
Introduction
Nowadays, chronic diseases and multimorbidity represent 
considerable burdens and challenges for communities, 
healthcare systems and individuals. For more than two 
decades, integrated care initiatives have been considered 
and implemented throughout Europe and North America 
as a mean to overcome those challenges [1–4]. Albeit no 
consensual definition for integrated care exists [2], many 
of these initiatives share the following characteristics: 
patient-centred, promoting patient self-management and 
autonomy, and based on formal evidence of effective-
ness [2]. Moreover, these initiatives aim at restructuring 
healthcare systems, organisations and services to foster 
care continuity, coordination, integration, and efficiency 
[5]. Integrated care initiatives are expected to foster col-
laboration between various professions [5]; therefore, the 

involvement of interprofessional teams should represent 
a key element in such initiatives [6].

Interprofessional collaboration (IPC) occurs: 

“when multiple health workers from different 
professional backgrounds provide comprehensive 
services by working with patients, their families, 
carers and communities to deliver the highest 
quality of care across settings.” [7, p13]. 

It is considered as an interactional process between 
healthcare professionals, which includes communication, 
decision-making and the emergence of shared knowledge 
and skills [5] to improve both patient and healthcare 
outcomes [8, 9]. Research has shown benefits of IPC for 
patient care (such as chronic disease care [10]), for patient 
safety and more globally for the provision of health ser-
vices [11–13]. Besides patient care improvements, IPC is 
also expected to induce organisational improvements by 
enhancing care coordination and continuity, promoting 
equality of status between professionals [14], increasing 
job satisfaction and engagement [11–15], and creating a 
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healthy workplace [16]. In turn, organisational improve-
ments in care settings has been associated with improved 
patient care in terms of safety, and fewer adverse events 
or complications [17, 18]. Despite the acknowledgement 
that IPC is beneficial for both patients and profession-
als, and despite supportive policy recommendation for 
its implementation [7, 19–22], IPC remains difficult to 
operationalize [23–25] and is poorly explored when inter-
organisational aspects are at stake [26], as it is the case in 
integrated care. 

Implementing and maintaining integrated care and IPC 
initiatives is a complex systemic challenge [27, 28] which 
involves overcoming barriers at three levels: professional, 
patient and financing [28, 29]. Integrated care and IPC 
both require changes in professional workforce practice 
as well as more formalized collaborations [30]. More spe-
cifically, professionals need to acquire new competences, 
leadership and management skills, as well as capacities to 
deal with new roles, clinical activities, responsibilities and 
decision-making processes, in addition to investing more 
time in coordination and communication [31]. These adap-
tations and changes can lead to resistance at the individual 
and organisational level [32]. At the same time, integrated 
care requires greater engagement of patients and families 
in daily care as well as in decision-making processes (e.g. 
programme planning, care options) [33]. The effective-
ness of integrated care initiatives is therefore based on 
the ability and willingness of chronic patients and family 
carers to be actively involved in the process. However, 
financial resources are considered an issue for both the 
implementation and maintenance of integrated care and 
IPC. Integrated care stakeholders fear that costs may not be 
appropriately distributed among structures or profession-
als involved and expect to face difficulties with the reim-
bursement of some services such as coordination activities 
[27, 34]. Integrated care initiatives involving IPC are also 
perceived as costly by professionals, who complain about 
the lack of adequate resources and remunerations [35].

These barriers can be found worldwide, including rich 
countries such as Switzerland. In the Swiss context, several 

financial barriers to the development of integrated care and 
IPC have been highlighted [36, 37]. Even if these barriers 
have been acknowledge and addressed recently by various 
initiatives at the federal, cantonal and non-governmental 
levels [38, 39], the Swiss healthcare financing system still 
strongly favours fee-for-services payments, mono-institu-
tional rates (e.g.: either in-patient or out-patient profes-
sionals, not both) and unidirectional care delegation. 

Despite the fact that professional, patient and financial 
barriers are recognized to undermine the potential posi-
tive effect of IPC on patient care within integrated care 
initiatives, they remain, to our knowledge, scarcely 
explored [26]. Therefore, the present study aimed at 
investigating 1) the association between IPC in inte-
grated care initiatives and patient care improvements, via 
organisational improvements, and 2) the way in which 
barriers (faced in integrated care initiatives) might con-
dition these associations. First, we hypothesized that IPC 
within integrated care initiatives would be associated with 
perceived improvements at the organisational level and 
consequently at the patient care level (mediation effect, 
H1). We further hypothesized that this mediation effect 
would be moderated by professional, patient or financial 
barriers faced in integrated care initiatives, meaning that 
the association between IPC and organisational improve-
ments would not be observed if such barriers were pre-
sent (moderated mediation effect, H2; Figure 1). 

Methods
Study design and data

In this cross-sectional study, we conducted secondary 
analyses of self-reported data from the Swiss Survey of Inte-
grated Care (SSIC) [40]. Conducted between July 2015 and 
July 2016, its aim was to characterize Swiss integrated care 
initiatives meeting four eligibility criteria: (i) formalization 
of integrated care principles; (ii) integration of at least two 
levels of healthcare services (e.g. physician-led primary 
care, non-physician-led primary care, specialized medical 
outpatient services, home care services); (iii) integration 
of at least two different groups of healthcare profession-

Figure 1: Hypothesized moderated mediation model. X is the predicting variable, Y is the outcome variable, M is the 
mediator, W is the moderator. 
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als (e.g. primary care physicians, specialized physicians, 
nurses (general, specialized or advanced), pharmacists); 
(iv) initiative continuation during the survey period. Rep-
resentatives of the 172 eligible integrated care initiatives 
received an online questionnaire. Data considered for this 
study are described below. 

Measures

The outcome variable: patient care improvements
The SSIC included various aspects of improvement in 
patient care: patients’ involvement in patient-centred 
care, informal caregivers’ involvement in care, recognition 
of informal caregivers’ role, patient satisfaction, patient 
safety and cost effectiveness. Representatives of inte-
grated care initiatives were asked to state if these aspects 
had improved in their initiative, using a 4-point Likert 
scale ranging from 1 = strongly disagree to 4 = strongly 
agree (good internal consistency for the six items; 
Cronbach alpha = .84). A mean score ranging from 1 to 4 
was computed on these six items, with mean scores close 
to four indicating the observation of patient care improve-
ments and scores close to one indicating no observation 
of patient care improvements. 

The predicting variable: degree of interprofessional 
collaboration 
IPC degree was assessed using 14 items. Thirteen were 
drawn from the ICARE4EU project [41] and one from 
previous Swiss research [42]. IPC degree included seven 
items measuring the extent to which IPC was imple-
mented in the initiative (all relevant professional groups 
are involved; care providers have a common -professional- 
language; power positions (e.g. in multi-professional 
teams) are balanced; attitudes towards the organization, 
network, model or programme are positive; care providers 
confidence in each other’s competencies; care providers 
have sufficient co-operation competencies; interpersonal 
relationships between care providers are good), and seven 
items measuring the degree of resistance to the imple-
mentation of IPC (care providers are afraid of losing their 
professional autonomy; different management cultures 
hinder collaboration; there are barriers for cooperation 
between medical and non-medical care; there are barri-
ers for information exchange; different working practices 
of organizations hinder collaboration; over-regulation 
hinders collaboration; under-regulation hinders collabo-
ration). For each item, representatives of integrated care 
initiatives were asked to indicate the degree to which the 
statement corresponded to the reality in practice, using a 
4-point Likert scale ranging from 1 = strongly disagree to 
4 = strongly agree. Internal consistency for the 14 items 
was high (Cronbach alpha = .90) and a mean score was 
computed on the 14 items (scores close to four indicating 
a high degree of IPC observed in initiatives). 

The mediator: organisational improvements
The SSIC included four organisational objectives 
expected to be reached by integrated care initiatives: care 
coordination; effective cooperation between care pro-
viders; adequate competences; professional satisfaction. 

Representatives were asked to state if these organisational 
aspects had improved in their initiative, using a 4-points 
Likert scale ranging from 1 = strongly disagree to 
4 = strongly agree. Internal consistency for the five items 
was acceptable (Cronbach alpha = .70) and a mean score 
was computed on the four items (scores close to four indi-
cating organisational improvements observed by repre-
sentatives). 

The moderators: barriers to integrated care 
Eleven barriers to integrated care were considered from 
the ICARE4EU project [41]: five professional-related 
barriers (inadequate knowledge/skills of care providers 
regarding patient involvement; negative attitudes of care 
providers; inadequate support for care providers; inade-
quate collaboration between care providers; lack of time of 
care providers), four patient-related barriers (inadequate 
patient knowledge/skills in self-management; patient 
negative attitudes; inadequate support for patients; inad-
equate support of informal caregivers such as co-care 
providers) and two financial barriers (inadequate funding 
(e.g. for implementation of supporting tools); inadequate 
payment or compensation system). Respondents were 
asked to state – based on their experience - to what extent 
these barriers were hampering patient involvement using 
a 4-points Likert scale ranging from 1 = strongly disagree 
to 4 = strongly agree. Internal consistency for the three 
types of barriers was acceptable (all alphas and inter-item 
correlations >.75); mean scores were computed for each 
type of barriers (scores close to four indicating presence 
of barriers).

Initiatives’ characteristics 
The questionnaire collected additional information about 
characteristics of the integrated care initiatives: the rep-
resentatives’ role in the initiatives (11 roles including 
director/CEO, project manager, nurse, family physician, 
case manager), the specific targets of the initiatives 
(patients; family-caregivers; healthcare providers; non-
medical care providers; administrative staff), the number 
of existing supportive interventions for professional col-
laboration and the number of centred-care interventions, 
the type and number of professional groups involved 
(physicians; nurses; paramedical professions; social work-
ers; pharmacists; medical assistants), the total number of 
professionals in the initiatives, and the geographical area 
in which the initiatives existed (rural; semi-urban; urban). 
Using the complete and available information for the initi-
atives, each one was categorized into one of the following 
type: mental health and psychiatry; physician networks or 
health centres; specific groups of patients; transition and 
coordination; centred on drugs/medications. 

Confounding variables

Several confounding variables were also considered: 
the amount of supportive actions aiming at fostering 
collaboration between professionals within the initiative 
among nine possible components (e.g. training, meet-
ings, quality circle), the amount of patient-centred care 
components targeted by the initiative among seven pos-
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sible components (e.g. active involvement of patients 
in decision-making; supporting patient autonomy in 
self-care/self-management), the number of professional 
groups involved among 12 possible categories, and the 
total number of professionals involved in the initiative. 

Statistical analyses

We first conducted descriptive analyses to characterize the 
integrated care initiatives. Then, we ran Pearson correla-
tions to assess potential covariations due to confounding 
variables. Then, we tested our two hypotheses with mod-
erated mediation analyses using linear regressions [43]. 
This type of analysis is used when an indirect association 
between three variables is expected to be conditioned by 
a fourth variable. In other words, moderated mediation 
analyses enables to show that a mediation process, which 
is responsible for an effect (i.e. the indirect effect of IPC 
degree on patient care through organisational improve-
ments), depends on the value of a moderator (i.e. inte-
grated care barriers) [44]. The PROCESS macro [43] we 
used for these analyses provides an index of moderated 
mediation [45], and covariates were added to control for 
confounding effects. A bootstrap procedure was used 
(95% IC; 5000 samples) to deal with normality issues, and 
linearity of the residual was assessed with linear regres-
sions. Heteroscedasticity-consistent standard errors’ 
estimator were applied when the significance of effect 
was not estimated with bootstrap confidence intervals. 
Finally, standardized scores were computed and used in 
the analyses as the questionnaires used different rating 
scales and first-order interactions were expected. 

Since the percentage of missing values was globally low 
(<3.2%), we performed single imputation using regres-
sion models. Descriptive analyses as well as the PROCESS 
macro for moderated mediation analyses were performed 
on SPSS Statistics 25; the software GPower [46] was used 
to test whether the sample size was adequate for estima-
tion analyses. Sample size analyses indicated that a sample 
of 153 observations was statistically sufficient to reach a 
power of 0.92 for testing moderated mediation models. 

Results
Sample characteristics

Of the 172 representatives contacted, 162 returned the 
survey (94.2% response rate). Responses from nine ini-
tiatives were subsequently removed because they were 
sub-programs of already included initiatives or because 
they did not target patients. Characteristics of the 153 
initiatives included in our analyses are described in detail 
elsewhere [40].

Briefly: representatives who responded to the ques-
tionnaire were mostly directors or project managers 
(60.2%) or practicing physicians (25.5%). While 60.8% of 
the initiatives developed integrated care models for specific 
health conditions (mental health/psychiatry and specific 
target groups), 18.3% were physician networks or health 
centres, 15.7% focused on transition and coordination, 
and 5.2% concerned medicines mainly. All the initiatives 
targeted patients and 52.9% targeted healthcare profes-
sionals (i.e. physicians, nurses, pharmacists, paramedical 

professions and medical assistants). Among the included 
initiatives, 86.9% included healthcare professionals and in 
65.4% of these initiatives, at least three different profes-
sional groups coexisted. Moreover, 60.1% of the initiatives 
involved a maximum of 10 professionals (irrespectively of 
their professional group). Also, initiatives mostly included 
physicians and nurses, whereas paramedical profession-
als or social workers were involved in less than half of 
the cases, and pharmacists or medical assistants in one-
quarter of the initiatives. 

Moderated-mediation analyses

The results of the preliminary multicollinearity checks 
(between the predicting variables included in the analyses) 
are presented in Appendix 1. The three moderated 
mediation analyses that we then conducted, one per type 
of barrier, showed the overall index of moderated media-
tion to be statistically significant for financial barriers 
(Index = –0.13, Boot 95% CI [–0.23, –0.04]), but not for 
professional (Index = –0.06, Boot 95% CI [–0.16, 0.02]) 
or patient-related barriers (Index = –0.05, Boot 95% CI 
[–0.15, 0.03]), suggesting our hypotheses can only be con-
firmed for financial barriers (Table 1).

Indeed, analyses revealed an indirect effect of IPC degree 
on patient care improvement through organisational 
improvements: a high score of IPC degree was actually 
associated statistically with an increase of the organisa-
tional improvements score (B = 0.44, 95% CI [0.27, 0.60]), 
which was statistically associated with an increase of the 
patient care improvements’ score (B = 0.51, 95% CI [0.37, 
0.66]). This, in addition to the fact that the direct effect 
of IPC degree on patient care improvements was not sig-
nificant (B = –0.07, 95% CI [–0.21, 0.07]) confirmed our 
mediation hypothesis (H1). Moreover, as hypothesized, the 
indirect effect of IPC degree on patient care improvements 
was conditional on the presence of reported financial bar-
riers (see details in Table 1). In fact, the indirect effect was 
statistically significant when respondents reported low or 
medium financial barriers (mean or –1SD below the mean) 
but not when they reported high financial barriers (+1 
SD above the mean). More specifically, financial barriers 
moderated the association between the degree of IPC and 
organisational improvements (B = –0.25, 95% CI [–0.41, 
–0.10]), suggesting that financial barriers faced by inte-
grated care initiatives hindered the association between 
IPC degree and organisational improvements (Figure 2).

Detailed results of the professional and patient-related 
barriers are available in Appendix 2. 

Discussion
The results of this study confirm our moderated media-
tion hypotheses for financial barriers only. This suggests 
that IPC degree within integrated care initiatives was asso-
ciated with patient care improvements through organisa-
tional improvements. However, this was less observed in 
initiatives facing financial barriers for the implementation 
of integrated care.

To our knowledge, this is the first study investigating 
whether the association between the degree of IPC in inte-
grated care and patient care improvements is mediated 
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by organisational improvements. In fact, our results 
complement the current literature about the impact of 
IPC on job satisfaction and well-being [11], suggesting 
that organisational improvements are necessary for IPC 
to improve patient care in integrated care initiatives. In 
other words, IPC interventions should adopt a systemic 
approach to achieve patient care improvements. This 
is in line with conceptual models considering care out-
comes as products of interacting elements. For example, 

the Chronic Care Model [47] promotes productive inter-
actions between prepared, proactive practice teams and 
informed, active patients, in addition to organisational 
adaptations (i.e. a high level of professional engagement, 
development of new skills and responsibilities), to bring 
benefits to patients [48]. Also, De Savigny and Adam [29] 
consider six important building blocks when strength-
ening the health system (i.e. leadership/governance, 
service delivery, human resources, information, financing, 

Table 1: Regression coefficients for the moderated mediation analysis, with financial barriers as moderator.

Predictor Outcome of 2-step regression analyses

Step 1: Organisational 
improvements

Step 2: Patient care 
improvements

B (95%CI) B (95%CI)

Number of centred care services 0.06 (–0.10, 0.21) 0.22 (0.06, 0.38)

Number of professionals involved 0.29 (–0.09, 0.15) –0.21 (–0.31, –0.11)

IPC degree 0.44 (0.27, 0.60) –0.07 (–0.21, 0.07)

Organisational improvements – – 0.51 (0.37, 0.66)

Financial barriers 0.33 (0.16, 0.50) – –

IPC degree * financial barriers –0.25 (–0.41, –0.10) – –

R2 (%) 21.9*** 39.04***

Conditional indirect effect of IPC implementation on Care improvements due to the initiative

B 95%CI

–1 SD below the mean 0.35 (0.20, 0.53)

Mean 0.22 (0.13, 0.34)

+1 SD above the mean 0.09 (–0.01, 0.21)

Moderated mediation index (with Boot 95% CI) –0.13 (–0.23, –0.04)

Note: Scores are standardised; IPC degree * financial barriers = interaction between IPC degree and financial barriers.

Figure 2: Interaction of IPC degree and financial barriers on organisational improvements. Note: Low IPC = 1 SD below 
the mean; High IPC = +SD above the mean.
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medical products, vaccines and technologies, and people) 
and advocate for a better understanding of the “nature of 
relationships” among building blocks. 

We made the hypothesis that barriers faced by integrated 
care initiatives could hinder IPC, and found that financial 
barriers (such as inappropriate patient reimbursements 
or inadequate funding as measured in our questionnaire) 
affected the degree to which IPC was implemented within 
integrated care initiatives. In such contexts, the existence 
of financial barriers has already been highlighted in the 
literature. However, they have mostly been described as 
covert than as major barriers [35]. For example, in a recent 
review on professionals’ experiences with IPC in primary 
care, financial barriers were not cited as such by profes-
sionals in any of the 21 included studies [49]. The differ-
ence between our results and the latter could have three 
explanations. First, most studies included in the above-
mentioned review used qualitative methods and financial 
barriers were not directly measured. As the latter had to 
emerge from professionals’ discourse, it is likely that finan-
cial issues were embedded in more complex representa-
tions of factors hindering IPC. For example, financial issues 
could have been assimilated to organisational barriers in 
professionals’ representations because a lack of financial 
resources leads to increased workloads or coordination 
issues. Second, in our study, the majority of respondents 
were directors or project managers and not professionals 
directly involved in patient care. As shown in Germany, 
managers are more likely to explicitly talk about admin-
istrative and other cost issues [50]. Also, discrepancies 
between managers and professionals in their perception of 
the effect of financial aspects on IPC have been described. 
Indeed, when managers supported the idea of financial 
solutions (i.e. a shared budget) favouring care coordination 
and collaboration, professionals considered IPC as requir-
ing a high staff commitment [51]. This suggests that finan-
cial barriers of both integrated care and IPC are mainly 
experienced at the managers’ level, which is important 
information considering they are leading the implementa-
tion and maintenance of integrated care initiatives.

The question of financial resources remains central 
when considering IPC within integrated care initiatives. 
Even though implementing such initiatives is costly, 
initial financial investment is key for the success of inte-
grated care initiatives [6]. However, this initial financial 
effort may be prohibitive for many integrated care manag-
ers [52]. Also, even if IPC is expected to be cost-effective 
for both patients and the healthcare system [11], cost-sav-
ing evidence and the time lapse needed for managers to 
observe such benefits remains less obvious. 

There is a clear need for innovation in the financing of 
integrated care initiatives [53]. Our results suggest tar-
geting organisational aspects, for instance, supporting the 
development of professionals’ collaborative competences 
or facilitating coordination and cooperation between 
actors within initiatives. In Switzerland, the need for 
innovative financing models has also been acknowledge 
by healthcare stakeholders [36, 54]. Some efforts have 
been made to promote the uniformization of funding 
between the ambulatory and hospital sectors (monistic 
funding), but until now, without concrete changes [55]. 

Nevertheless, the fee-for-services payment system and 
high health insurance premiums remain major barriers 
to the further development of integrated and coordinated 
care in Switzerland [56].

While interpreting these results, the following limita-
tions need to be considered. First, the operational defini-
tion of integrated care used here may be discussed [40]. 
Nevertheless, it was developed after gathering criterion 
from the literature and discussing with integrated care 
experts. Second, the data collected was self-reported 
by representatives of the initiatives, which may lead to 
response bias. Third, the cross-sectional study design pre-
cludes causality ascertainment. Notwithstanding these 
limitations, we do think that the results of this study will 
benefit the integrated care community and help further 
explore financial allocation models.

Conclusion
This study suggests that IPC implementation within inte-
grated care initiatives leads to organisational improve-
ments, which then benefit patient care. Additionally, it 
shows that financial barriers interfere with that process. 
Studies evaluating the impact of IPC within integrated care 
initiatives should not only target patient care improve-
ments but should also consider organisational ones. More 
importantly, the role of financial barriers to the develop-
ment of integrated care should be acknowledged and 
actions taken to reduce them both at the implementation 
and at the maintenance stages. 

Additional Files
The additional files for this article can be found as follows:

•	 Appendix 1. Descriptive statistics and Pearson’s 
correlations for confounders and variables of interest 
DOI: https://doi.org/10.5334/ijic.4649.s1

•	 Appendix 2. Regression coefficients of moderated 
mediation analysis with professional- and patient-
related barriers as moderator. DOI: https://doi.
org/10.5334/ijic.4649.s2

Reviewers
Two anonymous reviewers.

Competing Interests
The authors have no competing interests to declare.

References
 1. Borgermans L, Marchal Y, Busetto L, Kalseth J, 

Kasteng F, Suija K, et al. How to Improve Integrated 
Care for People with Chronic Conditions: Key Find-
ings from EU FP-7 Project INTEGRATE and Beyond. 
International Journal of Integrated Care, 2017; 17(4): 
7. DOI: https://doi.org/10.5334/ijic.3096

 2. Goodwin N. Understanding Integrated Care. Inter-
national Journal of Integrated Care, 2016; 16(4): 6. 
DOI: https://doi.org/10.5334/ijic.2530

 3. Amelung V, Stein V, Goodwin N, Balicer R, Nolte E,  
Suter E. Handbook of integrated care. Cham, 
Switzerland: Springer; 2017. DOI: https://doi.
org/10.1007/978-3-319-56103-5

https://doi.org/10.5334/ijic.4649.s1
https://doi.org/10.5334/ijic.4649.s2
https://doi.org/10.5334/ijic.4649.s2
https://doi.org/10.5334/ijic.3096
https://doi.org/10.5334/ijic.2530
https://doi.org/10.1007/978-3-319-56103-5
https://doi.org/10.1007/978-3-319-56103-5


Gilles et al: Financial Barriers Decrease Benefits of Interprofessional Collaboration within 
Integrated Care Programs

Art. 10, page 7 of 9

 4. World Health Organization. Strengthening 
People-Centred Health Systems in the WHO Euro-
pean Region: Framework for Action on Integrated 
Health Services Delivery. Copenhagen, Denmark: 
WHO Regional Office for Europe; 2016 Sept. [cited 
2018 27 Nov]. Available from: http://www.euro.
who.int/__data/assets/pdf_file/0005/231692/
e96929-replacement-CIHSD-Roadmap-171014b.
pdf. 

 5. De Jonge I, Jackson C. An evaluation approach for 
a new paradigm – health care integration. Journal of 
Evaluation in Clinical Practice, 2008; 7: 71–79. DOI: 
https://doi.org/10.1046/j.1365-2753.2001.00285.x

 6. Suter E, Oelke ND, Adair CE, Armitage GD. Ten 
Key Principles for Successful Health Systems Inte-
gration. Healthcare. Quarterly, 2009; 13: 16–23. 
DOI: https://doi.org/10.12927/hcq.2009.21092 

 7. World Health Organization. Framework for 
action on interprofessional education and col-
laborative practice. Geneva, Switzerland: WHO 
Health Professions Network Nursing and Midwifery 
Office within the Department of Human Resources 
for Health. 2010. [cited 2018 27 Nov]. Available 
from: http://apps.who.int/iris/bitstream/han-
dle/10665/70185/WHO_HRH_HPN_10.3_eng.pdf; 
jsessionid=250DC801A2283C762AA7FBBDEAB44
C1D?sequence=1. 

 8. Bridges D, Davidson RA, Soule Odegard P,  
Maki IV, Tomkowiak J. Interprofessional 
collaboration: three best practice models of inter-
professional education. Medical education online, 
2011; 16(1): 6035. DOI: https://doi.org/10.3402/
meo.v16i0.6035

 9. Dawn S, Légaré F. Adopter Une Approche Inter-
professionnelle de Prise de Décision Partagée 
Pour Encourager l’implication Des Patients. 
[Engaging Patients Using an Interprofessional 
Approach to Shared Decision Making]. Canadian 
Oncology Nursing Journal/Revue canadienne de 
soins infirmiers en oncologie, 2015; 25(4): 455–69.  
[in French]. 

 10. Katon WJ, Lin EH, Von Korff M, Ciechanowski P,  
Ludman EJ, Young B, et al. Collaborative care for 
patients with depression and chronic illnesses. 
New England Journal of Medicine, 2010; 363(27): 
2611–2620. DOI: https://doi.org/10.1056/NEJMoa 
1003955

 11. Suter E, Deutschlander S, Mickelson G, Nurani Z,  
Lait J, Harrison L, et al. Can interprofessional collab-
oration provide health human resources solutions? 
A knowledge synthesis. Journal of interprofessional 
care, 2012; 26(4): 261–268. DOI: https://doi.org/10. 
3109/13561820.2012.663014

 12. Berridge EJ, Mackintosh N, Freeth D. Support-
ing patient safety: examining communication 
within delivery suite team through contrasting 
approaches to research observation. Midwifery, 
2010; 26: 512–519. DOI: https://doi.org/10.1016/j.
midw.2010.04.009

 13. Reeves S, Lewin S, Espin S, Zwarenstein M. Inter-
professional Teamwork for Health and Social Care. 

London: Blackwell Wiley; 2010. DOI: https://doi.
org/10.1002/9781444325027

 14. Henneman EA, Lee JL, Cohen JI. Collaboration: 
A concept analysis. Journal of Advanced 
Nursing, 1995; 21: 103–109. DOI: https://doi.
org/10.1046/j.1365-2648.1995.21010103.x

 15. Galletta M, Portoghese I, Carta MG, D’aloja E, 
Campagna M. The effect of nurse-physician collab-
oration on job satisfaction, team commitment, and 
turnover intention in nurses. Research in nursing 
& health, 2016; 39(5): 375–385. DOI: https://doi.
org/10.1002/nur.21733

 16. D’Amour D, Goulet L, Labadie JF, 
Martin-Rodriguez LS, Pineault R. A Model 
and Typology of Collaboration between Profes-
sionals in Healthcare Organizations. BMC Health 
Service Research, 2008; 8: 188. DOI: https://doi.
org/10.1186/1472-6963-8-188

 17. Olds DM, Aiken LH, Cimiotti JP, Lake ET. Asso-
ciation of nurse work environment and safety 
climate on patient mortality: A cross-sectional 
study. International journal of nursing studies, 
2017; 74: 155–161. DOI: https://doi.org/10.1016/j.
ijnurstu.2017.06.004

 18. Spence Laschinger HK, Leiter MP. The 
impact of nursing work environments on 
patient safety outcomes: the mediating role of 
burnout/engagement. Journal of Nursing Admin-
istration, 2006; 36: 259–267. DOI: https://doi.
org/10.1097/00005110-200605000-00019

 19. Institute of Medicine Committee on Quality 
of Health Care in America. Crossing the Quality 
Chasm: a new health system for the 21st century. 
Washington, DC: National Academy Press; 2001.

 20. Health Canada. 2003 First Ministers’ Accord on 
Health Care Renewal. [cited 2019 28 Oct]. Available 
from http://www.scics.gc.ca/CMFiles/800039004_
e1GTC-352011-6102.pdf.pdf 

 21. Global Forum on Innovation in Health Pro-
fessional Education, Board on Global Health, 
Institute of Medicine. Interprofessional Education 
for Collaboration: Learning how to improve health 
from interprofessional models across the contin-
uum of education to practice: Workshop summary. 
Washington, DC: The National Academies Press (US);  
2013. 

 22. Swiss Confederation. Loi fédérale sur les profes-
sions de la santé (LPSan). [Federal law on healthcare 
professionals]. Berne, Suisse: Confédération; 2016. 
[In French]. 

 23. Schweizer A, Morin D, Henry V, Bize R, 
Peytremann-Bridevaux I. Interprofessional collab-
oration and diabetes care in Switzerland: A mixed-
methods study. Journal of interprofessional care, 
2017; 31(3): 351–359. DOI: https://doi.org/10.108
0/13561820.2017.1283300

 24. Orchard YCA, Curran V, Kabene S. Creat-
ing a Culture for Interdisciplinary Collaborative 
Professional Practice. Medical Education Online, 2005; 
10(1). DOI: https://doi.org/10.3402/meo.v10i. 
4387

http://www.euro.who.int/__data/assets/pdf_file/0005/231692/e96929-replacement-CIHSD-Roadmap-171014b.pdf
http://www.euro.who.int/__data/assets/pdf_file/0005/231692/e96929-replacement-CIHSD-Roadmap-171014b.pdf
http://www.euro.who.int/__data/assets/pdf_file/0005/231692/e96929-replacement-CIHSD-Roadmap-171014b.pdf
http://www.euro.who.int/__data/assets/pdf_file/0005/231692/e96929-replacement-CIHSD-Roadmap-171014b.pdf
https://doi.org/10.1046/j.1365-2753.2001.00285.x
https://doi.org/10.12927/hcq.2009.21092
http://apps.who.int/iris/bitstream/handle/10665/70185/WHO_HRH_HPN_10.3_eng.pdf;jsessionid=250DC801A2283C762AA7FBBDEAB44C1D?sequence=1
http://apps.who.int/iris/bitstream/handle/10665/70185/WHO_HRH_HPN_10.3_eng.pdf;jsessionid=250DC801A2283C762AA7FBBDEAB44C1D?sequence=1
http://apps.who.int/iris/bitstream/handle/10665/70185/WHO_HRH_HPN_10.3_eng.pdf;jsessionid=250DC801A2283C762AA7FBBDEAB44C1D?sequence=1
http://apps.who.int/iris/bitstream/handle/10665/70185/WHO_HRH_HPN_10.3_eng.pdf;jsessionid=250DC801A2283C762AA7FBBDEAB44C1D?sequence=1
https://doi.org/10.3402/meo.v16i0.6035
https://doi.org/10.3402/meo.v16i0.6035
https://doi.org/10.1056/NEJMoa1003955
https://doi.org/10.1056/NEJMoa1003955
https://doi.org/10.3109/13561820.2012.663014
https://doi.org/10.3109/13561820.2012.663014
https://doi.org/10.1016/j.midw.2010.04.009
https://doi.org/10.1016/j.midw.2010.04.009
https://doi.org/10.1002/9781444325027
https://doi.org/10.1002/9781444325027
https://doi.org/10.1046/j.1365-2648.1995.21010103.x
https://doi.org/10.1046/j.1365-2648.1995.21010103.x
https://doi.org/10.1002/nur.21733
https://doi.org/10.1002/nur.21733
https://doi.org/10.1186/1472-6963-8-188
https://doi.org/10.1186/1472-6963-8-188
https://doi.org/10.1016/j.ijnurstu.2017.06.004
https://doi.org/10.1016/j.ijnurstu.2017.06.004
https://doi.org/10.1097/00005110-200605000-00019
https://doi.org/10.1097/00005110-200605000-00019
http://www.scics.gc.ca/CMFiles/800039004_e1GTC-352011-6102.pdf.pdf
http://www.scics.gc.ca/CMFiles/800039004_e1GTC-352011-6102.pdf.pdf
https://doi.org/10.1080/13561820.2017.1283300
https://doi.org/10.1080/13561820.2017.1283300
https://doi.org/10.3402/meo.v10i.4387
https://doi.org/10.3402/meo.v10i.4387


Gilles et al: Financial Barriers Decrease Benefits of Interprofessional Collaboration within 
Integrated Care Programs

Art. 10, page 8 of 9

 25. Xyrichis A, Lowton K. What fosters or prevents 
interprofessional teamworking in primary and 
community care? A literature review. International 
Journal of Nursing Studies, 2008; 45(1): 140–153. 
DOI: https://doi.org/10.1016/j.ijnurstu.2007.01.015

 26. Karam M, Brault I, Van Durme T, Macq J. Com-
paring Interprofessional and Interorganizational 
Collaboration in Healthcare: A Systematic Review 
of the Qualitative Research. International Journal of 
Nursing Studies, 2018; 79: 70–83. DOI: https://doi.
org/10.1016/j.ijnurstu.2017.11.002

 27. Ahgren B, Axelsson R. A decade of integration 
and collaboration: the development of integrated 
health care in Sweden 2000–2010. International 
Journal of Integrated Care, 2011; 11 (Spec Ed[Special 
10th Anniversary Edition]): e007. DOI: https://doi.
org/10.5334/ijic.566

 28. Bengoa R. Transforming health care: an approach to 
system-wide implementation. International Journal 
of Integrated Care, 2013; 13: e039. Published 2013 
Sep 25. DOI: https://doi.org/10.5334/ijic.1206

 29. De Savigny D, Taghreed A. Systems Thinking for 
Health Systems Strengthening. World Health Organ-
ization. Geneva, Switzerland: Alliance for Health 
Policy and Systems Research; 2009. [Cited 2018 27 
Nov]. Available from: http://apps.who.int/iris/bit-
stream/handle/10665/44204/9789241563895_
eng.pdf?sequence=1.

 30. Stein KV. Developing a Competent Workforce for 
Integrated Health and Social Care: What Does It 
Take? International Journal of Integrated Care, 2016; 
16(4): 9. DOI: https://doi.org/10.5334/ijic.2533

 31. Campbell H, Hotchkiss R, Bradshaw N, 
Porteous M. Integrated care pathways. British Medi-
cal Journal, 1998; 316(7125): 133–7. DOI: https://
doi.org/10.1136/bmj.316.7125.133

 32. Greenhalgh T, Robert G, Bate P, Kyriakidou O,  
Macfarlane F, Peacock R. How to spread good 
ideas – A systematic review of the literature on 
diffusion, dissemination and sustainability of 
innovations in health service delivery and organi-
sation. Report for the National Co-ordinating 
centre for NHS Service Delivery and Organisation 
R & D (NCCSDO), 1–426. 2004. DOI: https://doi.
org/10.1002/9780470987407

 33. Kodner DL, Spreeuwenberg C. Integrated care: 
meaning, logic, applications, and implications–a 
discussion paper. International Journal of Integrated 
Care, 2002; 2: e12. DOI: https://doi.org/10.5334/
ijic.67

 34. Daly G. Understanding the barriers to multiprofes-
sional collaboration. Nursing times, 2004; 100(9): 
78–79. 

 35. Supper I, Catala O, Lustman M, Chemla C,  
Bourgueil Y, Letrilliart L. Interprofessional col-
laboration in primary health care: a review of facili-
tators and barriers perceived by involved actors. 
Journal of Public Health, 2015; 37(4): 716–727. DOI: 
https://doi.org/10.1093/pubmed/fdu102

 36. Lauvergeon S, Burnand B, Peytremann-Bridevaux I. 
Chronic disease management: a qualitative study 
investigating the barriers, facilitators and incentives 
perceived by Swiss healthcare stakeholders. BMC 
Health Services Research, 2012; 12 (176): 1–9. DOI: 
https://doi.org/10.1186/1472-6963-12-176

 37. Kaiser N, Amann F, Meier N, Inderbitzi L, 
Haering B, Eicher M, Stanic J. Berufsausübung: 
Potenziale für Interprofessionalität. Eine Studie 
im Auftrag des Bundesamtes für Gesundheit BAG, 
Förderprogramm “Interprofessionalität im Gesund-
heitswesen”	 2017−2020.	 [Professional	 practice:	
potential for interprofessionalism. A study on 
behalf of the Federal Office of Public Health (FOPH), 
funding programme “Interprofessionality in Health 
Care” 2017–2020]. Bern, Schweiz: Bundesamt für 
Gesundheit BAG; 2019. <https://doi.org/www.bag.
admin.ch>. [In German]

 38. Giger MA, Häusler E, Sander M, Staffelbach D. 
Rémunération des prestations dans le cadre des 
soins coordonnés. Rapport dans le cadre du projet 
« Soins coordonnés » de l’Office fédéral de la santé 
publique. [Remuneration of services for coordinated 
care. Report from the “Coordinated Care” project of 
the Federal Office of Public Health]. Bern: Federal 
Office of Public Health; 2018. [Cited 2018 27 Nov]. 
Available from: https://www.bag.admin.ch/bag/fr/
home/strategie-und-politik/nationale-gesundheit-
spolitik/koordinierte-versorgung/verbesserung-
der-rahmenbedingungen-koordinierte-versorgung.
html. [In French] 

 39. Office fédéral de la santé publique. Programme 
de promotion de l’interprofessionnalité dans le 
domaine de la santé 2017–2020. [Interprofessional 
Health Promotion Program 2017–2020]. Berne, 
Suisse: Département fédéral de l’intérieur. 2017. [In 
French]

 40. Schusselé Filliettaz S, Berchtold P, Kohler D, 
Peytremann-Bridevaux I. Integrated Care in 
Switzerland: Results from the First Nationwide Sur-
vey. Health Policy. 2018; 122: 568–76. DOI: https://
doi.org/10.1016/j.healthpol.2018.03.006

 41. Jansen D, Struckmann V, Snoeijs S. ICARE4EU: 
Improving care for people with multiple chronic 
conditions in Europe. International Journal of 
Integrated Care, 2014; 14(6): Annual Conf Suppl; 
URN:NBN:NL:UI:10-1-116175. DOI: https://doi.
org/10.5334/ijic.1670

 42. Ebert S, Peytremann-Bridevaux I, Senn N. Les 
programmes de prise en charge des maladies chro-
niques et de la multimorbidité en Suisse. [Chronic 
disease and multimorbidity care programmes in 
Switzerland]. Neuchâtel (Suisse): Observatoire sui-
sse de la santé; 2015. [In French]

 43. Hayes AF. PROCESS: A versatile computational tool 
for observed variable mediation, moderation, and 
conditional process modeling [White paper]. 2012. 
[Cited 2018 27 Nov]. Available from: http://www.
afhayes.com/ public/process2012.pdf. 

https://doi.org/10.1016/j.ijnurstu.2007.01.015
https://doi.org/10.1016/j.ijnurstu.2017.11.002
https://doi.org/10.1016/j.ijnurstu.2017.11.002
https://doi.org/10.5334/ijic.566
https://doi.org/10.5334/ijic.566
https://doi.org/10.5334/ijic.1206
http://apps.who.int/iris/bitstream/handle/10665/44204/9789241563895_eng.pdf?sequence=1
http://apps.who.int/iris/bitstream/handle/10665/44204/9789241563895_eng.pdf?sequence=1
http://apps.who.int/iris/bitstream/handle/10665/44204/9789241563895_eng.pdf?sequence=1
https://doi.org/10.5334/ijic.2533
https://doi.org/10.1136/bmj.316.7125.133
https://doi.org/10.1136/bmj.316.7125.133
https://doi.org/10.1002/9780470987407
https://doi.org/10.1002/9780470987407
https://doi.org/10.5334/ijic.67
https://doi.org/10.5334/ijic.67
https://doi.org/10.1093/pubmed/fdu102
https://doi.org/10.1186/1472-6963-12-176
https://doi.org/www.bag.admin.ch
https://doi.org/www.bag.admin.ch
https://www.bag.admin.ch/bag/fr/home/strategie-und-politik/nationale-gesundheitspolitik/koordinierte-versorgung/verbesserung-der-rahmenbedingungen-koordinierte-versorgung.html
https://www.bag.admin.ch/bag/fr/home/strategie-und-politik/nationale-gesundheitspolitik/koordinierte-versorgung/verbesserung-der-rahmenbedingungen-koordinierte-versorgung.html
https://www.bag.admin.ch/bag/fr/home/strategie-und-politik/nationale-gesundheitspolitik/koordinierte-versorgung/verbesserung-der-rahmenbedingungen-koordinierte-versorgung.html
https://www.bag.admin.ch/bag/fr/home/strategie-und-politik/nationale-gesundheitspolitik/koordinierte-versorgung/verbesserung-der-rahmenbedingungen-koordinierte-versorgung.html
https://www.bag.admin.ch/bag/fr/home/strategie-und-politik/nationale-gesundheitspolitik/koordinierte-versorgung/verbesserung-der-rahmenbedingungen-koordinierte-versorgung.html
https://doi.org/10.1016/j.healthpol.2018.03.006
https://doi.org/10.1016/j.healthpol.2018.03.006
https://doi.org/10.5334/ijic.1670
https://doi.org/10.5334/ijic.1670
http://www.afhayes.com/ public/process2012.pdf
http://www.afhayes.com/ public/process2012.pdf


Gilles et al: Financial Barriers Decrease Benefits of Interprofessional Collaboration within 
Integrated Care Programs

Art. 10, page 9 of 9

 44. Muller D, Judd CM, Yzerbyt VY. When moderation is 
mediated and mediation is moderated. Journal of per-
sonality and social psychology. 2005; 89(6): 852–63. 
DOI: https://doi.org/10.1037/0022-3514.89.6.852

 45. Hayes AF. An Index and Test of Linear Moderated 
Mediation. Multivariate Behavioral Research, 2015; 
50(1): 1–22. DOI: https://doi.org/10.1080/002731
71.2014.962683 

 46. Faul F, Erdfelder E, Lang AG, Buchner A. G*Power 
3: A flexible statistical power analysis program for 
the social, behavioral, and biomedical sciences. 
Behavioral Research Methods. 2007; 39: 175–191. 
DOI: https://doi.org/10.3758/BF03193146

 47. Wagner EH. Chronic Disease Management: What 
Will It Take to Improve Care for Chronic Illness? 
Effective Clinical Practices, 1998; 1(1): 2–4. 

 48. Ling T, Brereton L, Conklin A, Newbould J, 
Roland M. Barriers and facilitators to integrating 
care: experiences from the English Integrated Care 
Pilots. International journal of integrated care, 2012; 
12(5): None. DOI: https://doi.org/10.5334/ijic.982

 49. Sangaleti C, Schveitzer MC, Peduzzi M, Zoboli 
ELCP, Soares CB. Experiences and shared meaning 
of teamwork and interprofessional collaboration 
among health care professionals in primary health 
care settings: a systematic review. JBI database of 
systematic reviews and implementation reports, 2017; 
15(11): 2723–2788. DOI: https://doi.org/10.11124/
JBISRIR-2016-003016

 50. Müller C, Zimmermann L, Körner M. Förderfak-
toren und Barrieren interprofessioneller Koopera-
tion in Rehabilitationskliniken – Eine Befragung 
von Führungskräften. [Facilitators and barriers to 
interprofessional collaboration in rehabilitation 
clinics-a survey of clinical executive managers]. Die 

Rehabilitation, 2014; 53(6): 390–395. [In German]. 
DOI: https://doi.org/10.1055/s-0034-1375639

 51. Hultberg EL, Glendinning C, Allebeck P, 
Lönnroth K. Using pooled budgets to integrate 
health and welfare services: a comparison of experi-
ments in England and Sweden. Health & social care in 
the community, 2005; 13(6): 531–541. DOI: https://
doi.org/10.1111/j.1365-2524.2005.00585.x

 52. Axelsson SB, Axelsson R. From territorial-
ity to altruism in interprofessional collabora-
tion and leadership. Journal of Interprofessional 
care, 2009; 23(4): 320–330. DOI: https://doi.
org/10.1080/13561820902921811

 53. Anderson G, Hopkins J. The latest disease bur-
den challenge: People with multiple chronic 
conditions. In: Health Reform: Meeting the Chal-
lenge of Ageing and Multiple Morbidities. Paris: 
OECD Publishing; 2011. DOI: https://doi.
org/10.1787/9789264122314-4-en

 54. Berchtold P, Schusselé Filliettaz S, Zanoni U. 
Nouvel élan pour les soins intégrés dans les cantons:  
un guide. [New impulse for integrated care in the 
cantons: a guide] Conférence suisse des directrices 
et directeurs cantonaux de la santé CDS. 2019. [In 
French].

 55. Office fédéral de la santé publique. Financement 
moniste des prestations de soins. Rapport sur les 
résultats de la consultation. [Monistic financing of 
health care services. Report on the results of the 
consultation]. Berne, Suisse: Département fédéral 
de l’intérieur. 2019. [In French].

 56. Zweifel P. Swiss experiment shows physicians, con-
sumers want significant compensation to embrace 
coordinated care. Health Aff, 2011; 30(3): 510–18. 
DOI: https://doi.org/10.1377/hlthaff.2010.0954

How to cite this article: Gilles I, Schusselé Filliettaz S, Berchtold P, Peytremann-Bridevaux I. Financial Barriers Decrease Benefits 
of Interprofessional Collaboration within Integrated Care Programs: Results of a Nationwide Survey. International Journal of 
Integrated Care, 2020; 20(1): 10, 1–9. DOI: https://doi.org/10.5334/ijic.4649

Submitted: 22 December 2018        Accepted: 19 February 2020        Published: 18 March 2020

Copyright: © 2020 The Author(s). This is an open-access article distributed under the terms of the Creative Commons 
Attribution 4.0 International License (CC-BY 4.0), which permits unrestricted use, distribution, and reproduction in any medium, 
provided the original author and source are credited. See http://creativecommons.org/licenses/by/4.0/.
 

        OPEN ACCESS International Journal of Integrated Care is a peer-reviewed open access journal published 
by Ubiquity Press.

https://doi.org/10.1037/0022-3514.89.6.852
https://doi.org/10.1080/00273171.2014.962683
https://doi.org/10.1080/00273171.2014.962683
https://doi.org/10.3758/BF03193146
https://doi.org/10.5334/ijic.982
https://doi.org/10.11124/JBISRIR-2016-003016
https://doi.org/10.11124/JBISRIR-2016-003016
https://doi.org/10.1055/s-0034-1375639
https://doi.org/10.1111/j.1365-2524.2005.00585.x
https://doi.org/10.1111/j.1365-2524.2005.00585.x
https://doi.org/10.1080/13561820902921811
https://doi.org/10.1080/13561820902921811
https://doi.org/10.1787/9789264122314-4-en
https://doi.org/10.1787/9789264122314-4-en
https://doi.org/10.1377/hlthaff.2010.0954
https://doi.org/10.5334/ijic.4649
http://creativecommons.org/licenses/by/4.0/

	Introduction 
	Methods 
	Study design and data 
	Measures 
	The outcome variable: patient care improvements 
	The predicting variable: degree of interprofessional collaboration  
	The mediator: organisational improvements 
	The moderators: barriers to integrated care  
	Initiatives’ characteristics  

	Confounding variables 
	Statistical analyses 

	Results 
	Sample characteristics 
	Moderated-mediation analyses 

	Discussion
	Conclusion 
	Additional Files 
	Reviewers 
	Competing Interests 
	References 
	Figure 1
	Figure 2
	Table 1

