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PREFACE

Since 2007, the Lucian Leape Institute has concentrated its mission on providing a
strategic vision for improving patient safety. The Institute’s primary focus has been
to identify new approaches to improving patient safety and to encourage key stake-

holders to assume significant roles in advancing safe health care practices.

In particular, the Institute has identified five vital transforming concepts that require
system-level attention and action: medical education reform; active consumer
engagement in health care; transparency as a practiced value in everything we do in
health care; integration of care within and across care delivery systems; and restora-
tion of joy and meaning in work and ensuring the safety of the health care workforce
(Leape et al. 2009). This report addresses the issue of care integration with the aim
of outlining the major barriers to effective integration and providing a framework for

further consideration and action among stakeholders.

In the course of conducting research for this report, the Leape Institute convened a
Roundtable to explore the issue in depth. This diverse group addressed a number of
questions: Why has care integraton been so difficult to achieve? What are the chief
obstacles to accelerating care integration at the level of individual care systems as
well as at the national level, as a matter of public policy? What levers can accelerate
the formation of integrated care solutions and move the nation to a system capable of
delivering consistently high levels of safety, effectiveness, and efficiency?

This report builds on the insights that emerged from the Roundtable’s discussions, as
well as research from the field and the experience of the Leape Institute members. It
should not be viewed as a consensus document, but rather as a summary of the Leape
Institute’s position on this important issue.

PREFACE
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OVERVIEW

Although the link between poor integration and preventable errors in patient care is
a recent finding, recognition of the importance of integration dates back at least 80
years. In 1932, the members of the independent Committee on the Costs of Medical
Care argued that greater specialization required close attention to coordinated and
integrated solutions (Perkins 1998). In 1973, the Health Maintenance Organization
(HMO) Act emphasized the importance of care integration to improve care for
patients and lower costs (Public Law 93-222, 42 U.S.C. § 300¢), a theme that was
repeated in the unsuccessful Health Security Act of 1993 sponsored by the Clinton
Administration (H.R. 3600, I.H., 1993).

Lack of care coordination and integration was identified as a major contributor to

the frequency of avoidable errors in patient care in the Institue of Medicine (IOM)
report 7o Err Is Human (Kohn et al. 1999). Care integration was presented as the
cornerstone for achieving high quality in the subsequent IOM report Crossing the
Quality Chasm (2001). The Agency for Healthcare Research and Quality (AHRQ)
has included care integration and patient safety in its scope of work since early in this
decade. Federal government administration arguments for the Patient Protection and

Affordable Care Act of 2010 included numerous references to this issue.

Poor integration affects patient safety in different ways depending on the care
requirements of a specific patient and is driven by such factors as illness, expecta-
tions, custom, and culture. Most failures of coordination occur during care transi-
tions, when there is a failure to transfer key pieces of information during handover
and to ensure the completion of essential tasks of care (Bodenheimer 2008). Exam-
ples include failure to transfer the results of medical tests and even the medical record
as a whole, specialists receiving little or no information from referring primary care

providers, and inadequate or missing discharge summaries.

Handover-related failures are made more likely by increasing size and diversity
of the teams involved in the care of individuals, and in the delivery organizations
involved in the care of populations. These problems are exacerbated by the growing

OVERVIEW
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diversity of the patient population in terms of both clinical and sociocultural require-
ments. In poorly integrated systems clinicians rarely address complex clinical prob-
lems through shared, real-time discussions and cooperative problem solving among
themselves. Even less frequently does shared decision making include the patient and
family. Instead patients are “tossed” from one specialized professional or service to
the next. The result for the patient and family can be conflicting therapies, increased
risk of drug-drug interactions, confusing instructions, and uncoordinated treatment

follow-up requirements.

Modern care delivery is extraordinarily complex. To protect the patient and avoid errors
requires a planned, coordinated, and fully integrated approach to care. In addition to the
complexity inherent in modern treatment for patients with difficult and often multiple
conditions, complexity is found throughout the care experience: in the number of
physicians involved, the number of professionals and support personnel required, the
multiple venues where care is provided, and the diverse requirements and expectations

of patients.

The more serious the illness, the greater the likelihood that the patient will suffer
multiple related illnesses, receive care from multiple caregivers in multiple settings,
need ongoing care, and require multiple drugs each with the potential to harm if taken
incorrectly or not monitored carefully (Pham et al. 2007). Each transition requires

another handover, either to another provider or

Coordination of care requires that
information flows with the patient,

another part of the system. Even for the same
provider, it may be difficult to maintain accu-

rate information over time. Coordination of care

insights are shared, treatments requires that information flows with the patient,
are coordinated, and decisions insights are shared, treatments are coordinated,

are transparent and collaborative.  and decisions are transparent and collaborative.

Failure to operate this way increases the potential

OVERVIEW

for harm (Sutcliffe et al. 2004).

Complexity is also driven by the changing disease burden that society bears. Already
the majority of care in the United States is directed to patients with chronic illnesses,
often with multiple conditions. Advances in diagnostic precision and therapeutic
effectiveness are accompanied by greater complexity and risks to the patient when
these advances are used inappropriately. This is especially true in the case of the more
serious chronic illnesses like diabetes, heart disease, stroke, and mental illness. As
our society ages, and as the effectiveness of health care continues to improve, we can
expect to see further growth in the prevalence of chronic illnesses and corresponding
growth in the complexity of the care processes they require.

The growth in specialization adds further challenges to the care process. Since the
end of World War II, the number of medical specialties has grown from 12 to more
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than 130 (Donini-Lenhoff and Hedrick 2000). For the past four decades, medical
students have gravitated to higher-paid, technology-oriented specialties. In 2010
graduates were four times more likely to choose to train and practice in a specialty or
subspecialty than in primary care or family practice (Jeffe et al. 2010). Specialization
has also affected the supporting professions, as the number of categories of support
personnel in health care has grown from 10-12 just after World War II to more than
200 today (Ruzek et al. 1999).

Changes in primary care are of particular concern because of the role primary prac-
titioners have played historically in coordinating the care of their patients, as well as
expectations of the new role they might play in the future in the medical home model
of primary care (Friedberg et al. 2009). Traditionally, specialists have played a
minimal role in coordinating the patient’s overall care. Not only are the primary
practitioners of today reduced in number, those in practice have increasingly less time
to devote to care coordination (Bodenheimer and Pham 2010). In addition, few insur-

ance plans pay for coordination of care.

While some argue that rebuilding the primary care infrastructure can offset the nega-
tive impact of specialization on care integration by providing a medical home for the
patient and greater care coordination among the various specialists and service
providers, the numbers do not add up. The Association of American Medical Colleges
(AAMC) predicts a shortage of 50,000 primary care physicians by 2025, part of an
overall shortage of 157,000 physicians by that time (AAMC annual meeting 2008).
Promising pilots are under way. However, the cost and time required to create a new
delivery model driven from primary care providers make this alternative highly chal-
lenging. In the absence of effective primary care, disruptive direct-to-consumer solu-
tions are emerging that are unrelated to the medical care system and that can further
fragment care, at least in the shorter term (Goldsmith 2002).

In addition to the above, a host of other factors add further complexity to medi-

cal care. For example, the nation’s public and private R&D establishment carries out
more than $100 billion of health-related research and development work each year,
producing a fire-hose-like stream of innovations, discoveries, new treatments, new
diagnostic tools, and new devices annually that have overwhelmed the ability of
doctors and the delivery system to incorporate them safely and cost effectively
(Research! America 2011). Many service innovations are associated with the creation
of new commercial entities, such as disease management and wellness companies,
that further increase the number of players involved in the care of an individual
patient and the complexity of organizational boundaries that must be traversed to
provide seamless, coordinated care. Increasingly patients must navigate through a
disjointed and fragmented array of hospitals, clinics, outpatient services, nonphysi-

cian solutions (e.g., ready clinics), online support systems, and more, to get their care.

OVERVIEW
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OVERVIEW

Another complicating factor is the U.S. system for financing health care. Patients and
their families face a blizzard of choices of how to pay for their care, as employers
shift costs onto employees and their families or offer a widening array of financing
solutions. Adding further complexity is the growth of “alternative medicine,” also
called “complementary medicine,” which may offer a series of diagnostic and thera-
peutic options that lie outside traditional allopathic medical care. Despite potential
adverse interactions with allopathic care, patients are often reluctant to disclose their
use of alternative treatments to traditional providers (Eisenberg et al. 2001).

Modern health care presents a difficult challenge: as our ability to recognize and treat
disease continues to grow, so too does the complexity of delivering those solutions

to each patient and to populations. As a consequence, the risks of harm also rise
unless careful attention is given to the way care is organized and delivered, that is,

to the system of care delivery itself (Shortell and Singer 2008). The system must be
designed to protect the patient while ensuring that he or she receives the full benefits
of the remarkable advances that have occurred over the past century (Bohmer 2009).

And here we arrive at care integration, the planned, thoughtful design of the care
process for the benefit and protection of the patient. Unfortunately, physicians and
leaders of delivery systems (with notable exceptions such as those at the Mayo
Clinic, the Geisinger Health System, and Kaiser Permanente) have been unwilling

or unable to embrace greater care integration. As described in Crossing the Quality
Chasm (IOM 2001), most patient care is fragmented and uncoordinated. Where inte-
gration has occurred, it is most often structural: assembling piece parts under a single
governance umbrella while leaving the underlying care delivery processes largely
untouched (Nolte and McKee 2008).

The care delivery system is struggling to escape the straitjacket of physician auton-
omy and economic independence, a payment system that reinforces fragmentation
and independent decision making, and a regulatory framework that places legal
responsibility on the individual professional without corresponding accountability of
the team or the system within which that professional works. The medical education
system reinforces these expectations and does little to prepare new physicians for the
team-based, interdependent work that is required to achieve high-quality and safe care.

This, then, is the challenge. In the following sections we identify the barriers to care
integration and discuss actions that could facilitate moving past them. Because we
have encountered a variety of definitions and assumptions in our discourse, we begin
with a discussion of taxonomy. We then explore the major barriers to greater integra-
tion. In the final section we discuss ideas for accelerating the integration agenda in
the United States.
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WHAT DO WE MEAN BY “CARE INTEGRATION”?

There is little agreement about the term “care integration.” It is loosely applied to
so-called integrated delivery systems (IDSs) that share structural similarities at the
organizational and governance levels. Shortell and colleagues provide a functional
definition that emphasizes coordination of care and value to patients, referring to

“clinical integration” as

the extent to which patient care services are coordinated across people,
functions, activities and sites over time so as to maximize the value of
services delivered to patients. (Shortell et al. 2000)

This definition was referenced in the IOM report Crossing the Quality Chasm (2001).

McDonald and colleagues reverse the concepts, using the term integration to describe

care coordination as

the deliberate integration of patient care activities between two or more
participants involved in a patient’s care to facilitate the appropriate deliv-
ery of health care services. (McDonald et al. 2007)

and additionally as

the responsibility of any system of care (e.g., accountable care organiza-
tion [ACO]) to deliberately integrate personnel, information, and other
resources needed to carry out all required patient care activities between
and among care participants (including the patient and informal care-
givers). (McDonald et al. 2010)

Singer and colleagues emphasize the importance of the patient’s experience, par-

ticularly in cases of chronic disease, in defining whether or not his or her own care
is successfully integrated. They said, in effect, that care may be coordinated by the
organization, but it is not integrated unless it meets the patient’s needs. They define

integrated care as

patient care that is coordinated across professionals, facilities, and support

systems; continuous over time and between visits; tailored to the patients’

WHAT DO WE MEAN BY “CARE INTEGRATION"?

7
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needs and preferences; and based on shared responsibility between patient

and caregivers for optimizing health. (Singer et al. 2011)

Burns and Pauly (2002) introduce a different construct that emphasizes organiza-
tional structure. They examine the success of efforts to integrate patient care that

are either horizontal or vertical. Horizontal efforts refer to activities that focus on
building coordinated systems for the care of patients across the care process; vertical
efforts refer to the assembling of piece parts—such as people, information systems,

physical assets, capital—under a common organizational structure.

Our concern is with care integration, the process and activities through which health
care delivery organizations and systems achieve integrated care at the level of the
individual patient, so we will focus on “clinical integration” in the sense that Shortell
et al. and Singer et al. define the term. To the extent that other approaches to inte-
gration can enhance the integration of care processes, we will include them in our

analysis.

For practical purposes, care integration includes several critical components:

1. Handovers: Practitioners’ work is largely independent, but each depends on
receiving critical information from another.

2. Sequencing: One task or decision often must await completion of another.'

3. Interdependency: Members of a multidisciplinary team, including the patient
and family, engage in the back-and-forth of decision making and task execu-
tion and need to know what the others are doing, how the others are thinking,
and what alternative conclusions are being considered based on the different

perspectives in the team.?

4. Storage and retrieval: Key information that might be relevant later in a
patient’s care is stored for future access: medications, allergies, discharge
instructions, procedures, observations, and so forth.

These aspects of care integration do not carry the same weight for each patient or
clinical circumstance. Their relative importance will vary according to the type of
health problem the patient has, the nature of the care they are receiving, and the sys-

tem in which they are receiving it.
Care integration can occur at two levels: the process of care and the activities that
make up these processes. Care processes are of two basic types:

1. Sequential processes are those that can be well defined ahead of time and are

roughly linear; for example, a care pathway for management of a stable chronic

! Thompson (1967) labeled this “serial” interdependence, when one professional’s inputs are another’s
outputs, and vice versa.

2 In Thompson’s (1967) terms: “reciprocal” interdependence.

WHAT DO WE MEAN BY “CARE INTEGRATION"?
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disease of adulthood, such as diabetes, in which tasks and decisions occur in a

defined sequence and on a predictable schedule.

2. Iterative processes are those with multiple feedback loops, branch points, and
dependencies (“if this, then that” kinds of processes); for example, the process
used in the workup of a patient presenting a diagnostic dilemma or multiple
severe diseases whose treatment is contingent on additional information or
interim results (Bohmer 2009).

A sequential process is usually found in the execution of a known treatment to a well-
characterized problem, whereas an iterative process is typical in the diagnosis and
subsequent management of complex or ambiguous health problems. In both, the goal
of integration is to connect the activities of the many professionals contributing to

the many steps in a care process so that data, activities, and decisions flow smoothly
and reliably among them. Integration is most challenging when the diverse members
of a multidisciplinary team engage in collective problem solving necessitating shared
decision making within the team, among multiple specialists, and with the patient and
family, often requiring face-to-face, real-time discussions over long periods of time

and in multiple sites of care.

The processes described above are not mutually exclusive. And well-designed care
processes of either type can include examples of both individual and collective deci-
sion making depending on where the patient is in his or her care journey.

Within these processes there will be circumstances in which coordination among
steps in a process can be “programmed” and others in which they cannot. When
uncertainty is relatively low, care processes can be standardized, and coordination
between steps in a process or multiple processes can be prospectively programmed
with protocols, value stream maps, computerized decision rules, and the like. When
uncertainty is high—the diagnostic or therapeutic dilemma, for example—processes
are more variable, less predictable, and it is more difficult, and dangerous, to pre-
scribe the care.

The choice of methods to integrate care, then, is contingent on the nature of the
care that one is dealing with and the clinical processes used to deliver that care.
Key considerations include: the site where care is given (one site, multiple sites);
the time frame in which it is delivered (all in one visit, multiple visits, hours/days/
months/years); and predictability—that is, the degree to which care needs and pro-
cesses can be predicted ahead of time rather than developed in response to informa-
tion and reactions in the care process itself. The fully integrated care process will
vary, then, depending on the specific condition, the population, individual patient
biology and values, and the extent to which care can be predicted based on existing

medical science.

WHAT DO WE MEAN BY “CARE INTEGRATION"?

9
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APPROACHES TO CARE INTEGRATION

Complex care, by its very nature, crosses multiple professional, organizational,

and physical boundaries. In the past, joining multiple care organizations under a
single corporate structure—the integrated delivery system—has been proposed as a
mechanism of care integration. However, evidence suggests that the care delivered
by these institutions is not necessarily more integrated than that delivered in other
settings (Tollen 2008); that is, structural integration at the organizational level does
not guarantee care integration. Integrated care for individual patients requires intra-
organizational structures, processes specifically designed to manage the care across
these boundaries, such as pathways, and people with the time and training to make

them work, including teams and staff with care coordinator roles.

Integrated practice units (for example, stroke centers and women’s health centers)
may be suitable to promote integrated management of a specific complex condi-

tion with known associated comorbidities. They may be less well suited, though,

in circumstances of multiple primary conditions or for patients with long-term
chronic conditions for which most of the care is in the community. In these situations
patients’ providers are integrated only inasmuch as they are part of the same “care
ecosystem,” and integrating cases requires something more responsive and dynamic

than an organizational structure focused on a particular condition.

Options for integrating care across broad ecosystems include assigning someone
devoted to the specific role of care integration (often a family member but potentially
a “care navigator”) and developing an information system that captures essential data
and runs predictive algorithms that help plan future care needs. These are, however,
only partial solutions. While some evidence suggests these interventions facilitate
better care integration (Liang 2010), much more needs to be done to integrate care for

patients with complex, chronic conditions.

We conclude that care integration requires multiple approaches in order to respond to
the complexity of care for a diverse population. To do so requires care integration on
multiple fronts, within and across organizations.

APPROACHES TO CARE INTEGRATION
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THE BARRIERS

A host of barriers make care integration difficult to achieve in the U.S. health care
system. Alone, any one of them poses a formidable challenge; together they form

a seemingly impenetrable obstacle to achieving the integration goal. While we
acknowledge the difficulties they create, there are specific actions that can overcome
them. In this section we discuss the most significant barriers that stand in the way of
care integration. In the next, we discuss actions that could accelerate progress on the
integration agenda in the face of these barriers.

Physician Autonomy

Deeply ingrained in the profession of medicine is the teaching that a physician has an
individual and personal responsibility for his or her patient; this includes providing
the best possible treatment and ensuring that he “does no harm” to his patient. This
personal responsibility is core to a physician’s training and for most defines what it
means to be a physician professional. It is also a foundational principle in the code of
professional ethics for the medical profession, drives legal accountability in licensure
and tort actions, and is reflected in the fee-for-service payment model for doctors
(and other health professionals).

This model of the autonomous physician deciding for the passive patient informs the
image of the physician that appears in popular culture (e.g., television series such as
“ER” and “House”). Patients’ dependence on their physicians has been reinforced

by the information asymmetry that has existed (and been protected) between the two
parties. This construct was appropriate 50 years ago when most care involved a single
physician supported by a handful of modestly trained professionals. Then it was
important for the safety of the patient that the doctor be the “captain of the ship”; he
or she was the best-trained person to do this.

But medical science and technology have advanced far beyond those days. The
disease burden in our society has changed as well. Rarely now is a patient cared for

by a single physician acting from his office with a small office staff. The majority of

THE BARRIERS
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care provided in the United States today is for chronic illness (Vogeli et al. 2007), and
the proportion is likely to grow as the population ages and as acute care continues

to improve. The average patient with a single chronic illness will be cared for by six
to nine physicians, at multiple sites, over a prolonged period of time (Vogeli et al.
2007). Moreover, patients and their families are increasingly better informed and able
to take a central role in decision making, effectively becoming “coproducers” of their
own care. Especially in chronic illness care, they are their own primary caregivers,
managing their medications, lifestyle changes, diets, exercise and physical therapy, as

they live with their illnesses 24 hours a day, seven days a week, year round.

Specialization has introduced new standards of care and made it increasingly impor-
tant that patients receive the benefits of multiple points of view in order to have the
best outcomes. Often the situations are complex, requiring professionals to solve
problems together, work collaboratively with each other and the patient and family
to craft the best solution for a particular patient. In addition, effective chronic disease
management requires resources that complement the skills and perspectives of the
physician: nurses, pharmacists, health educators, social workers, advocates, commu-

nity support groups, and more.

The principle of the autonomous physician as articulated in the mid-20th century
(described in Starr 1982), then, is ill-suited to address the problems that many
patients have today, where optimal solutions

Explicit teaching about teams,

require collaboration, shared decision making,

and cooperative care management. Continuing

teamwork, team membership, and to inculcate in medical students the concept of
team leadership remains a relatively  the autonomy of the physician is a formidable
small part of medical education. barrier to preparing them for the collaborative

activities and interactions required in an inte-

grated care process for the patient. In fact, we
believe it may be the largest single barrier that stands in the way of successful care
integration going forward.

It is disturbing indeed that, in spite of widespread acceptance that care is increasingly
a team-based undertaking (Grumbach and Bodenheimer 2004), explicit teaching
about teams, teamwork, team membership, and team leadership remains a relatively
small part of medical education (Baker et al. 2006). As noted in Unmet Needs, the
report published in 2010 by the Lucian Leape Institute on reforming medical educa-
tion, the physician education process still often involves “shame and blame”—poor
building blocks for cooperation and collaboration (Lucian Leape Institute 2010).
Students continue to be selected for admission to medical schools on the basis of
their achievements in biologic sciences rather than their propensities for, and abilities

in, group-based problem solving.

THE BARRIERS
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Absence of a Generally Agreed Framework or
Management System

A second barrier to the integration of care is the lack of a widely approved approach
to the design and management of health care delivery systems and organizations.
Numerous authors have offered frameworks for addressing the complexity of modern
care delivery. These range from ways to categorize organizations contributing to care
delivery (integrated networks, accountable care organizations); to ways to structure
an individual care delivery organization (focused factory, integrated practice unit,
medical home); to how to design and manage the small-scale operations that are at
the heart of any complex delivery organization (microsystems, care platforms); to

ways to create incentives for system

restructuring (managed and value- .
g(, _ g _ There is no commonly accepted framework
based competition, consumer-driven

health care). for addressing care delivery in three

crucial dimensions related to integration:

Equally confusing has been the pleth- organizational structure, organizational

ora of management techniques that design, and management system
. .

have been used to try to improve the

process of care. For more than 20 years

the Institute for Healthcare Improvement has provided education, networks, learning
collaboratives, and campaigns for hospitals, health systems, and clinicians to learn
about and share their experiences with a wide range of management tools and phi-

losophies designed to improve the patient care experience.

Wagner and colleagues have defined optimal care processes for chronic disease
management and trained more than 100 hospital and health system leaders in how to
implement such approaches (Wagner et al. 2001). The Advanced Training Program
developed by Intermountain Healthcare (Salt Lake City, Utah) trains practitioners to
apply the principles of evidence-based medicine to the improvement of individual
care processes. A radical transformation is under way at Virginia Mason Medical
Center in Seattle, Washington. The institution has engaged in a decade-long program
to implement the Toyota Production System, the original “lean” manufacturing, as its
management and operating system, with the goal of producing significantly improved
care experiences for its patients through care integration, patient engagement, and

deeply analytical planning (Kenney 2011).

In spite of such advances, there is no commonly accepted framework for addressing
care delivery in three crucial dimensions related to integration: organizational struc-

ture, organizational design, and management system.

Organizational structure. First, we have no clear agreement about the nature of the
organizational structures that support or, even better, stimulate the integration of care
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at the level of the patient. While a handful of organizations consider themselves fully
integrated health systems, efforts to replicate their practices in the rest of health care
have, for the most part, failed.

Throughout the last two decades, a number of institutions have assembled piece parts
of care delivery under a single ownership. Labeled integrated delivery systems, these
share common characteristics, typically integrated ownership and governance and
some efforts to achieve economies of scale through purchasing and consolidation of
back-office functions (Shortell et al. 2000). But the lack of progress on care integra-
tion itself (Burns and Pauly 2002) suggests that these structural steps have little or no
relationship to care integration, or else that the barriers to achieving care integration
are strong enough to resist this obvious “first step” move of structural integration.

The Patient Protection and Affordable Care Act, signed into U.S. law in 2010, con-
tains incentives for and loose definitions of accountable care organizations (ACOs),
which are intended to stimulate the formation of health care systems with account-
ability for an enrolled population and provide internal incentives to operate in a more
integrated fashion. The state of Massachusetts is moving ahead with a similar effort
as part of a long-term strategy to transform the care delivery system (Mechanic et al.
2011). In both of these cases it is too early to tell whether or not they will motivate
greater integration at the care delivery level.

Organizational design. Second, we have no agreement on the appropriate organi-
zational design of care delivery. Care delivery currently occurs across a growing
number of silos: ever-smaller, ever-more-atomized collections of people and support

resources that reflect the ongoing march of ever-greater specialization.

Some organizations, such as Intermountain Healthcare, have tried to break down
these silos by creating pathology-specific services, such as heart care. In this model,
budgets are rolled up from the silos, physicians and others are part of a larger
program, and patient care is coordinated more closely within the service. Similar
efforts have been applied sporadically across the hospitals and health systems of the
country, with the creation of centers that focus on joint replacement or breast dis-
ease, for example (Porter and Teisberg 2006). But most of health care looks exactly
like its pattern of growth: a haphazard collection of loosely affiliated activities that
exist side-by-side within a system and that appeared in response to the next “new
thing”—the next advance in medical technology or knowledge, or a new area of

specialization.

Historically the division of health care services within a diversified delivery organi-
zation has been guided by a 19th-century understanding of gross pathology: observ-
able cardiac, renal, and hepatic pathology driving the creation of departments relating
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to heart, kidney, and liver disease, for example. Such an approach has increased the

number of boundaries that patients with complex conditions have to cross.

In recent years, managers have experimented with alternative organizing frame-
works—for example, disease centers that combine medical and surgical services for
a common set of medical conditions or services in which the unifying factor is the
similarity of care tasks applicable to many different clinical conditions, such as dis-
ease management or screening services. Intermountain Healthcare, mentioned above,

is one such example.

Management system. The final issue concerns the lack of agreement on a manage-
ment system that best supports care integration; that is, the philosophy, tools, ana-
lytics, and expertise (see next section) that promote integration. Many approaches in

common use are actually counterproductive.

One example is the classical health care delivery system that employs the “expert”
model as its management system. This results in a collection of medical staff-driven
departments, organized by specialty. Management is shared, with a chief of staff
overseeing the medical staff and related clinicians, and a lead administrator who has
responsibility for the support functions, capital management, and financial systems.
Both report to a board of directors, typically made up of “experts” from the com-
munity, the CEO, and representatives from the medical staff. Not surprisingly, this
system results in decisions that are weighted toward internal considerations, such as
how well one internal interest group stacks up against another, or how well the medi-
cal staff is serving its individual physician members. The physician experts dominate
in this model. This perspective creates a significant barrier for the cooperation and
patient focus required to break down the expert-based silos.

For the past 25 years numerous organizations, most notable among them the Institute
for Healthcare Improvement, have introduced a variety of management methods into
health care from outside the industry. As a result, many health systems have adopted
total quality management approaches, striving to achieve more effective and effi-
cient care within and across departments. Staff have been trained; projects have been
started; results have been mixed (Hackman and Wageman 1995).

While these tools have often proven helpful, and have resulted in reported signifi-
cant improvements in care quality and efficiency, they have been for the most part a
collection of tools that help the organization improve without fundamentally trans-
forming the way in which the system is managed, or without attacking the underlying
silos and fragmentation inherent in the organization itself. Often the improvements
have been reported within a particular department or section of the system; far less
frequent have been reports of success across departments, and rarer still are sustained
improvements across an entire care process that involves multiple sites or protracted

care periods (as for example in chronic disease management).
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A variation on the total quality management approach has been incorporated at
Cincinnati Children’s Hospital and at Denver Health and Hospitals System. In each
case, the management teams have become highly developed experts in total quality
management. But they have added another component as well—namely, the involve-
ment of patients and families in the design of care delivery processes. At Cincinnati
Children’s, for example, some 50—60 care delivery processes have been redesigned
by teams that include patients, families, experts, clinicians, support staff, and man-
agement working together, using the tools of total quality management to support the

process.

As mentioned, the most radical application of a new management system has
occurred at Virginia Mason Medical Center, where the team has incorporated the
philosophy, tools, analytics, and expertise of the Toyota Production System into
every aspect of their management of the institution (Kenney 2011). As at Cincinnati
Children’s, they have engaged patients in the design of their transformation. Virginia
Mason’s journey, now 10 years old, has enabled the system to create more than 50
fully integrated care pathways, called “value streams,” focused on ensuring that each
patient receives the right care at the right time in the right way at the right price.
These are patient-centric solutions designed to bring together all the expertise, sup-
port, technology, information, and decision support systems required to meet the
needs of the patient, whether in the hospital, the outpatient setting, or the home. Thus
Virginia Mason presents by far the most fully developed example of a management
system designed to promote care integration.

The lack of a commonly accepted approach to management—including structure,
organizational design, and management processes—means that efforts to integrate
care have been haphazard, random, and isolated. This is in spite of an evolving con-
sensus among many researchers about what the essential elements of a management
approach must be. These include the specification of evidence-based care processes,
the differentiation of value-adding and non-value-adding activities, the importance of
measuring both adherence to such processes and their impact on individual patients’

health, and the importance of aligning the organization’s structure and incentives.

This absence of a generally agreed approach to management is the second major
barrier to accelerating care integration. For the most part health care systems employ
a professional-oriented organizational design even when structural changes have
occurred to “integrate” at the institutional level, or when total quality management
tools have been incorporated into the ongoing management processes of the institu-
tion. Decisions about care are usually made to support the individual physician, often
at the expense of the longer-term health of the institution itself, and not always for the
benefit of the patient. This approach also means that care integration—which requires
cooperation, often sacrifice, and certainly compromise across specialties, professions,
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and support teams—cannot move forward. Certainly there is little role for the patient
or the community in such systems. But without their perspectives, it is difficult to
integrate care to benefit the patient, which remains the ultimate goal of integration.

Lack of Expertise

The contrast between health care and other industrial sectors is striking in the paucity
of production design experts involved with the people actually doing the work on a
day-to-day basis. Unlike companies such as General Electric, Agilent, or Hewlett-
Packard, for example, most health care systems employ few, if any, industrial design
engineers. Nor do they provide extensive training or preparation in the use of the
tools of production and operational design and management. One exception is the
Virginia Mason Medical Center, which has committed significant resources to devel-
oping the expertise required to transform its entire management system: over the last
eight years, large numbers of the Virginia Mason staff—including doctors, nurses,
other clinicians and support staff, and management—have traveled to Japan to par-
ticipate in a training program at the Toyota Institute and visit plants using lean meth-
odologies. ThedaCare, Denver Health, and Intermountain Healthcare have prepared

experts in their own domestic programs and have achieved similar improvements.

Without this expertise it is difficult to see how an industry as complex as health care
delivery can hope to achieve greater care integration. A huge deficit exists both in
the expertise required to undertake the initial design and transformation, and in the
expertise required to measure, analyze, and learn as systems are changed. Both are

required to continually improve the processes based on actual experience.

Lack of Leadership

Strong, unwavering leadership—by the board of directors, the senior leadership
team, and clinical leaders—is required to implement the frameworks that enable care
integration, build the expertise to support organizational transformation, and drive
the many difficult changes needed in complex health care institutions. Leaders must
present a unified front and carry out a multiyear campaign if they are to be successful
at building more fully integrated institutions at the level of care delivery. But aligned
leadership is not the norm in health care. Many board members are recruited for their
philanthropic contribution more than their expertise in health care or institutional
transformation (Kane et al. 2009). They often are not extensively involved in clinical
quality but are focused instead on the demands of independent medical staffs and the
institution’s financial well-being (Jha and Epstein 2010).

Modern leaders face an important conundrum: how to balance the best interests of

each individual patient with those of the institution and of the total population of
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patients served by the institution. Each is a different imperative and a distinct moral
framework. While these imperatives sometimes overlap, they do not always, and
so leaders must be prepared to make tradeoffs between the interests of health care’s
multiple constituencies and decisions that may not serve the interests of the indi-

vidual physician.

Such tradeoffs often occur around standardization of practice or equipment, alterna-
tive sites of care, and the scope of practice of the nonphysician workforce, where
what is best for the quality, safety, and efficiency of patient care may cut into the
income stream and independence of the doctor. Not only must leaders be well
versed in change management, they must also be strong and unwavering enough to
withstand the inevitable pushback that occurs when organizations are under stress.
Moreover, the experience of leaders in quality and safety has confirmed that funda-

mental change must be driven from the top.

At Virginia Mason and Cincinnati Children’s Hospital, for example, the board of
directors is intimately involved in the organization’s change processes, in many
instances driving them, holding senior leaders accountable, and assessing progress on
a regular basis. The system CEOs are secure in their roles as long as they perform as
required by the board. Resistance from within the institution is expected. The board
and the CEO in both instances are involved in reassuring the organization and provid-
ing the leadership required to move beyond the resistance. Responsibility for integrat-
ing the organization is not delegated to the CEO or some other leader. The board and
the CEO do this together, supported by the experts and the other system leaders.

Reimbursement and Regulation

If the physician culture impedes care integration, the fee-for-service reimbursement
system reinforces that culture. Its focus is on rewarding the individual physician, and
it places greater value on procedures and interventional medicine. This emphasis is
antithetical to the cooperation, coordination, team-based care, thoughtful problem
solving, and creation of community linkages that are required for care integration and
effective, safe care delivery. Indeed, the current system often creates perverse incen-
tives. Efforts to integrate care, to rationalize the work and patient flow for the benefit
of the patient, to create a safe environment for worker and patient alike, may result in

lowered revenues or greater legal exposure.

Regulatory frameworks also reinforce the culture of the autonomous physician and
the individual practitioner, as well as the culture of blame that inhibits cooperation
and collaboration. Professional licensure focuses on the individual professional, not
the institution or the team. Tort laws are written to punish the individual profession-
als who fail in their duties to the patient. Clinical practice rights are hotly disputed as
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the professional territory of one group (e.g., physicians) is invaded by another (e.g.,
nurses). Hospital bylaws provide some tools for institutional oversight over indi-
vidual practice within the hospital, it is true; but corporate practice of medicine laws
in many states also limit the extent to which institutional oversight can be exercised.
Nonetheless, increasingly health plans and health systems are being held to account
for the care provided by the professionals under contract to them or under their con-
trol (Morreim 2001).

While a number of health systems have demonstrated how to move forward in the
current environment, the disincentives represent an important barrier to effective
integration. This is acknowledged in recent health reform legislation, in that the
U.S. Department of Health and Human Services has been directed to develop pay-
ment reform demonstrations that encourage team-based care and the formation of
accountable care organizations (ACOs) through the use of “bundled” or prospective
payment schemes.

Popular Culture, Common Wisdom

A final—and serious—barrier to care integration is the perspective of the public in
the United States about their health care. According to a number of national surveys,
most people want to be able to choose their own doctor and are satisfied with the one
they have (Enthoven et al. 2001). Yet they often cannot get an appointment to see their
physician when they need to, and only 60% can identify their personal physician by
name (Cabana 2010). In one survey, 57% of respondents described their experiences
with the care system as “confusing,” “disjointed,” a “nightmare to navigate”; this
was especially true for those with chronic illnesses, multiple problems, or complex
care requirements (Picker Institute 2000). Patients cared for in an organized “system”
describe their satisfaction with care as significantly higher than do those cared for in
the fragmented, individual physician—based models (Enthoven et al. 2001).

Yet most Americans remain suspicious of organized approaches to care, do not
understand what “care integration” means (Mechanic 2001), and are worried about
becoming “just a number” in an impersonal care system. At the same time, people
report that they are frightened about what will happen when they are diagnosed
with a chronic illness, both in terms of the financial burden it will impose, and the
lack of coordinated, integrated care that they are likely to receive from the cur-
rent system (Emanuel et al. 2000). They show their willingness to use alternative
care solutions, such as ready clinics and the like, and they utilize emergency rooms
increasingly as their primary care of choice, often because they cannot (or are not
aware that they can) get in to see their primary physician when they feel they need
to (Bazargan et al. 1998).
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These confusing points of view pose a major hurdle for leaders who seek to transform
care toward more integration, greater coordination, enhanced personalization, more
reliable quality, and greater safety. Though slowly changing, popular culture in the
United States, with its traditional emphasis on individual effort, reinforces the value
of the autonomous doctor. Stories about teams of caregivers who share in solving the
complex problems of chronic disease care, who cooperate and collaborate instead of
acting as independent agents fighting the system on behalf of the patient, are harder
to tell.

It has also proven difficult to communicate about the failings of the current delivery
model. While the Institute of Medicine report 7o Err Is Human (Kohn et al. 1999)
created a public stir, even outrage, the impact was short-lived. And certainly, the
recommendations about greater “systemness” have taken a back seat to efforts to
hold individual clinicians more accountable for errors (Wachter 2010). The subse-
quent IOM report, Crossing the Quality Chasm, was deeply critical of the U.S. care
system in terms of quality and safety, yet the popular debate over the past 10 years
has focused on whether or not the United States has the best health care in the world.
That the evidence is to the contrary—the United States ranks low in international
comparisons of population health status, health quality, value-for-money, and other
factors (see, e.g., Schoen et al. 2007)—appears to be irrelevant to the debate; the
root causes for this dismal performance are ignored in favor of “feel good” stories of
heroic efforts to prolong someone’s life by a few months.

Until the language of care integration creates a positive view that offsets the popular
mythology of today, it will be hard for system transformers to carry out their work.
Just as physicians fought the power of so-called managed care organizations by stok-
ing the fears of their patients (Enthoven and Singer 1998), clinicians who resist care
integration will be able to find allies in the community unless care system leaders are
able to build stories that effectively communicate why integration will benefit each

individual patient.
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Efforts to promote care integration are rapidly evolving. Thus any discussion about
ideas for accelerating the pace with which care integration occurs must be consid-
ered a work in progress. Nevertheless, our report on integrating health care would be
incomplete without considering steps necessary to confront the formidable barriers
that stand in the way. The path forward will undoubtedly be difficult. The diverse,
fragmented nature of the care system itself makes it unreasonable to expect a system-
atic, one-size-fits-all approach, or that a specific agency or organization will assume
responsibility for driving the agenda forward. Instead, if integration efforts are to be
accelerated, then consumers, multiple agencies, institutions, and care systems will

need to be involved to create momentum and raise awareness.

Below we describe several opportunities that relate directly to the preceding discus-
sion. While these ideas address critical issues, we do not mean to suggest that they
represent a comprehensive prescription for achieving widespread reform. Rather,
they are initiatives that could—especially in combination—begin to accelerate care
integration. The six ideas are presented in summary form; only where we believe the
rationale for a specific idea may not be obvious from the preceding discussion do we

provide a more expansive context.

Shared Understanding

First, we need mechanisms for establishing a shared understanding among public
and private stakeholders, from the White House and the Centers for Medicare &
Medicaid Services (CMS) to the media and consumer advocacy groups, regarding
the link between care integration and patient safety. Such mechanisms might include
joint working groups or public forums, any opportunity that would allow open
dialogue about consumer needs and experience and strategies for addressing them.
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Best practices for improving care integration, including tools that enable consumers
to serve as their own advocates for safer care, should be cataloged and promulgated.
Tools intended for consumers must be designed in partnership with patients and fami-
lies to ensure that they are realistic with respect to actions or responsibilities patients
and families are comfortable performing.

The shared understanding among stakeholders should also be communicated publicly
to raise awareness of the importance of care integration to the public’s well-being and
that of their families and loved ones. Patients’ stories that contrast their integrated
care experiences with those in fragmented care systems could be key to an effort

to shift expectations. Information about the benefits of an integrated approach for
patients’ experience and outcomes may be particularly helpful in reaching patients,
families, and consumers. Patients and consumers need guidance regarding how to
work with their providers to obtain integrated care solutions even when the care itself
has not moved to the levels of formal integration described in this report.

Patient Engagement

Patients, their families, and representatives from their communities can play key
roles in accelerating movement toward clinical integration, notwithstanding the
current general lack of shared understanding about the link between integration and
patient safety.

Their impact can occur at three levels. First, when patients and family members are
active participants in process improvement activities and care redesign efforts, they
can identify gaps in integra-

When patients, their families, and representatives
of the community participate in reviews of the

tion and offer solutions that
are effective—and often more

practical and cost effective

performance of the organization, their viewpoints than those that clinicians
shape expectations for patient-centered, design. When patients and
integrated performance. families tell their own sto-

ries to members of a clinical

care system, the organiza-
tional culture begins to reflect patient-centeredness. These stories slowly shape
the way clinicians speak, think, and behave toward patients, especially if patients
participate in conversations at board meetings, leadership meetings, and throughout

the organization.

The next level is organizational accountability. When patients and their families—and

sometimes, depending on the issue, representatives of the community—participate in
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reviews of the performance of the organization, their viewpoints shape expectations
for patient-centered, integrated performance. This should not occur to the exclusion
of the professional or expert perspectives, of course; but it can help the institution
achieve a balanced view of what qualifies as excellent performance along the dimen-

sions of clinical integration.

The final opportunity for patient engagement is in care process design itself. As
highlighted in this report, a number of institutions have successfully incorporated
patients, families, and community members on design and problem-solving teams

to ensure that solutions balance different perspectives and are patient-centric. These
examples demonstrate that patient involvement is both an important consideration in
and a potent lever for improved integration. Though patient involvement is a critical
component, organizations must not treat it as a panacea for their integration failings.
Treating patients as members of the care team will require that they be adequately
supported in this role. Integration cannot be outsourced to patients and family mem-
bers, but rather must be met with internal resources, infrastructure, leadership, and

intentionality to bring about needed change.

Measures

We need measurements that gauge care integration and the clinical and economic
performance that results from it and that reflect the diversity of patient preferences
and needs in U.S. society. Moreover, a clearinghouse of measures that reflect the
diversity of integration requirements for distinct patient populations would be ben-
eficial, particularly if coupled with an advocacy effort to incorporate these measures
into public reporting systems that are widely available and advertised across the U.S.
population. Measures should be continually refined and improved based on experi-
ence in use. Organizations like CMS and the Joint Commission should encourage the
measurement of care integration in their accreditation requirements as soon as a vali-
dated tool becomes available. One step in this direction will be the addition in 2013
of the Care Transition Measure to the Hospital Consumer Assessment of Healthcare
Providers and Systems (HCAHPS) standard survey required by CMS (CMS Office of
Communications 2012).

Evaluation

Robust assessment of delivery system effectiveness could prove critical. A hopeful
sign is the inclusion of health care systems, such as those for coordination of care for
patients with multiple chronic conditions, among the recommended national priorities
of the new Patient-Centered Outcomes Research Institute (PCORI 2012). Significant
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investment in such clinical effectiveness research could facilitate the cataloging

and promulgating of best practices for integrating care. This could be a significant
improvement opportunity because all PCORI funding requires that patients and fami-
lies be included in the design and implementation of the research. Funding for this
“applied” care delivery research, on the order of at least 20-25% of the total federal
investment in medical research and development, is the level at which real progress

might be achieved.

Education and Training

We need a curriculum for hospital and health system boards of directors and system
executives that focuses on the specific issue of patient safety and the broader issue of
care integration. Similarly, undergraduate and graduate health professional education
would benefit from curricula in care integration that focus on team-based problem
solving rather than autonomous decision making. Training adequate numbers of hos-
pital and health system leaders and health professionals (i.e., doctors, nurses, and the
array of practitioners that comprise health care teams) will require partnerships with

those who can fund and deliver these curricula to the target audiences.

National Spread

Research should define the capacity required to provide the organizational and
operational expertise to support care integration throughout the country and explore
means to build this capacity. This includes but is not limited to the development of
the requisite technology infrastructure and standards for its interoperability.
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CONCLUSION

It is a time of great opportunity. The need for more effective integration of health
care is clear, and momentum is building to develop the institutions and the system
supports that can provide integrated, patient-centered care. While clearly not the only
steps necessary for accelerating care integration, improvements in these six areas
will accelerate progress. Integration of care must be among the nation’s priorities and
part of any discussion about the agenda for moving toward a more consistently safe,

effective, and efficient health care system.

CONCLUSION
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