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ABSTRACT High-income countries face the challenge of providing effective

and efficient care to the relatively small proportion of their populations

with high health and social care needs. Recent reports suggest that

integrated health and social care programs target specific high-needs

population segments, coordinate health and social care services to meet

their clients’ needs, and engage clients and their caregivers. We identified

thirty health and social care programs in eleven high-income countries

that delivered care in new ways. We used a structured survey to

characterize the strategies and activities used by these programs to

identify and recruit clients, coordinate care, and engage clients and

caregivers. We found that there were some common features in the

implementation of these innovations across the eleven countries and

some variation related to local context or the clients served by these

programs. Researchers could use this structured approach to better

characterize the core components of innovative integrated care programs.

Policy makers could use this approach to provide a common language for

international policy exchange, and this structured characterization of

successful programs could play an important role in spreading them and

scaling them up.

H
igh-income countries face the
challenge of providing effective
and efficient care to people who
have both medical needs (which
are related to the management

of complex medical conditions) and social care
needs (related to functional deficits and social
and behavioral risk factors). Although these
people constitute a small proportion of the pop-
ulation, they account for a large proportion of
the expenditures of the health and social care
programs they participate in.1,2 Moreover, these
high-needs people often rely extensively on fam-
ily members and friends as unpaid caregivers.
Reports from the United States,3 England,4

and European countries5 have concluded that
these high-needs populations are notwell served
by fragmented health and social systems. The

result is poor client and caregiver experiences
and suboptimal outcomes, despite significant
costs. The importance of the challenge of provid-
ing integrated health and social care to high-
needs populations, combined with the failure
of existing policies and delivery systems to meet
that challenge, has led many high-income coun-
tries to invest in new approaches to providing
integrated health and social care. A series of re-
ports released over the past few years have ex-
amined the experience of the US and other in-
dustrialized countrieswithnewprogramsof care
for high-needs populations, and these reports
have identified some common features and core
design elements of these new programs.3,6–8

These reports recognize the importance of fo-
cusing innovations on specific segments of high-
needs populations.3,6–8 Each of these segments
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(for example, frail elderly people, adults with
complex chronic medical conditions, or adults
with serious mental health conditions) has a
unique mix of clinical and social care needs.
Theuseofneed-baseddefinitionsof specific pop-
ulation segments is essential to target service
delivery appropriately. Another common theme
of the reports is the need for programs to coor-
dinate care delivery—not only across health care
providers and settings, but also between health
and social care delivery systems.3,6–8 A third
common theme is the importance of actively en-
gaging clients in shared decision making and
self-management.3,6–8 The focus on engagement
should extend beyond the clients to include their
caregivers, when appropriate.
Our study used a structured survey to provide

insights into the ways in which these core design
features of integrated health and social care for
populations of high-needs clients and their
caregivers (segmentation, coordination, and en-
gagement)havebeen implemented in innovative
programs in different high-income countries.
The programs selected for our sample were
deemed to be innovative in the sense that they
involved new activities or partnerships and pro-
vided services to clients and caregivers that were
different from the services that similar people
would normally receive in the relevant country.9

Our studyprovides anoverviewof the extent to
which a set of defined strategies and activities
have been implemented in thirty innovative
programs from a group of eleven high-income
countries. The structured survey allowed us to
characterize these programs in a standardized
fashion and to identify consistencies and varia-
tions. We hope that our study can provide the
basis for shared learning and support the spread
of integrated health and social care programs for
high-needs populations.

Study Data And Methods
Sampling Strategy The study used a purposive
two-stage sampling strategy. In the first stage,
completed in the period January–March 2018,
the Commonwealth Fund provided a list of
contacts in each of eleven high-income coun-
tries (Australia, Canada, France, Germany, New
Zealand, Norway, Sweden, Switzerland, the
Netherlands, the United Kingdom, and theUnit-
ed States). These contacts included people in
university or other academic settings, delivery
programs, or policy-making roles.We sent each
onea letter that outlined thepurposeof the study
and contained a structured nomination form,
soliciting their input on innovative programs
of which they were aware. The nomination form
asked for information on the program in terms

of the population served, as well as on the pro-
gram’s activities, data collection and evaluation,
and current status. It also asked for a statement
about what made the program innovative in the
contact’s country in terms of partnerships, activ-
ities, and impact on client care.
In the second stage, completed in April–

May 2018, the nomination forms were reviewed
by the authors and Commonwealth Fund staff.
Through a consensus process, programs were
selected for inclusion based on their being inno-
vative, in the sense that they involved new ways
to organize and deliver care in the relevant coun-
try, and being committed to data collection and
evaluation. The final sample was selected to be
representative across the eleven countries and
target populations. The names, countries, and
target populations of the thirty programs in
the study are in the online appendix.10

Development And Testing Of Structured

Survey The primary purpose of the survey was
toobtain structured informationon the activities
the programs had implemented to segment
populations into distinct groups with different
needs, coordinate care, and engage clients and
caregivers. The authors based the design of the
structured survey of activities on a review of re-
cent reports on programs that integrated health
and social care in high-income countries.3,6–8

This led to the identification of two activities
for segmentation (the definition of eligibility
rules and theapplicationof those rules in recruit-
ment processes), five for coordination (central-
ized client intake, primary care leadership,
integration of health and social care services,
management of care transitions, and data-shar-
ing processes), and three for engagement (com-
mitment to shared decision making, support for
client self-management, and support for care-
givers). To look for variation in levels of activity
in each case, categories of low, medium, and
high levels of each activity were created. A set
of definitions for each activity and the levels
within each activity were developed in an itera-
tive process conducted by the authors and in-
formed by the recent literature.
The structured survey tool used these defini-

tions as well as a set of prompt questions to
categorize each program’s activity level (low,
medium, high) for each of the ten activities.
The text answers to the prompt questions were
used to validate the categorization of the level of
activity as well as to provide specific program
operational details.
The structured survey of program activities

was tested on two programs that were well
known to the authors. Based on this test, some
minor modifications were made. A copy of the
structured survey tool used to produce the data
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for this article is in the appendix.10 The struc-
tured survey also contained a brief section that
asked for information on the current status of
the program and on its evaluation.

Data Collection And Validation We con-
tracted with teams or individuals in different
countries to collect the data in the summer of
2018. These contractors were not staff of the
selected programs. Instead, they were either
the contacts who had originally nominated the
programs or members of organizations that had
conducted studies of the programs. The data
collectors were asked to use key informants and
program description materials to complete the
survey. To ensure a standardized data collection
process, the authors provided each contracted
data collection team or individual with a stan-
dard training webcast as well as ongoing tele-
phone and email support during the process.
The initial data were collected in the summer
and fall of 2018, and materials were reviewed
as they were submitted. The authors followed
up with the data collectors to make sure that
the surveys were complete and the data collec-
tion methods were consistently followed.
To validate the reported activity levels, the au-

thors reviewed the text provided in the struc-
tured survey responses with the level designa-
tion. Where a mismatch between the reported
level and accompanying text was identified,
the authors followed up with the data collectors
and resolved the issue. The final data validation
was completed in the spring of 2019.

Limitations This study had a number of
limitations. First, the sample of programs was
drawn from a small number of high-income
countries, and the findings might not be gener-
alizable to other countries.
Second,weused apolicy and researchnetwork

to identify potential programs of interest in each
country.We cannot guarantee that the programs
are representative of the full range of innovative
programs in those countries.
Third, the structured survey tool was devel-

oped specifically for this study and has not been
used in previous research. Although we used an
iterative and collegial process based on previous
reports and our own research to design the sur-
vey, the specific framework underlying the sur-
vey tool is unique. Like any theoretical frame-
work, it provides one approach to describing
a complex system.
Fourth, the data came from structured conver-

sations with key informants and from previous
written reports on the programs of interest.
However, our approach allowed us to use text
descriptions to validate the categorization of ac-
tivity levels presented in the exhibits.

Study Results
Sample The survey sample consisted of thirty
programs that met our criteria for being innova-
tive. Four of these programswerepilot programs
that had not yet secured stable funding, six re-
ported that they had stable funding but were at a
single site, and the remaining twenty reported
that they had stable funding and provided ser-
vices at more than one site. Ten programs re-
ported that they targeted frail elderly people;
four programs targeted adults with seriousmen-
tal health conditions, addictions, or both; and
sixteen programs targeted adults with complex
chronic medical conditions.We used these three
reported target populations to stratify the pre-
sentation of results. All thirty programs reported
that they had undergone some form of external
evaluation: Five reported an evaluation by the
funder, and the remaining twenty-five reported
an evaluation done as part of a research study.
Summary Overall, our survey showed wide

variation in the levels of segmentation, coordi-
nation, and engagement activities across the
thirty programs we studied. Only one program
was categorized as having a high level for all ten
activities. Fifteen programs hadmedium or high
levels for all ten activities. All programs had at
least one medium- or high-level segmentation,
coordination, or engagement activity.
There were consistently high levels of activity

around defining eligibility rules to identify pop-
ulation segments eligible for integrated service
provision, but some variation in the processes
used to recruit clients. Therewas strong commit-
ment to coordinating intake processes and pri-
mary care leadership but variation in the integra-
tion of health and social care services, managing
transitions in care, and timely sharing of data.
There was consistently strong commitment to
shared decision making and client self-manage-
ment, but variation in coaching and support for
caregivers.
Segmentation Activities Exhibit 1 shows

how the twoprogramactivities aimed at segmen-
tation (definition of eligibility rules and applica-
tion of those rules) are distributed across levels
of activity (low, medium, high) by target popu-
lation.
▸ DEFINITION OF ELIGIBILITY RULES: The

study aimed to determine the extent to which
specific eligibility criteria had been defined for
the program. The programs for frail elderly peo-
ple and adults with serious mental health con-
ditions or addictions all were categorized as hav-
ing medium or high levels of activity around
eligibility definition. Programs in the high-activ-
ity category had strict criteria that were some-
times related to insurance program eligibility—
for example, coverage byMedicare andMedicaid
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for some US programs. In other countries, strict
criteria were related to detailed needs assess-
ments or to demographic characteristics or care
settings. Programs in the medium-activity cate-
gory had well-defined criteria but also allowed
for some flexibility based on provider input. The
sixteen programs targeted at adults with com-
plex chronicmedical conditions included amore
diverse mix of eligibility-definition activities
than the other programs did. Some of these pro-
grams focused on care for well-defined disease
categories such as chronic obstructive pulmo-
nary disease and had strict criteria to ensure that
participants were appropriate patients. Others
targeted less clearly defined populations that re-
flected the concept of medical and social com-
plexity and were categorized as low activity.
▸ APPLICATION OF ELIGIBILITY RULES: Seg-

mentation of potential clients for entry into pro-
grams involves not only the definition of rules
for program eligibility as described above, but
also the development and implementation of a
process to recruit clients to the program based
on those rules. For this activity, the low-activity
categorywas used for programs inwhich referral
was informal and unstructured, the medium-
activity category was used for programs in which
a team member had a process to identify and
recruit clients, and the high-activity category
was used for programs in which the identifica-
tion and referral process was built into a data
system that alerted providers that a personwas a
potential client. The majority of the programs
were categorized as medium activity. These pro-

grams typically had a staff member who worked
in the community and with providers to recruit
clients. However, for each target population
there were examples of less structured applica-
tion of eligibility rules. For example, one mental
health program recruited clients who were walk-
ins to a storefront clinic. At the other end of the
continuum, anothermental health care program
used information obtained from data on emer-
gency department visits to proactively alert staff
about potential clients. Overall, there was a mix
of technology-based and data-driven proactive
methods in sophisticated settings and more in-
formal personal methods driven by program
staff or potential clients in less formal settings.
Coordination Activities Exhibit 2 shows

how the five program activities aimed at coordi-
nation (centralized client intake, primary care
leadership, integration of health and social care
services, management of care transitions, and
data-sharing processes) are distributed across
levels of activity by target population.
▸ CENTRALIZED CLIENT INTAKE: Centralized

intake of clients into these innovative programs
involved a specific interaction between program
staff and a client in which information on needs
and services was shared. The high-activity cate-
gory meant having a designated staff member
whose main responsibility was to conduct a
structured intake of all clients, the medium-
activity category involved a structured process
withmultiple intake staff members, and the low-
activity category involved a more informal proc-
ess in terms of both structure and staffing. The
majority ofprogramshada clearlydefined intake
process completed by a designated program em-
ployee, for whom the intake process was a main
part of the job description. Other programs al-
lowed different staff members to conduct the
intake.Aminorityof theprograms lackeda clear-
ly staffed and structured intake process and con-
ducted the intake process using existing data
with no direct interaction between a team mem-
ber and the client.
▸ PRIMARY CARE LEADERSHIP: The majority

of programs reported that they fell into the high-
activity category in our survey and had a primary
care provider as the person responsible for man-
aging the care needs and care processes for the
client. A substantial number of programs fell
into the medium-activity category. This level of
activity involved clients’ having regular contact
with one ormore primary care providerswithout
any single provider having comprehensive re-
sponsibility for care. These programs often in-
volved having a primary care provider as a mem-
ber of amultidisciplinary team and having a care
manager or coordinator who was responsible
for organizing the full range of services for cli-

Exhibit 1

Numbers of programs in eleven high-income countries categorized as having low, medium,
or high activity aimed at segmentation, by target population

SOURCE Authors’ analysis of data collected in 2018. NOTES The text and appendix contain the rele-
vant definitions of segmentation activities and their levels of activity. The target populations for the
programs were frail elderly people (FE), adults with serious mental health conditions or addictions
(MH), and adults with complex chronic medical conditions (CC).
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ents. Instead of being primary care physicians or
nurse practitioners, coordinators were often
nurses or other trained health care providers.
The small number of programs categorized as
having a low level of activity in primary care lead-
ership included those inwhichmedical specialists
or members of other professions, such as phar-
macists, were responsible for managing care.

▸ INTEGRATION OF HEALTH AND SOCIAL CARE

SERVICES: The study aimed to examine the ex-
tent to which the programs included coordinat-
ing health care services with services from social
careproviders—suchas social services and finan-
cial support services. The high-activity category
included programs that provided a wide range of
social services in a highly coordinated manner,
and the medium-activity category included pro-
grams that reported providing many social ser-
vices without a high level of coordination. Pro-
grams categorized as low activity provided a
limited number of social services with minimal
coordination. All four of the mental health pro-
grams, as well as the majority of the programs
for the frail elderly, were categorized as high
activity. None of the programs serving those
twopopulationswere categorized as lowactivity.
Many programs serving clients with chronic
medical conditions were categorized as having
low levels of coordinated social services, al-
though some of these programs were in the
high-activity category.

▸ MANAGEMENT OF CARE TRANSITIONS: The
study aimed to assess the degree to which a pro-
gram used either structured protocols or well-
defined care plans to manage and coordinate
care as clients made transitions between pro-
viders or settings of care. Programs were catego-
rized as high activity if they had clear protocols
that were routinely used, medium activity if they
had some protocols but they were not routinely
used, and low activity if there no protocols. The
majority of programs targeted at frail elderly
people or adults with serious mental health con-
ditions or addictions were categorized as high
activity. However, half of the programs for peo-
ple with chronic medical conditions were cate-
gorized as low activity and lacked transition pro-
tocols.

▸ DATA-SHARING PROCESSES: The study ex-
amined the data infrastructure platforms and
processes that support data sharing among dif-
ferent providers in the programs. Programs that
give providers timely access to data through a
single shared data structure were categorized as
high activity, programs where data are shared
but not on a single platform were categorized
as medium activity, and programs without a
process for sharing data were categorized as
low activity. Overall, one-third of programswere

categorized as high activity. Another third were
in the low-activity category. The latter often re-
ported that they relied on case conferences and
one-to-one communication to share information.
Engagement Activities The survey was fo-

cused on organizational commitment and sup-
port for client and caregiver engagement and did
not directly ask clients or caregivers whether
they had been engaged or supported. Exhibit 3
shows how the three program activities—
commitment to shareddecisionmaking, support
for client self-management, and support for
caregivers—are distributed across levels of activ-
ity by target population.
▸ COMMITMENT TO SHARED DECISION MAK-

ING: To be categorized as having a high level
of activity, a program had to have a strong orga-
nizational commitment to, support of, and train-
ing of staff in shared decision making among

Exhibit 2

Numbers of programs in eleven high-income countries categorized as having low, medium,
or high activity aimed at coordination, by target population

SOURCE Authors’ analysis of data collected in 2018. NOTES The text and appendix contain the rele-
vant definitions of coordination activities and their levels of activity. The target populations for the
programs were frail elderly people (FE), adults with serious mental health conditions or addictions
(MH), and adults with complex chronic medical conditions (CC).
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providers, clients, and their caregivers. Medium
activity involved institutional commitment but
no clear support of or training in shareddecision
making, and low activitymeant that therewas no
clear strategy to support shared decision mak-
ing. The majority of the programs for all three
target populations were categorized as having
high activity, signaling a high level of commit-
ment. Some of these programs had implemented
ongoing training in the principles and applica-
tion of shared decisionmaking for all staff mem-
bers, while others had made that a priority for
the provider who had the most contact with the
client.Only twoprogramsreportednoclear com-
mitment to shared decision making and fell into
the low-activity category.
▸ SUPPORT FOR CLIENT SELF-MANAGEMENT:

To be categorized as high activity, a programhad
to demonstrate strong organizational support
for, training in, and a culture that supported
client self-efficacy and self-management. Medi-
um-activity programs provided some support,
and low-activity programs did not have self-
management as a part of their organizational
strategy. The majority of programs were catego-
rized as high activity. The most robust of these
programs had not only built organizational ca-
pacity to support client self-management but al-

so trackedoutcomes suchas client activationand
clients’ capacity to self-manage. Only one of the
thirty programs reported that it did not have a
strong organizational commitment to client self-
management.
▸ SUPPORT FOR CAREGIVERS: To be catego-

rized as having a high level of activity, a program
had to demonstrate strong organizational com-
mitment to and training of staff in caregiver sup-
port and coaching. Medium activity involved in-
stitutional commitment but no clear training,
and low activity meant no clear strategy to sup-
port caregivers. Programs that servedadultswith
serious mental health conditions or addictions
had high levels of commitment to caregiver sup-
port and coaching. On the other hand, caregiver
support and coachingwas not a clear component
of the organizational strategy of seven of the
sixteen programs targeted at adults with com-
plex chronic medical conditions.

Discussion
Our structured survey was based on recent re-
ports that recommended an integrated approach
to health and social care programs for high-
needs populations.3,6–8 The integrated approach
is designed to target segments of the population
that have similar health and social care needs,
coordinate both health and social care services
for their clients, and engage clients and their
caregivers in shared decision making and sup-
porting client and caregiver self-management.
We used a purposive two-stage sampling process
to identify thirty programs in eleven high-
income countries.We focused on programs that
were innovative in the sense that they organized
care in new ways and that the care they provided
to clients and their caregivers was different from
the usual care in the relevant country. We used
our structured survey to characterize the imple-
mentation of specific activities related to seg-
mentation, coordination, and engagement in
those programs.We found both consistency and
variation in those activities.
Most of these programs had well-defined cri-

teria for identifying and targeting segments of
the population. Many had implemented a cen-
tralized intake process that provided an impor-
tant first step toward defining the needs of cli-
ents and their caregivers and identifying services
that could be offered. Most programs had a
strong role for primary care providers. The pro-
grams consistently prioritized shared decision
making and client self-management.
Along with this consistency, we found some

variation. Although programs routinely had
well-defined eligibility criteria, there was varia-
tion in how these were used to recruit clients.

Exhibit 3

Numbers of programs in eleven high-income countries categorized as having low, medium,
or high activity aimed at engagement, by target population

SOURCE Authors’ analysis of data collected in 2018. NOTES The text and appendix contain the rele-
vant definitions of engagement activities and their levels of activity. The target populations for the
programs were frail elderly people (FE), adults with serious mental health conditions or addictions
(MH), and adults with complex chronic medical conditions (CC).
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Some programs recruited passively, in the sense
that they let clients come to them. Others were
more active and had staff members who would
work within the community or care setting to
find and recruit eligible clients. Still others were
proactive and had client alerts built into the data
infrastructure. Some programs relied on team
meetings or case conferences to share informa-
tion about clients and caregivers, while others
had sophisticated data-sharing infrastructure.
In the case of both recruitment and data sharing,
it can be argued that the availability of a sophis-
ticated data structure has a role in driving the
variation that we observed across programs.
Variation in some other activities appeared to

be associated with the target population. Pro-
grams for frail elderly people or adults with seri-
ous mental health conditions or addictions ap-
peared tohavea stronger focusoncoordinatinga
wide range of health and social care, managing
transitions, and supporting and coaching care-
givers, compared to programs focused on adults
with complex chronic medical conditions. This
may be the result of fundamental differences in
clients’ needs among these groups. This type of
variation could reflect appropriate service deliv-
ery and program design.

Policy Implications
We believe that our study has some important
research and policy implications.
From the research perspective, we see our use

of a structured approach to collecting data on
complex integrated health and social care pro-
grams in collaboration with teams in different
countries as an important step toward creating
an ongoing international research collabora-
tion. The survey tool we used in this research
is shared in the appendix to this article.10 We
continue to work on refining the tool and the
data collection process with colleagues in other
countries, and we will make the updated tool
available to interested parties.
From a policy-making perspective, the ability

to characterize integrated care innovation from
different countries in a standardized fashion cre-
ates a common language that is essential to ef-
fective international policy exchange. This struc-
tured characterization and common language
allow policy makers to better understand re-
forms and innovations designed to improve in-
tegrated care for high-needs populations in their
own countries and to share ideas and have a
dialogue about these reformswith countries that
are facing similar challenges. For example, a key
goal of the project that funded this study was
to provide a structured characterization of inte-
grated care innovations for discussion at a high-

level international policy symposium hosted by
the Commonwealth Fund in November 2018,
and this article is another step toward sharing
that information with an international policy-
making audience. (A related article in this issue
of Health Affairs explores specific policies that
are used to support the integration of health
and social services.)11

We think that our finding of consistency in
many of the innovative programs we studied
shows that there is international agreement on
some core components of innovative integrated
health and social care. The fact that thirty inno-
vative programs from eleven countries had
common features—targeting well-defined high-
needs populations, coordinating health and
social care, and engaging clients and their
caregivers—supports the notion of a shared vi-
sion. The variation in some of the finer details
of program implementation reflects another im-
portant reality for policy makers: Programs
should be designed to fit the target populations
they serve and should build on existing resourc-
es. For example, the lack of a sophisticated data-
sharing infrastructure does not preclude the
provision of innovative health and social care.
Countries without such infrastructure can rely
on other strategies such as case conferences and
care coordinators to share information. Similar-
ly, programs that care for adults with serious
mental health conditions or addictions might
rely on a wider array of health and social care
services, compared to programs for adults with
complex chronic medical conditions.
Another facet of our work that we think has

important policy and research implications is
our finding that all of theprograms reported that
they had some form of evaluation. At a superfi-
cial level this is very reassuring, but it is less so at
a deeper level. Although we did not conduct an
exhaustive and comprehensive search of evalua-
tions, we did attempt to work with the programs
and conduct some basic online searches to iden-
tify the publicly available evaluations. That effort
revealed wide variation in the scope and nature
of the evaluationswe found.Wedid identify some
important efforts by funders (for example, Eng-
land’s National Health Service)12 and by large
research consortia13 to provide a consistent and
comprehensive approach to evaluating multiple
innovative programs.However, it is very difficult
to identify successful innovations in a systematic
way, given the lack of timely and high-quality
evidence. This points to the need for creating an
international effort to conduct consistent high-
quality evaluations.
The final, and perhaps most important, policy

implication of our study is that it could help set
the stage for the spreading and scaling up of
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innovative programs. Our study deliberately fo-
cused on innovative programs—those that pro-
vided care in a way that was fundamentally new
and different from how care was usually provid-
ed in the relevant country. To transform care,
policy makers clearly need to know about those
innovative programs. However, the real value to
policymakers in terms of population impact and
system transformation is not just finding inno-
vations, but spreading and scaling them up. At-
tempts to spread and scale up complex health
care interventions, such as integrated health and
social care, haveproven tobedifficult and largely
unsuccessful.14,15 In a recentHealthAffairs article,
Tim Horton and his colleagues made the point
that codifying or characterizing these complex
interventions in a way that is meaningful and
useful to those being asked to adopt them is
an important first step in addressing the “spread
challenge.”15Ourwork could help to address this
challenge by providing a basis for codifying com-

plex integrated health and social care innova-
tions. In this way, it could have an impact on
the care of those with the greatest need.

Conclusion
We used a structured survey to identify some
common features in the implementation of thir-
ty integrated care innovations in eleven high-
income countries.We also found some variation
related to local context or the populations served
by these programs. Researchers could use this
structured approach to better characterize the
core components of innovative integrated care
programs. Policymakers could use the approach
to provide a common language for international
policy exchange, and this structured characteri-
zation of successful programs could play an
important role in spreading them and scaling
them up. ▪
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