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Abstract
Background

Integrated care initiatives for socioeconomically vulnerable groups have the potential to deliver
personalised care, enhance health outcomes, and foster greater equity within the healthcare system.
However, the incorporation of these initiatives into standard care is rare. Insight into implementation
barriers and facilitators to select strategies for further implementation and upscaling are therefore
needed.

Methods

We conducted a case study on an integrated care initiative adopting interprofessional collaborative
practice of patient-centred care for citizens with prediabetes in the form of group consultations. We used
a qualitative design guided by the Consolidated Framework of Implementation Research (CFIR) in
combination with the Rainbow Model of Integrated Care. Semi-structured interviews and a focus group
were conducted among stakeholders, including health and social care professionals, policy makers, and
experts by experience. We used Framework analysis to analyse the data. We matched implementation
strategies to a selection of barriers using CFIR’s Expert Recommendations of Implementation Research
matching tool.

Results

We conducted 28 interviews and one focus group (n = 16). Key barriers included insufficient involvement
of citizens in the design of the group consultations, which could be overcome by involving
patients/consumers and family members in the design of the group consultations. Additionally, we
identified a lack of embedding in the current healthcare system and fragmentation of funding as barriers.
By developing a formal implementation blueprint, obtaining formal commitments, using other payment
schemes, and developing resource sharing agreements, these barriers could be addressed. Finally,
inadequate evaluation was identified as a barrier. This could be improved by capturing and sharing local
knowledge and developing and organising a quality monitoring system. Key facilitators were the
widespread enthusiasm for the concept of group consultations, a sense of urgency for change, and the
adaptability of the initiative to the local context.

Conclusions

Citizen involvement in the design of an integrated care initiative, such as group consultations, is a key
determinant of implementation when targeting socioeconomically vulnerable groups. Further research is
needed to explore payment options within or beyond the current siloed health and social systems.

BACKGROUND
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The prevalence of prediabetes was found to be higher than previously estimated in the Netherlands, with
approximately 21% of males and 15% of females between 40 and 75 years of age having prediabetes (1).
Prediabetes is characterised by elevated blood glucose levels that are not yet high enough to be
classified as diabetes (2). Around 70% of people with prediabetes develop type 2 diabetes within ten
years (2, 3). The deterioration from prediabetes to diabetes was found to be socially patterned, with
socioeconomically vulnerable people having an increased risk of developing diabetes compared with
their more affluent peers (4). As within the diabetes population, the prevalence of prediabetes is nearly
double in the most deprived one-third of the population compared with the least deprived one-third of the
population, with a prevalence of 27% and 15%, respectively (1). To prevent the deterioration from
prediabetes to diabetes, lifestyle interventions have proven effective in restoring normal blood glucose
levels and improving cardiometabolic markers (2, 5, 6). However, social-contextual constraints can
hinder lifestyle changes if not properly addressed, for example individual characteristics including
socioeconomic position and neighbourhood characteristics (7, 8). This can place socioeconomically
vulnerable people at a further disadvantage. Although initiatives are available to mitigate these social
constraints, many citizens do not receive appropriate support matched to their needs because of
fragmentation of the health and social care systems (unpublished findings).

Across different contexts, there is growing recognition of the need to integrate social support and
medical care. Health advocates emphasise its potential to deliver personalised care, enhance health
outcomes, and foster greater equity within the healthcare system (7, 9, 10). Using an integrated care
approach, underlying issues hindering lifestyle change, such as debt or unemployment, could be
addressed first before the focus is shifted to stimulating lifestyle change (7). This approach has the
potential to improve health especially in socioeconomically vulnerable people (10).

Despite the promise of integrated care initiatives, the incorporation of these initiatives into standard care
is rare (11–13). Previously identified barriers include difficulties in sharing information between
professionals and/or organisations (12, 14–17), funding (12–18), and the accessibility of locations (15,
16). Facilitators include effective communication and collaboration between professionals (12, 14–17,
19). Facilitators identified when specifically targeting socioeconomically vulnerable groups include
citizen engagement and needs assessment and the use of a positive health approach. From a positive
health perspective, health encompasses more than just addressing disease and illness; it also involves
an individual's perceived control and capacity to manage life's challenges (18). As for integrated care
initiatives in general, funding has proven to be a barrier when this specific population is targeted (18).

Information on whether the identified barriers and facilitators are similar when targeting
socioeconomically vulnerable groups remains scarce, despite the potential benefits of integrated care
for these groups (15, 20–22). Therefore, we used group consultations that bridge the medical and social
domain, targeting citizens with prediabetes living in socioeconomically vulnerable neighbourhoods in
The Hague, the Netherlands, as a case example of an integrated care initiative. These group
consultations are characterised by interprofessional collaborative practice of patient-centred care for
individuals with prediabetes and were initially provided in two neighbourhoods in The Hague, The
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Netherlands. An implementation team of various professionals is now exploring upscaling to additional
neighbourhoods. For this purpose, insights into implementation barriers and facilitators, as well as the
selection of context-sensitive strategies for implementation and upscaling, are needed. Therefore, we
aim to evaluate the implementation barriers and facilitators of this integrated care initiative which
targets socioeconomically vulnerable groups and select strategies to improve implementation and
upscaling.

METHODS

Study design and setting
We conducted a case study using a qualitative design combining individual interviews and a focus group
to evaluate barriers and facilitators of the implementation of an integrated care initiative that adopts
interprofessional collaborative practice of patient-centred care for individuals with prediabetes in the
form of group consultations (23).

The group consultations were developed by a primary care physician motivated by her observations that
some socioeconomically vulnerable people with prediabetes frequently returned to her practice with
recurring physical complaints. These complaints often stem from unresolved underlying social
constraints that remain unaddressed in traditional primary health care. She decided to adopt a
Population Health Management approach (24) and use interprofessional collaborative practice to better
adjust care to the multifaceted needs of this vulnerable group. She collaborated with a neighbourhood
sports coach, a social worker, and medical staff to design a group consultation, aiming to familiarise
citizens with available local support tailored to their needs. During a single 90-minute session, various
professionals from different disciplines, including but not limited to a primary care physician,
neighbourhood sports coach, and social worker, together provide a group consultation where the
interrelatedness of social and medical problems is discussed from a positive health perspective (25) a
physical check-up is conducted, and a warm handoff is arranged for initiatives in the neighbourhood on
the basis of the social and medical needs of the participants. Follow-up trajectories could include
sessions with the neighbourhood sports coach, a lifestyle coach, or social worker. A group follow-up
session is provided six months after the initial session. The groups generally consisted of between four
and 15 participants. These group consultations were initiated in two neighbourhoods in 2019, and in
2023 scaling commenced to additional neighbourhoods in The Hague. An implementation team,
including health care professionals, community representatives, and researchers, was involved in the
upscaling of the intervention.

Theoretical frameworks and data collection
We used the implementation determinant framework Consolidated Framework of Implementation
Research (CFIR) in combination with the Rainbow Model of Integrated Care (RMIC) to guide data
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collection and analysis.

The CFIR offers a standardised structure for identifying barriers and facilitators of implementation,
enabling knowledge generation on what works where, beyond the specific research settings (26). This
framework identifies six domains: innovation, the outer setting, the inner setting, individuals, and the
implementation process; each domain is composed of a number of constructs (26).

The RMIC was developed to better understand the concept of integrated care (27). The model
conceptualises the process of integrating care through six dimensions: clinical, professional,
organisational, system, functional, and normative integration (27). To deliver integrated care, integration
across all levels is needed. The first four dimensions explore integration from the micro to the macro
level. Clinical integration is defined as the coordination of patient care activities and whether services
improve an individual’s overall well-being; professional integration explores the collaboration among
healthcare professionals across disciplines; organisational integration analyses the alignment and
cooperation among healthcare organisations; and system integration considers the broader health
system's policies, regulations, and structures that influence care delivery (27). Functional integration
supports and links integration over these four levels, and normative integration is defined as the
development and maintenance of a shared mission, vision, values and culture over the four levels (27).
We used the first four dimensions to guide participant selection and structure findings.

We employed the CFIR’s Expert Recommendation for Implementing Change (ERIC) framework for the
selection of implementation strategies matched to the identified barriers and facilitators (28). This
framework defines implementation strategies based on input from a wide range of stakeholders (28). By
using this framework, we ensured the unambiguous use of previously defined strategies.

Data collection took place between April and October 2024 and is described in detail below.

Interviews
Semi-structured interviews guided by the CFIR framework were conducted with a varied group of
stakeholders directly or indirectly involved in the organisation of the group consultations. The interviews
were conducted in-person, via videocall or by telephone, depending on the preference of the interviewee.
We used purposive sampling guided by the RMIC levels to select participants. Professional networks of
implementation team members were used in this process. A priori the sample size to reach meaning
saturation was estimated at approximately 26 interviews, as we expected partial overlap in barriers and
facilitators over the four levels of the RMIC. Meaning saturation was reached when no new barriers or
facilitators were identified nor refinement was needed (29). As CFIR includes a comprehensive list of
constructs, a selection of topics was chosen prior to each interview based on the knowledge and
expertise of the respondent. Additional constructs were discussed when deemed appropriate.

The majority of interviews were conducted by JGtB, six together with a student (TK or MV) and three by a
student alone (TK or MV). The interviews were recorded and transcribed verbatim.
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Focus group
A semi-structured in-person focus group was organised with a women’s group of experts by experience
volunteering in the neighbourhood. The group consisted of 16 women, 11 of whom had previously
participated in a group consultation. The focus group provided further insights into barriers and
facilitators at the clinical level of implementation and was used to validate and enrich findings from the
individual interviews. The focus group was not recorded. Instead, field notes were made during the
session and subsequently expanded by two authors (RCV and JGB) who were present during the
discussion. This approach was found to be more appropriate because audio recording potentially
changes the group dynamic as participants experience nervousness over their voices being recorded
(30).

Data analysis
We used Framework analysis, a descriptive qualitative approach originating from policy research, to
analyse the data obtained during interviews and the focus group (31). Framework analysis is a method
to describe and interpret what is happening in a particular setting via five iterative steps: familiarization,
identification of a thematic framework, indexing, charting, and mapping and interpretation (31). All steps
were conducted by the first author (JGtB) in collaboration with a ‘critical friend’ (32), AFTME, and
overseen by RCV. The five steps were discussed and revised during critical dialogue over several
sessions. The dialogue provided a theoretical sounding board where the thought process of the first
author was evaluated, alternative interpretations were coined, and interpretations were revised
accordingly.

A priori, the CFIR was identified as a suitable framework to guide data analysis. Based on the
familiarisation phase, deductive use of CFIR domains and constructs for indexing was deemed
appropriate. To enable further discussion of the indexing in a time-efficient manner, a step between
indexing and charting was added. We first arranged the indexed data according to the CFIR constructs
via a ‘cut and paste’ approach, after which adjustments to the indexing were made to reach consensus. A
distilled summary per construct was then charted, ordered by the RMIC levels. We used mapping and
interpretation to define barriers and facilitators per construct and RMIC level using the distilled
summaries. This process was conducted iteratively until meaning saturation was reached.

Then, related barriers and facilitators were combined by JGB and RCV and a selection was made to
identify those most prominently needing strategies to overcome the barrier or leverage the facilitator.
This process was evaluated by two members of the implementation team and an independent expert
familiar with the intervention who were not involved in this study.

We matched the implementation strategies to the selected barriers using CFIR’s ERIC matching tool (33).

RESULTS
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We conducted 28 interviews and one focus group (n = 16). Four interviews and the focus group were
with professionals operating at the clinical level of the RMIC, eight interviews at the professional level,
nine at the organisational level, and seven at the system level. The interviewees included but were not
limited to experts by experience, community leaders, medical and social care professionals, members of
the expert team organising the group consultations and representatives of the municipality, health
insurance and the government.

We identified 50 unique barriers and 30 unique facilitators of the implementation of the group
consultations (Additional file 1). Ten more determinants were identified; these determinants were
present in some neighbourhoods and absent in others and functioned as facilitators when present and
barriers when absent. From these 90 determinants, we selected five main barriers and three main
facilitators (Table 1). Implementation strategies were identified for the main barriers. These barriers,
facilitators, and strategies are further discussed below.
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Table 1
Selected barriers and facilitators, their CFIR determinant and level of RMIC, with an illustrative quote.

  Determinant Determinant
CFIR

Level of the
RMIC

Quotes

Barriers Insufficient involvement
of citizens in the design
of the group
consultations.

Important sub barriers:

- The examples used
during the group
consultations are not
tailored to the cultural
background of
participants.

- Detachment between
residents and
professionals reduces
trust

- Many citizens think it
is important to have
separate groups for
men and for women

Process -
Assessing
needs

Innovation –
Innovation
design

Outer setting –
Local
conditions

Outer setting –
Local attitudes

Clinical,
professional,
and
organisational

Q1: “But it also has
to do with: you put
things in front of me
that I don't like. You
want me to cook
certain things that I
don't know how to
cook.” – Clinical
level

Q2: “This is a theme
about losing weight.
Especially among
women, it is a
private theme. It's
a... It also has to do
with self-confidence,
self-confidence. So
in a group where
there are men there,
you're not really
going to be able to
get that out, so out
of, that a woman is
going to tell
something so
intimate.” – Clinical
level

Q3: “I also hope that
the consultations
will be carried even
more by the local
residents
themselves, so that
it really comes from
the community. And
that they also get a
voice in designing
the consultations,
for example.” –
Professional level

Q4: “Adjusting [the
intervention] to the
group, there’s still a
lot to be done in
that, in my opinion”
– Organisational
level
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  Determinant Determinant
CFIR

Level of the
RMIC

Quotes

Gap between the group
consultations and local
follow-up initiatives

Innovation –
Innovation
design

Clinical,
professional,
and
organisational

Q5: “At this one
there were lots of
dieticians and
someone from, for
people with financial
problems, for people
with financial, you
name it. All sorts of
things were there.
Eating problems.[...]
Heart foundation
was also there and I
understood that all.
Also understand
why they were
invited. I was only
wondering like:
what's the added
value? The
performance did go
nicely. It was nice.
The atmosphere and
everything. That was
all right. But after
that I did notice
some people were
like: what am I here
for? What is the
actual help?” –
Clinical level

Q6: “Often they are
in different
trajectories and then
it may occur that I
lose track of them,
but they are still
actually working on
a trajectory, which
also originated from
the group
consultation. So that
link, if indeed
something is
documented or
streamlined, that we
can also better keep
track on that. [...] So
often you lose the
people who try
something and it
doesn't work out and
then think: it didn't
work out, I'll stop.
Whereas a moment
of contact or a
signal of: this person
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  Determinant Determinant
CFIR

Level of the
RMIC

Quotes

has stopped, if we
can pick this up
again, it will be
easier to pick up the
trajectory again.” –
Professional level

The lack of embedding
of the group
consultation into formal
agreements/structures.

Important sub barrier:
Roles within the
implementation team
are unclear.

Process –
Planning

Individuals –
Implementation
leads

Organisational
and system

Q7: “For that to
spread out
completely in the
neighbourhoods,
there is - I think - still
a lot depending on
enthusiastic
colleagues -
professionals -
rolling that out.
Ideally, you would
like to secure that in
a function within....
In a neighbourhood,
for instance. That it
is not person-
dependent, but more
embedded.” –
Organisational level

Fragmentation of
funding

Outer setting –
Local
conditions;

Inner setting –
Available
resources

Professional,
organisational,
and system

Q8: “[…]funding is a
problem and has
been for some time,
because on the one
hand you have the
angle from medical
support and support
from the social
domain, with health
insurer and
municipality looking
at each other like:
who is going to pay
for what?” –
Organisational level

Q9: “And yes, you
know, I think this is
actually another one
of those typical
annoying cases of
the responsibility
lies everywhere and
therefore nowhere.”
– System level
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  Determinant Determinant
CFIR

Level of the
RMIC

Quotes

Inadequate evaluation
of effectiveness and the
implementation
process.

Process –
Reflecting and
evaluating

Professional,
organisational,
and system

Q10: “Sure she
asked that at some
point. Sure that that
also came up and I
may have mentioned
something. But not
very well-founded
and not very well
thought out, I think.”
– Professional level

Q11: “But to put it
very simply: to get a
payment title for
group consultations,
you will have to
present results from
the field, if you
would want to pay
for it from the ZVW
[Health Insurance
Act].” – System level

Facilitators Widespread enthusiasm
for the concept of the
group consultations

Innovation –
Innovation
relative
advantage

Inner setting –
Mission
alignment

Clinical,
professional,
organisational,
and system
level

Q12: “During group
consultations, we
notice that people
truly feel heard.” –
Professional level

Q13: “Well, if you go
to one of those
group consultations
[…] and you find out
there: who is that
dietician? Oh, […]
that seems like a
really nice person.
And you can make
an appointment right
away, that’s of
course perfect. Then
you really have, just
that warm referral.”
– Organisational
level

Sense of urgency for
change among
stakeholders

Inner setting –
Tension for
change

Professional
level

Q14: “I said: well, I'm
open to that kind of
thing too, just
offering care in a
different way
instead of just one-
to-one. Because
sometimes you
think: ‘Hello, does it
sink in?’ ‘Or what
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  Determinant Determinant
CFIR

Level of the
RMIC

Quotes

about the advice I
give?’ And then
when someone says,
for example, after
ten times, “I've never
heard that before.”
Then I think, I think
I've already told
them ten times.” –
Professional level

Adaptability of the
initiative to the local
context

Innovation –
Innovation
adaptability

Clinical,
professional,
and
organisational
level

Q15: “Yes, because
you see that that's
important for
success. That you
respond to the
needs in the
neighbourhood” –
Professional level

Q16: “If there are a
lot of questions
regarding quitting
smoking, then we'll
grab that quit
smoking coach
again. So that way
you can adjust it a
little bit each time
too.” – Professional
level

Table 1: Selected barriers and facilitators, their CFIR determinant and level of RMIC, with an illustrative
quote.

Barriers
The first main barrier was the insufficient involvement of citizens in the design of the group
consultations, which was identified as being part of the ‘assessing needs’ determinant of the ‘process’
domain of CFIR. This barrier was identified at the clinical, professional, and organisational levels of the
RMIC. The limited involvement of citizens in the design and implementation process resulted in several
sub barriers, such as inadequate tailoring of the intervention to the cultural background of participants
and reduced trust (Table 1 Quote (Q) 1–4).

A second barrier was found at the clinical, professional, and organisational levels under ‘innovation
design’, which is part of the ‘innovation’ domain. The respondents reported that there remained a gap
between the group consultations and local follow-up initiatives, such as sessions with the
neighbourhood sports coach, a lifestyle coach, or social worker. Two distinct gaps were reported. The
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participants felt that they did not receive adequate information about the follow-up steps, thereby
preventing the initiation of a follow-up trajectory (Table 1Q5). The professionals mentioned that when
they lost touch with participants, they were unaware of whether these participants were still seen by
other colleagues and thus “in the system” or fell off the professionals’ radar. Due to the lack of a
structured feedback system, professionals felt demotivated to keep track of lost participants
(Table 1Q6).

The third barrier we identified was the lack of embedding of the group consultation into formal
agreements/structures. This barrier was identified at the organisational and system levels as a
determinant of ‘planning’ under the ‘process’ domain. Currently, the initiative relies on efforts from
various enthusiastic professionals and partners that support continuation, as described later under
facilitators. However, participants mentioned the importance of embedding the initiative into formal
structures to safeguard sustainability and scaling regardless of enthusiastic professionals potentially
switching positions or not being able to put in the same effort (Table 1Q7).

Guaranteeing the sustainability of the initiative related to the fourth barrier: the fragmentation of funding.
This determinant was identified at the professional, organisational, and system levels and categorised
under both the ‘local conditions’ in the ‘outer setting’ and ‘available resources’ in the ‘inner setting’. The
respondents elaborated on the complexity of the Dutch health system, as healthcare and social support
are regulated and funded according to two different laws with different paying parties, and the lack of
formal responsibility for health and prevention. Interviewees explained that funding parties point fingers
to each other to take initiative (Table 1Q8 and Q9). No sustainable funding agreements have been made
yet, thereby causing the initiative to rely on temporary funding, which threatens sustainability.

The last main barrier was inadequate evaluation of effectiveness and the implementation process. This
barrier was identified at the professional, organisational, and system levels under the ‘reflecting and
evaluating’ construct of the ‘process’ domain. This barrier was multifaceted. The interviewed
professionals had different perceptions of whether the process is currently being monitored. While some
described some sort of process evaluation and monitoring system, others mentioned not being included
in this process (Table 1Q10). Overall, there seemed to be no clear structure in the process or
effectiveness evaluation. The respondents also emphasised the difficulties associated with evaluating
the effectiveness of preventative initiatives. They explained that not all participants change their
behaviour right away; some might forget about it for some time and then after an additional trigger use
the information received. Long-term evaluation is needed to capture these delayed effects. The
respondents at the system level emphasised the importance of evaluating the effectiveness to secure
sustainable funding (Table 1Q11).

Facilitators
The first main facilitator we identified was the widespread enthusiasm for the concept of group
consultations among involved stakeholders. We identified this facilitator at the clinical, professional,
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organisational, and system levels under ‘innovation relative advantage’ in the ‘innovation’ domain and
‘mission alignment’ in the ‘inner setting’. Professionals were especially positive about the peer support
resulting from the group setting (Table 1Q12) and that the physical check-up handed participants
tangible tools for change. Having various professionals present and arranging a warm handoff for
follow-up care was also seen as an important benefit of the group consultations (Table 1Q13).

Additionally, a sense of urgency for change facilitated implementation at the professional level under
‘tension for change’ in the ‘inner setting’. Professionals expressed being fed up with the current system
because citizens frequently returned to her practice with recurring physical complaints and questions
(Table 1Q14). This motivated them to experiment with alternative ways of working, such as group
consultations.

Finally, at the clinical, professional, and organisational levels the adaptability of the initiative to the local
context was identified as a facilitator under the ‘innovation adaptability’ of the ‘innovation’ domain. The
respondents underlined the importance of adapting these types of initiatives to the local context where
they are implemented (Table 1Q15), for example, considering cultural sensitivity. They emphasised that
these groups consultations allow adaptation to various local contexts due to the flexible character of the
different components, for example, by focusing on specific themes that are relevant in neighbourhood
(Table 1Q16).

Strategies
We identified eight strategies that could be employed to improve the implementation of the group
consultations (Table 2). We selected the strategy ‘involve patients/consumers and family members’ to
improve the involvement of citizens in the design of the group. Methods to employ this strategy could
include training health champions, experts by experience who are motivated to help others, to aid in the
recruitment of participants, preparation of group consultations, be present during group consultation,
and guide participants after the initial group consultation. They can represent the local community and
ensure that the intervention is adjusted to the needs of the participants.
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Table 2
Main identified barriers and the matched strategy

Barrier Implementation strategy
from ERIC

Limited involvement of citizens in the design of the group
consultations.

Involve patients/consumers
and family members

Gap between the group consultations and local follow-up initiatives Organise clinician
implementation team
meetings

Involve patients/consumers
and family members

The lack of embedding of the group consultation into formal
agreements/structures, resulting in dependence on the intrinsic
motivation of involved partners for continuation of the initiative.

Develop a formal
implementation blueprint

Obtain formal commitments

Fragmentation of funding Use other payment
schemes

Develop resource sharing
agreements

Inadequate evaluation of effectiveness and the implementation
process.

Capture and share local
knowledge

Develop and organise
quality monitoring systems

We identified the strategies ‘involve patients/consumers and family members’ and ‘organise clinician
implementation team meetings’ to bridge the gap between the group consultations and local follow-up
initiatives. The aforementioned health champions could guide participants during and after the initial
group consultation to find appropriate support or care. Additionally, clinician, or in the case of a cross-
domain initiative, interdisciplinary, implementation team meetings could be employed to develop a
feedback system between professionals after the initial group consultation to increase involvement.
Interdisciplinary team meetings with involved professionals could be organised to monitor progress and
discuss how to handle loss to follow-up among participants. To support this process, the use of ICT
tools could be explored to aid communication between professionals.

To embed the group consultations into formal agreements/structures, two strategies were selected:
‘develop a formal implementation blueprint’ and ‘obtain formal commitments’. By creating a roadmap for
implementation, the fixed and flexible parts of the group consultation can be determined. Roles and
procedures could then be formalised and embedded via formal agreements.

To ensure sustainability, ‘use other payment schemes’ and ‘develop resource sharing agreements’ were
selected to overcome fragmentation of funding. Local agreements with the municipality and health
insurance companies or national agreements are required for the payment structure.
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Finally, we selected ‘capture and share local knowledge’ and ‘develop and organise quality monitoring
systems‘ to promote systematic evaluation of the effectiveness of the group consultations and their
implementation process. Iterative quantitative and qualitative evaluations would promote
implementation, including the formulation of results and outcomes, a structured data gathering process,
and a formal process evaluation.

DISCUSSION
We evaluated the implementation barriers and facilitators of an integrated care initiative that adopts
interprofessional collaborative practice of patient-centred care for individuals with prediabetes in the
form of group consultations, specifically targeting socioeconomically vulnerable groups in the Hague,
the Netherlands. The use of CFIR in combination with RMIC enabled the generation of knowledge about
what works in different contexts, extending beyond the specific research setting. On the basis of these
findings, we propose strategies to mitigate key barriers to improve implementation and upscaling.

Key barriers included insufficient citizen involvement in designing the intervention, which threatened
normative integration because the content of the intervention was not adequately adjusted to meet the
needs of the participants. As mentioned, normative integration is defined as the development and
maintenance of a shared mission, vision, values and culture over the clinical, professional, organisational
and system levels of the RMIC (27). When our findings are compared with those of previous studies,
having citizen involvement in the design of the intervention seems to specifically influence the
implementation of integrated care initiatives targeting socioeconomically vulnerable groups (18).
Discrepancies in the conceptualisation of health between healthcare professionals and
socioeconomically vulnerable citizens highlight the importance of citizen involvement when targeting
this group (34). A previous study indicated that health is perceived and defined differently depending on
socioeconomic position (34). In this study, highly educated people focused on the importance of well-
being when defining health, whereas lower educated people mainly perceived health as the absence of
disease (34). When these different views on health are not considered when designing a health
promotion programme, effectiveness might be reduced because the priorities and goals of professionals
and participants do not align (34). To address this, we recommend involving patients/consumers and
family members in the design process and adapting the intervention to the local context. Since every
local context is unique, this strategy would remain important when scaling the intervention to new
neighbourhoods or cities. This process is facilitated by the adaptability of the intervention, as the
intervention is suitable for tweaking on the basis of local needs while keeping core elements the same.

The strategy of involving patients/consumers and family members was also proposed to bridge the gap
between the group consultations and local follow-up initiatives, ensuring that participants receive
appropriate and context sensitive information to choose suitable follow-ups. Additionally, organising
interdisciplinary team meetings was suggested to establish a feedback system, thereby improving
functional integration; so the supporting of and linking integration between the four levels of the RMIC
(27). In this way, follow-up and lost-to-follow-up can be monitored and discussed on a regular basis.
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The key facilitators of implementation were the sense of urgency for change and the widespread
enthusiasm for the concept, which played a critical role in fostering normative integration. The perceived
urgency for change and mission-driven motivation among initiators have previously been reported to
drive bottom-up initiatives (35). However, these other initiatives did encounter resistance from
professionals who were supposed to collaborate in the new initiative, as they perceived the novel way of
working as a violation of their professional autonomy (35). We potentially did not pick up on this
phenomenon in our study because we included only early adopters, so professionals who were
enthusiastic about the intervention and therefore decided themselves to participate (36). It would be
valuable to reevaluate these determinants of implementation during the process of adoption into
standard care.

The enthusiasm of professionals driving implementation might also have had an unintended side effect:
the strong motivation of professionals to go the extra mile could have reduced the perceived necessity
of embedding the intervention into formal health and social care structures. The fragmentation of
funding further complicated functional integration, in line with previous findings in both the Dutch
context (13, 18, 35, 37, 38) and internationally (12, 14–16). So although normative integration seemed to
be going well, functional integration emerged as a challenge. This is a common phenomenon in bottom-
up initiatives, where factors such as funding do not necessarily impede the initiation of change but
become a barrier when initiatives move toward incorporation into standard practice (35). For integrated
care initiatives, there is an additional layer of complexity since, in the Netherlands, medical care and
social support are governed by separate laws and funded through distinct budgets, thereby making the
financing of these initiatives particularly challenging. This fragmentation often leads to the
discontinuation of promising or even proven effective initiatives after their pilot phase due to the
absence of sustainable funding (13, 37).

The selected strategies to enhance functional integration include developing a formal implementation
blueprint, obtaining formal commitments, exploring other payment schemes, and creating resource-
sharing agreements. However, these last two strategies are complicated as real-world examples of
sustainable payment models for integrated care initiatives that combine social and medical support
remain scarce in the Dutch context. Nies et al. (2021) even described the separate reimbursement
schemes for medical and social support as an “unsurmountable barrier” (13). Payers of both medical
and social care—health care insurers and municipalities, respectively—are reluctant to invest in
preventative activities because potential cost savings could fall under another budget (37). Therefore, in
line with our findings, they tend to point fingers to each other. This underlines the importance of creating
resource-sharing agreements, including how to deal with potential savings, and indicates the need to
explore payment options within or beyond the current siloed health and social system to address such
issues.

For scaling and sustainable implementation, an embedded systematic evaluation of the intervention's
effectiveness and implementation process are important (39). To address this, we propos capturing and
sharing local knowledge and developing a quality monitoring system to drive ongoing improvements.
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The development of a learning health system would be an elegant example where these two strategies
are combined (40). In a learning health system, research and health care delivery, or integrated care
delivery, are fused by embedding advanced research methods within the care trajectory (40). Existing
data infrastructures and insights from participants and professionals are used together to create rapid
improvement cycles (40). To improve equity, citizens should be involved in this process and whether all
relevant perspectives are represented or whose voices are absent should be monitored (40).

Strengths and limitations
A key strength of this study is the use of the RMIC framework in participant selection. By incorporating
clinical, professional, organisational, and system-level perspectives, we ensured a diverse sample of
respondents, representing various dimensions of implementation. Additionally, the use of the CFIR for
data collection facilitated a broad focus during interviews and throughout the data collection process.
During data analysis, this standardised determinants framework enabled the generation of knowledge
about what works in different contexts, extending beyond the specific research setting. However, this
approach carried the risk of a potential tunnel vision, focusing on the constructs within the framework
and possibly overlooking themes outside its scope. Another limitation is the inclusion of early adopters
in the study. Since the intervention has not yet been adopted into standard care, only early adopters
working with the interventions exist. As a result, clinical, professional, and organisational integration may
have been portrayed too optimistically, limiting the generalisability of findings beyond the scope of our
research.

Conclusions
Citizen involvement in the design of the integrated care initiative was found to be a key determinant of
implementation when targeting socioeconomically vulnerable groups. Although a shared sense of
urgency for change and widespread enthusiasm among stakeholders were drivers of implementation
and facilitated normative integration, they might have reduced the perceived necessity for functional
integration. The lack of embedding of the initiative into formal structures and fragmented funding
threatens its scalable and sustainable impact. Various strategies as defined by the ERIC taxonomy could
be employed to promote implementation and upscaling. When targeting socioeconomically vulnerable
groups, involving the target population in designing the intervention and adapting the intervention to the
local context were found to be especially important. The absence of a sustainable funding structure was
a main barrier when incorporating the integrated care initiative into standard care, regardless of the
suitability of these initiatives to improve the health of socioeconomically vulnerable groups. The use of
other payment schemes to surmount the separate reimbursement schemes for medical and social
support could pose a suitable strategy to overcome this barrier. Embedded evaluation, possibly using a
learning health system, is recommended for sustainable implementation and upscaling.
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