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Abstract  

Background 
Healthcare systems are complex systems. Achieving financial, social, and environmental 
sustainability of these systems requires a high degree of integration and coordination at all 
levels, especially between acute-care settings and primary/community care services. Some 
authors have, therefore, suggest redirecting integrated healthcare research towards the 
network theory and network concepts as a useful lens.  
 
Objective 
The current paper proposes to investigate the existence, the institutional level of 
formalization and the degree of development of hospital/primary-community care 
Networks currently present in the main types of healthcare systems worldwide by studying 
an appropriate selection of representative countries for each system typology.  
 
Materials and Methods 
A narrative review of the scientific and gray literature following the methodology by 
Green et al. was, therefore, conducted to describe hospital and primary/community care 
networks and their integration/coordination in the main international models. To select 
these models, one country with the current highest life expectancy at birth for each of the 
B öhm’s five healthcare system categories was chosen. The grade of integration of the 
Networks retrieved for each State was therefore qualitatively appraised (high, medium or 
low degree), following Valentijn’s framework. 
 
Results 
The networks retrieved show: in Norway, Australia and Japan both at the government/
national and at the regional/lower level/other a high degree of systemic, organizational,  
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normative and functional integration; in Switzerland both at the government/national 
and at the regional/lower level/other a medium degree of systemic, organizational, 
normative and functional integration; in the USA at the governmental/institution level a 
low degree of systemic, organizational and normative integration, with a medium degree 
of functional integration and at the regional/lower level/other integration a low degree of 
systemic and normative integration with medium degree of organization integration and 
high degree of functional integration. 
 
Discussion 
The high levels and degree of hospital/primary – community care integration of Norway, 
Australia and Japan are in line with what could be expected from the universalistic 
healthcare system in place. The medium levels of integration of Switzerland are also in 
line with what the Social health insurance system and, especially, the cantonal system. 
The low levels of  integration of the USA are in line with the privatistic healthcare 
systems. However, a medium degree was found for functional integration probably due to 
its unparalleled technological advancement. 

Conclusions 
The study shows how the levels of hospital/primary-community care integration are 
connected to the specific healthcare system in place in each country. COVID-19 showed 
how complex systems like healthcare systems had to reconfigure themselves to reach high 
levels of integration in small time to be able to save lives and contain the spread of the 
virus. These results will prove useful for policymakers, healthcare and public health 
professionals in the task of establishing effective Networks to achieve high levels of 
integration in their institutions. 
  
RIASSUNTO 
  
Background 
I sistemi sanitari sono sistemi complessi. Il raggiungimento della sostenibilità finanziaria, 
sociale e ambientale di questi sistemi richiede un alto grado di integrazione e 
coordinamento a tutti i livelli, in particolare tra le strutture di assistenza per acuti e i 
servizi di assistenza primaria/di comunità. Alcuni autori hanno, quindi, suggerito di 
reindirizzare la ricerca sanitaria integrata verso il concetto e la teoria delle Reti come lente 
utile. Il presente lavoro si propone di indagare l'esistenza, il livello istituzionale di 
formalizzazione e il grado di sviluppo delle Reti di assistenza ospedaliera/territoriale 
attualmente presenti nelle principali tipologie di sistemi sanitari mondiali studiando 
un'opportuna selezione di paesi rappresentativi per ciascuna tipologia di sistema. 
 
Materiali e metodi  
Una revisione narrativa della letteratura scientifica e grigia seguendo la metodologia di 
Green et al. è stata, quindi, condotta per descrivere le Reti ospedaliere e di assistenza 
primaria/territoriale e la loro integrazione/coordinamento nei principali modelli 
internazionali. Per selezionare questi modelli, è stato scelto il paese con l’aspettativa di 
vita alla nascita al momento più alta per ciascuna delle cinque categorie dei sistemi  
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sanitari di Böhm. Il grado di integrazione delle Reti recuperate per ogni Stato è stato 
quindi valutato qualitativamente (grado alto, medio o basso), seguendo lo schema di 
Valentijn. 

Risultati 
Le reti recuperate mostrano: in Norvegia, Australia e Giappone sia a livello governativo/
nazionale che a livello regionale/inferiore/altro un elevato grado di integrazione 
sistemica, organizzativa, normativa e funzionale; in Svizzera sia a livello governativo/
nazionale che regionale/inferiore/altro un grado medio di integrazione sistemica, 
organizzativa, normativa e funzionale; negli USA a livello governativo/istituzionale un 
basso grado di integrazione sistemica, organizzativa e normativa, con un grado medio di 
integrazione funzionale e a livello regionale/inferiore/altra integrazione un basso grado di 
integrazione sistemica e normativa con un grado medio di organizzazione integrazione e 
alto grado di integrazione funzionale. 

Conclusioni 
Gli alti livelli e il grado di integrazione ospedaliera/primaria – comunità di Norvegia, 
Australia e Giappone sono in linea con quanto ci si potrebbe aspettare dal sistema 
sanitario universalistico in atto. I livelli medi di integrazione della Svizzera sono anche in 
linea con quanto previsto dal sistema di assicurazione sanitaria sociale e, soprattutto, dal 
sistema cantonale. I bassi livelli di integrazione degli USA sono in linea con quanto 
attendibile da sistemi sanitari privatistici. Tuttavia, lì è stato trovato un grado medio per 
l'integrazione funzionale, probabilmente a causa del suo progresso tecnologico senza pari. 
Lo studio mostra come i livelli di integrazione dell'assistenza ospedaliera/primaria-
comunitaria siano collegati allo specifico sistema sanitario presente in ciascun paese. Il 
COVID-19 ha mostrato come sistemi complessi quali i sistemi sanitari abbiano dovuto 
riconfigurarsi per raggiungere alti livelli di integrazione in poco tempo per poter salvare 
vite umane e contenere la diffusione del virus. Questi risultati si riveleranno utili per i 
decisori politici, gli operatori sanitari e della sanità pubblica nel compito di creare reti 
efficaci per raggiungere alti livelli di integrazione nelle loro istituzioni. 
  
1.     INTRODUCTION 
  
1.1 General background 
Healthcare systems are currently facing major challenges: epidemiological data indicate 
that population ageing patterns are changing, with people aged ≥70 and ≥90 being the 
fastest growing segment in Europe (1), Asia (2), and the United States (3). In 1950, older 
adults represented 5% of the global population; this estimate is projected to rise to 16% 
by 2050 (4). Consequently, the health and wellbeing of ageing populations have become 
important public health issues with wide reaching economic implications that affect 
medical care, in-home care and assistance, and healthcare staff (5). The management of 
accumulated chronic conditions is likely to weigh upon healthcare financing over the next 
few decades in high income and in low to middle income regions (6) (7) (8) (9). In 
addition, patients’ expectation in health care continues to increase (10) and the medical  
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technology sector is witnessing exponential and unprecedented growth (11). This complex 
scenario has been severely impacted by the COVID-19 pandemic, which has represented a 
major challenge for all healthcare systems worldwide (12). However, it also needs to be 
interpreted as a disruptive element that fostered change and innovation (13).  

1.2 Integration: concepts and models 
Achieving financial, social, and environmental sustainability, in the face of these many 
complex elements, requires a high degree of integration and coordination at all levels of 
healthcare systems, especially between acute-care settings and primary/community care 
services. 
Healthcare systems are complex systems (14) and we need to generate value-base 
healthcare (15) at the individual and the population level (16) while addressing 
complexity. 
Many attempts to achieve integration are present in literature (17). 
By integration the World Health Organization signifies " … an approach to strengthen 
people-centered health systems … delivered by a coordinated multidisciplinary team of 
providers working across settings and levels of care” (18). This suggests that integration 
and coordination are intertwined. Other authors have already described the 
interconnection of “integration” and “coordination” (19) (20). Many authors have laid 
out different typologies and levels of integration  (21) (22). 
We refer to the Valentijn model as which contemplates these levels of integration (22): 
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Level Dimension Description 
Micro Clinical integration The coordination of person-focused care in a single 

process across time, place and discipline.

Meso Professional integration Inter-professional partnerships based on shared 
competences, roles, responsibilities and 

accountability to deliver a comprehensive continuum 
of care to a defined population

Meso Organisational integration Inter-organisational relationships (e.g. contracting, 
strategic alliances, knowledge networks, mergers), 
including common governance mechanisms, to 

deliver comprehensive services to a defined 
population

Macro System integration A horizontal and vertical integrated system, based on 
a coherent set of (informal and formal) rules and 

policies between care providers and external 
stakeholders for the benefit of people and 

populations 
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Table 1: Levels, dimensions and descriptions of integrated care - adapted from Valentijn (22). 

However, existing studies indicate that empirical support for the causal chain linking 
structural, functional, and clinical integration is weak, suggesting that integration is not a 
“miracle cure” (20). The two areas in the healthcare context displaying a high need for 
are: 
The “Hospital”, defined as the place of specialized healthcare interventions for complex 
acute conditions, with high levels of technology, knowledge and resources required, high 
level of necessary resources, with progressively reduced time and space for less complex 
and less intense cases treatment; “Primary/Community Care”, defined as a complex 
system of assistance to both individuals and the community, consisting of evolutionary 
relationships between patients, community stakeholders and the various healthcare 
operators, aimed at the first contact (with the treatment of non-complex acute, the 
prescriptions of a suspected diagnosis and referral to further specialist levels), but aimed, 
above all, at taking charge of chronic health conditions, through a life-course approach 
(23).  Integration is therefore, as suggested by Mintzberg, to be meant as the process of 
recomposing all the elements combining hierarchy and self-determination by mutual 
adaptation (24). 
A fundamental prerequisite to reach integration in healthcare organizations, as showed by 
D’Amour, is the presence of active collaboration among professionals who have adopted 
common, consensual goals and developed a sense of belonging, mutual trust and 
consensus on mechanisms and rules of governance (25). 
All of this is to be acted at each of the levels and across all the levels detailed by Valentijn. 
 
1.3 Networks as a way for integration 
There are three modalities to integrate hospitals and primary/community care settings, in 
order of integration levels achieved: the first is “Transitional care”, defined as a set of 
actions designed to ensure the coordination and continuity of health care as patients 
transfer between different locations or different levels of care within the same location, 
based on a comprehensive plan of care and including logistical arrangements, education 
of the patient and family, and coordination among the health professionals involved (26). 
The second modality is “Intermediate care”, defined as “an approach to health care  
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Level Dimension Description 
Micro, Meso, Macro Functional integration Key support functions and activities (i.e. financial, 

management and information systems) structured 
around the primary process of service delivery to 

coordinate and support accountability and decision 
making between organisations and professionals in 

order to add overall value to the system 

Micro, Meso, Macro Normative integration The development and maintenance of a common 
frame of reference (i.e. shared mission, vision, values 

and culture) between organisations, professional 
groups and individuals.
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intended to facilitate patients' transitions from illness to recovery, or to prevent their 
transition from home managed chronic impairment to institution-based dependence, or 
to help terminally ill people be as comfortable as possible at the end of their lives”, it is 
“the care provided to acute care patients who are medically stable but too unstable to be 
treated in alternative healthcare settings such as home, ambulatory, or traditional skilled 
long term care” (27). The last and most evolved modality is “Integrated care”, defined as 
“the process of care managed and delivered so that people receive a continuum of health 
promotion, disease prevention, diagnosis, treatment, disease-management, rehabilitation 
and palliative care services, coordinated across the different levels and sites of care within 
and beyond the health sector, and according to their needs throughout the life course” 
(28). Some authors have, therefore, suggest redirecting integrated healthcare research 
towards the network theory and network concepts as a useful lens, given the centrality of 
interactions and communication in integration (20) (29).  
A clear definition of Network is given by Goodwin (30): "any moderately stable model of 
connections between organizations or between organizations and individuals, in which 
these ties represent some form of recognizable responsibility (however weak and in any 
case ready to be overcome), of a formal or informal, weak or strong, loose or tight, limited 
or unlimited nature". According to this definition, therefore, co-responsibility among 
organizational actors is a constitutive element of Networks. Co-responsibility is key in 
obtaining organizational collaboration, integration and co-ordination. (20). 
Some papers have already proposed valid frameworks to evaluate healthcare networks (31) 
(32) (33). However, research focusing on hospital/primary-community care Networks 
currently worldwide from a healthcare system and governance perspective is still missing 
from scientific literature. 
The current paper proposes a review of the literature to investigate the existence, the 
institutional level of formalization and the degree of development of hospital/primary-
community care Networks currently present in the main types of healthcare systems 
worldwide by studying an appropriate selection of representative countries for each system 
typology.  
  
2.     MATERIALS AND METHODS 
  
We searched for integration at government/institutional macro and regional authorities/
healthcare agencies and organizations (meso) level, therefore the key variable to focus on 
is the healthcare system of a country. We propose the five-category classification of 
healthcare systems by Böhm et al. (34) which also lists major countries represented by 
each category. 
In order to have an appropriate health outcome measure by which country for each of the 
five categories to select as representative, we refer to the population health metrics laid 
out by Parris (35). In particular, life expectancy at birth (36) is chosen as summary 
measure to decide which country to include, as it is an objective measure that captures the 
health status of a population, it is easy to find, and it is of immediate understandability. 
For the description of each healthcare system we refer to the classification provided by the 
Commonwealth Fund at the “International Profiles of Health Care Systems” 2020 
Edition section (37). The classification describes 5 typologies of healthcare systems: 

      LXXXIII.2.2023 •        32        Igiene e Sanità Pubblica           

MARCELLO DI PUMPO, LORENZO SOMMELLA, GIANFRANCO DAMIANI

27-48



      Igiene e Sanità Pubblica 2023; 82 (2): 

 
• The National Health Service (NHS) type: in this system, regulation, financing and 

provision are governed by the state. Private actor decisions only play a role with respect 
to access of patients to services since in most systems there is some leeway for choice of 
providers; 

• The National Health Insurance type: these systems combine state regulatory structures 
and tax financing with dominantly private service provision. While the state is 
responsible for regulating the relation between providers, payers, and patients, there is 
some leeway for patients to choose physicians or hospitals; 

• The Social Health Insurance type: in these systems, there is a dominant role of societal 
actors in healthcare regulation and financing, whereas services are mainly delivered by 
private for-profit providers. The countries adopting this system type picked the path of 
incremental inclusion in order to cover their entire population during the period of 
welfare state expansion; 

• The Private Health System type: in this system, coordination is operated by market 
actors, private financing sources, and for-profit providers. This type shows some 
deficiencies to provide affordable access to healthcare for the elderly, chronically ill, and 
the poor. Therefore, the state has to amend the privately covered core provision with 
several public programmes in order to include significant parts of the population; 

• The Etatist Social Health Insurance type: is the only completely mixed healthcare type 
currently in existence. It is characterized by a clear hierarchy of the three dimensions: 
the state is responsible for regulating the system, financing is organized by societal 
actors, and provision has been delegated to private hands. 

A narrative review of the literature was, therefore, conducted to describe hospital and 
primary/community care networks and their integration/coordination in the main 
international models selected following the methodology by Green et al. (38). The major 
scientific databases (PUBMED, Scopus) and grey literature were searched to identify 
useful papers, statements or other institutional documents using, as key terms, hospital 
networks, hospital governance, healthcare system, healthcare system governance, 
community care networks, primary care networks, integration/coordination.  
The specific search string was the following:  
((((country name) AND (hospital*)) AND (primary care)) AND (community care)) AND 
(network*). 
The inclusion criteria were: scientific articles (primary and secondary) grey literature such 
as institutional documents or articles from informative literature relative to the countries 
of choice, publication date between January 1990 – October 2022. English as original 
language or English translation available, full text availability. Following Valentijn’s 
framework, the networks included were the ones showing at least “system” and 
“organization” integration (as defined in Table 1) (22). 
The exclusion criteria were: documents promoting specific private products/services not 
of public health relevance. Following Valentijn’s framework, the networks excluded from 
consideration were the ones only showing “professional, clinical and/or functional” 
integration (as defined in Table 1) (22). 
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The evidence synthesis is reported in the Results section, following the methodology by 
Green et al. (38) for “Healthcare system” with two sub-sections: one paragraph for general 
information and one for healthcare governance (specifying all governance levels and 
relative areas of responsibility) details; for “Hospital/primary-community care networks” 
with two sub-sections: one paragraph for networks present at government/institutional 
level and one for networks present at regional/lower level or other programs/models 
deemed relevant to the topic.  
Lastly, the grade of integration of the Networks included for each State is therefore 
qualitatively appraised (high, medium or low degree), following Valentijn’s framework, on 
the basis of presence and degree of development of the “system, organizational, normative 
and functional” integration. 
  
3. RESULTS 

3.1.  NORWAY  
3.1.1. Life expectancy at birth (36): 83.21 years; 
3.1.2. OECD healthcare system classification (34): National health service; 
3.1.3. Healthcare system (37): Norway has universal health and social insurance 

coverage, known as the National Insurance Scheme (NIS), or Folketrygd. It is 
currently regulated by the 1997 National Insurance Act and the 1999 Patient 
Rights Act. 

3.1.4. Healthcare governance: The national government is responsible for hospital 
and specialty care, which are handled at a local level through four Regional 
Health Authorities (RHAs). The RHAs have the overall responsibility for 
implementing national health policy through planning, organizing, managing, 
and coordinating activities with the hospital and pharmacy trusts in their 
region. Primary, preventive, and nursing care are organized locally. In 
addition, the municipalities, often in cooperation with the counties, decide 
on public health initiatives or campaigns to promote healthy lifestyles and 
reduce social health disparities. Municipalities are also responsible for 
providing long-term care, which is not included in universal health insurance; 

3.1.5. Hospital/primary-community care networks (Government/national level): 
the WHO provided a detailed chronology of healthcare policies/reform (40) 
useful for evidence synthesis. The main recent healthcare reform pertaining to 
the scope of the study was approved by the Norwegian government in 2012: 
the “Care coordination reform”. It is a reform promoting holistic patient 
pathways, prevention, patients’ and professionals’ co-determination and 
sustainable development (41). The reform emphasized the municipalities’ 
responsibility for 24-hour care and post discharge care. A key topic for the 
Care Coordination Reform has involved the establishment of 24-hour 
municipal emergency beds programs. Hospitals and municipalities must 
establish formal agreements on the care of patients with complex needs (42). 
Guidelines and incentives are provided to health services based on proximity 
principle and to reach cooperation agreements between health specialists and 
primary care professionals. Development of integrated patient pathways has  
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been one of the key goals of the Care Coordination Reform (41). The 
latest national document relevant to the research is the National Health 
and Hospital Plan 2020–2023 (43) that defines a novel approach, the 
“Healthcare communities”, as described in the following paragraph. 

3.1.6. Hospital/primary-community care networks (Regional/lower level/other): 
In October 2019, a local governance reform was implemented with some 
municipalities and regions merged into larger entities: the “Healthcare 
Communities” (helsefellesskap), each of them consisting of a partnership 
between a health trust and the municipalities within the region covered by 
this health trust. Healthcare Communities are responsible for ensuring a 
common understanding of targets and expectations from the central 
government for the municipalities it covers, and for joint planning between 
these municipalities and between municipalities and health trusts to achieve 
these targets. As such, Healthcare Communities report to the RHAs, which in 
turn report to the central government. They are also intended to serve as an 
instrument of outreach support for hospitals in the delivery of specialized 
services close to service users’ homes. Their focus should be on the needs of 
children and young people, people with multiple chronic illnesses, people 
with severe mental illness and substance use disorders; and frail older people. 
The intention is to promote better continuity of care between hospitals, 
primary care and care delivered in patients’ homes, as well as enhancing 
primary care provider’s contact with hospitals. It is also a bridge between 
private providers and the public hospital sector (44). 

3.2.  AUSTRALIA 
3.2.1. Life expectancy at birth (36): 83.20 years; 
3.2.2. OECD healthcare system classification (34): National health insurance; 
3.2.3. Healthcare system (37): Australia has a regionally administered, universal 

public health insurance program (Medicare) that is financed through general 
tax revenue and a government levy. Enrollment is automatic for citizens, who 
receive free public hospital care and substantial coverage for physician 
services, pharmaceuticals, and certain other services. Approximately half of 
Australians buy private supplementary insurance to pay for private hospital 
care, dental services, and other services. The federal government pays a rebate 
toward this premium and also charges a tax penalty on higher-income 
households that do not purchase private insurance. 

3.2.4. Healthcare governance: The federal government provides funding and 
indirect support for inpatient and outpatient care through the Medicare 
Benefits Scheme (MBS) and for outpatient prescription medicine through the 
Pharmaceutical Benefits Scheme (PBS). The federal government is also 
responsible for regulating private health insurance, pharmaceuticals, and 
therapeutic goods; States own and manage service delivery for public 
hospitals, ambulances, public dental care, community health (primary and 
preventive care), and mental health care; Local governments play a role in the 
delivery of community health and preventive health programs, such as 
immunizations and the regulation of food standards (45);  
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3.2.5. Hospital/primary-community care networks (Government/national level): 
A comprehensive list of healthcare policies/reforms provided by the 
Australian Government – Department of Health and Aged Care (46) was 
useful for evidence synthesis. The main recent healthcare reform of interest 
for the topic regards Primary Health Networks (PHNs), which have been 
established in 2015 by the Australian Government (47). These networks have 
two goals: improving the efficiency and effectiveness of health services for 
people, particularly those at risk of poor health outcomes, improving the 
coordination of health services, and increasing access and quality support for 
people. They are currently a total of 31 and consist of independent 
organizations funded by the Government to manage health regions that 
closely align with the state and territory local hospital networks. To achieve 
their goals, PHNs assess the health needs of their region using a people-
centred approach and provide health services to meet the prioritised health 
needs of the people in their region. They work closely with providers to build 
health workforce capacity and ensure they deliver high-quality care connect 
health services for people to encourage better use of health resources and 
avoid duplication. Because PHNs tailor health services to the needs of the 
community and take their own approach to connecting services, each region 
has a different model. They are, however, all guided by the national priorities 
set by the Australian Government.  
PHNs have multiple stakeholders involved in decision making: skills-based 
boards – made up of experts from various fields with health and corporate 
expertise; General Practicioner-led clinical councils – made up of doctors, 
nurses, allied and community health staff, Indigenous health workers, 
specialists and hospital management staff community advisory committees, 
made up of consumers and care providers who have experience with and 
insights into the health system. As anticipated, PHNs work closely with local 
hospital networks or equivalent public and private hospitals, Aboriginal 
Medical Services, allied health providers, state and territory government 
health services, private health insurers and other PHNs to ensure people can 
get care across different regions without negative impacts (46). 

3.2.6. Hospital/primary-community care networks (Regional/lower level/other): 
At the regional level, specialized healthcare networks are present in Western 
Australia such as Cancer Network, Child and Youth Health Network, 
Diabetes Health Network, Disability Health Network, Older Person Health 
Network, End-of-Life Care Program, Musculoskeletal Health Network, 
Neurosciences Health Network, Respiratory Health Network, Women and 
Newborn Health Network (49) all of them involving hospital/primary – 
community care integration even though to different degrees. For instance, 
the End-of-life Care Program involves three levels of Palliative care: Hospice 
and palliative care units with designated palliative care beds, for inpatients’ 
palliative care needs identification and management; Hospital consultancy 
services; Community/Home-based services (50). 
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3.3.  SWITZERLAND  
3.3.1. Life expectancy at birth (36): 83.10 years; 
3.3.2. OECD healthcare system classification (34): Social health insurance; 
3.3.3. Healthcare system (37): Switzerland’s universal health care system is highly 

decentralized. It is funded through enrollee premiums, taxes (mostly 
cantonal), social insurance contributions, and out-of-pocket payments. 
Residents are required to purchase insurance from private nonprofit insurers. 
Adults also pay yearly deductibles, in addition to coinsurance (with an annual 
cap) for all services. Coverage includes most physician visits, hospital care, 
pharmaceuticals, devices, home care, medical services in long-term care, and 
physiotherapy. Supplemental private insurance can be purchased for services 
not covered by mandatory health insurance, to secure greater choice of 
physicians, and to obtain better hospital accommodations. 

3.3.4. Healthcare governance: The governance in the Swiss health care system is 
divided among the federal, cantonal, and municipal governments. Each of the 
26 cantons has its own constitution and is responsible for licensing providers, 
coordinating hospital services, promoting health through disease prevention, 
and subsidizing institutions and individual premiums. The federal 
government regulates system financing, ensures the quality and safety of 
pharmaceuticals and medical devices, oversees public health initiatives, and 
promotes research and training. The municipalities are responsible mainly for 
organizing and providing long-term care (nursing home care and home care 
services) and other social support services for vulnerable groups. The OECD 
recently concluded that “regulatory problems” (51) are due to the cantonal 
structure undermining attempts to create national standards in health care 
(52). 

3.3.5. Hospital/primary-community care networks (Government/national level): 
Crivelli provided a detailed chronology of Swiss health policies and reforms, 
useful for evidence synthesis (53). The “National project on the coordination 
of care” was started in 2015 (54) with the aim to enhance the quality of care 
by focusing on improved processes to meet health needs and ensure the 
continuity of care. It is an attempt to shift from disease management, towards 
care/case management, in line with recommendations from the literature on 
multi-morbidity (55). This project led to several reports addressing improved 
transitions between inpatient and outpatient care (56) and the remuneration 
of coordination activities (57). Other important Networks/integration models 
to be mentioned at this level are the National Dementia Network (58) and the 
Palliative Care Network (59). Endorsed by both the national and cantonal 
governments, these strategies aim to develop common frameworks for 
managing the pathologic conditions addressed. The strategies are laid out on 
the base of both the specific professional expertise available but also the 
limited incentives for collaboration and coordination. Their 
recommendations included specific focuses on the continuity of care and on 
an optimized framework for interprofessional coordination and networking 
providers. Based on this, several cantons developed their own policy, and the 
recommendations above were included in subsequent national policies. (60). 
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“Health2030 – the Federal Council’s health policy strategy for the period 
2020–2030” (61) is the most recent policy and, among his objectives, has 
to increase the quality and coordination of care through various policy 
initiatives at the micro (between providers), meso (between organizations) 
and macro levels (between federal, cantonal and local stakeholders). 

3.3.6. Hospital/primary-community care networks (Regional/lower level/other): 
Regional examples of Networks of interest for the research topic are found at 
the Cantonal level. In the French-speaking part of Switzerland, there has been 
implementation of clinical pathways for chronic diseases and chronic disease 
management programs that do not only include the in-hospital phase of care, 
at loco-regional levels. (62). Other initiatives in the German-speaking region 
of Switzerland include projects from the Zurich University Institute of Family 
Medicine, based on the chronic care model and its implementation in the 
general practice (62) (63). 

3.4.UNITED STATES OF AMERICA  
3.4.1. Life expectancy at birth (39): 77.28 years; 
3.4.2. OECD healthcare system classification (34): Private health system; 
3.4.3. Healthcare system (37): the U.S. health system is a mix of public and 

private, for-profit and nonprofit insurers and health care providers. The 
federal government provides funding for the national Medicare program for 
adults aged 65 and older and some people with disabilities as well as for 
various programs like Medicaid for veterans and low-income people and the 
Children’s Health Insurance Program (CHIP). States manage and pay for 
aspects of local coverage and the safety net. Private insurance, the dominant 
form of coverage, is provided primarily by employers. The uninsured rate has 
been halved (8.5% in 2022 vs 16% in 2010) the since the passing of the 
Affordable Care Act (64). Public and private insurers set their own benefit 
packages and cost-sharing structures, within federal and state regulations. 

3.4.4. Healthcare governance: The federal government’s responsibilities involve 
setting legislation and national strategies, administering and paying for the 
Medicare program, co-funding and setting basic requirements and regulations 
for the Medicaid program,  co-funding CHIP, funding health insurance for 
federal employees as well as active and past members of the military and their 
families, regulating pharmaceutical products and medical devices, running 
federal marketplaces for private health insurance, providing premium 
subsidies for private marketplace coverage. The federal government has only a 
negligible role in directly owning and supplying providers, except for the 
Veterans Health Administration and Indian Health Service. The Affordable 
Care Act (64) established “shared responsibility” among government, 
employers, and individuals for ensuring that all Americans have access to 
affordable and good-quality health insurance. The U.S. Department of Health 
and Human Services is the federal government’s principal agency involved 
with health care services. 

3.4.5. Hospital/primary-community care networks (Government/national level): 
It is difficult to identify an institutional level of coordination/integration,  
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given the private non-universalistic nature of the healthcare system as 
described above. One of the principal ways to achieve integration and 
coordination of care in the last decades has been the so-called “Managed 
Care”.  It has become the predominant system of delivering and receiving 
American health care since its implementation in the early 1980s, and has 
been largely unaffected by the Affordable Care Act of 2010 (64). It is 
defined as “a system that integrates the financing and delivery of 
appropriate health care using a comprehensive set of services. Managed 
care is any method of organizing health care providers to achieve the dual 
goals of controlling health care costs and managing quality of care.” (65). 
In order to diffusely implement it, Integrated Delivery Systems (IDS) (66) 
have been created across the years. They include typically “provider 
networks”: any specific network of health care organizations constituting a 
corporate group that attempts to integrate care to some degree (that is, to 
coordinate the patient journey across care transitions). Some IDSs have an 
HMO (Healthcare Maintenance Organization) component, while others 
are a network of physicians only, or of physicians and hospitals. Thus, the 
term is used broadly to define an organization that provides a continuum 
of health care services (66). The guiding business model and philosophical 
goal of the IDN is to serve as a self-contained healthcare ecosystem, with 
the ability to contain the entirety of the patient experience to coordinate 
care and manage population health (67). Therefore, space for integration 
at federal level is limited. 

3.4.6. Hospital/primary-community care networks (Regional/lower level/other): 
At this level, the main findings in terms of integration are mainly at clinical or 
professional degree of integration, with professional group practices and/or 
organizations of private nature offering a wide range of services, disease 
management, defined as "a system of coordinated healthcare interventions 
and communications for populations with conditions in which patient self-
care efforts are significant" (68) (69) (70) and case management services, 
involving an integrated system that manages the delivery of comprehensive 
healthcare services for enrolled patients (71).  

3.5.  JAPAN 
3.5.1. Life expectancy at birth (36): 84.62 years; 
3.5.2. OECD healthcare system classification (34): Etatist social health insurance; 
3.5.3. Healthcare system (37): Japan’s statutory health insurance system provides 

universal coverage. It is funded primarily by taxes and individual 
contributions. Enrollment in either an employment-based or a residence-
based health insurance plan is required. Benefits include hospital, primary, 
specialty, and mental health care, as well as prescription drugs. In addition to 
premiums, citizens pay 30% coinsurance for most services and some 
copayments. There are also monthly out-of-pocket maximums. The national 
government sets the fee schedule. Japan’s prefectures develop regional delivery 
systems. Most residents have private health insurance, but it is used primarily 
as a supplement to life insurance, providing additional income in case of 
illness. 
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3.5.4. Healthcare governance: The national government regulates nearly all 
aspects of the healthcare system. National government sets the fee schedule 
and gives subsidies to local governments (municipalities and prefectures), 
insurers, and providers. It also establishes and enforces detailed regulations 
for insurers and providers. The prefectures implement national regulations, 
manage residence-based regional insurance (for example, by setting 
contributions and pool funds), and develop regional health care delivery 
networks with their own budgets and funds allocated by the national 
government. The municipalities are responsible for organizing health 
promotion activities for their residents and assisting prefectures with the 
implementation of residence-based Citizen Health Insurance plans, for 
example, by collecting contributions and registering beneficiaries (73). 

3.5.5. Hospital/primary-community care networks (Government/national level): 
The Health and Global Policy Institute (HGPI) provided a chronology of 
healthcare policies/reform useful for evidence synthesis (74). The main recent 
policy pertaining to the topic is represented by the “Community-based 
integrated care system” reform started by the Ministry of Health, Labour and 
Welfare in 2013. The Japanese government created incentives through various 
adjustments of the medical and long-term care systems to increase the 
collaboration between these two fields. The goal of these incentives is to 
promote hospital discharge. Concretely, additional remuneration is given to 
hospitals and long-term care facilities when a patient uses a ‘clinical pathway’ 
and when information is transmitted during the hospitalization. Furthermore, 
the government prioritizes care coordination and develops financial incentives 
to encourage providers to coordinate care across care settings, particularly in 
cancer care (75), stroke care (76) and palliative care (77). With regards to 
palliative care in particular, the “Cancer Control Act” consolidated the 
ongoing reforms regarding Cancer Care. Japan currently has 3 types of 
specialized palliative care services: palliative care units, hospital palliative care 
teams, and specialized home-care clinics, with appropriate levels of integration 
(78) the structure already seen for Australia. Another Network to be brought 
as an example is the “Japanese Network of Cardiovascular Departments for 
Adult Congenital Heart Disease (JNCVDACHD)”. It was founded in 2011 for 
the lifelong care of adult patients with congenital heart disease (ACHD) 
patients (79). It consists of 54 institutions distributed throughout the country 
with 29 (all densely populated areas, over 3 millions each) of the 47 
prefectures having at least one institution. The Network offers inpatient, 
outpatient care as well as follow-up along the life-course. It shows a high 
degree of specialization and of organizational, professional and functional 
integration (80). Future strategies involve the shift from a hospital-based acute 
care model to a chronic care disease management with the strengthening of 
medical teams, home-care and remote monitoring (81). 

3.5.6. Hospital/primary-community care networks (Regional/lower level/other): 
A specific network to be mentioned is the “Dementia Care Network” (82). 
Dementia Care Centers have been established in 2008 and are currently 
geographically well distributed. They have four key elements: Community 
general support centers, Dementia support physicians, Dementia’s primary 
care physicians and Dementia supporters. Two different models are cited by  
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M. Tanaka (82) as examples. The first one, based in Fukuoka City, has a 
pyramidal structure with the Dementia Care Center at the top and all 
physician and hospital staff referring patients to it. A second model, 
present in Kumamoto Prefecture has a two-tier a two-tiered network system 
composed of a single core medical center and multiple community-based 
medical centers.  Community-based medical centers provide regional 
cooperates concerning dementia cares appropriate to each region, making 
use of the accumulated experience of the hospital-clinic cooperation in 
each region. This two-tiered network system is inferred to be extremely 
useful in a locality having a large area (82).  

  
4.     DISCUSSION 
The grade of integration of the Networks retrieved for each State has therefore been 
qualitatively appraised (high, medium or low degree), following Valentijn’s framework, on 
the basis of presence and degree of development of the “system, organizational, normative 
and functional” integration (Table 1). The end result is shown in Table 2. 
• The networks retrieved in Norway show: both at the government/national and at the 

regional/lower level/other a high degree of system, organizational, normative and 
functional integration. 

• The networks retrieved in Australia show: both at the government/national and at the 
regional/lower level/other a high degree of system, organizational, normative and 
functional integration. 

• The networks retrieved in Switzerland show: both at the government/national and at 
the regional/lower level/other a medium degree of system, organizational, normative 
and functional integration. 

• The networks retrieved in the USA show: at the governmental/institution level a low 
degree of system, organizational and normative integration, with a medium degree of 
functional integration; at the regional/lower level/other integration a low degree of 
system and normative integration with medium degree of organization integration and 
high degree of functional integration. 

• The networks retrieved in Japan show: at the governmental/institution level a high 
degree of system, organizational, normative and functional integration; at the regional/
lower level/other integration a medium degree of system, organizational, normative and 
functional integration. 

 
Table 2. Qualitative appraisal (high, medium, low degree) of Networks’ levels and degree of integration 
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Country System 
integration

Organizational 
integration 

Normative 
integration 

Functional 
integration 

Norway high high high high 
Australia high high high high 

Switzerland medium medium medium medium

USA low low low medium

Japan high high high high 
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The high levels and degree of hospital/primary – community care integration of Norway, 
Australia and Japan are in line with what could be expected from the universalistic 
healthcare system in place (National health service, National health insurance and Etatist 
social health insurance respectively) and the level of integration in different healthcare 
areas, as described in each relative section. 
The medium levels and degree of hospital/primary – community care integration of 
Switzerland is also mostly in line with what could be expected given the Social health 
insurance system and, especially, the cantonal system which, as detailed by the OECD 
and described in the paper, is an obstacle to systemic integration. 
The low levels and degree of hospital/primary – community care integration of the USA 
with what could be expected given the private nature of the systems and the 
fragmentation it is prone to. It is to be noted, however, how a medium degree was found 
for functional integration. This is probably due to the unparalleled technological 
advancement in the USA that enables elements of functional integration such as efficient 
sharing of electronical medical, remote monitoring and other digital health applications. 
  
5.     CONCLUSIONS 
This study shows how different degree of integration at all levels are present in the 
examined countries and how these differences reflect the diverse healthcare systems in 
place. This suggests how, in order to achieve a high degree of integration at the various 
institutional and organizational levels, it is important to focus on the healthcare system 
structure to start with. 
The current study has some strengths and some limitations. First, this research is not 
intended to produce an exhaustive list of every hospital/primary care network at 
institutional and lower level of each state. The main objective is to describe each system 
and the main networks/integration models, discuss the major findings in term of 
organizations and reform to provide useful insights and inspirations for policymakers and 
public health professionals. Also, it is not a judgement of the healthcare integration at 
country level but just of hospital/primary – community care Networks retrieved. 
Second, it is a narrative review following Green at al. (38). A more systematic research of 
hospital/primary–community care Networks making use of a quantitative framework for 
the analysis could prove useful to provide an exhaustive list, as well as adopting other 
study designs, such as survey-based design for instance. This methodology has, however, 
the advantage to propose a first rapid and synthetic assessment of complex topics when 
much and diverse literature is available. Third, the list of countries used by Böhm et al. 
(34) is not comprehensive of all major countries (at least considering total population and 
Gross Domestic Product). We however believe this does not undermine the objective of 
the study as the focus of the study was placed mainly on healthcare systems, of which the 
identified countries are representative.  
Finally, literature regarding integration in healthcare and healthcare networks is vast and 
rapidly expanding. Also, the challenge represented by the COVID-19 pandemic showed 
how complex systems like healthcare systems had to reconfigure themselves to reach high 
levels of integration in small time to be able to save lives and contain the spread of the 
virus. We hope that these results will prove a useful for policymakers, healthcare and 
public health professionals in the task of establishing effective Networks to achieve high 
levels of integration in their institutions. 
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