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Abstract—Background: Collaborative care, derived 

from the Latin collaborare (to work together), represents 

a paradigm shift from traditional, siloed medical 

practices to integrated, team-based interventions. In the 

context of complex health issues, successful outcomes 

depend on shared planning, mutual trust, and the 

seamless coordination of diverse healthcare 

professionals. Objective: This paper examines the 

structural frameworks and clinical significance of 

Collaborative Care Models (CoCM) in managing 

multifaceted health conditions. Methodology: The study 

analyzes various collaborative typologies 

interdisciplinary, multidisciplinary, trans-disciplinary, 

and inter-professional detailing their specific roles in 

patient care. It explores the five core components of 

CoCM: patient-centered team care, population-based 

care using patient registries, measurement-based 

treatment to target, evidence-based care, and 

accountable care. Furthermore, the integration of 

specialized roles, such as Behavioral Health Care 

Managers (BHCM) and Psychiatric Consultants, is 

reviewed alongside the utility of technology (EHR, 

telemedicine) in fostering interdisciplinary 

communication. Results: Evidence suggests that 

fostering multidisciplinary care improves diagnostic 

accuracy, reduces patient mortality, and mitigates 

clinician burnout. Implementation of population-based 

tracking ensures proactive intervention, while 

measurement-based care allows for systematic treatment 

adjustments based on patient-reported outcomes. 

Establishing clear roles and cultural competence further 

enhances accountability and patient safety. Conclusion: 

Transitioning to a collaborative care model is essential 

for addressing the complexities of modern healthcare. By 

integrating clinical expertise with patient values and 

evidence-based research, healthcare systems can achieve 

superior, holistic outcomes for patients facing chronic or 

severe health challenges 

 

Index Terms—Collaborative Care Model (CoCM), 

Multidisciplinary Care, Complex Health Issues, Patient-

Centered Team-Based Care, Population-Based Care, 

Measurement-Based Treatment, Evidence-Based 

Practice (EBP), Inter-professional Collaboration, Health 

Information Technology, Role Clarity & Accountability 

 

I. INTRODUCTION 

 

• Derived from a latin word ‘collaborare’ to work 

together. 

• It implies variety of actions such as shared 

planning, communication, trust, mutual 

understanding, respect, co-ordination, 

cooperation, problem solving and negotiation.  

 

II. DEFINITION 

 

It refers to, where professionals from different 

disciplines work together to deliver patient care, often 

involving a team approach to address complex needs 

and improve patient outcomes. It emphasizes 

communication, shared decision- making, and 

coordinated interventions among healthcare providers  

 

Importance Of Collabration in Health Care 
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Improving Patient Safety and Outcomes 

 
 

Fostering Multidisciplinary Care 

 
 

It involves creating collaborative teams of diverse 

health professionals including physicians, nurses, and 

specialists to provide comprehensive, patient-centered 

care. This approach improves patient outcomes, 

increases diagnostic accuracy, and reduces clinician 

burnout by sharing the workload. Key strategies 

include regular team meetings, structured 

communication, and integrated, patient-centered, and 

often holistic, care plans.  

Aspects of Fostering Multidisciplinary Care: 

• Team Composition & Collaboration: Teams 

typically consist of at least three clinicians from 

different specialties (e.g., urologists, oncologists, 

nurses) who work together to manage complex, 

often chronic or severe, conditions. 

• Patient-Centered Approach: Care focuses on the 

whole patient, integrating medical, psychosocial, 

and emotional support to improve quality of life, 

especially in specialized areas like oncology. 

• Overcoming Barriers: To succeed, institutions 

must address challenges like rigid, traditional 

hierarchies, poor communication, and inadequate, 

or often, lack of funding for collaborative, non-

physician, roles. 

• Benefits: Effective multidisciplinary care leads to 

reduced mortality, higher patient satisfaction, 

improved diagnostic skills, and lower rates of 

burnout among staff. 

• Structure: It often utilizes tumor boards or regular, 

structured meetings to ensure all team members 

are aligned on the patient’s treatment plan.  

 

Key Strategies for Implementation: 

• Leadership and Culture: Cultivating a supportive, 

team-oriented culture is essential for encouraging 

participation. 

• Communication Tools: Using Electronic Health 

Records (EHR) and regular meetings, or 

rounding, ensures information flows freely 

between disciplines. 

• Role Clarity: Defining specific roles within the 

team prevents overlapping duties and ensures that 

each professional works to the peak of their 

capability.  

 

Promoting Research 
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Collaboration Techniques for Improving 

Interdisciplinary Communication 

 
 

III. UTILIZATION TECHNOLOGY FOR 

COLLABORATION 

 

• The role of technology in promoting collaboration 

in Health care key roles are 

• Enhanced communication – real time messaging 

platforms & video conferencing tools to eliminate 

the barriers of distance and time zones. 

• Secure information Sharing – Electronic Health 

Records 

• Collaborative Care Planning – technological 

platforms to include different professional to give 

suggestion 

• Remote Consultations – Telemedicine and Tele-

health Technologies  

 

IV. ESTABLISHING CLEAR ROLE AND 

RESPONSIBILITES 

 

• Avoid Confusion 

• Enhancing Co-ordination 

• Improving Task Delegation 

• Promoting Accountability 

• Enhancing Patient Safety 

• Facilitating Collaborative Decision – Making 

 

V. ENHANCING TRUST AND CULTURAL 

COMPETENCE 

 

• Trust in health care collaboration  

• Cultural competence in healthcare collaboration 

 

VI. TYPES OF COLLABORATION 

 

• Interdisciplinary: the combining of two or more 

disciplines, professions, departments in regard to 

practice, research, education and theory 

• Multidisciplinary 

• Trans-disciplinary: multiple disciplines sharing 

together their knowledge and skills across 

traditional disciplinary boundaries in 

accomplishing task or goals 

• Inter professional collaboration – interactions of 

two or more disciplines involving professionals 

who work together, with intention, mutual 

respect, and commitments for the sake of a more 

adequate response to a human problem  

 

 
Types Of Collabrative Care Model That Can Be Used for Complex Health Issues 
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VII. COLLABORATION CARE MODEL 

 

• It’s an integrated design to better support 

individuals struggling with one or more mental 

health conditions. 

It has two additional team members to support every 

individual in care:  

1. Behavioural Health care manager (BHCM) – 

responsible for co-ordinating the care team, 

ensuring effective communication, and assigning 

tasks and next steps to the team of providers. 

2. Psychiatric Consultant – support the primary care 

Provider and BHCM with diagnosis, treatment 

planning and treatment changes, whenever 

needed  

5 Core Components of Co CM 

1. Patient – Centered Team Care 

2. Population – Based Care 

3. Measurement – Based Treatment to target 

4. Evidence Based Care  

5. Accountable Care 

 

VIII. STRATEGIES FOR PROVIDING PATIENT-

CENTERED TEAM-BASED CARE 

 

• Adopting a patient-centered approach to planning 

and delivering team-based care 

• Develop, communicate, and use the practice’s 

philosophy of patient-centered team-based care. 

• Hire team members who match the practice’s 

philosophy and prioritize patient centered care. 

• Prepare provider teams to apply the practice’s 

philosophy of patient-centered team-based care in 

clinical encounters  

- Identify creative ways to solicit input from 

patients on their preferences and goals for 

treatment. 

• Introduce patients to the concept of team-based 

care, while continually seeking feedback.  

- Create the practice-level infrastructure needed to 

support ongoing learning and improvement of 

patient-centered team-based care.  

• Ensure proactive support from leadership. 

 

 
Example 

More patient-centered care, better healthcare: the 

association between patient-centered care and 

healthcare outcomes in inpatients Chenhao Yu , Yun 

Xian , Tiantian Jing , Mayangzong Bai , Xueyuan Li , 

Jiahui Li , Huigang Liang , Guangjun Yu , Zhiruo 

Zhang  

 

Abstract 

Objective 

The objective of this study is to explore the association 

between patient-centered care (PCC) and inpatient 

healthcare outcomes, including self-reported physical 

and mental health status, subjective necessity of 

hospitalization, and physician-induced demand 

behaviors. 
 

Methods 

A cross-sectional survey was conducted to assess 

patient-centered care among inpatients in 

comprehensive hospitals through QR codes after 

discharge from September 2021 to December 2021 

and had 5,222 respondents in Jiayu guan, Gansu. The 

https://pubmed.ncbi.nlm.nih.gov/?term=%22Yu%20C%22%5bAuthor%5d
https://pubmed.ncbi.nlm.nih.gov/?term=%22Yu%20C%22%5bAuthor%5d
https://pubmed.ncbi.nlm.nih.gov/?term=%22Xian%20Y%22%5bAuthor%5d
https://pubmed.ncbi.nlm.nih.gov/?term=%22Xian%20Y%22%5bAuthor%5d
https://pubmed.ncbi.nlm.nih.gov/?term=%22Xian%20Y%22%5bAuthor%5d
https://pubmed.ncbi.nlm.nih.gov/?term=%22Jing%20T%22%5bAuthor%5d
https://pubmed.ncbi.nlm.nih.gov/?term=%22Jing%20T%22%5bAuthor%5d
https://pubmed.ncbi.nlm.nih.gov/?term=%22Bai%20M%22%5bAuthor%5d
https://pubmed.ncbi.nlm.nih.gov/?term=%22Bai%20M%22%5bAuthor%5d
https://pubmed.ncbi.nlm.nih.gov/?term=%22Bai%20M%22%5bAuthor%5d
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https://pubmed.ncbi.nlm.nih.gov/?term=%22Liang%20H%22%5bAuthor%5d
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https://pubmed.ncbi.nlm.nih.gov/?term=%22Zhang%20Z%22%5bAuthor%5d
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questionnaire included a translated 6-item version of 

the PCC questionnaire, physician-induced behaviors, 

and patients' sociodemographic characteristics 

including gender, household registration, age, and 

income. Logistic regression analyses were conducted 

to assess whether PCC promoted self-reported health, 

the subjective necessity of hospitalization, and 

decreased physician-induced demand. The 

interactions between PCC and household registration 

were implemented to assess the effect of the difference 

between adequate and inadequate healthcare 

resources. 
 

Conclusion 

By improving health outcomes for inpatients and 

reducing the risk of physician-induced demand, PCC 

can benefit both patients and health insurance systems. 

Therefore, PCC should be implemented in healthcare 

settings. 
 

Information technology-enabled team-based, patient-

centered care: The example of depression screening 

and management in cancer care Gurvaneet S. 

Randhawa a, David K. Ahern b c, Bradford W. Hesse d 

The existing healthcare delivery systems across the 

world need to be redesigned to ensure high-quality 

care is delivered to all patients. This redesign needs to 

ensure care is knowledge-based, patient-centered and 

systems-minded. The rapid advances in the 

capabilities of information and communication 

technology and its recent rapid adoption in healthcare 

delivery have ensured this technology will play a vital 

role in the redesign of the healthcare delivery system. 

This commentary highlights promising new 

developments in health information technology (IT) 

that can support patient engagement and self-

management as well as team-based, patient-centered 

care. Collaborative care is an effective approach to 

screen and treat depression in cancer patients and it is 

a good example of the benefits of team-based and 

patient-centered care. However, this approach was 

developed prior to the widespread adoption and use of 

health IT. We provide examples to illustrate how 

health IT can improve prevention and treatment of 

depression in cancer patients. 

We found several knowledge gaps that limit our ability 

to realize the full potential of health IT in the context 

of cancer and comorbid depression care. These gaps 

need to be filled to improve patient engagement; 

enhance the reach and effectiveness of collaborative 

care and web-based programs to prevent and treat 

depression in cancer patients. We also identify 

knowledge gaps in health IT design and 

implementation. Filling these gaps will help shape 

policies that enable clinical teams to deliver high-

quality cancer care globally. 

 

IX. POPULATION BASED CARE 

 

It involves organizing healthcare delivery around 

defined groups of patients, rather than treating 

individuals in isolation.  

This approach utilizes patient registries to track and 

manage the care of specific populations, ensuring no 

one is overlooked and enabling proactive 

interventions. It also allows for the analysis of trends 

and patterns within these populations to improve 

overall healthcare system performance.   

 

• Patient Registries:  

A core component is the use of registries to track 

patients within a defined population (e.g., patients with 

depression in a primary care setting). This allows care 

teams to monitor progress, identify those needing 

additional support, and ensure timely follow-up.  

• Systematic Monitoring:  

The model emphasizes regular monitoring of patient 

progress using measurement-based care, allowing for 

timely adjustments to treatment plans.  

• Data Analysis:  

By analyzing data from patient registries, care teams 

can identify trends, gaps in care, and areas for 

improvement within the healthcare system.  

• Targeted Interventions:  

Population-based care allows for the development and 

implementation of targeted interventions and policies 

to address specific needs within a population.  

• Improved Outcomes:  

This approach helps to improve outcomes for 

individuals and the broader population by ensuring 

that care is delivered effectively and efficiently.  
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Example 

Population Management, Systems-Based Practice, and 

Planned Chronic Illness Care: Integrating Disease 

Management Competencies into Primary Care to 

Improve Composite Diabetes Quality Measures 

Authors: Joe Kimura, Karen DaSilva, and Richard 

Marshall 

The increasing prevalence of chronic illnesses in the 

United States requires a fundamental redesign of the 

primary care delivery system's structure and processes 

in order to meet the changing needs and expectations 

of patients. Population management, systems-based 

practice, and planned chronic illness care are 3 

potential processes that can be integrated into primary 

care and are compatible with the Chronic Care Model. 

In 2003, Harvard Vanguard Medical Associates, a 

multispecialty ambulatory physician group practice 

based in Boston, Massachusetts, began implementing 

all 3 processes across its primary care practices. From 

2004 to 2006, the overall diabetes composite quality 

measures improved from 51% to 58% for screening 

(HgA1c × 2, low-density lipoprotein, blood pressure 

in 12 months) and from 13% to 17% for intermediate 

outcomes (HgA1c ≤7, low-density lipoprotein ≤100, 

systolic blood pressure ≤130).  

Over the same period, a secondary retrospective cohort 

analysis noted greater gains in composite screening 

and intermediate outcome measures for patients with 

planned visits compared to those who had no planned 

visits. This study illustrates how 1 delivery system 

integrated these disease management functions into 

the front lines of primary care and the positive impact 

of those changes on overall diabetes quality of care.  

 

X. MEASUREMENT – BASED TREATMENT TO 

TARGET 

 

Key components 

• It is a clinical process consisting of three essential 

components: 

• Routinely collecting patient-reported outcomes 

throughout the course of treatment 

• Sharing timely feedback with the patient about 

their reported progress scores and trends over time 

• Acting on these data in the context of the 

provider’s clinical judgment and the patient’s 

experiences to guide the course of care 

https://www.liebertpub.com/doi/abs/10.1089/dis.2008.111718
https://www.liebertpub.com/doi/abs/10.1089/dis.2008.111718
https://www.liebertpub.com/doi/abs/10.1089/dis.2008.111718
https://www.liebertpub.com/doi/abs/10.1089/dis.2008.111718
https://www.liebertpub.com/doi/abs/10.1089/dis.2008.111718
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Example 

Implementing Measurement-Based Care in 

Behavioral Health: A Review Cara C Lewis , Meredith 

Boyd , Ajeng Puspitasari , Elena Navarro , Jacqueline 

Howard , Hannah Kassab , Mira Hoffman , Kelli Scott, 

Aaron Lyon , Susan Douglas 1, Greg Simon , Kurt 

Kroenke  

Measurement-based care (MBC) is the systematic 

evaluation of patient symptoms before or during an 

encounter to inform behavioral health treatment. 

Despite MBC’s demonstrated ability to enhance usual 

care by expediting improvements and rapidly 

detecting patients whose health would otherwise 

deteriorate, it is underused, with typically less than 

20% of behavioral health practitioners integrating it 

into their practice. This narrative review addresses 

definitional issues, offers a concrete and evaluable 

operationalization of MBC fidelity, and summarizes 

the evidence base and utility of MBC. It also 

synthesizes the extant literature’s characterization of 

barriers to and strategies for supporting MBC 

implementation, sustainment, and scale-up. 

 

Using Measurement-Based Care to Enhance Any 

Treatment Kelli Scott, Cara C. Lewis 

Measurement-based care (MBC) can be defined as the 

practice of basing clinical care on client data collected 

throughout treatment. MBC is considered a core 

component of numerous evidence-based practices 

(e.g., Beck & Beck, 2011; Klerman, Weissman, 

Rounsaville, & Chevron, 1984) and has emerging 

empirical support as an evidence-based framework 

that can be added to any treatment (Lambert et al., 

2003, Trivedi et al., 2007). The observed benefits of 

MBC are numerous. MBC provides insight into 

treatment progress, highlights ongoing treatment 

targets, reduces symptom deterioration, and improves 

client outcomes (Lambert et al., 2005). Moreover, as a 

framework to guide treatment, MBC has 

transtheoretical and transdiagnostic relevance with 

broad reach across clinical settings. Although MBC 

has primarily focused on assessing symptoms (e.g., 

depression, anxiety), MBC can also be used to assess 

valuable information about (a) symptoms, (b) 

functioning and satisfaction with life, (c) putative 

mechanisms of change (e.g., readiness to change), and 

(d) the treatment process (e.g., session feedback, 

working alliance). This paper provides an overview of 

the benefits and challenges of MBC implementation 

when conceptualized as a transtheoretical and 

transdiagnostic framework for evaluating client 

therapy progress and outcomes across these four 

domains. The empirical support for MBC use is briefly 

reviewed, an adult case example is presented to serve 

https://pubmed.ncbi.nlm.nih.gov/?term=%22Lewis%20CC%22%5bAuthor%5d
https://pubmed.ncbi.nlm.nih.gov/?term=%22Boyd%20M%22%5bAuthor%5d
https://pubmed.ncbi.nlm.nih.gov/?term=%22Boyd%20M%22%5bAuthor%5d
https://pubmed.ncbi.nlm.nih.gov/?term=%22Puspitasari%20A%22%5bAuthor%5d
https://pubmed.ncbi.nlm.nih.gov/?term=%22Puspitasari%20A%22%5bAuthor%5d
https://pubmed.ncbi.nlm.nih.gov/?term=%22Puspitasari%20A%22%5bAuthor%5d
https://pubmed.ncbi.nlm.nih.gov/?term=%22Navarro%20E%22%5bAuthor%5d
https://pubmed.ncbi.nlm.nih.gov/?term=%22Howard%20J%22%5bAuthor%5d
https://pubmed.ncbi.nlm.nih.gov/?term=%22Howard%20J%22%5bAuthor%5d
https://pubmed.ncbi.nlm.nih.gov/?term=%22Kassab%20H%22%5bAuthor%5d
https://pubmed.ncbi.nlm.nih.gov/?term=%22Kassab%20H%22%5bAuthor%5d
https://pubmed.ncbi.nlm.nih.gov/?term=%22Hoffman%20M%22%5bAuthor%5d
https://pubmed.ncbi.nlm.nih.gov/?term=%22Scott%20K%22%5bAuthor%5d
https://pubmed.ncbi.nlm.nih.gov/?term=%22Lyon%20A%22%5bAuthor%5d
https://pubmed.ncbi.nlm.nih.gov/?term=%22Douglas%20S%22%5bAuthor%5d
https://pubmed.ncbi.nlm.nih.gov/?term=%22Simon%20G%22%5bAuthor%5d
https://pubmed.ncbi.nlm.nih.gov/?term=%22Kroenke%20K%22%5bAuthor%5d
https://pubmed.ncbi.nlm.nih.gov/?term=%22Kroenke%20K%22%5bAuthor%5d
https://pubmed.ncbi.nlm.nih.gov/?term=%22Kroenke%20K%22%5bAuthor%5d
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as a guide for successful implementation of MBC in 

clinical practice, and future directions to maximize 

MBC utility are discussed. 

 

XI. EVIDENCE BASED CARE 

 

Core Components of Evidence-Based Care 

• Best Research Evidence:  

• This refers to the findings from well-conducted 

studies, often found in systematic reviews, meta-

analyses, and clinical guidelines.  

• Clinical Expertise:  

• This includes the clinician's knowledge, skills, 

and experience gained through education, 

training, and practice.  

• Patient Values and Preferences:  

• This encompasses the patient's individual 

preferences, cultural background, and personal 

circumstances that influence their decisions about 

their care.  

 

The Evidence-Based Practice (EBP) Process: 

• The EBP process typically involves several key 

steps:  

• Asking: Identifying a clinical question or problem 

that requires a solution. 

• Acquiring: Systematically searching for and 

retrieving relevant research evidence. 

• Appraising: Critically evaluating the quality and 

applicability of the research evidence. 

• Applying: Integrating the best available evidence 

with clinical expertise and patient values to make 

informed decisions. 

• Assessing: Evaluating the effectiveness of the 

implemented intervention and making 

adjustments as needed. 
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XII. ACCOUNTABLE CARE 

 

• It aims to improve health outcomes by having 

healthcare providers work together to manage a 

patient population's health, with a focus on 

quality, cost, and patient experience  

• In an accountable care relationship, doctors and 

other health care providers work with each other 

and their patients to manage their patients’ overall 

health, all while considering their patients’ 

personal health goals and values.  

• These relationships can improve patients’ quality 

of care in the following ways:  

• Patients are less likely to get repeat medical tests 

or unnecessary medical services. 

• Doctors and other health care professionals 

consider a patient’s entire health history when 

developing a treatment plan and how it will 

complement other treatment plans put in place by 

other doctors for different health issues. 

Doctors and other health care professionals 

communicate and collaborate with each other to 

improve their patients’ long-term health and prevent 

serious health issues or hospitalization. 

 

Accountable Care Organization (ACO) 

Consists of: 

• primary care doctors 

• nurse practitioners 

• physician assistants 
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• specialists 

• pharmacies 

• hospitals and hospital systems 

• skilled nursing facilities and home health agencies 

• other members of the health care team who offer 

and coordinate medical-related services and other 

supports 

• Patients whose health care provider participates in 

an ACO may get: 

• extra help managing chronic diseases 

• coordination between different doctors or 

members of their care team 

• more preventive health services to keep them 

healthy 

• additional recovery support when they come 

home from the hospital  

• care in more convenient ways, like care based at 

home or through telehealth or other virtual means 

 

 

 
 

XIII. SHARED CARE MODEL 

 

Definition  

• Shared Care Model is where there is joint 

responsibility for planned care that is agreed 

between healthcare providers, the patient and any 

carers they would like to engage. 

• The Model provides improved quality and 

continuity between services by clearly delineating 

roles and responsibilities for the multidisciplinary 

team; having structured management plans; 

providing clear communication channels for 

access to prompt help; is informed by an enhanced 

information exchange and advice between 

healthcare providers and patients; and has access 

to unscheduled review by specialist teams when 

the need arises.  

 

XIV. KEY PRINCIPLES 

 

• Communication and information exchange 

• Intercollegiate clinical practice guidelines 

• Care Co-ordination 

• Continuity between Services. 
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XV. CHRONIC CARE MODEL 

 

• The Chronic Care Model (CCM) identifies the 

essential elements of a health care system that 

encourage high-quality chronic disease care.  

• These elements are the community, the health 

system, self-management support, delivery 

system design, decision support and clinical 

information systems.  

• The Chronic Care Model can be applied to a 

variety of chronic illnesses, health care settings, 

and target populations. The bottom line is 

healthier patients, more satisfied providers, and 

cost savings. 
 

Chronic Care Model: Change Concepts 

• Health System: create an organization that 

provides safe, high-quality care 

• The Community: mobilize community resources 

to meet needs of patients  

• Self-Management Support: Empower and prepare 

patients to manage their health care 

• Delivery System Design: Assure effective, 

efficient care and self-management support  

• Decision Support: Promote care consistent with 

scientific data and patient preferences  

• Clinical Information Systems: Organize data to 

facilitate efficient and effective care  

 
The eHealth Enhanced Chronic Care Model:A Theory 

Derivation Approach, April 2015, Journal of Medical 

Internet Research 17(4):e86, DOI:10.2196/jmir.4067 

Authors: Perry M. Gee, Intermountain Medical Center 

Deborah A Greenwood, Sutter Health, Lisa M 

Soederberg Miller, University of California, Davis 

 

XVI. INTEGRATED CARE MODEL 

 

• It emphasizes coordinated, continuous, and 

tailored healthcare services by bringing together 

different healthcare professionals, facilities, and 

support systems. 

•  It aims to overcome fragmentation in care 

delivery, particularly for individuals with 

complex or long-term needs, by promoting 

person-centered and team-based approaches.  

• It can involve integrating primary care with 

behavioral health, pharmacy, oral health, and 

social services. 

 

XVII. KEY ASPECTS OF AN INTEGRATED 

CARE MODEL 
 

Coordination 

• Integrating care across different providers and 

settings to ensure seamless transitions and avoid 

duplication of services.  

Continuity:  

• Providing ongoing care and support, both between 

visits and over time, to address the patient's 

evolving needs.  

Person-centeredness:  

• Tailoring care to the individual's needs, 

preferences, and values, promoting their active 

participation in their own care.  

Team-based approach:  

• Utilizing interprofessional teams to deliver 

comprehensive care, leveraging the expertise of 

various healthcare professionals.  

Addressing social determinants of health:  

• Recognizing the impact of social factors on health 

and integrating relevant support services.  

 

http://dx.doi.org/10.2196/jmir.4067
https://www.researchgate.net/profile/Perry-Gee-2?_tp=eyJjb250ZXh0Ijp7ImZpcnN0UGFnZSI6Il9kaXJlY3QiLCJwYWdlIjoicHVibGljYXRpb24iLCJwcmV2aW91c1BhZ2UiOiJfZGlyZWN0In19
https://www.researchgate.net/institution/Intermountain-Medical-Center?_tp=eyJjb250ZXh0Ijp7ImZpcnN0UGFnZSI6Il9kaXJlY3QiLCJwYWdlIjoicHVibGljYXRpb24iLCJwcmV2aW91c1BhZ2UiOiJfZGlyZWN0In19
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Example 

Integrated Care Models in Primary Care: A Mainstay 

in Curbing the Burgeoning Menace of Mental Health 

Issues 

Kelechi Nelson ADINDU, Ifunanya OSINUSI, 

Adebukola Mary Lois ADENLE, Ademola 

Olumayowa ONAKOYA, Jennifer N. OKEKE, Chisa 

Cheryl UGOCHUKWU 

The impact of an integrated multidisciplinary primary 

healthcare package on improving care accessibility, 

promoting positive patient outcomes, and elevating 

overall quality of service. Methodologies include a 

systematic review of recent literature, case study 

analysis, and a comparative evaluation. The findings 

consolidate contemporary insights and practical 

examples to identify best practices and challenges in 

implementing integrated mental health care. 

Additionally, the review explores the potential of 

emerging technologies and interdisciplinary 

collaborations in augmenting the effectiveness of 

integrated care models in primary care system. 

 

Integrated care for children living with complex care 

needs: an evolutionary concept analysis  

Lorna Cassidy Mary Brigid Quirke Denise Alexander 

Jo Greene Katie Hill1 Michael Connolly Maria 

Brenner 

Children with complex care needs (CCNs) are in need 

of improved access to healthcare services, 

communication, and support from healthcare 

professionals to ensure high-quality care is delivered 

to meet their needs. Integrated care is viewed as a key 

component of care delivery for children with CCNs, as 

it promotes the integration of healthcare systems to 

provide family and child-centred care across the entire 

health spectrum. There are many definitions and 

frameworks that support integrated care, but there is a 

lack of conceptual clarity around the term. 

Furthermore, it is often unclear how integrated care 

can be delivered to children with CCNs, therefore 

reinforcing the need for further clarification on how to 

define integrated care. An evolutionary concept 

analysis was conducted to clarify how integrated care 

for children with CCNs is defined within current 

literature. We found that integrated care for children 

with CCNs refers to highly specialized individualized 

care within or across services, that is co-produced by 

interdisciplinary teams, families, and children, 

supported by digital health technologies.  

 

Integrated care policy recommendations for complex 

multisystem long-term conditions and long COVID 

Christina M. van der Feltz-Cornelis, Jennifer 

Sweetman, Fidan Turk, Gail Allsopp, Mark Gabbay, 
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Kamlesh Khunti, Nefyn Williams, Hugh 

Montgomery, ,Melissa Heightman, Gregory Y. H. Lip, 

Michael G. Crooks, ,W. David Strain,  Antony 

Loveless, Lyth Hishmeh, Natalie Smith & Amitava 

Banerjee 

The importance of integrated care for complex, 

multiple long-term conditions was acknowledged 

before the COVID pandemic but remained a 

challenge. The pandemic and consequent development 

of Long COVID required rapid adaptation of health 

services to address the population’s needs, requiring 

service redesigns including integrated care. This 

Delphi consensus study was conducted in the UK and 

found similar integrated care priorities for Long 

COVID and complex, multiple long-term conditions, 

provided by 480 patients and health care providers, 

with an 80% consensus rate. The resultant 

recommendations were based on more than 1400 

responses from survey participants and were supported 

by patients, health care professionals, and by patient 

charities. Participants identified the need to allocate 

resources to: support integrated care, provide access to 

care and treatments that work, provide diagnostic 

procedures that support the personalization of 

treatment in an integrated care environment, and 

enable structural consultation between primary and 

specialist care settings including physical and mental 

health care. Based on the findings we propose a model 

for delivering integrated care by a multidisciplinary 

team to people with complex multisystem conditions. 

These recommendations can inform improvements to 

integrated care for complex, multiple long-term 

conditions and Long COVID at international level. 

 

XVIII. COORDINATED CARE 

 

A coordinated care model, when implemented through 

collaboration, is a healthcare approach where various 

providers work together to deliver holistic and patient-

centered care. This collaborative effort ensures that 

patients receive consistent, high-quality care by 

streamlining communication, sharing information, and 

developing a unified care plan. The core of this model 

lies in teamwork and shared decision-making, 

ultimately leading to improved patient outcomes and 

satisfaction  

 

Key Elements of a Coordinated Care Model: 

Collaboration:  

• Healthcare professionals, including doctors, 

nurses, therapists, and specialists, actively 

communicate and share information to create a 

unified care plan.  

Communication:  

• Open and consistent communication channels are 

established to ensure everyone involved is aware 

of the patient's needs and progress.  

Shared Decision-Making:  

• The patient's preferences and goals are considered 

alongside medical expertise to develop a 

treatment plan.  

 

 

https://www.nature.com/articles/s41598-024-64060-1
https://www.nature.com/articles/s41598-024-64060-1
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Healthcare professionals’ experiences and attitudes to 

care coordination across health sectors: an interview 

study 

Maiken Hjuler Persson, Jens Søndergaard, Christian 

Backer Mogensen, Helene Skjøt-Arkil & Pernille 

Tanggaard Andersen 

 

Example 

Lung Cancer Patients’ Conceptualization of Care 

Coordination in Selected Public Health Facilities of 

KwaZulu-Natal, South Africa by Buhle Lubuzo, 

Khumbulani W. Hlongwane and Themba G. Ginindza  

An integrated care coordination setup is essential to 

create and sustain a high-performance health care 

system. These findings make a case for developing, 

implementing, and evaluating interventions to 

enhance the quality of cancer care for patients and 

ultimately improve health outcomes for patients in 

KwaZulu-Natal. This study will provide 

comprehensive data to inform professionals, 

policymakers, and related decision makers to manage 

and improve cancer care coordination.  

 

 
Nursing Care Coordination for Patients with Complex 

Needs in Primary Healthcare: A Scoping Review 

Authors Marlene KaramMaud-Christine Chouinard, 

Marie-Eve Poitras, Yves Couturier, Isabelle Vedel 

Nevena Grgurevic, Catherine Hudon 

With the growing complexity of patient’s needs, 

efforts must be directed towards enabling the primary 

healthcare level to effectively play its substantial role 

in care coordination. This includes finding primary 

care employment models that would facilitate 

multidisciplinary teamwork and the delivery of 

integrated care, and guarantee the delivery of intensive 

yet efficient coordinated care. 

 

https://bmcgeriatr.biomedcentral.com/articles/10.1186/s12877-022-03200-6
https://bmcgeriatr.biomedcentral.com/articles/10.1186/s12877-022-03200-6
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Complex health and social care needs. 

 

 
 

XIX. CONCLUSION 

 

Collaborative Care Models (CoCM) represent a vital 

evolution in addressing complex health issues by 

moving beyond traditional medical silos toward a 

unified, multidisciplinary approach. By integrating the 

five core components—patient-centered care, 

population-based registries, measurement-based 

treatment, evidence-based practice, and accountable 

care healthcare systems can effectively bridge the gap 

between physical and mental health. 

The success of these models hinges on clear role 

clarity, the strategic utilization of technology like 

EHRs and telemedicine, and a clinical culture built on 

mutual trust and communication. Ultimately, when 

healthcare professionals from diverse disciplines align 

their expertise with patient values, the result is a 

significant improvement in patient outcomes, 
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enhanced diagnostic accuracy, and a sustainable 

reduction in clinician burnout. Adopting these 

collaborative frameworks is no longer optional but 

essential for delivering high-quality, holistic care in a 

modern medical landscape. 
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