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INTRODUCTION = WHY INTEGRATED
CARE IS SO HARD TO ACHIEVE

In 2020, scholars published the results of a systematic review on integrated
care. Their verdict was that integrated care is ‘an emergent set of practices’
rather than something that could be brought about by policy diktat (Hughes,
Shaw, & Greenhalgh, 2020).

This finding should not have surprised anybody researching care integra-
tion in health systems. For decades, whilst repeatedly announced by policy
documents, integration has remained elusive. Looking at the volumes of
papers published on integrated care in health services and between health
and social care, one is struck by the pluralism and diversity of implement-
ing, investigating and evaluating integrated care (Oeclke, Suter, da Silva
Lima, & Van Vliet-Brown, 2015; Stokes et al., 2018; Suter, Oelke, Adair, &
Armitage, 2009). This diversity might be a sign for how little we agree on
what we are actually looking at. This lack of consensus extends not just to
the phenomenon of integration itself. It stretches all the way from what inte-
gration may be (its ontology) to how we can examine it and produce reliable
insights about it (its epistemology). In other words, integration in health and
social care systems is a multifaceted issue, spurning simplistic attempts to
resolve it.

It seems sensible, however, to also acknowledge how far we have come.
Policy makers have largely accepted that integration between health and
social care, structural or otherwise, is of primary importance to improve the
quality, efficiency and accessibility of health systems for patients. Pim Valen-
tijn and colleagues have helpfully devised a conceptual model of integration
that is now widely accepted in research and practice. The Rainbow Model
(Valentijn, Schepman, Opheij, & Bruijnzeels, 2013; Valentijn et al., 2019)
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is invaluable in helping us think about the location, reach and scope of
the various integration efforts undertaken in a specific context (see Graphic
below).

Yet, there remains an elephant in the room. Whilst scholars of integrated
care are designing ever more sophisticated studies to implement, support and
evaluate collaborative practices between teams, organisations or care sectors,
integration is pursued by and large without knowing what it would look like
if it were achieved one day. In other words, measuring integrated care remains
difficult (Bainbridge, Brazil, Ploeg, Krueger, & Taniguchi, 2016; Ridgely et al.,
2020).

A brief search on conventional data bases reveals why that is the case. Inte-
gration is supposed to overcome fragmentation of systems, organisations or
teams, yet there is no research on how to measure fragmentation itself. Whilst
there is some research on care fragmentation and a considerable literature on
continuity of care, there has been no systematic attempt to measure fragmen-
tation in our health systems, between providers or between professionals.! We
all seem to know that fragmentation is bad for everyone involved but we are
much less certain what the state of play is in our health systems. Since the old
adage is still true that ‘what gets measured gets managed’, it seems to me that
care integration remains the ‘unmanaged condition’ of our health systems.
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Source: Valentijn et al. (2013) (CC by 3.0).
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This is surprising given that it appears sensible to assume that health
service outcomes for patients would benefit from improved collaboration
between everyone working in health and social care. Care pathways routinely
cross several professional and provider boundaries and patient organisations
have long pointed to the fragmented and disrupted nature of care journeys for
patients with multiple morbidities or chronic conditions. Our lack of ability
to measure what we are trying to overcome, that is, service fragmentation,
seems astonishing in this respect.

In this collection of papers, I will try to find an answer to the question
why we are struggling to achieve integrated care. Throughout the book, I have
employed what I would call a magpie approach. I will deliberately step out
of the conventional boundaries of health science research and try to ‘think
outside the box’. The result is an unashamedly multidisciplinary (if not inter-
disciplinary) take on what integrated care is and how we can investigate it.
Borrowing from organisational sociology, social action theory and political
theory, I will argue, helps us give a more a holistic picture of integration to do
justice to what is, after all, a complex change phenomenon in public facing ser-
vices. Using this eclectic approach, I am convinced, will reveal the blind spots
in our research, including a striking absence of research about how integrated
care as a policy ‘solution’ is formulated through the work of national, regional
or local policy networks (for an exception see Martens et al., 2021).

In addition, using the concept of liminality and others, the chapters will
throw a light on the profound transformation for staff, teams and depart-
ments which occurs whenever integrated care working is advocated and
implemented, often leading to significant local resistance, rejection, if not
sometimes failure of integrated care programmes. Finally, and crucially, the
papers collected here may tell us more about the tacit assumptions that under-
pin care integration. One of these assumptions is that integration symbolises
an unqualified value for everyone involved. This largely untested assumption,
I will argue, is little more than a slogan and blinds us to seeking pragmatic
patient focussed solutions manifesting real progress (Kaehne, 2019; Russell,
Greenhalgh, Byrne, & McDonnell, 2008).

Some of the papers collected in this book have previously appeared in
slightly different form in the Journal of Integrated Care. I am grateful to
Emerald Publishing to permit their inclusion here. Last but not least, I want
to say a big ‘thank you’ to my colleagues at the Department of Health and
Social Management at the University of Eastern Finland, Kuopio, who have
provided me with a visiting professorship in recent years which gave me the
time and space to write some of the chapters and papers brought together in
this volume. I am deeply indebted to them for the many discussions we had
on integrated care and so much more.
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NOTE

1. NHS England are currently undertaking some work to design an Integration
Index measuring patient perceptions of integrated care. The work was not
completed at time of writing (January 2022).
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THE FUTURE OF INTEGRATED CARE

As the corona virus spread around the world, one could have been forgiven
to think that the pandemic would be a prima facie case for integrated care.
Where health systems need to rapidly respond to epidemics their strengths
and weaknesses are laid bare. In the case of COVID-19, it was intensive care
unit (ICU) beds that were required in much larger numbers than normally.
Some countries responded well to the crisis. In this early phase, Germany,
with a larger than usual number of (admittedly expensive) hospital beds acti-
vated its containment plans early and, ultimately, suffered about 8,000 deaths
from COVID-19, whilst the UK reached, as of mid-June 2020, the staggering
number of 41,000 deaths. The disparities may be illustrative of a chasm in
how well health systems were prepared. But there may be other factors at
play as well.

In this brief first chapter, I want to set the scene for the subsequent sec-
tions of the book. In particular, I will try to sketch the main challenges that
have emerged in our health systems in the last couple of years. Undoubtedly,
pandemics and the threats to public health are some of the challenges but
they are occurring simultaneously to the enormous transformation in health
monitoring behaviour by patients is under way and I am not convinced we
have yet grasped the magnitude of this fundamental change. First, T will try
to define how COVID and health system responses to it has thrown into
disarray the way we conceive of, plan and research integration in health and
social care. In the second part of the chapter, I will link this with the devel-
opments in health seeking and health monitoring behaviour that is about
to shake the foundations of conventional organisation centred change pro-

grammes such as care integration.
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THE PANDEMIC AND INTEGRATED CARE

As the main empbhasis of the public health system response was an increase
in ICU capacity, in the UK, politicians and health directors took their eye off
the ball of community care provision. In fact, with ‘bed blocking” a permanent
factor contributing to tight hospital capacity, hospital managers took to the
phone and urged social care providers to take patients who should have been
discharged from hospital but had not been transferred yet due to lack of social
care provision in the community. The need to ‘shift’ patients out of hospital
into the community at speed was patently unsafe as the NHS still refused to
test many of those patients for COVID-19 infection. This precipitated the
next crisis, away from the hospitals this time, as care homes struggled to con-
tain the infection spreading rapidly amongst their residents.

It seems that in times of crisis, whatever we achieved in terms of collabora-
tive partnerships between health and social care in the UK vanished over night
under the strains of limited ICU capacity. As NHS Hospital trusts scrambled to
create additional bed capacity, care homes were left to pick up the pieces, away
from the media attention and the weekly virtue signaling for the glorious NHS.

This is not an attempt to assign blame. It is a call to understand why, after
so much time and money has been spent on integrated care over the last two
decades in the UK, partnership working between community and hospital
providers fell under the bus within weeks. As hospital and emergency care
capacity became priorities for politicians and health care managers, the needs
and demands of the community care sector were woefully neglected. Progress
made over decades between the sectors proved brittle and collapsed under the
weight of a perceived imminent need to increase hospital bed capacity. Ulti-
mately, COVID-19 allowed us to see clearly what many of us long suspected,
that declarations of collaborative intent from NHS providers were depend-
able in good weather conditions only.

So, where shall we go from here? There are a plenty of serious questions
awaiting answers if we wanted to build more robust health and social care sys-
tems. For integration, most urgently, we need to know what impact (if any)
integrated care provision had on creating more resilient health systems during
the pandemic. So far, we know very little about how integrated care partnerships
perform compared to usual care, not even under normal circumstances, let alone
pandemics. More than anything, this is a result of poor institutional learning
across the NHS. In fact, after spending more than £330 million on 50 Vanguard
projects in three years, NHS England still have not actually told us whether they
consider it a success or not. With so little learning captured and digested through
transparent policy making processes, the issue of public health and infection
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