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Abstract

Integrated care tops the health care agenda. But more integration alone will not remedy the crisis in health care, and

there is a danger in the increasingly prevalent conceptualization of care integration as a goal in itself rather than as an

instrument for improving performance. Operating integrated care systems, staffed by an overly specialized medical

workforce, is unsustainable in terms of human and financial resources and is likely to produce little benefit for patients

with multi-morbidity. An alternative approach involves health care leaders going beyond integrated care and nurturing

transformative change from within the medical workforce instead. To be fit for purpose, the doctors must be encouraged

and facilitated to customize their expertise to current and expected future burdens of disease. This would lead to more

adaptive doctors who could actively support people in healing and managing their own health. Integrated care should be

conceptualized as one possible lever for transformative change rather than its endpoint.
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Introduction

Integrated care tops the health care agenda.
Collaboration between health care professionals work-
ing in different settings is considered critical for over-
coming the fragmentation and accompanying flaws in
the delivery of health care.1,2 The basic imperative is the
changing burden of disease as reflected in the ageing of
populations, and the transition from acute single dis-
eases towards multiple long-term ones.3–5

The core pitfall of integrated care is that it takes the
existing professional organization of medical expertise
into specialties and sub-specialties for granted. Driven
by technical specialization, expertise has been solidified
in an ever-growing number of medical specialties,6 con-
tinuing a historic trend and maintaining the principles
of specialization.7 The result is a ‘system of profes-
sions’, with organizational and occupational autono-
mies with specialties isolating themselves from each
other and outside worlds.8

Whilst specialization largely explains the success of
medicine over the last decades, it has also led to frag-
mentation in health care provision. This is the problem
that integrated care is called upon to fix. The more
specialized health care becomes, the more that coord-
ination and collaboration are needed. Can greater inte-
gration create sustainable care while specialization
remains the major driver behind the professional organ-
ization of medical expertise? Is excessive medical

specialization and the resulting medical specialist
expert model so out of sync with today’s burden of
disease that it needs to be transformed?

What is integrated care?

Integrated care refers to the bringing together of inputs,
delivery, management and organization of services as a
means of improving access, quality, patient satisfaction
and efficiency.9 It aims to reduce fragmentation by
enhancing coordination and collaboration between
care professionals. Medical decisions should be made
in organizational contexts that enable doctors to inte-
grate activities with those of their colleagues or other
health care professionals for the benefit of the patient.
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In this way, doctors can provide a coordinated, vertical
continuum of services to a particular population or
community in an effective and accountable manner.

Despite the fact that integrated care has been exten-
sively researched, its benefits are still unclear. On the
one hand, research evidence suggests that integration
can be achieved and improve performance. Notable
examples are the Veterans Health Administration,
Kaiser Permanente and Healthy Kinzigtal.10–12 On
the other hand, various systematic reviews on inte-
grated care are less decisive.13,14 There is a paucity of
high-quality evidence available on the different elem-
ents of integrated care models, and even more limited
evidence on transferability of such models to different
systems.15

It has been suggested that this lack of evidence has to
do with the variety of theories and conceptualizations.
Integrated care is an abstract concept that has multiple
meanings.15 Frequently, the concept means different
things to different people working in different health
care systems, rendering integrated care too context spe-
cific to allow for generalizations.16

Beyond integrated care

The reason for the equivocal evidence on the effective-
ness of integration efforts is the existing exploitation of
a medical specialist model that is outdated. The core
problem does not lie in the complexities of coordination
and reconciliation of medical inputs and processes, for-
midable as they may be. Rather, it emerges from the
reductionist approach to the multi-morbidity of many
patients.

The majority of hospital doctors specialize on a
single disease, organ, treatment or technology. As
a consequence, multi-morbid patients must consult a
multitude of doctors. A patient with diabetes, chronic
obstructive pulmonary disease, obesity and heart fail-
ure will likely consult a pulmonologist, internist, oph-
thalmologist and cardiologist. In the USA, Medicare
beneficiaries with three or more conditions in the US
consult at least three up to 16 doctors per year, which
increases with the number of conditions.17 A more
recent German study found that multi-morbid patients
had more than twice as many contacts per year with
doctors than those without multi-morbidity (36 vs.16),
and visited more doctors per year (5.7 vs. 3.5).18

In view of the trends in multi-morbidity prevalence,
it is doubtful whether more integrated care will improve
the performance of health care. The key concern is that
integration takes for granted the current fragmentation
in health care provision, overlooks the causes and
instead addresses the symptoms. Even more worrisome
is that the increased focus on integration in research
and policy circles shifts interest and attention away

from fragmented care provision due to over-specializa-
tion. In this sense, integrated care may help prolong the
role and position of existing specialties by implicitly
assuming that for each patient with multi-morbidity,
a considerable number of doctors have to be employed.
This is a self-enforcing vicious circle whereby increased
specialization will necessitate the operation of ever-
more complex integrated care systems that are likely
to exhaust the available human and financial resources.

Integrated care builds upon classic linear organiza-
tion principles that other industries are abandoning.
Public and private sectors are reorganizing themselves
using new principles, which include shifting the focus to
the upstream of problems and substitute linear (take-
make-dispose) for circular or complex (take-make-
reuse) ways of problem-solving and organizing.19–21

Instead of maintaining linear sequences (problem-solu-
tion-problem-solution-etc.), these new principles stress
the importance of embedding organizational action
within dynamic systems that embody the adaptive
and connected nature of policies and services.

Trying to resolve today’s problems in health care
with the approaches of the past will not work. Multi-
morbidity cannot be managed by isolating and treating
each morbidity by linearly organized specialist inter-
ventions anymore, due to complexity, interrelation
with other diseases and strong correlation to socio-
economic conditions.22,23 Health care policy should
move beyond integrated care and attempt to address
the root causes of the problem of fragmentation in
health care provision.

Integrated care as a lever for transformation

Instead of exploiting the existing system of medical
specialties by building integrated systems around
them, policy and research should explore how to
design out waste due to changing burdens of disease
and transform the system accordingly, building upon
the reconfiguration of medical professionalism and
drawing upon the new complex organization principles
as applied and experimented with in other sectors. This
should result in the better use of doctors and more
appropriate medical action, thus creating more viable
health care systems.

Integrated care is a potential lever for reconfiguring
medical professionalism. Then, integrated care would
no longer codify vested medical specialties but facilitate
multi-specialty groups of medical professionals to learn
from each other and become adaptive. When doctors
start innovating and accommodating their expertise to
the local contexts where they are working, when they
can guide patients throughout their treatment and sup-
port them in managing their own health, then they will
be equipped to handle the future challenges of health
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care. Collaboration and coordination in itself is not
enough. What is needed is collaboration and coordin-
ation leading to adaptive doctors who are better fit for
purpose. This will reduce the number of specialists
involved in a patient’s care which will lead to human
and financial benefits.

Conclusion

Specialization remains the hidden crisis in health care,
while policy and research recognize the effects but not
the causes of increasing fragmentation and have
focused intensively on care integration. If health care
systems are to be sustainable, this crisis can no longer
be ignored. Integrated care is part of the answer as it
can be the lever to train adaptive doctors, better pre-
pared for a dynamic future. But it is not the solution
and it should not overshadow the need to reconsider
the organization of health care systems and professions.
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