
Managing chronic diseases – a 
framework for integrated 
services



The context
• An ever aging population with complex health and social needs;    

2 billion people above age 60 worldwide in 2050 estimated by 
WHO

• Fragmented health services due to differentiation following 
advances in medical technology, 

• Quality of Care – only 50-70% of patients receive recommended 
treatment for chronic conditions. Recommended treatments may 
have adverse effects in multimorbidity situations

• Lack of patient information accross provider systems, leading to 
duplication, and health risks due to overmedication.  

• Focus and treatment rather than disease prevention and risk 
based disease management  
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Risk factors: modifiable and non-modifiable
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Challenges for delivering integrated 
health and social care

• ageing population
• increase in multi-morbidity
• constrained public finance
• focus on hospital care
• Vertical instead organisation of services
• protectionism 



Integrated people-centred health services 
means putting the comprehensive needs of 
people and communities, not only diseases, 
at the centre of health systems, and 
empowering people to have a more active 
role in their own health.
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Integrated care as an option



 in all policies approach for 
integrated care

Source: Adapted from WHO-HQ Global Strategy on people-centred and integrated health services 2015
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models for integrated care



Sources: Valentijn et al 2013: 6-8

Typologies of integration 

Types of integration 

Sources: Lewis et al 2010

Levels of integration 
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health care
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  stages of developing integrated services 



Mapping stages along continuum of 
services delivery 
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Applying stages to identify
priority policy options  

Value  ≤ 4 ≥ 5 ≤ 8 ≥ 9 ≤ 12 ≥ 13

Priority actions Redesign the model 
of care  

Optimize core 
processes of 

services delivery 

Align other health 
system enabling 

functions

Strengthen 
integration with 
other sectors 

Change 
management 

Focus on strategizing 
changes with people 

at the centre, 
convening a wide 

range of actors from 
the outset

Focus on 
implementing 

changes that disrupt 
the status quo via 

pilot           projects 
and a high 

involvement culture

Focus on working 
across many levers 

and building 
coalitions

Focus on rolling         
 out and scaling-up 

changes, from 
projects to business-

as-usual

Stages
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care 
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 Factors for a new model of care  

People-centred
E.g. life course; 

Closer to home
E.g. long term care

Choice
E.g. preferences

New technologies
E.g. telecare; med science

Multiple settings
E.g. rehabilitation

De-institutionalized
E.g. mental health



MANAGERS

PRACTITIONERS

PATIENTS

MANAGERS

POLICY-MAKERS

MODEL 
OF PHC

Care close to home
24 hour care

Access to health record
Regular provider

Health literacy

Outcomes-orientation 
Coordination of a network 
of stakeholders 
Continuous performance 
improvement 
 

Flexible working hours
Team work 

Available specialist advice
Clinical autonomy 

Population health management
Equity promoting services 
Guaranteed access 
Cost-effective prevention 
Efficient allocation 
of resources 

POLICY-MAKERS



Flexible 
working 
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Flexible 
working 
hours? 

  Teamwork?  Teamwork?

Opportunities for 
improvement?

Opportunities for 
improvement?

What is the model of PHC?
Innovative responses to practitioners

FRANCE

SWITZERLAND

TURKEY

Rehabilitation team 
providing services for 
recovery from brain injury 
including occupational 
therapy, physical therapy 
and speech therapy with 
focus on patients’ return to 
work.

Shared patient rosters in 
multidisciplinary group 
practices to better manage 
workload through flexibility in 
scheduling while also 
extending working hours.

Peer review groups auditing 
adherence to clinical guidelines with 
improvement oriented advice.  



 Organizational networks?  Organizational networks? 

Improving performance? Improving performance? 

BELGIUM

Regional mental health pilot projects 
reconfiguring local institutions for mobile 

and at home services tailored to local needs  

ISRAEL

District-led disparity reduction strategies 
promoting cooperation across local clinics 
with performance incentives linked to pre-
set composite measures for disparity. 

What is the model of PHC?
Innovative responses to managers 



Population-
orientation?
Population-
orientation?Intersectoral 

action?
Intersectoral 

action?

 Cost-effective 
prevention? 

 Cost-effective 
prevention? 

What is the model of PHC?
Innovative responses to policy-makers 

SCOTLAND

ITALY

NORWAY

Lead agency model for 
the institutional redesign 
of health and social care 
services coordinated for 

adults and children. 

Curbing lifestyle risk factors and work-place 
absentees with national roll-out of 
municipality run Healthy Living Centres. 

Population stratification 
in Veneto region to 
target risk factors and 
manage  population 
chronic care needs. 



Continuum of Care

http://www.who.int/pmnch/about/continuum_of_care/en/

Continuum of Care – who is managing ?

Stakeholders and their interest: 
Hospitals, family medicine teams, 
Nurses, social services, External parties, 
Self-care

What is the role of local authorities, 
communities  



What sort of integrated care 
do we want for Moldova?
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Further information

• WHO:  http://www.who.int/ncds/en/
• WHO: 

www.who.int/servicedeliverysafety/areas/people-centred-care/en
• WHO: 

www.euro.who.int/en/health-topics/Health-systems/health-service-de
livery
 

• WHO:  Lessons form transforming health services delivery: 
Compendium of initiatives in the WHO European Region (2016)    
www.euro.who.int/en/health-topics/Health-systems/health-services-de
livery/publications/2016/l
  

• Institute of health metrics and evaluation: http://www.healthdata.org/ 
• IFIC: https://integratedcarefoundation.org/
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