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Webinar learning objectives

Á To understand what good integrated care is expected to deliver, using 

the SCIE Logic Model and its underlying evidence as a framework

Á To identify the types of metrics you might select for assessing the 

progress and outcomes of integrated care, from the use of 

management data to national outcomes indicators

Á To review emerging tools and survey instruments you might use to 

capture data in near real time

Á Using a set of case studies, to illustrate how others have used metrics 

to chart their progress, build on what works and accelerate change.



Questions to think about as we get started

What is our local 
integration 
ambition? 

What is our 
model of care? 
What are our 
interventions?

What are the 
outcomes and 

impact we want 
to achieve ïfor 
service users, 
local services, 

system?

What can we 
measure to 
know weôre 
improving? 

How can we use 
metrics to 

encourage or 
accelerate 
service and 

system 
changes?

Can we create 
our own local 
scorecard to 
enable us to 

track progress?



SCIEôs integration logic model

Á The logic model focuses on integrated health and social care for older people, and is premised 

on the goal of achieving person-centred coordinated care.

Á In our study, we asked: What is good integrated care, and what is it expected to deliver?

Á The logic model was used to illustrate how an integrated health and care system is structured, 

the changes it will create and how it will function, and the outcomes and benefits expected for: 

ü service users, 

ü health and care services and 

ü the wider health and care system itself.

Á The logic model is based on research evidence (international and UK), extensive consultation 

and learning from the Vanguards, Integrated Personal Commissioning, Integration Pioneers and 

evaluation research.

Á This approach enabled us to create an understandable framework for "what good looks like" and 

to propose a set of metrics for measuring progress towards integration.



Enablers
Components of 
integrated care Outcomes Impact

Strong, system-wide 
governance and systems 

leadership

Early identification of people who are at 
higher risk of developing health and 

care needs and provision of proactive 
care

Care assessment, planning and 
delivery are personalisedand, where 

appropriate, are supportive of 
personal budgets and IPC

Emphasis on prevention  through 
supported self-care, and building 

personal strengths and community 
assets

Multi agency and multi-disciplinary 
teams ensure that people receive  

coordinated care wherever they are 
being supported 

Seamless access to community based 
health and care services, available 
when needed (e.g. reablement, 

specialist services, home care, care 
homes)

Integrated workforce: 
joint approach to training 

and upskilling of 
workforce 

Good quality and 
sustainable provider 

market that can meet 
demand

Integrated electronic 
records and sharing 

across the system and 
with service users

Empowering users to 
have choice and control 

through asset based 
approach, shared decision 
making and coproduction 

Care coordination: joint needs 
assessment, joint care planning, joint 
care management and joint discharge 

planning

Integrated Care Logic Model

Joined-up regulatory 
approach

Pooled or aligned 
resources

Joint approach to crisis management: 
24/7 single point of access, especially to 

urgent care, rapid response services, 
ambulance interface

Care teams have ready access to 
resources, through joint budgets and 

contracts, to provide packages of 
integrated care and support 

IMPROVED 
HEALTH AND 
WELLBEING

ü Improved health of 
population

ü Improved quality of 
life

ü Reduction in health 
inequalities

ENHANCED 
QUALITY OF CARE

ü Improved experience 
of care

ü People feel more 
empowered

ü Care is personal and 
joined up

ü People receive better 
quality care

VALUE AND 
SUSTAINABILITY

ü Cost-effective service 
model

ü Care is provided in the 
right place at the right 
time

ü Demand is well 
managed

ü Sustainable fit 
between needs and 
resources

Safe and timely transfers of care across 
the health and social care system 

Joint commissioning of 
health and social care

Holistic, cross-sector approach to care 
and support (social care, health (and 
mental health) care, housing, 
community resources and non-clinical 
support)

Local contextual factors 
(e.g. financial health, 

funding arrangements, 
demographics, urban vs 

rural factors)

High-quality, responsive carer support 

Taken together, my care and support help me live the life I want to the best of my ability

I am as involved in discussions and decisions about my care, support  and treatment as I want to 
be

When I move between services or care settings, there is a plan in place for what happens next

I have access to a range of support that helps me to live the life I want and remain a contributing 
member of my community

Carers report they feel supported and have a good quality of life

The integrated care delivery model is available 24/7 for all service users, providing timely access to 
care in the right place

The model is proactive in identifying and addressing care needs as well as responsive to urgent 
needs, with more services provided in primary and community care settings 

Professionals and staff are supported to work collaboratively and to coordinate care  through 
ready access to shared user records, joint care management protocols and agreed integrated care 
pathways

Integrated assessment, care and discharge teams report they are readily able to access joint 
resources to meet the needs of service users

Integrated care shifts service capacity and resources from higher cost  hospital settings to 
community settings

The system enables personalisation by supporting personal budgets and IPC, where appropriate

Integrated care improves efficiency because, by promoting best value services in the right setting, it 
eliminates service duplication, reduces delays and improves services user flow

Effective provision of integrated care helps to manage demand for higher cost hospital care and 
to control growth in spending

Transfers of care between care settings are readily managed without delays
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I have the information, and support to use it, that I need to make decisions and choices about my 
care and support
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The logic model has 4 components

Á Enablers of integration ïcontextual factors such as leadership and 

governance, partnership arrangements, shared IT systems and joint budgets, 

and others.

Á Components of integrated careïthe types of interventions or activities that 

create integration, ranging from proactive management of care needs to 

effective behaviours of multi-disciplinary teams.

Á Outcomes divided into three groupingsïpeople who use services, 

integrated services and the wider health and care system to emphasise how 

integration and its effects must be understood from different perspectives.

Á Impacts, which are long-term benefits that are more difficult to measure ï

improving health and wellbeing, enhancing quality and providing best value care.



Uses and impact of the logic model

Á The logic model has provided a helpful ñon a pageò visualisation of what good system-wide 

integration arrangements should look like and what they should help achieve. Whatôs missing are 

the metrics specific to local interventions (outputs or improvement objectives).

Á Seen as a framework for improvement, like a roadmap, SCIE is currently creating a digital 

resource to signpost towards the evidence, case examples, tools and resources relevant to each 

component.

Á The logic model has been used as a tool to inform CQC local system reviews, was supported by 

the NHS Standards Board and the cross-government Integrated Care Programme Board, and 

has informed national policy discussions, such as the upcoming social care Green Paper.

Á Commissioners and integration leads have welcomed the model. In some places, the model has 

helped guide the development of local dashboards (eg Wokingham).

Á Many of the outcomes metrics in the model were proxy measures or presented caveats. SCIE is 

updating its research about the ñstate of the artò in measuring integrated care, looking at 

additional international evidence as well as UK programmes (eg Vanguards evaluation).



Metrics from the logic model
Peopleôs ExperienceServices System

Taken together, my care and 

support help me live the life I want 

to the best of my ability.

I have the information, and support 

to use it, that I need to make 

decisions and choices about my 

care and support.

I am involved in discussions and 

decisions about my own care, 

support and treatment.

When I move between services or 

care settings, there is a plan in 

place for what happens next.

I am able to access the right 

resources and networks in my 

community to keep me well.

Carers report they feel supported 

and have a good quality of life.

The integrated care delivery model 

is available 24/7 for all service 

users providing timely access to 

care in the right place.

The model is proactive in 

identifying and addressing care 

needs, responsive to urgent needs, 

and providing more services in 

primary care and the community. 

Professionals and staff are 

supported to work collaboratively 

and to coordinate care through 

ready access to shared records, 

joint protocols and pathways.

Integrated assessment, care and 

discharge teams report they are 

readily able to access joint 

resources.

Transfers of care are managed 

without delays.

Integrated care improves efficiency 

because, by promoting best value 

services in the right setting, it 

eliminates service duplication, 

reduces delays and improves flow.

Effective provision of integrated 

care helps to manage demand for 

higher cost hospital care and to 

control growth in spending.

Integrated care shifts service 

capacity and resources from high 

cost hospital settings to community 

settings.

The system enables 

personalisation by supporting 

personal budgets and IPC, where 

appropriate.



The logic model is only a starting pointé

What we know about integrated care and what we can measure 
are evolving, and recent studies confirm a mixture of quantitative 

and qualitative metrics is essential.

We need to differentiate between metrics for performance 
management and metrics that support improvement and accelerate 

change.

What can we measure in real time? How do we do this?

ñWhat gets measured gets done.ò (Peter Drucker)



Learning from international evidence

Á Studies reinforce the importance of maintaining a focus on why 

integration matters and who it is for: improving patientôs/service userôs 

care experiences and care outcomes should be the driving force behind 

integration

Á Unfortunately, both in the UK and elsewhere, studies highlight the 

difficulties in truly understanding and measuring these experiences 

ÁMany studies suggest the greatest impact of any intervention is best 

observed in populations most likely to benefit from well-coordinated 

care across multiple care settings and specialities (eg people with 

complex conditions) ïidentifying these people is critical to success

Á Financial benefits are difficult to measure and confirm.



Learning from evaluations of 

Vanguards and Pioneers

The maturity of the health 

and care system

The systemôs incentives, especially 
financial, that reinforce behaviours 

supporting integration

Clarity about what is being 
integrated: services and ways of 
working v. delivery systems and 

cross-organisational working

Prioritisation of personalisation and 
co-production as drivers of change

Success with integrated 
care is multi-factorial and 

partly dependent on a 
number of factors:



Lessons about measurement 

challenges from Vanguards evaluation: 
Á Only a small number of core metrics were used for the Vanguards 

evaluation nationally: total bed days, emergency admissions, now also 

emergency bed days

ÁMeaningful aggregation of data at system level is difficult because care 

and care processes vary across small areas, such as GP practice level, 

neighbourhoods or localities

Á National survey data about patient experiences is not timely or helpful

Á Cannot confirm causality of interventions in relation to core metrics

Á 100s of operational metrics being used, with some obvious clustering ï

but great variation in reliability

Á Lots of rapid cycle improvement tools are being used, no consistent 

approach

Á Collecting and analysing data for management information is useful for 

focusing on improvements at locality level



Lessons about system maturity: EU SCIROCCO 

(Scaling Integrated Care in Context) maturity model: 



Integrated Care Performance 

Assessment (ICPA) - EU: CHAFEA

ÁAnother study that created a framework model with 18 core 

indicators for assessing successful implementation of 

integrated care across Europe 

ÁFocused on identifying core indicators in four areas:

Áadvancement of integration 

Áuse of care services 

Áhealth outcomes 

Áexperiences of care and quality of life. 

ÁProject includes a proposed model to monitor and assess 

the allocation of funds and how it is linked to the performance 

of the integrated care initiative, and thus provide a financial 

evaluation to inform future expenditure decisions.



SUSTAIN Project (EU ïunderway)

Á ñSustainable tailored integrated care for older people in Europeò ï7 

countries, people living at home with multiple health and social care needs 

(including two sites in UK)

Á How to transfer successful initiatives to other regions and health systems? 

(knowledge transfer)

Á Focus on four areas: person-centredness, prevention approach, 

safety and efficiency

Á Data for improvement, using embedded case study approach

Á Developing new and using validated tools ,such as P3C-EQ, Team 

Inventory Climate (TCI-14), 
Á https://www.ijic.org/articles/10.5334/ijic.3090/#T3

https://www.ijic.org/articles/10.5334/ijic.3090/#T3


Overarching framework we might use

Better 
personal 

experience 
of care

System 
capacity and 

use of 
resources

Coordination 
of care

Proactive 
model of 

care (use of 
services)

Continuity of 
care 



Which improvements are likely to 

accelerate integrated care?

Processes and activities that focus on care 
coordination and continuity out of hospital 
(community settings, at home, involving 
primary care and preventative services)

Processes and activities that focus on care 
coordination and continuity during transitions 

of care

System capacity and capability: eliminating 
specific barriers to integration



What are the change concepts 

associated with integrated care?

Laying the 
foundations

ÅLeadership

ÅStrategy and 
resources

ÅDigital records

Building 
relationships

ÅInvolving 
patients/carers

ÅTeam-based 
care

Changing care 
delivery

ÅPatient-centred
care

ÅProactive, 
ñRight Careò

Reducing 
barriers to care

ÅCare 
coordination

ÅEnhanced 
access 24/7

Adapted from Patient-Centred Medical Home, 

MacColl Center for Healthcare Innovation



MinkmanôsDevelopment Model for Integrated Care (2016)



Improvement data collected in real time



BCF Guide still relevant


