Shared 
decision-
making

Supporting
self-
management

Personal care
assessments
and planning

Evidence of positive benefits

Giving people access to their medical records
Helps to improve satisfaction with care and support people to feel more in control of their
health so reducing anxiety (35, 36, 37)

Supported self-management to people with long-term conditions
Improvements in health literacy and understanding of conditions (38)
Greater motivation to self-manage (39, 40)
Ability to reduce the severity of symptoms, reduce stress and better manage chronic illness
independently (40, 41, 42, 43) including for HIV/AIDS (44)
Ability to reduce emergency admissions and overall utilization of hospital care (41, 45, 46)
Ability to take up healthy behaviours, such as better diet and exercise (38)

Lay-led self-management courses
Improvements in self-efficacy, physical activity and depression scores (47), though
potentially in short-term only (48)

Interactive online self-management programmes and telehealth
Information websites enable improvement in decision-making skills (49)
Computer-based self-management programmes can be effective for a range of conditions
(50) such as diabetes (51) and computerized cognitive behaviour therapy 
Reviews of telehealth and telecare show they can improve the self-management of long-
term conditions, clinical effectiveness of care, and user/carer experiences (52)

Comprehensive and holistic assessments of needs, including the development of
personalized care plans, have been associated with greater patient satisfaction, improved
care coordination and reduced cost of care in older people and those with complex care
needs (53,54)

Empowering and engaging communities

Type of
intervention

Community
engagement

Evidence of positive benefits

Community participation
Community participation in planning and goal setting is a key factor in supporting health
improvements (55), for example in:
ñ the control of infectious disease 
ñ reducing maternal deaths and improved birth outcomes (56)
ñ enabling better health seeking behaviours (57,58)
ñ improving quality of life by promoting healthy environments through improvements 

to housing and crime, and building social cohesion (59)

Community involvement in the planning and design of health interventions can support
more responsive providers – for example, in Bangladesh, Nepal, Papua New Guinea and
Thailand (60)

Multifaceted interventions across schools, community groups, community centres and 
in people’s homes can help to raise awareness and increase people’s access to care (61)

Community awareness
Interventions that support education and awareness with participatory groups can
improve health outcomes, for example in the proportion of healthy births through
women’s groups (62)

Culturally-appropriate programmes of care can help raise awareness to tackle health
problems such as alcohol, substance misuse, obesity and chronic disease, e.g. (63)
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Empowering and engaging communities

Type of
intervention

Community-
delivered
care

Supporting
community
development

Evidence of positive benefits

The use of community health workers can increase the acceptability of services to local
communities (64) and support improved identification of people with diseases such as
tuberculosis (TB)

The role of community health workers has been reported to improve a range of care
outcomes, for example: 
ñ reductions in child mortality through case management of ill children (65);
ñ maternal and infant wellbeing (66)
ñ prescriptions management (67)

Culturally-sensitive programmes of care (e.g. by race and/or gender) can help to increase
access to care, improve care experiences and improve outcomes, e.g. (47, 63, 68, 69, 70)

Pregnant women receiving coordinated care from community midwives are significantly
less likely to suffer from fetal loss and analgesia, more likely to have safer births without
the needs for instruments or episiotomy, and more likely to initiate breastfeeding (71)

Members of the local community should be seen as integral to the care-giving process.
Building community awareness and trust promotes legitimacy and engagement, which 
can provide an essential resource within care coordination programmes (54)

Creating social networks and social integration can help to engage to improve health
services delivery in the face of economic problems and other adversity (72)

Promoting governance and accountability

Type of
intervention

Listening 
to the voice
of local
communities

Providing
information

Patient
charters

Evidence of positive benefits

Patient reported outcomes can improve relationships between patients and providers 
and support improved clinical quality of care including the diagnosis and management 
of people’s conditions (73, 74, 75)

Interventions that seek to improve the satisfaction of people in patient surveys can lead 
to positive changes in care provision leading to better clinical outcomes, patient safety 
and reduced utilization of unnecessary resources (76)

Community consultations, for example through committees and participatory groups, 
can have a range of positive influences including:
ñ care that is more responsive to community needs (77, 60)
ñ improved provider behaviour and better access to care (60)

Communities armed with information are better able at influencing providers in making
care more people-centred (60)

Information helps educates people on their rights and responsibilities to health care – 
for example by promoting solidarity for universal health coverage and the promotion 
of insurance coverage (78)

Patient charters enshrine the rights and responsibilities of citizens to health care and 
what they should expect to receive. They have the power to improve the quality of care
and drive positive system change (79)
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Reorienting the model of health care

Type of
intervention

Primary
health care

Community-
based multi-
disciplinary
teams

Outreach
services

Community-
based
rehabilitation

Integrated
health
promotion
and disease
management

Integrated
mental and
physical care

Evidence of positive benefits

Investment in extending services available in primary health care has been associated 
with a range of positive benefits, for example:
ñ improved access to care and enhanced equity (80)
ñ reduction in child mortality, e.g. (81)
ñ reduced use of the hospital sector through improved disease prevention and control, 

e.g. (82)
ñ reduced health care costs per capita, e.g. (83, 84)

Longer consultations in primary care are associated with better outcomes (85)

Multidisciplinary teams of doctors, nurses and other professions such as health workers 
is associated with many benefits, for example:
ñ Improved staff morale and job satisfaction (86, 87)
ñ Improved communication and efficiency in the use of resources (86)
ñ Greater satisfaction with quality of care in health clinics when care is provided by 

a team of professionals (88)
ñ Better outcomes for patients through reduced medical errors and adverse events (89, 90)
ñ Improved workloads and reduced burnout (91)
ñ Improved decision-making and social justice (87)

Outreach services can help to provide access to a range of services to remote and
marginalized communities (92, 93, 94)

M-health technologies can overcome barriers of distance and language to support care in
remote and rural communities (95)

Community-based rehabilitation services have shown to be effective in supporting people
with a range of physical health problems, including:
ñ enabling stroke patients to live independently at home (96)
ñ reducing mortality for heart failure patients through cardiac rehabilitation (97, 98)
ñ reducing pain and improving function in people with chronic back pain (99)

Combining top-down strategies of health promotion (e.g. taxes and media campaigns)
with bottom-up strategies for disease management and/or behavioural change can be
effective, for example in smoking cessation and the management of people with long term
conditions (100, 101)

The cost of managing people with mental and physical co-morbidities can be significantly
reduced, and the quality of care improved, through strategies to integrate mental and
physical health care provision in primary and community care settings (103)
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Coordination of care between health care professionals and providers

Type of
intervention

Vertical
integration
between
primary 
and specialist
care

Integrating
vertical
programmes
of care

Evidence of positive benefits

Greater care coordination between the primary and hospital care sectors has been shown
to be associated with a range of benefits including:
ñ reduced hospital admissions
ñ reduced lengths of stay
ñ reduced readmissions rates
ñ improvements in recovery 
ñ improvement in quality of life e.g. (102, 104, 105, 106)

Evidence suggests that integrating vertical programmes of care enables improved access 
to care, greater community satisfaction and improved health outcomes (107). Examples
include:
ñ increased accessibility to HIV clinics leading to an improved uptake of antiretroviral drugs

(108)
ñ integrated TB and HIV programmes have improved access to care, prevention, treatment

and outcomes, e.g. (109)
ñ integrated STI and HIV prevention programmes in sub-Saharan Africa showed

improvements in the quality of family planning (110)
ñ integrated family planning and HIV care increased the use of condom use in Kenya (111, 112)
ñ the creation of the Sistema Unico de Salud in Brazil resulted in significant reductions in

infant mortality, diarrhoea incidence amongst children, hospitalizations for strokes and
acute respiratory infections between 1990 and 2002 (113)
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Annex 3. Examples of potential measures
of people-centred and integrated health
services

Domain 1. System level measures of community well-being and population health

Area

Amenable
mortality

Healthy 
lifestyles

Population 
health

Examples of potential measures

Numbers of avoidable deaths for treatable conditions, including:
ñ infections
ñ cancers
ñ cardiovascular disease
ñ diabetes
ñ injuries
ñ maternal and infant conditions (1)
Excess winter deaths (2)
Excess mortality for people with severe mental illness and schizophrenia (3)

Amenable morbidity (obesity) (1)
Proportion of physically active and inactive adults (2), and children
Proportion of the population experiencing positive mental health (1)
Proportion of the population engaged in responsible sexual behavior (1)
Proportion of the population engaged in substance misuse (1)
Proportion of the population engaged in healthy behaviours (composite measure) (1)
Smoking rates:
ñ Smoking status
ñ Percentage of smokers given or referred to cessation support
ñ Percentage of hospitalized smokers provided with cessation advice
ñ Smoking rates in people with asthma (1)
Proportion of the population that experience injury (1), including self-harm

Prevalence of mortality for chronic disease (1)
Healthy births – e.g. measured by low birth weight (1)
Vaccination coverage:
ñ For influenza in older people (1, 3)
ñ For measles in children (3)
ñ For pertussis in children (3)
Management of skin infections in primary care (3)
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Area

Hospital
admissions

Hospital
readmissions

Community-
based care

Patient safety

Examples of potential measures

Numbers of emergency admissions, stratified by age and risk group (2)
Avoidable inpatient activity for people with ambulatory condition sensitive (ACS)
admissions (2)
ACS hospital admissions that could have been avoided in both children and adults (1):
ñ asthma in older adults (1)
ñ asthma in young children (1)
ñ asthma hospital admission rates (3)
ñ chronic obstructive pulmonary disease (COPD) in older adults (1)
ñ COPD hospital admission rates (3)
ñ heart failure admission rates (1, 3)
ñ angina without procedure admission rates (1)
ñ hypertension admission rates (1)
ñ diabetes short-term and long-term complications admission rates (1)
ñ uncontrolled diabetes admission rates (1)
ñ overall diabetes admission rates (3)
ñ bacterial pneumonia admission rates (1)
ñ urinary tract infection (UTI) admission rates (1)
Acute care hospitalization, risk adjusted (4)
Acute care hospitalization rate for ACS conditions (5)
Average lengths of stay (1)
Occupied bed days (1)

People with multiple admissions to hospital per year by specific age group and prior
conditions (2)
Readmission rates for selected patient groups (2):
ñ Diabetes readmission rate (1)
ñ Heart failure readmission rate (1)
ñ Mental health readmission rate (1)
Unplanned or unexpected hospital readmissions (1)
Emergency readmissions to hospital within 28 days of discharge (5)
Overall numbers of hospital readmissions (3)

Persons discharged from hospital for rehabilitation per 100 000 of the older population (2)
Deaths after discharge from suicide among people with severe mental disorders (3)
Quality of family planning services:
ñ informed choice to users
ñ contraceptive methods mix offered in care facilities (5)

Reduction in adverse events (1)
Unintended harm from medications in people aged over 65 dispensed with five or more
long-term medications (1)
NSAID use in older people (1)

Domain 2. Service proxies for population health outcomes
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Area

Quality 
of life

Independent
living

Self-
management

Examples of potential measures

Self-reported quality of life (2)
Carer-reported quality of life (2)
Improved mental health status and mood

Proportion of older people (> 65) who remain in own home after 91 days after 
discharge from hospital into rehabilitation services (2)
Injuries due to falls in people aged over 65 (2)
Proportion of patients with fragility fractures recovering to their previous levels 
of mobility (2)
Improved mobility and independence (EQ5D)

Proportion of people feeling supported to manage their (long term) condition (2)
People aged over 65 with more than 8 long-term conditions (1)
Management of risk factors in chronic disease (quality and outcomes framework):
ñ blood glucose and cholesterol control in people with diabetes
ñ blood pressure control in people with stroke, transient ischemic attack, heart disease,

chronic kidney disease and hypertension
ñ diet, nutrition and weight management in under/overweight

Domain 3. Personal health outcomes

Area

Hospital
utilization

Residential 
and long 
term care
utilization

Primary care
utilization

Health care 
costs

Balance 
of care

Examples of potential measures

Bed days for selected patient types (2)
Hospital use in last 100 days of life (2)
ñ in last six months of life (1)

Gross residential and nursing care expenditures per 100 000 older population (2)
Numbers receiving long-term community-based care as a proportion of total numbers 
of people receiving long-term care services (2)
Numbers receiving long-term social care as a proportion of the sum of numbers receiving
emergency hospital care and numbers receiving long term social care (2)
Numbers of people receiving long-term community-based social care relative 
to population (2)

Enrolment in a general practice (GP)/primary care practice (1)
ñ for infants in the first four weeks of life (1)

Health care cost per capita (1)
Rational use of finite resources/value for money and effectiveness (1)
GP referred pharmaceutical expenditure (1)
Alignment of resources to population needs (3)

Ratio of primary care professionals (e.g. GPs) to specialists
Relative spend on primary, community, secondary and tertiary care

Domain 4. Resource utilization
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Area

Access 
to care

Hospital use

Care
transitions

Care planning

Medications
management

Care
coordination

Examples of potential measures

Improved access to primary care services/GPs (2)
Access to health care (1):
ñ percentage in general practice (1)
ñ screening (1)
ñ time to access GP or community services (1)
ñ timely initiation of care (4)
ñ waiting times for urgent treatment – especially cancer (1)
ñ severe mental health access (1)
ñ waiting times for elective treatment (1)
ñ waiting time of more than four weeks to see a specialist (6)

Attendances at accident and emergency (2)
Attendances at accident and emergency without hospitalization (4)
Acute care hospitalization (4)

Delayed transfers of care from hospital (2)
Transition record with specified elements received (hospital to home or any other site 
of care) (4)
Timeliness of transition (hospital to home or any other site of care) (4)

Holistic needs assessment
Personalized care plans
Advanced care plan (4)

Medication review in older adults (4)
Medications reconciliation (4)
Medications conciliation post-discharge (4)

Primary health care organizations who currently coordinate patient care with other health
care organizations using protocols (5)
Quality of care processes based on best practice guidelines
ñ look at integration of care across settings - chart reviews, medical records (3, 7)
Quality of clinical integration and/or coordination activities in multi-professional teams (7)
ñ various survey methods
Administrative communication (4)
ñ percentage of patients transferred to another health care facility whose medical

documentation indicated that administrative information was communicated prior 
to departure

Presence of key coordination activities (3):
ñ accountable provider or professional with responsibility for care coordination 
ñ clarity of responsibility
ñ communicate – quality of interpersonal communication and information transfer
ñ facilitate transfers across settings and as coordination needs change
ñ assess needs and goals
ñ proactive care plans
ñ monitor, follow-up and respond to change
ñ support for self-management
ñ links to community resources – provide information and guidance on care outside of

health system
ñ multidisciplinary teams in primary and community care
ñ home care support
ñ care management – case management and disease management
ñ medications management
ñ information and communication technology (ICT)-enabled care coordination (telehealth)

Domain 5. Organizational process and system characteristics
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Area

Experiences

Continuity 
of care

Supporting
holistic goals
and outcomes

Communication
and information

Shared 
decision-making

Care planning

Examples of potential measures

Improved people’s experiences of care (1,2)
Patient reported satisfaction with care coordination/integrated care (2, 3)
The proportion of people who use services who say these services had made them feel 
safe and secure (2)

Proportion of people who use services who report that they have as much social contact 
as they would like (2)
Person or family reports confusion or hassle (4)

Proportion of people dying at home or a place of their choosing (2)
Proportion of people with long-term conditions reporting they had enough support 
to manage their conditions (2)
Proportion of people who feel confident in managing their own health (2)
People reporting that all their needs were taken into account (8)
People reporting they were supported to achieve my own goals (8)
People reporting that the care they received helped them to live their life to the best 
of their ability (8)
Carers and family members needs taken into account (8)

Ability and knowledge on who to contact for care, especially when primary care services
are closed (2)
Doctor spending enough time with the patient (6)
Doctor giving easy to understand explanations (6)
Doctor giving time to raise concerns (6)
People reporting that they:
ñ were always kept informed about what the next steps in their care would be (8)
ñ the professionals involved talked to each other and worked as a team (8)
ñ knew who was the main person in charge of their care (8)
ñ had one first point of contact (8), who understood the person and their condition(s)

(8); could go to the care professional with questions at any time (8); and get other
services and help, and to put everything together (8)

ñ had the information and support needed in order to remain as independent as possible
(7, 8)

ñ see personal health and care records at any time to check what was going on (8) –
ability to decide who to share them with and correct any mistakes in the information 

ñ information given at the right times, appropriate to person’s condition and
circumstances, easy to understand, and up to date (8)

ñ told about the other services that were available, including local and national support
organizations (8)

ñ not left alone to make sense of information (8)
ñ ability to meet (or phone/email) a professional when needed to ask more questions 

or discuss the options (8)

Doctor/nurse involving patients in decisions about care and treatment (6)
People reporting they could choose the kind of care and support they needed and how
they might receive it (8)

When being discharged from hospital, was the family or home situation taking into
account when planning discharge (2)
Participation in care planning (6, 7):
ñ knowing what is in the care plan (8)
ñ care plan entered onto patient record (8)
ñ regular reviews of care plan (8)
ñ comprehensive reviews of medicines (8)
ñ care plan known in advance by professionals when using a new service, and respected (8)

Domain 6. User and carer experiences
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Area

Care delivery
and transitions

Emergencies

Examples of potential measures

Patients report unnecessary care (e.g. tests, procedures, emergency room visits and
hospitalizations) (3)
Patients report gaps in scheduled care – e.g. missed consultations, medical test, and/or
prescribed medications (6)
Clear plan when moving from one service to another (8)
Transitions undertaken without delays (8)
Advance knowledge of care transitions and next steps in care (8)
New service providers knew details of person and their preferences and circumstances (8)
Entitlements to care protected when moving from one jurisdiction to another (8)

People reporting they could plan ahead and could stay in control during emergencies (8)
People reporting they had systems in place so they could get help at an early stage to
avoid a crisis (or crisis escalation) (8)

1. Draft integrated performance and incentive
framework: Description and outline of potential
measures. Health Improvement and Innovation
Resource Centre, 2013 (available at
http://www.hiirc.org.nz/page/42610, accessed 14
February 2015).

2. Raleigh V, Bardsley M, Smith P, Wistow G,
Wittenberg R, Erens B, et al. Integrated care and
support pioneers: indicators for measuring the
quality of integrated care: final report. London:
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