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Introduction
Across the world, health and care sectors are 
undergoing unprecedented change. Some of these 
come from pressures that have been building for a 
long period, such as ageing populations and increasing 
cost of end-of-life care. Others are more recent, such 
as the changes and opportunities driven by technology 
innovation and responses to the Covid-19 pandemic. 

No country has all the answers, but many are seeking 
ways to harness technology and modernise systems 
to deal with growing demand and public expectations, 
within ever present resource constraints. 

The leading examples included in this report 
demonstrate that solving the challenges of modern 
healthcare delivery often lies outside clinical 
activity in hospitals, generating a focus on the wider 
care sector – community support, mental health, 
self-administered care, education and lifestyle 
improvements – in short, an integrated care response.

However, integrated care is a complex proposition, 
requiring joined up governance, resources, 
planning, patient records and services that 
are built around individual needs to improve 
health outcomes and equality of access and 
provision. This is where the leading examples 
are shining a beacon for others to follow.

Analysis of the examples in this report 
reveals many different approaches, political 
perspectives and priorities, but common 
themes also emerge, joining elements of 
health and care eco-systems together, 
irrespective of the starting position:

Leadership and governance are integrated

Leadership and governance are tightly 
integrated, with single leads for common 
roles and virtual teams that balance 
medical and social care priorities.

Population health priorities 
determine strategy

Systems are designed to reflect community 
needs and area demographics, offering 
equality of access and delivery of balanced 
‘prevention’ and ‘treatment’ activity.

Political leadership is helpful, 
but decisions are care led

Political support is necessary to overcome 
challenges of integration, but the lead comes 
from care professionals in the interests 
of service users, not political agendas.

Resources and teams are 
integrated where possible

This encourages joint decisions across a 
spectrum of care services in the interests 
of service users, avoiding resources held 
in silos, and ensuring that resources 
are sufficient for the challenge.
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Risks are understood and shared 
in an integrated care model

Care solutions, digital operating models, 
and self-service health and wellbeing 
systems are designed with risks 
(including cyber security) in mind.

Technology is treated as 
a ‘whole system’ topic

IT strategies, digital plans, policies and 
procurement are undertaken in a joined 
up and unified way across the care system, 
not in separate IT teams and groups.

Systems are designed for 
sharing and integration

Data, records and systems architectures 
adopt open standards and are shared (not 
just linked), with duplication across services 
eliminated, especially in care records.

Cultural change is a recognised key 
ingredient in integrated care

A culture encouraging co-design, systems 
change, training, supporting diversity and cross-
service priorities, is as important as traditional 
professionalism in individual specialisms.

‘Digital’ is a common element – a ‘systems thinking’ 
approach supported by TEC (Technology Enabled Care), 
rather than just investing in ‘innovative technology’, 
such as wearable devices, Internet of Things (IoT) in the 
home, Artificial Intelligence (AI) for telecare, electronic 
patient records and voice-activated patient interaction. 

Yet, for many organisations, these technologies remain 
separated by ‘seas of complexity’ in terms of integration 
capability, based as they are on proprietary standards. 
Optimised as ‘best of breed’, they are sub-optimised 
in terms of service delivery targeted to individual 
outcomes and equality of access and provision. 

As a result, the challenge for many health 
organisations is that integrated care enabled by 
digital transformation is held back by ‘islands’ of 
technology, accumulated over decades through the 
selection and implementation of local solutions, and 
compounded by a lack of standards for interoperability. 

Individual hospitals and even departments within a 
hospital have bought software solutions to support 
clinical need with little or no regard for data linkages 
and joint working, often in competition. The result is 
that data cannot flow seamlessly and securely across 
systems, services, or service-related organisations. 

This fragmentation creates major headaches for 
CIOs working in integrated care, whilst for suppliers 
it has opened opportunities to offer unique, local, 
and sometimes over-complex solutions, which then 
lead to more support, poor integration and the 
need for external help to unravel the complexity.

What is also clear, from the leading international 
examples in this report, is the role of state intervention, 
independent of the type of government. Governments 
can help to provide the basis for a common 
approach to integration across a wide spectrum of 
care services, through policy alignment, resource 
prioritisation, the promotion of common standards 
and moderating risks inherent in system change.  

At the same time, these leading examples are not 
without their problems and their critics. If one thing 
is certain, delivering integrated care is difficult, takes 
time, and requires some significant cultural and process 
changes to be successful. It also requires bravery in 
pooling budgets, aligning practices, managing risk, and 
giving up ‘territory’ or authority, to allow different parts 
of the care sector to work together as equal partners.
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Purpose of this report

This report is a product of Socitm’s Integrated Care 
programme. Aimed at leaders and others supporting 
integration of health and social care, the report analyses 
emerging examples of healthcare models from around 
the world and the digital opportunities that they exploit.

Our selected examples reveal seven 
key drivers and areas of change:

1. Healthcare and wellbeing technology and how 
new innovative tools are being deployed. 

2. Moving away from a ‘Victorian hospital model’ 
focus on health and social care buildings.

3. The nature of patient expectations – doing more 
themselves, seeing services better joined up 
with integrated data, services, and systems.

4. The wider context of ‘wellbeing’, rather than the 
traditional silos of social care and healthcare.

5. ‘Place-based’ implications of care, 
reflecting the way in which different local 
facilities can become interoperable.

6. Whole systems thinking that breaks free from 
the silo mentality within healthcare itself to 
embrace the spectrum of related public services 
supporting those with multiple care needs. 

7. Leadership and skills – approaches to 
developing digital literacy and leadership, 
including a focus on inclusion and accessibility 
for vulnerable and ‘hard to reach’ groups.

Our report brings together a narrative based on eleven 
different examples, including their relevance and the 
lessons that can be drawn for the United Kingdom 
(UK). As such, it complements the recent King's 
Fund report1 on integrated care in Northern Ireland, 
Scotland and Wales and the implications for England.

These reports are timely given that the UK is currently 
undertaking integrated care initiatives in its different 
geographies. Each of these initiatives is attempting 
to address the chequered history of unifying health 
and social care, with a strong focus on place-based, 
integrated, community care. The initiatives include:

 › England – Integrated Care Systems2

 › Northern Ireland – Transforming Your Care3

 › Scotland – National Care Service4

 › Wales – Integrated Care Fund5
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Context

Integrated care has many elements, none of which 
are easy to implement because they cross traditional 
boundaries and typically require deeply entrenched 
processes and practices to be redesigned. 

As shown by the case studies, success depends on 
a ‘whole system’ approach. This is potentially highly 
disruptive, costly and risky, especially in healthcare. 
Cultures, policies and governance are all impacted, with 
the need to replace traditional ‘vertical silos’ of care 
with new models that can span different care services 
‘horizontally’, as illustrated in the diagram below.

The global response to Covid-19 has shown the 
potential value of integration, with different agencies 
working together to change public behaviours 
and deliver end to end ‘track and trace’ systems 
and self-service reporting applications. 

The leading international examples of integrated 
care also show that loose agreements to cooperate 
across related care services, although easier 
to establish, are often not enough, and true 
integration depends on sharing data, systems and 
automated care pathways that support the services 
to navigate a complex web of related systems. 

The track record in the UK is strong on vision and 
strategy, such as the NHS long-term plan,6 but has 
been weaker in implementation and delivery. Learning 
from international examples and applying these 
to the context of the UK’s National Health Service 
(NHS) and the wider care eco-system is valuable in 
identifying untapped opportunities, as well as risks.

Often, it is the technology that exposes the 
shortcomings in the way that processes, 
resources, governance, systems and data are 
fragmented across organisational silos, including 
proprietary systems, inconsistent standards, and 
incompatible data formats and processes. 

Figure 1. Whole system approach
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‘Care’ in the broadest sense cannot be fragmented. 
Many people require a mix of care solutions to 
support complex and multiple needs and conditions, 
especially as they get older. These generate cross-
service and dynamic demands, changing all the 
time as personal circumstances change. 

Where care is fragmented, the result is that demand 
for costly specialist clinical care increases or is higher 
than it needs to be. Self-help, mental health services, 
social care, community support, education, equality of 
access and provision, and more, are often the keys to 
reducing pressure on over-burdened health systems. 

Most, if not all, of the integrated care examples included 
in this report have been driven by pressures on 
healthcare, not social care. The reasons are easy to see:

 › Pressures on health services around 
the world from growing costs of medical 
intervention to ageing populations and 
limited resources require new solutions.

 › Barriers to healthcare provision, especially 
where resources are tight and access 
limited for some communities, can be 
alleviated only in the wider care system.

 › Links between mental health and physical 
health are understood much better today, 
along with the benefits of wider wellbeing 
in reducing clinical service pressure.

 › New technologies are increasingly allowing people 
to manage their own care, health and wellbeing, and 
public care services are embracing this opportunity.

Sufficient resources to tackle integrated care as a change 
programme are always important. Our examples have 
invested considerable time, money and effort, typically 
pooling budgets. Some have even lost a great deal of 
money on the way, such as the initial, failed Electronic 
Care Record project undertaken by the Mayo Clinic.

The NHS and wider UK care systems are not as well 
funded as many of the international examples listed. In 
the G7 countries, the UK healthcare spending per person 
was the second lowest, the highest spenders being 
France, Germany, and the United States (see figure 2).

Figure 2. Healthcare spending per capita 
Source: ONS 2019
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Healthcare expenditure is not necessarily an indicator 
of service quality or public health outcomes. In 
many respects, the UK often outperforms the USA 
(for example) in terms of health service outcomes, 
indicating that restricted resources can drive 
innovation, change and improved performance. 

Cost comparisons are also somewhat questionable, 
because of differing funding bases. In many countries 
healthcare is funded primarily by private insurance, 
(such as in the USA). In others it is a mix, such as 
France. The UK’s NHS is one of the highest publicly 
funded healthcare systems in OECD7 countries.

There are also different boundaries between 
healthcare and social care funding in different 
countries and this typically lies at the centre 
of the debate about integrated care. 

For example, in 2017 (the most recent ONS published 
data),8 the UK spent the equivalent of £560 per person 
in health-related long-term care, which was less than 
most other northern or western European countries, but 
a similar amount to France (£569) and Canada (£556).

But in every country, healthcare 
expenditure is increasing as a proportion 
of a country’s overall resources.
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Common design 
principles and actions

All countries examined for this research are facing 
similar challenges in modernising health and social care 
provision in tandem, recognising that hard boundaries 
between different care professions are part of the 
problem in delivering efficient and effective care services. 

The more advanced international examples 
examined in this report are tackling the problem 
not simply through increased investment, but 
by implementing a common set of actions that 
redefine healthcare itself, as illustrated below.

These require an understanding of the complex links 
between care services, redesigning around often 
complex care needs and preferences, and a new 
approach to navigation through care systems, to 
manage risk, streamline the user experience and avoid 

gaps. It also requires different teams and agencies to 
work together. More than being ‘clinically led’, care 
services should be person-centred and place-based.

For many years these requirements have proved to 
be a significant challenge for the UK, where too much 
thinking has focused on the NHS (as the big spend 
area), rather than the wider care sector. National 
intervention has had limited success in removing or 
reducing integrated care barriers. Examples include 
a variety of failed NHS IT programmes, the creation 
of national groups that are often short-lived, and not 
fixing the underlying issues such as data standards 
and universal standards for electronic care records. 

In 2022, the UK faces competing or incompatible 
administrative care systems that prevent joined up 
solutions to be accessed across different services, 
cross-service data management and care strategies. 
Patient records cannot readily be integrated, shared, 
or accessed by patients themselves, let alone joined 
up with wider care services and resources.

Figure 3. Actions redefining healthcare
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But the situation is improving. The international 
examples show what is possible, as well as the 
challenges and how best to address them. They 
also demonstrate the benefits that can be achieved, 
including lower costs and higher productivity 
in acute health services, for example:

 › Reduced demand in hospital emergency 
departments and acute services.

 › Harnessing the ability of care service 
users to know what is best for them.

 › Earlier and more targeted intervention.

 › Breaking down artificial barriers between 
social, mental health, and clinical care.

 › Focusing and prioritising scarce resources 
around patient and service user needs.

 › Ensuring care pathways and plans treat 
people as individuals, not ‘cases’.

Rather than the examples being ‘panaceas or 
templates’ of ‘how it should be done’, they are 
more valuable in describing what can be achieved, 
and what inputs are necessary for successful 
integration of mixed care provision, including 
some common design principles (see below).

Figure 4. Key design principles for integrated care
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bringing together different budgets
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journey, but lessons are truly learned

Sharing of care records is critical, not 
just linking related records

There is a focus on population health, 
equality, and well-being in an area

Shared care systems are prioritised 
over complex system linkages

Solutions and associated policies are led 
by care professionals, not by politicians

Training and support are prioritised to help 
with change and new systems adoption
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Introducing the 
case studies

The case studies present different approaches, but 
each has been cited as setting an international lead 
for the future of integrated care. There are many 
aspects which contrast but also many similarities, 
especially with regard to the importance of data: 

Data standards

Data linkages

Data sharing

Data analysis

Data security

The case studies display a variety of characteristics that 
contribute to their relative success and recognition. 
However, there is no ‘magic formula’ or ‘single lesson’ 
that can guarantee success, nor define the leaders. 
Many of the examples have had their own problems, 
challenges, and public critics (although often, they are 
guilty of little more than being oversold by suppliers 
and politicians). Nonetheless, their international 
recognition and their medical and integrated care 
success justifies their prominence, despite the criticisms.

Common aims identified in our analysis 
of the international case studies are 
summarised in the diagram below.

The examples have been selected at a point in time, and 
where possible to contrast different approaches. Some 
do not deliver comprehensive integrated care, rather 
they demonstrate significant progress in specific areas.

Figure 5. Common aims for integrated care
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1. Southcentral Foundation 
Nuka System of Care

Synopsis: A community-led place-based system of care,  
reflecting individual needs and cultures

Alaska, USA

Southcentral Foundation is a non-profit 
healthcare organisation serving a population 
of 65,000 native and American peoples in 
Alaska, through what is known as the Nuka 
System of Care (Nuka being an Alaskan 
native word meaning strong, giant structures 
and living things). Nuka’s stated mission 
is ‘working together to achieve wellness 
through health and related services’.

The Nuka integrated care system was developed 
in the late 1990s to address poor quality care 
and low take-up of care services. Legislation 
was introduced to enable the community 
to take greater control over their health 
services, including their design. Today the 
Foundation provides most of the population’s 
healthcare services on a prepaid basis. 

At the heart of the Nuka system lie 
multidisciplinary teams, providing integrated 
services in specialist community care settings, 
and care at home. This includes native Alaska 
healing, and a range of other services focused 
on family and community wellbeing – for 
example, through initiatives like Nuka’s Family 
Wellness Warriors programme,9 which aims to 
tackle domestic violence, abuse and neglect 
across the population through education, 
training and community engagement. 

Components of Nuka’s 
Primary Care model

GP-led core primary 
care team

GPs, supported by case 
manager, admin support, and 
certified medical assistants; 
provides care for ~1,350 people.

Case management for all

Care of all customer owners 
coordinated across primary, 
acute, and social care providers 
on a continuous basis.

Accessible care 
team extension

Specialists* co-located with 
core care team to enable 
accessible multidisciplinary care.

Convenient and timely access

Same day in-person or virtual, 
as well as group visits available.

* Dietician, midwife, pharmacist, 
behavioural health consultant.
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The community is actively involved in the 
management of the Nuka System of Care 
through locally based advisory groups, as 
‘customer owners’ and through surveys and 
focus groups. The system centre shifted 
from the ‘hospital’ to the ‘patient’, through 
partnership and transformation, with quick, 
responsive, and joined up case management. 
Finances are aligned under one budget across 
different services, with integrated IT systems. 
A variety of benefits have been documented:

 › Significantly improved access 
to primary care services.

 › Significant improvement and top quartile 
performance in HEDIS measures.10

 › High levels of customer satisfaction 
(including respect for cultures).

 › Reductions in hospital activity (36% 
reduction in hospital stay, 42% reduction 
in emergency care, and 58% reduction 
in visits to specialist clinics).

Key message: Successful integrated care 
is much more than delivering high quality 
health services. It focuses on wellbeing and 
community values, recognising cultural 
preferences. The Nuka system of care is 
both inclusive and community-led and has 
resulted in a significant reduction in health 
service pressures and costs, particularly 
through greater preventative intervention.
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2. Queensland Children’s  
Care Services 

Synopsis: Integrated care for children, including clinical  
and non-clinical services

Australia

The Children’s Health Queensland Hospital and 
Health Service (CHQ) Strategy covers physical, 
psychological, and social wellbeing. It is oriented 
around the needs of children, young people, 
and families, and designed and delivered in 
partnership with them. It is designed to inform 
all clinical and non-clinical services within 
CHQ, as well as other organisations involved 
in the care of children and young people.

The CHQ Integrated Care Strategy 2018-
2022 (the Strategy) describes the principles 
underpinning integrated care in a paediatric 
context and is intentionally written as a practical 
guide, describing current system enablers of 
integrated care and setting out a ‘tool kit’ of 
resources which can be immediately utilised 
by services hoping to better integrate care.11

It is included here as an example because 
the strategy is primarily a guidance model, 
from the perspective of a ‘whole-system’. 
It coordinates the collaborative efforts 
of all providers, irrespective of sector, 
organisational or geographic boundaries:

Key message: Whilst integrated care needs 
a whole system approach, this does not 
preclude a focus on a specific sector – in 
this case, children, young people, and 
their families. The open approach here, 
driven from a care perspective rather 
than a healthcare perspective, is now a 
leading coalition of organisations.

Figure 6. Integrated 
care infographic

Source:  
CHQ Integrated Care 
Strategy 2018-2022, 
page 6

Integrated care – An international perspective  |  February ‘22

14  —  Socitm report

https://www.childrens.health.qld.gov.au/wp-content/uploads/PDF/our-strategies/integrated-care-strategy-2018.pdf
https://www.childrens.health.qld.gov.au/wp-content/uploads/PDF/our-strategies/integrated-care-strategy-2018.pdf
https://www.childrens.health.qld.gov.au/wp-content/uploads/PDF/our-strategies/integrated-care-strategy-2018.pdf
https://www.childrens.health.qld.gov.au/wp-content/uploads/PDF/our-strategies/integrated-care-strategy-2018.pdf


3. Internet hospitals 

Synopsis: Development of virtual healthcare

China

When we talk of integrated care, we often 
think about IT and systems that join social 
and healthcare together. But the provision 
of health services more broadly in a digital 
model can be viewed at a much more 
granular level, unlocking the various health 
and care components, and then determining 
how they are best delivered together.

In China, several hospitals have become 
‘virtual’ – not the traditional ‘bricks and 
mortar’ hospital, but rather a range of surgical 
departments, emergency services and 
outpatient facilities, linked by the internet 
to wider community and social services.

The design embraces a range of digital 
components: booking appointments, 
consultations, diagnoses, electronic 
prescriptions, treatments, on-going health 
management, telecare, and payments. For 
those requiring face-to-face intervention, an 
online triage establishes the best route and 
location for the service required, with the aim 
of reducing avoidable face-to-face intervention. 
Physical hospital buildings are designed 
around specific specialist care services.

The Chinese government is prioritising policy 
and legislation in support, to drive greater 
healthcare efficiency and IT innovation (see 
diagram below). These models are not yet the 
norm in China. But China is leading the way in 
exploring the possibilities of internet hospitals 
and the benefits that they can bring in terms of 
improved healthcare outcomes and efficiency. 

Remote 
diagnosis

Artificial 
intelligence analysis 

of digital imaging

Remote monitoring 
of biological data

Community 
services

Health 
education

Rehabilitation 
training

Ongoing remote 
consultation 
and advice

Remote 
management of 
chronic disease

Scientific 
research

Key message: Typically, hospitals are seen 
as ‘a building’. But with the growth of 5G 
networks, and digital tools such as AI, there 
are new ways of designing hospitals that 
connect practitioners and services through 
a comprehensive network of related care 
services, delivered locally. However, it 
requires government policy, regulations, and 
risk management to support this model.

Figure 7. 
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4. Gesundes Kinzigtal 

Synopsis: A private system of care that gives control 
to service users to link many services

Germany

Gesundes Kinzigtal is a privately run health 
management company that operates an 
integrated care system in rural Southwest 
Germany. The model focusses on 
coordination between multiple types of 
care providers and a variety of insurance 
funds, particularly serving middle to lower 
income families with a high proportion of 
chronic disease. 10,000 patients are actively 
enrolled in a variety of care programmes.

In Germany, care services are decentralised, 
operating regionally with a mix of state 
and privately funded services. 

Gesundes Kinzigtal was formed to reduce 
care fragmentation following statutory 
changes to incentivise care integration. Today 

it connects more than 260 organisations, 
including GP practices, hospitals, nursing 
homes, physiotherapists, gyms, local 
councils, and a range of SME organisations 
in the health and care sector.

Shared decision-making between patients 
and providers encourages adoption of self-
management and lifestyle improvements. 

A key factor in the success of the model lies 
in the way in which resources are integrated 
across multiple providers and services; patients 
with complex needs typically incur high 
care costs, so agreements between partner 
organisations include mechanisms for sharing 
savings, and insurance contracts, with patient 
involvement and empowerment for self-service. 

Figure 8.
Gesundes Kinzigtal aims
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Data is at the heart of the care model:

 › Identifying and engaging with those 
in greatest need in a dispersed rural 
population, using predictive modelling 
and data analysis techniques.

 › A system-wide electronic health record 
that provides service information and 
electronic care pathways through to 
a range of support programmes.

 › Measuring overall ‘health and 
wellbeing’ performance, such as 
avoidable health outcomes, patient 
satisfaction, quality of life, avoidable 
hospitalisation, and fewer prescriptions.

 › Using tracking and externally linked data to 
trigger mechanisms for continuous care.

 › Openly publishing data on savings, 
costs, and performance measures, 
to encourage wider interaction 
and comparisons to be made.

Independent assessments of the Gesundes 
Kinzigtal programme show a range of 
benefits in life expectancy, general health 
improvements, patient satisfaction and 
system cost savings (7% overall).

Key message: Gesundes Kinzigtal has been 
successful for many reasons, but notably by 
starting with population health – characteristics 
and gaps in health performance in the local 
region. Care services and data management 
are integrated across multiple providers, 
in a model that shares risk, cost, and 
benefits, with the citizen at the centre. The 
outcomes are significant and measurable.
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5. Clalit Health Services 

Synopsis: A national programme that targets reduced  
hospital readmission rates of the elderly 

Israel

Clalit Health Services is the largest 
healthcare organisation in Israel, with over 
50% of the population being members, 
operating on a not-for-profit basis. 

More than a decade ago Clalit undertook a 
programme to reduce hospital readmission 
rates of elderly members (over 0.5 million). The 
primary method for this was to use improved 
real-time data tools to identify, at admission, 
those patients at greatest risk of readmission. 

The data tools depended on several components 
to gain the insight and understanding to 
target interventions appropriately:

 › Joined up clinical data across specialities

 › Automated alert to clinics on patient 
discharge including patient interviews

 › Interoperable systems, supporting online 
data transfer from GPs in particular

 › Enhanced homecare processes

 › Digital discharge planning tools to 
ensure post-discharge support

 › Single outcome indicators and performance 
measures across health and care services

Linked data records and detailed electronic 
patient details and automated discharge 
systems all support multi-sector team working. 
Data analysis tools are also used to identify 
potentially disadvantaged patients, inequalities, 
and those at high risk of disease types.

The results were quick and significant, with 
observable reduction in early readmission 
(37% to 13%), and an overall reduction of 
5% on all readmissions of elderly patients.

Perhaps even more significant, the 
programme to reduce inequalities 
achieved a 60% improvement in measures 
determining differences between the least 
affluent members and group averages.

Key message: The power of data and systems 
when integrated across different health and care 
services can provide not just new insights, but 
the opportunity for new and innovative patient 
care plans and a multi-layered intervention 
programme of support services that can 
reduce demand levels and readmission rates
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6. Canterbury integrated care 

Synopsis: Successfully tackling growing demands  
through community care and linked resourcing

New Zealand

Canterbury is one of the most populous 
districts in New Zealand. Even prior to the 
devastating earthquakes, and the Covid 
pandemic, its main hospital in Christchurch 
was struggling with growing demands and 
waiting lists. A programme was instigated to 
tackle two main opportunities which could be 
addressed through improved integrated care:

1. Keeping patients out of hospital if they 
do not need to be there, to reduce 
waiting times in emergency departments 
by freeing up beds for urgent needs

2. Ensuring the discharges are safe, with 
suitable community and social care 
support, reducing the unnecessary 
length of hospital stays.

This was based on 3 core principles and 
goals were established between agencies:

1. Services should enable people to 
take more responsibility for their 
own health and wellbeing.

2. As far as possible, people should stay well 
in their own homes and communities.

3. When people need complex care, it 
should be timely and appropriate.

Across a spectrum of care agencies and 
health services in the region it was agreed to 
create a single model of ‘one system, one 
budget’. Integrated and shared budgets 
were contentious, but agreed as a necessary 
to underpin and achieve common goals

It took over 10 years to establish the fully 
collaborative approach now in place, but 
the results have been significant:

 › Reduced waiting times and demands 
in the hospital and for GPs

 › Improved productivity through better 
insight into individual needs

 › Clinical waiting lists reduced 
by over a million days 

 › More support in the community, avoiding 
the need for clinical intervention

 › Significant savings in the wider 
health and social care system.

Key message: A genuinely integrated 
care system is not easy to achieve. It takes 
a long time and depends on different 
organisations being prepared to collaborate 
and combine resources, priorities and 
outcome measures around citizen’s needs 
and preferences. Common goals and a single 
integrated budget were defining factors.

Figure 9. Our health system infographic12 
Source: Canterbury District Health Board
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7. The Alzira model 

Synopsis: Joined up public and private care  
services with functional integration

Spain

The Alzira Public Private Partnership model 
began in 1999 in the Hospital de la Ribera 
(Alzira). The concept was to create a new 
model of care provision that brought together 
public and private health delivery, with 
public financing and public ownership. 

Alzira receives a fixed annual sum per local 
inhabitant (capitation) from the regional 
government and in return must offer free, 
universal access to its range of health services. 
The model is different in the balance of public/
private delivery from the UK NHS model, 
but has many similarities in ambition:

 › Integration of professional teams 
across health and social care.

 › Functional integration and 
coordination across areas such 
as HR, IT, and clinical delivery.

 › A priority of continuous healthcare 
and illness management 
supported by data sharing.

Care integration has been achieved through 
cultural and governance change, and 
in particular recognising that the most 

Alzira 
integrated 

model

Clinical management is coordinated and 
joined up across health departments

HR policy and practice allows professional 
competencies and capacity to be shared 
across different teams

Information and technology is integrated 
and shared across clinical and non-clinical 
areas for resource optimisation and 
collective care decisions

Figure 10.
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important thing is not the hospital but the 
healthcare network – including schools, 
nursing homes and councils. This is driven 
by population health management.

Care professionals are responsible not 
just for their individual service, but the 
overall patient’s wellbeing, within agreed 
resources. At the heart of this lies integrated 
IT systems, shared information, and new 
ways to measure and evaluate success. 

Like the success of integration of care 
around the needs of individuals, the model 
is not without its critics who claim that 
the reality of private sector delivery is less 
attractive than the publicity suggests.

Population healthcare management has 
improved management of care demands 
across different services, which has 
resulted in multi-disciplinary teams of 
professionals working across a range of 
services as individual patients require.

A high priority is placed on IT to support care 
professionals. This includes introduction of 
telemedicine, teleworking, secure data sharing, 
and new communication mechanisms related 
to emergencies, admissions, discharges, 
and tests. Care professionals now have 
full access to data from home, with secure 
video conferencing to interface to patients, 
alongside automated digital alerts. 

Key message: The model is different from 
that in the UK, with commissioning through 
local government, and delivery with a 
significant private sector element. It also 
has had its critics. However, this does not 
detract from the outstanding benefits of wider 
integration of care services. Over a 20-year 
journey, the Alzira model has shown how 
prioritisation of care outside a hospital setting 
can bring significant benefits to patients, 
staff, and wider public sector services.
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8. Kaiser Permanente 

Synopsis: Integrated care projects can have problems 
– population health-led methods help 

USA

One of America’s leading integrated healthcare 
providers and a not-for-profit health 
organisation, Kaiser Permanente was founded in 
1945 and now serves over 12.5 million people in 
eight states and the district of Columbia. Today it 
employs over 300,000 people, including 64,000 
nurses and 23,500 doctors in 39 hospitals. 

Notably, it has been reviewed by the NHS Long-
Term Plan team in the UK, because of its success 
in the management of hospital bed occupancy 
rates through integrated care management 
and the ability to adapt care pathways, now 
being trialled in several areas in the UK.

Kaiser Permanente is internationally 
recognised for both medical results and 
quality of care, which is attributed to a 

strong emphasis on preventative activity, 
and, unlike other healthcare providers 
in America, doctors operate on a salary 
basis rather than a fee for service basis.

Digital development is core to its strategy. 
In 2002 it wrote off over $450m in a failed 
digital programme with IBM, resulting in a 
shift to a “buy, not build” principle, including 
an electronic patient record system which is 
deployed across all regions and 12.2 million 
patients (Kaiser Permanente HealthConnect).

As well as lower costs of healthcare through 
community service partnerships and typically 
shorter stays in a hospital (compared with 
the UK NHS), evidence shows more targeted 
doctor/patient time. A comparison by the 

Figure 11.
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NHS team found that patient hospital stays 
were much shorter in a Kaiser Permanente 
setting. This has arisen from changing 
cultures and modernising governance to 
ensure cross-organisational collaboration 
between teams, particularly important as new 
technology systems have been introduced. 

Kaiser Permanente financial management 
and cost controls have been criticised, 
for example with higher costs than those 
in the NHS, especially for children’s 
healthcare. In addition, although care is 
integrated, failure in data tracking of mental 
health issues has been challenged. Yet 
Kaiser Permanente remains a beacon of 
integrated care and is still being emulated.

Key message: Whilst the Kaiser Permanente 
system is a world leader, the journey has 
not been without problems, project failures 
or its critics. The key message is that true 
integrated care takes time, carries risks, and 
requires investment in technology and cultural 
change. But despite issues, the results in 
Kaiser Permanente are impressive for both 
patients and hard-pressed medical services 
and show the value of learning from mistakes.
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9. Mayo Clinic

Synopsis: A ‘not for profit’ institution integrating 
complex healthcare, education, and research

USA

The Mayo Clinic is a not-for-profit health 
institution providing healthcare, education, 
and research. It is one of the largest academic 
health bodies in the USA, with campuses in 
Minnesota, Arizona, and Florida and over 65,000 
employees. Its focus is on care for serious 
and complex illnesses, and it treats more 
than 1 million patients each year from across 
America and in nearly 140 other countries. 

In the USA it has been ranked the ‘no. 1 
hospital’ for quality of care for six consecutive 
years, with a variety of awards for individual 
hospitals and clinical divisions. It claims that 
this success is due, at least in part, to the 
fact that it puts doctors in charge of the 
organisation rather than administrators.

“Healthcare is shifting from a traditional hospital-
centric care model to a more virtual distributed 
care model that leverages the latest technologies 
around AI, deep learning, data analytics, 
genomics, home-based healthcare, robotics and 
3-D printing of “tissues and implants”

Mayo Clinic quotation from its website

A key part of its success relates to the 
harnessing of rapid increases in the technology 
related to connectivity, data analytics, cloud 
storage, artificial intelligence, and robotics 
sensors. The Mayo Clinic’s 2030 forward plan 
recognises digital transformation as key to the 
future, with new digital platforms designed 
to provide better care for more patients.

There is a particular focus on data to support 
change. This is more than data analytics 
to identify trends in electronic care and 
medical records and associated information. 
It includes the use of wearables to track 
health status, and to protect future health 
states. The ‘Internet of [Medical] Things’ (IoT) 
has been used to connect personal digital 
devices, medical devices, implants, and 
other sensors together. Patients can upload 
personal data to the cloud and telehealth 
systems enable patients to send all this data 
to physicians to remotely diagnose disease.

There is also a focus on the hospital of the 
future which will be inside patients’ homes and, 
in their communities, as much as traditional 
health settings, providing continuous care 
whenever and wherever it is needed. For the 
Mayo Clinic this implies a move away from 
a clinic-centred point of care delivery, with 
a greater focus on prevention and early 
intervention for a seamless continuum of care.

Key message: The Mayo Clinic has focused 
on the use of data and new models of 
healthcare delivery to create a healthcare 
setting that is blending traditional care 
with new technology opportunity.
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10. Mercy Health

Synopsis: A large virtual care service maximising the 
opportunities of technology to integrate

USA

The Mercy ‘health and care system’ runs 
from a virtual care centre in St Louis. It is 
one of the largest in the country and has 
a specific focus on using technology to 
support care management processes to 
deal with growing demands that cannot be 
accommodated by traditional care services.

The system uses technology to collect 
and to process real-time data to inform 
care management teams and to support 
modernised workflows. Joint teams of medical 
professionals and care management specialists 
work together to develop these processes.

The processes span a range of telecare and 
telemedical functions. They alert teams where 
intervention is needed to avoid problems 
developing for care users and patients. The 
results have included lower overall costs and 
reduced avoidable emergency department visits. 
Notably, nurses spend far less time reaching 
out to patients in non-value-added activities.

Remote patient monitoring has allowed patients 
to be supported at home, often with social care 
rather than the more expensive in-hospital visits. 

Key message: The Mercy system blends 
medical and other care services, as well 
as traditional and telecare services. Its 
success lies in a measured approach to 
development, co-designing with multi-

disciplinary teams the new processes and 
methods used, underpinned by innovative 
technology and effective data exploitation.

Key points from the 
Mercy system

Introducing new technology 
needs time and care, with wide 
support for new ways of working, 
including with patients

Addressing concerns over risks, and 
risk management in remote patient 
monitoring systems must be prioritised

Common approaches are needed 
to measure and demonstrate 
value in wider public health from 
new processes and workflows

A flexible model is essential 
to dynamically adapt care plans 
and levels of support according 
to changing individual needs

A broad system approach is necessary 
to secure greatest value, rather than 
optimisation in individual areas
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11. Montefiore health system 

Synopsis: Integrated care projects can have problems 
– population health-led methods help 

USA

The Montefiore system has an international 
reputation and is one of the most widely known 
and cited integrated care models in the world. Its 
focus has been on tackling the huge health and 
wellbeing inequalities which exist in New York.

With a focus on supporting disadvantaged 
populations since its origins over 140 
years ago, it had a mission to be a ‘hospital 
without walls’ with interconnected health 
centres and primary care clinics.

The start was to recognise the need for 
wider civic leadership. Montefiore research 
showed the connections between social and 

environmental factors and chronic diseases, 
particularly poor housing, diet, and lifestyle. Only 
by working across a range of care and support 
agencies could health challenges be tackled.

“Sole practitioners can do wonderful work and 
have great relationships with their patients. 
But they can’t do population health the 
way we do it here. Part of the issue is that 
they don’t know what they don’t know” 

 Dr Racine, Montefiore

Figure 12.
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Coalitions across public services working 
with Montefiore include a range of health, 
education, housing, homelessness, justice, 
environment, and economic development 
organisations, with multi-disciplinary teams.

At the heart of the Montefiore system is 
its Care Management Organisation, which 
oversees insurance, joint resourcing, billing, 
and compliance. Whilst the model is unlike 
the NHS, the importance of pooled resources 
is reflected in this and other successful 
international integrated care systems. 

The Montefiore system serves a population of 
over 3 million. Ongoing challenges have included 
a shift into community services with significant 
evidence of health and wellbeing improvement 
(e.g. 50% lower teenage pregnancies, 40% 
reduction in children sent home from school 
because of ill health, and 40% lower hospital 
admissions and readmissions). Estimated 
savings in healthcare from this wider social 
intervention are roughly $10m per annum. 

There is also a significant focus on the 
infrastructure needed to identify and engage 
effectively with groups of the population. This 
includes technology and data management. 

Key message: The Montefiore system has 
become a recognised model for integrated 
care across the world, because it has 
addressed a wide range of challenges – social 
and medical. It is also one of the earliest 
examples of the introduction of integrated 
electronic care records and pooled resources 
reducing avoidable demand for healthcare.
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Conclusions

Our analysis of international experience, drawing 
on the eleven selected international examples, 
generates four key areas for consideration: key 
benefits and challenges; place-based partnering; 
data, technology and digital; and leadership.

Key benefits and challenges

The benefits of succeeding in integrating related health 
and care services extend beyond simply meeting 
increasing care demands. They range from higher quality 
care and better patient satisfaction and outcomes to 
improved service efficiency, productivity and staff morale.

Often the challenges of integrated care projects are 
perceived to be technological, such as implementing 
a unified electronic patient care record, using AI, or 
strengthening identity management. In practice, 
however, the examples in this report demonstrate 
that whilst technology is a key enabler of digital 
operating models, it is not the defining factor.

The real challenges lie in areas such as integrating 
budgets, joined up governance and genuine willingness 
from different organisations to work together to improve 
health outcomes for citizens. ‘Giving territory’, sharing 
resources and aligning activity is never easy. ‘Population 
health’ methods are central to reprioritisation of activity 
in an area, reflecting local needs and opportunities.

In the UK in 2022, integrated care is high on the political 
agenda, with a clear and compelling vision in the 
NHS long-term plan, and in the establishment of ICS 
organisations across England, a National Care Service 
in Scotland and the Integrated Care Fund in Wales. 
In all these instances, implementation will always be 
the biggest challenge. The international examples in 
this report demonstrate that the journey can be long, 
difficult and require significant investment to succeed, 
with dependence on national government support. 

Place-based partnering

The days when policymakers believed that delivering 
integrated care required a national programme are 
long gone. The NHS, in conjunction with a provider 
consortium, is currently producing an ICS Design 
Framework for England, including a ‘What Good Looks 
Like’ framework, playbooks, etc. Enabling integration at a 
place-based level is more likely to succeed than previous 
centrally- driven initiatives, as amply demonstrated some 
years ago by the NHS IT programme. The legislation has 
been drafted with a good degree of latitude to allow 
regional flexibility in how provider collaboratives form 
within the governance of Integrated Care Boards.

In the UK as a whole, ‘NHS narratives’ have tended 
to dominate care policy and planning, as well as 
the public’s perception, rather than the more 
balanced and shared perceptive on care and support 
evident in our international examples. Social care 
is still undervalued and poorly supported, and it 
is rare to see truly integrated and balanced health 
and social care planning in the UK, despite the 
benefits for reduced dependence on healthcare.

There are positive signs, however. The response to 
the Covid pandemic has shown what is possible, 
including more self-administered care, and timely and 
effective remote support across a range of related 
local services in any given place. Health professionals 
have worked with local government teams to ensure 
effective ‘track and trace’, and there has been more 
effective collaboration between social care, community 
care, pharmacies, and hospital services, achieved 
through redesigned workflows and data sharing.

The future of integrated healthcare lies as much in 
the relationship with wellbeing services, lifestyle 
improvement support, equality, education, and 
environmental factors, as it does in traditional 
medical interventions. The examples in this 
report reveal the potential for a wider, place-
based perspective on public health. 
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Without this approach, traditional healthcare 
services will increasingly struggle, caught 
between rapidly increasing demand, increasing 
costs, and pressures on staff and budgets.  

Data, technology and digital

Technology has a key part to play, enabling care 
services to be integrated and joined in ways that 
would previously have been too complex or risky. 
It allows joint governance of services, integrated 
budgets, shared care outcomes, and greater 
citizen ownership of their own data and health. 

It also provides much improved insights into individual 
wellbeing, risks and appropriateness of interventions, 
including medical and broader community support. But 
technology is just an enabler and should not be used 
to ‘paper over the cracks’ of a fragmented system.

Care agencies should consider their strategies and 
approach to integration based on these examples, 
and in particular the role that technology can 
play both as enabler and disruptor (see figure 
13). Meanwhile, new entrants such as WeDoctor13 
and digital hospitals14 are paving the way to a 
new future of integrated, user-centred care.

Leadership

The leading examples in this report take a broad 
view of care systems to tackle the growing burdens 
on the most expensive aspects of health and 
social care delivery. Leadership that undertakes a 
place-based approach using systems thinking can 
deliver the biggest benefits in integrating care. 

The 42 English ICSs have geographical boundaries that 
span cities, urban and rural communities. This means 
that each ICS will need to recognise that ‘place’ will have 
a different emphasis and meaning for its priorities and 
organisation. As ICSs are effectively a transition vehicle 
to move from one set of organising principles to another, 
their leadership will need to resolve the understandable 
tensions that will arise between ‘system’ and ‘place’.  

The backdrop of the NHS, Local Government and the 
Third Sector responding to the Covid-19 pandemic, 
significant staff shortages – in some regions reaching 
30% vacancy rates – and legislation requiring ICSs in 
England to orient service design and delivery around 
the citizen will all present leadership of integrated 
care with a significant set of challenges. Those leaders 
that recognise the importance of carefully managing 
a disparate and pressurised workforce through the 
changes are more likely to set themselves up for success.   

Figure 13.

Digital 
self-assesment 

maturity stages in 
integrated care

IT systems are in place for most care functions, including 
electronic records, with an IT strategy, but they are not 
integrated in a single digital operating model.

1

A digital strategy is in place, supported by technology 
plans which drive a ‘whole organisation’ approach to IT 
deployment and data use, but not pan-organisation.

2

Digital planning is part of a wider integrated care system 
strategy, with integrated governance, budgets and teams 
across relational care services in a location.

3

Fully integrated care embraces a wide range of services and is 
driven by ‘population health’ methods, with cognitive health 
tools such as AI, wearable technologies and ‘virtual hospitals’.

4
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