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Abstract

Integration and continuity of primary care: polyclinics and
alternatives - a patient-centred analysis of how organisation
constrains care co-ordination

Rod Sheaff,'™ Joyce Halliday,' John Qvretveit,? Richard Byng,3
Mark Exworthy,4 Stephen Peckham> and Sheena Asthana’

1School of Government, Plymouth University, Plymouth, UK

2Medical Management Centre, Karolinska Institutet Stockholm, Stockholm, Sweden

3Health Services Management Centre, Plymouth University Peninsula Schools of Medicine and
Dentistry, Plymouth, UK

4Centre for Health Services Studies, University of Birmingham, Birmingham, UK

5Department of Health Services Research and Policy, University of Kent, Kent, UK

*Corresponding author R.Sheaff@plymouth.ac.uk

Background: An ageing population, the increasing specialisation of clinical services and diverse
health-care provider ownership make the co-ordination and continuity of complex care increasingly
problematic. The way in which the provision of complex health care is co-ordinated produces — or fails to
produce — six forms of continuity of care (cross-sectional, longitudinal, flexible, access, informational and
relational). Care co-ordination is accomplished by a combination of activities by patients themselves;
provider organisations; care networks co-ordinating the separate provider organisations; and overall
health-system governance. This research examines how far organisational integration might promote care
co-ordination at the clinical level.

Objectives: To examine (1) what differences the organisational integration of primary care makes,
compared with network governance, to horizontal and vertical co-ordination of care; (2) what difference
provider ownership (corporate, partnership, public) makes; (3) how much scope either structure allows for
managerial discretion and ‘performance’; (4) differences between networked and hierarchical governance
regarding the continuity and integration of primary care; and (5) the implications of the above for
managerial practice in primary care.

Methods: Multiple-methods design combining (1) the assembly of an analytic framework by non-systematic
review; (2) a framework analysis of patients’ experiences of the continuities of care; (3) a systematic
comparison of organisational case studies made in the same study sites; (4) a cross-country comparison of
care co-ordination mechanisms found in our NHS study sites with those in publicly owned and managed
Swedish polyclinics; and (5) the analysis and synthesis of data using an ‘inside-out’ analytic strategy. Study
sites included professional partnership, corporate and publicly owned and managed primary care providers,
and different configurations of organisational integration or separation of community health services, mental
health services, social services and acute inpatient care.
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ABSTRACT

Results: Starting from data about patients’ experiences of the co-ordination or under-co-ordination of
care, we identified five care co-ordination mechanisms present in both the integrated organisations and
the care networks; four main obstacles to care co-ordination within the integrated organisations, of which
two were also present in the care networks; seven main obstacles to care co-ordination that were specific
to the care networks; and nine care co-ordination mechanisms present in the integrated organisations.
Taking everything into consideration, integrated organisations appeared more favourable to producing
continuities of care than did care networks. Network structures demonstrated more flexibility in adding
services for small care groups temporarily, but the expansion of integrated organisations had advantages
when adding new services on a longer term and a larger scale. Ownership differences affected the range
of services to which patients had direct access; primary care doctors’ managerial responsibilities (relevant to
care co-ordination because of their impact on general practitioner workload); and the scope for doctors
to develop special interests. We found little difference between integrated organisations and care
networks in terms of managerial discretion and performance.

Conclusions: On balance, an integrated organisation seems more likely to favour the development of care
co-ordination and, therefore, continuities of care than a system of care networks. At least four different
variants of ownership and management of organisationally integrated primary care providers are
practicable in NHS-like settings. Future research is therefore required, above all to evaluate comparatively
the different techniques for coordinating patient discharge across the triple interface between hospitals,
general practices and community health services; and to discover what effects increasing the scale and
scope of general practice activities will have on continuity of care.

Funding: The National Institute for Health Research Health Services and Delivery Research programme.
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Glossary

Italicised terms originate in languages other than English.

Buurtzorg A not-for-profit organisation providing team-based community care, with general practitioner
support and a minimal management infrastructure (the Netherlands).

Captant A professional (typically a doctor) who deals with a patient first in each new episode of care, and
who by default becomes the first de facto professional co-ordinator of the patient’s care.

Care co-ordination Activities that combine different providers’ separate inputs into a coherent
programme of care for a patient.

Care network A stable set of linkages between separate provider organisations, for the purpose of jointly
providing care (e.g. by implementing a care pathway).

Clinical co-ordination Care co-ordination at the level of the individual patient.

Consultation model A method of care co-ordination in which all referrals are made by the professional
(typically a doctor, but possibly a nurse practitioner or similar) who co-ordinates a patient’s care. Hence,
the co-ordinating professional is at the centre of a star-like pattern of referral links.

Continuity of access The range and accessibility of services, compared with a patient’s health-care needs,
that the patient has access to.

Continuity of care A omnibus term for one or more of the following dimensions (‘continuities’) of care.
See the separate glossary entry for each of cross-sectional continuity, longitudinal continuity, flexible
continuity, continuity of access, informational continuity and relational continuity.

Cross-sectional continuity Managing a patient’s complex health conditions as a totality in light of how he
or she, and the corresponding interventions and care, interact. Synonyms: ‘clinical’, ‘comprehensive’,
‘holistic’, ‘'management’ or “therapeutic’ continuity of care.

Falsificationist (method) A method of testing hypotheses by means of seeking evidence that would
show them to be false. Hypotheses that survive this test are provisionally accepted, pending any future
discovery of new evidence that disproves them.

Flexible continuity Responsiveness of care to changes in a patient’s circumstances.

General practitioner Here, defined narrowly as a primary care doctor who is a co-owning partner in a
professional partnership (see below) providing primary medical care (i.e. a particular kind of primary
care doctor).

Governance structure A structure by which policy-makers or managers exercise control within
organisations and over other organisations: classically networks, hierarchies and markets (but also
professional partnerships, democratic organisations, etc.).

Health Passport A patient-held summary of the patient’s current health status, medication and other
information that a new health-care provider is likely to need to know.

Husldkare Primary care doctor (Sweden).
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Informational continuity The extent to which a patient’s care plan is decided on the basis of all of the
available relevant information from all relevant providers about the patient’s history, current condition,
circumstances and care needs.

Instantiate To represent, as an example or instance.

Integration Here, defined narrowly to mean organisational integration, that is to say the unification of a
number of services within one organisation that has a single structure of managerial control. This definition
excludes collaborations between separate organisations.

Longitudinal continuity The maintenance of planned treatment when providers change (e.g. through
shift changes, staff turnover or patient transfers).

Narsjukvard Health centres typically offering planned day surgery, other day treatments and limited
inpatient care besides primary care (Sweden).

Nested framework A set of analytic frameworks of increasing generality. The relationships analysed in
the first framework (in this case, doctor—patient interactions) take place inside (are ‘nested’ within) a
second, wider framework of relationships (in this case, the ways in which, say, a general practice is
organised). In turn, the second set of relationships takes place inside a third, still wider set of relationships
(in this case, the external relationships between general practices and other organisations), and so on.

Network A group of three or more legally autonomous organisations that routinely collaborate to achieve
a collective goal.

Network co-ordinating (or managing) body A group established to co-ordinate the activities of a care
network. Depending on circumstances the co-ordinating body may be a separate organisation or an
assemblage (e.g. committee) of representatives from the member organisations, or the role may be
monopolised by one of the member organisations (typically the largest or most powerful).

NHS trust In this report the term is used as an abbreviation of the phrase ‘NHS trust and/or NHS
foundation trust'.

Non-captant A profession or professional undertaking a specific task within a programme of care under
the authority of the co-ordinating captant professional (see above).

Partnership Defined here in a narrow sense as an organisation co-owned by some or all of those who
work in it (the ‘partners’), with the organisation being controlled through decision-making among the
partners on an approximately equal and democratic basis. (Hence not a care network or other
collaboration between separate organisations, although these often call themselves ‘partnerships’.)

Person-centred care Care focused on enabling the patient to achieve, as far as feasible, the life goals
and activities of daily life to which he or she attaches the most importance.

Polyclinic Also defined narrowly here as a primary care provider organisation that employs and manages
salaried doctors and other primary care clinicians on the same basis within a unified management
structure. It may also include some specialist and diagnostic services, as in some large US ambulatory care
practices. (The term ‘polyclinic’ within quotation marks means what was locally called a polyclinic, whether
or not it corresponded to the definition used in this report.)

Primérvard likare Primary care doctor (Sweden).
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Primary care Health care that patients can access directly or use while continuing to live in their normal
home. (In this definition, primary care may be specialised or generalist, covers a wide range of nursing and
other non-medical activities and is not equated with primary medical care.)

Primary care doctor Any doctor providing primary medical care, whether a salaried employee, a
professional partner or a ‘free professional’ working alone (hence the inclusion of general practitioners as a
special case.)

Provider An individual professional or organisation caring for patients.

Provider organisation An organisation (professional partnership, bureaucracy, co-operative), not an
individual, delivering services.

Realist method An approach to analysing policy and its implementation based on the axiom that
‘every policy is a theory’. A policy assumes that performing the prescribed action in the appropriate
setting will produce the outcomes that the policy-makers desire. ‘Action’ is taken widely to include such
things as setting up new organisational structures. Hence, each policy can be analysed in terms of what
outcomes — intended and unintended — the prescribed action (‘mechanism’) in fact produced in the
settings (‘context’) in which it was actually implemented.

Relational continuity Ongoing contact with the same carers (care co-ordinator, informal carers,
clinicians) during the care process.

Vardcentral A Swedish polyclinic, publicly financed (but diverse types of ownership) and employing
primary care doctors and other clinicians.

Vardval system A Swedish system giving patients a choice of polyclinic by means of voluntary
registration (similar to the NHS list system).
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List of abbreviations

A&E
AHP
ANP
APMS

BMA
CCaG
CHS
CLAHRC

COPD

CPN
DDR
DGH
DRG
ED
EHR
EMR
GMS
GP
GPSI
H&WBB
HMO
HSDR

accident and emergency
allied health professional
advanced nurse practitioner

Alternative Provider Medical
Services

British Medical Association
Clinical Commissioning Group
community health services

Collaboration for Leadership in
Applied Health Research and Care

chronic obstructive pulmonary
disease

community psychiatric nurse
Deutsche Demokratische Republik
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diagnostic-related group
emergency department
electronic health record
electronic medical record
General Medical Services
general practitioner

GP with special interests

Health and Well-Being Board
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Health Services and Delivery
Research
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MDT
MRI

NICE
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NP
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WHO
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integrated primary care team
information technology
Medicare Benefits Schedule
multidisciplinary team
magnetic resonance imaging

National Institute for Health and
Care Excellence

National Institute for Health
Research

nurse practitioner

primary care trust

primary health care centre
occupational therapist
quality-adjusted life-year

Quality and Outcomes Framework

Royal College of General
Practitioners

research question
Service Delivery and Organisation

services intégrés pour les personnes
agées fragiles (integrated services
for frail elders)

Stockholms lans landsting
(Stockholm county council)

World Health Organization
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Plain English summary

IVI any NHS patients, especially frail older people, have what we call ‘complex needs’, that is, many
and varied long-term conditions that need treatment and care from more than one service at once
(general practice, community nursing, social services, etc.). The better co-ordinated these services are, the
more likely it is that these patients will be aware of, and able to use, the range of support needed to
maintain their health. This helps people to avoid further iliness and hospital admissions and to continue
living in their own homes. In recent years the NHS has introduced new organisations and ways of working
in order to improve the care of people with complex health needs. These approaches include general
practitioner-led health centres, ‘case management’ (where a community matron or similar co-ordinates
patients’ care) and (especially in London) ‘polyclinics’. We wanted to find out how these approaches
compare in terms of improving the co-ordination of patient care across the range of services. We did

this by interviewing patients with complex health-care needs, their carers (where appropriate) and their
health/social care workers to find out what helps to co-ordinate the care that patients receive and what
creates difficulties. We also looked at the Swedish health system to find out how that goes about
integrating and co-ordinating care for patients with complex care needs. This suggests that combining
general practice and community health services into one organisation is likely to co-ordinate care better
than the current separation between general practice and other health services.
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Scientific summary

Background

Nearly one-sixth of NHS patients have multiple morbidities. They usually need more extensive and varied
health-care inputs than one clinician can provide, besides ‘social’ care, informal support and sometimes
secondary care, all adjusting to changes in their circumstances or health; that is, complex care. How to
co-ordinate all the elements of complex care is an enduring problem. In the NHS, the provision of complex
care is distributed across several governance structures: general practices (independent and mostly
organised as professional partnerships); NHS trusts and foundation trusts (hierarchical public organisations);
and local government (responsible for means-tested social care through a quasi-market). This tripartite
division, an ageing population, increasing specialisation of clinical services and the increasing diversity of
ownership of health-care providers make the co-ordination and continuity of complex care increasingly
problematic and salient policy issues.

Research on continuity of care distinguishes six main forms of continuity:

cross-sectional

longitudinal

flexible (‘developmental’; sometimes subsumed under ‘management’ continuity)
continuity of access

informational

relational (or ‘personal’).

ok W =

The way in which the provision of complex health care is co-ordinated produces these continuities, or fails
to. A growing body of evidence suggests that care co-ordination occurs at, and results from the interaction
between, four levels of health-system activity:

care co-ordination by patients themselves

provider organisations internally co-ordinating the services that they provide

care networks co-ordinating the separate provider organisations

at the local health-system level, organisations such as Clinical Commissioning Groups attempting to
co-ordinate the above interactions as a whole, and exercising external governance over provider
organisations and care networks.

AN =

In an attempt to bridge its tripartite structure and improve the co-ordination of care, the NHS has
experimented with ‘polyclinics’ or ‘polysystems’. Elsewhere in Europe, polyclinics are integrated
organisations that provide primary medical care, nursing (including community nursing) and sometimes
further primary care services under a unified managerial structure. Existing research on the relationships
between governance structures, care co-ordination and continuity of care suggests, on balance, that
an integrated organisation containing a wide range of services (above all, primary medical care) may be
more likely to favour the development of care co-ordination, and therefore continuities of care, than
co-ordination by care network. This research, therefore, examines the ways in which care co-ordination
at the clinical level might be promoted by organisational integration, that is, a unified organisational
structure to co-ordinate and provide the different services comprising complex care.
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The research questions (RQs) were:

. What difference does the integration of primary care into hierarchical governance structures make,

compared with network governance, with regard to:

continuity of primary care (horizontal integration)

substitution of primary for secondary care (vertical integration)

the availability of management information about unit costs of care episodes and management costs
diversity of primary care services?

. In the case of hierarchical governance, what difference does ownership make?
. How much discretion does either type of governance structure allow for managerial discretion and

‘performance’? Within each, which managerial practices tend to promote continuity of primary care,
substitution of primary for secondary care and diversity of primary care services?

Do the answers to RQs 1, 2 and 3 tend to support or refute the predictions (outlined above) about the
differences between networked and hierarchical governance with regard to continuity and integration
of primary care?

. What are the implications of the above for managerial practice in primary care?

We used a multiple-methods design combining:

1.

Assembly of an analytic framework by non-systematic review of existing research. This directly
contributed to answering RQ 4, and indirectly contributed to answering the other RQs.

. A framework analysis of patients’ experiences of continuities of care in a maximum-variety sample of

care co-ordination mechanisms (contrasting types of organisational structures, care network structures
and managerial practice) using patient interview data and, as validation, quasi-quantified patient record
data; and comparing the findings with the co-ordination mechanisms described in the organisational
case studies. This contributed to answering RQs 1 and 4.

. A systematic comparison of organisational case studies made at the same study sites. For each site, a

case study was produced describing co-ordination mechanisms at organisational, care network and
local health-system governance level. Applying the above analytic framework, we systematically
compared co-ordination mechanisms across sites; that is, across a variety of organisational and network
structures. This contributed to answering RQs 1, 2, 3 and 5.

. A cross-country comparison of care co-ordination mechanisms found in our NHS study sites with

Swedish polyclinics, which have primary care co-ordination structures not found in the NHS. This
comparison was made by means of constructing organisational case studies similar to item 3 above in
selected Swedish polyclinics and systematically comparing them with the NHS case studies. This
contributed to answering RQs 1, 2 and 4.

. Analysis and synthesis of data using an ‘inside-out’ analytic strategy. Starting from patients’ experiences

of care co-ordination and continuity, we inferred how care providers’ organisational structures and
management had shaped those experiences (and what other factors had done so). We then traced how
care networks (and other factors) had influenced the providers’ organisation and management; and,
finally, traced the ways in which the governance of local health economies had shaped the working of
the care networks.
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Inclusion criteria

1. Sites for organisational case studies, and (in England) studies of patient experiences, were a
maximum-variety qualitative sample of sites, chosen to represent contrasting configurations of
integrated organisation and care network. Study sites included professional partnership, corporate
and publicly owned and managed primary medical care providers, and different configurations of
organisational integration or separation of community health services, mental health services, social
services and acute inpatient care.

2. For patients:

i. 65 years of age or older

ii. with complex health-care needs, defined as at least two of a list of chronic conditions
iii. receiving care for at least 1 year before the study from at least two provider organisations
iv. living in their own home or with family.

Data sources

1. Patient experience: patient interviews, data extraction from the same patients’ general practice records.
2. Organisational case studies: key informant interviews, grey managerial documents, secondary
administrative data, official websites.

Data validity was assessed by checking patient interviews against general practice records, triangulation
(case studies) and comparison with other published studies. Data were synthesised using three

nested framework analyses at cross-site level (England) and one at cross-country level. The original
analytic framework and hypothesis were then reviewed in the light of the empirical findings.

Results

Starting from data about patients’ experiences of care, we found that certain care co-ordination
mechanisms were present in both the integrated organisations and the care networks we studied:

consultation model of care co-ordination.

interdisciplinary care teams (often several in parallel).

‘virtual ward'’ or ‘hospital at home’ models of care, although often with patchy coverage.

integrated