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•  Dimensions of integration 

•   Culture and values 

•  Integrated care in France : FHF’s « Responsabilité 
populationnelle » project 

•  General Design 
•  Key concepts 
•  Structural integration  
•  Clinical integration 

•  Integrated care and the future of hospitals  

OUTLINE 



Integrated care ?  

“In many health systems, integrated care is seen as a 
possible solution to the growing demand for improved 
patient experience and health outcomes of multimorbid 
and long-term care patients  
 

WHO, 2016   



Dimensions of integration (Curry and 
Ham, 2010)  



New types of organizations  

Accountable Care Organizations 
(USA) 

Vanguards and ACS (UK) 

Integrated health and social services 
centers (Quebec, Canada) « Integreo », Belgium 



Beneath the surface : Professional 
norms and culture 

Things that are hidden from plain view explain the shape of phenomena and their 
outcomes  

Source : Fletcher, 2016 



Towards clinical integration in five regions
•  Clinical integration – as opposed to organizational integration – is key in the French 

context 
 
•  Five volunteer Territorial hospital Groups (GHT) 

•  Each GHT is tasked with building an ecosystem comprising all the necessary 
resources and key actors to fulfil the needs of a given population -independent 
providers (Doctors, nurses, other health professionals), community resources, etc. 

•  Population between 170 000 and 400 000, a large general hospital, several smaller 
local hospitals, long term retirement homes, etc. 

 
•  Model primarily built on intrinsic motivation of healthcare professionals : the primary 

goal is to improve health of populations and care of patients 

•  Key concept : « Responsabilité populationnelle » : shared accountability of all 
towards patients and populations 



The Group’s architecture 
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2	common	
conditions	
for	the	five	
territories	

At	risk/suffering	from	Heart	
Failure	Population	

At	risk/	suffering	from	
Diabetes	Population		

•  The choice to work on two common conditions allows to create 
a learning collaborative between 5 territories 

•  The method (2 common conditions, shared methodology, 
shared baseline clinical programs, shared indicators) allows for 
a robust proof of concept 

IHI Triple Aim for 
populations  



The « Pionniers de la Responsabilité 
populationnelle » Group 

-Cornouaille	
-Aube-Sézannais	

-	Douaisis	
-	Deux-Sèvres	
-	Haute-Saône	

FHF	head	office		
FHF	Data	

Methodologic
al	support	

Medical	and	
clinical	
support		

IT	and	Data	
support		

Managemen
t	support	

Operation
al	support		

Total 
population: 
+-1.4 million 
 
Total health 
services 
spending's :  
+-3Md€ 



« RESPONSABILITE POPULATIONNELLE » 

« Responsabilité populationnelle is the idea that all healthcare 
providers of a given territory share an accountability towards 
the well-being of their populations, and the quality of care for 
their patients » 

USA	 FRANCE	

Target	population	 People	contractualy	linked	
with	the	ACO	

Every	resident	of	a	territory	

Objectives	of	accountability	 Reduce	costs,	improve	
outcomes	

Improve	outcomes		

Drivers	of	accountability	 Financial	incentives	 Professional	norms	

Actualization	of	accountability	 Through	contracts	 Through	sharing	patients	and	
co-design	of	clinical	
programmes		

Accountability ?  ACO’s vs. France 



Structural integration 
From « Territorial hospital Groups » to clinicaly integrated health networks  

Cornouaille 

Douaisis 

Aube Deux-Sèvres 

Haute-Saône 



Creating together shared clinical program

Territorial 
Hospital 
Group 
(GHT) 

	
Goal	reducing	
prevalence	and	

improving	care	for	
heart	failure	:	

	
-Analyzes	population	

data	
-Elaborates	clinical	

programs		
-Agrees	on	indicators		
-Identifies	roadblocks	

and	solutions	
	

-Follows	the	operation	
of	the	program/

improves	the	program	
	
	

Independen
t	GP’S	

Coordination		
resources		

Other	independent	
professionals	

Community	
resources		

Data,	
including	

stratification	

Ex	:	ER,	
specialized	
services		

Mental	health	

Local	Sickness	
Fund	

Patients!		

Public	Health	

Paramedics	

Hospital	
resources		



Creating population health data analytics in France
Using hospital data to « create » territories and populations 

Cornouaille Douaisis Aube Deux-Sèvres Haute-Saône 

Number	of	diabetes	patients	found*	

10	445	 11	233	 14	303	 15	713	 7	032	

Number	of	heart	failure	patients	found*	

8	303	 5	355	 8	241	 10	386	 5	033	

Identifying	«	statistical	»	
population	

Identifying	«	real	»	
persons	

Including	real	persons	in	
clinical	programs	

*Numbers at 15-01-2019 



Common baseline clinical programs
•  National guidelines for diabetes and 

heart failure not followed by 
practitioners, and not practical in 
terms of actual work conditions 

•  Need to find proven guidelines for 
our two populations 

•  Need to adapt these guidelines to 
the French context, with expert 
clinicians and learned societies 

©Intermoutain Healthcare 



Running clinical meetings
•  Need for a robust methodology so that the meetings produce what is expected : 

shared clinical programs 

•  Partnership with Quebec’s National Institute for Excellence in Healthcare and 
Social Services (INESSS) 

•  Training for 20 clinicians and health professionals on the « COMPAS+ » 
methodology : teams of four conductors per territory 



Integrated Care : changing our 
organizations  

Integrated	
care	

Knowledge	
sharring	

IT	for	
population	
health	

Changing	
payment	
models	?		

Boundary	
spanning		




