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Executive summary

The Spanish National Health System typically uses global budgeting 
based on framework agreements that provide no incentives to 
improve the quality of care for patients with chronic diseases. As 
such, additional instruments have been implemented to address this 
gap. This case study describes policies designed and implemented 
in three Spanish autonomous communities. The three examples are 
a convenience sample that illustrates some of the many approaches 
and purchasing instruments implemented across the country. The 
analysis is based on literature reviews and in-depth semistructured 
interviews with key officers in the three regions.

Implemented in the Basque Country initially in 2010, Integrated 
Health Care Organizations cover 2.2 million people with a special 
focus on patients with chronic diseases. The population’s risks are 
identified, and services and conditions for access to these services 
are specified under a framework agreement and risk-adjusted global 
budget. Descriptive analysis shows there were positive trends in the 
reduction of potentially avoidable hospitalizations and visits to 
emergency departments from 2009 to 2013. No evaluation has 
been done. 

Implemented in Navarre in 2013, the Strategy on Integrated Care for 
Patients with Chronic Conditions and Multimorbidity targeted 3500 
high-need patients. A risk stratification tool is used to determine 
which providers, services and interventions were appropriate for 
those patients according to their needs. Unpublished monitoring 
data from the Regional Health Department showed reductions in 
emergency department visits after 2 years of implementation, from 
2013 to 2015. 

In 2014, the Regional Health Department in Aragon implemented 
the Plan for Integrated Diabetes Care; by 2021, 94 000 patients had 
been enrolled. Global budgeting is complemented with guidance 
identifying which high-value services and from which providers care 
should be purchased, specifying rules for referring patients. Internal 
monitoring data from the Plan showed positive trends in utilization 
(i.e. for diabetic foot examination, eye exams) and improvements in 
renal function between 2016 and 2019, although more recent 
information is unavailable. 
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Several lessons have been learned. The successful implementation 
of purchasing instruments requires wide consensus and 
commitment from the main stakeholders, including health 
professionals and health systems managers. Strong regulatory 
instruments facilitate implementation, but do not guarantee 
sustainable change towards integrated care. The development of 
fit-for-purpose information systems is key to foster improvements in 
the quality of care. The lack of publicly available data and lack of 
independent evaluations impede full understanding of the 
programmes’ impact. 

This case study provided information to the WHO and OECD joint 
publication Purchasing for quality chronic care: summary report.
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The Spanish National Health System is built on the principles of 
providing universal access to health care for all residents and on 
ensuring free access at the point of care and equity. Population 
coverage is virtually universal and includes a wide array of benefits. 
The health system is financed by taxes, with out-of-pocket payments 
in 2019 amounting to 21.5% of the overall health expenditure in 
the country, mostly comprising copayments for medications and the 
costs of dental and optical care (1). People are registered in the 
system and assigned to a primary care physician, who acts as a 
gatekeeper and ensures continuity of care, particularly for patients 
with chronic conditions. 

When it comes to governance and organization, the Spanish 
National Health System is decentralized into its 17 regions (i.e. the 
17 autonomous communities). The regions have full responsibility 
for planning, financing and purchasing health care services for their 
residents. The Ministry of Health is responsible for coordinating the 
17 Regional Health Departments through the Interterritorial Council, 
a collegiate body composed of representatives of the Ministry and 
the Regional Health Departments in the autonomous communities. 
Decisions are usually made by consensus, but occasionally the 
Council votes on decisions.

1.1 Institutional design and care for chronic 
illness

Some features of the institutional design of the Spanish National 
Health System may have substantive benefits in caring for patients 
with chronic illness (2). These include its depth of coverage, financial 
protection, institutional architecture and the overarching national 
policy. 

The basket of benefits for patients requiring care for chronic illness 
is comprehensive and includes diagnosis; treatments for acute and 
chronic illness, rehabilitation and palliative care at any level of the 
health system; primary care; outpatient specialist care; hospital care, 
both acute and long term; and emergency care (3). Although the 
Spanish National Health System relies on cost-sharing for some 
benefits, the most vulnerable patients, including those with chronic 
illness, benefit from large exemptions from copayments, with Spain 
having one of the lowest levels of household financial hardship 
related to medical care (4).

The Spanish National Health System is based on administrative 
areas, as chartered in the General Law on Health Care in 1986 (5), in 
which primary care and specialist care services are expected to be 
coordinated for the population residing in the area. Primary care 
professionals – that is, doctors and nurses – act as gatekeepers and 
are expected to ensure continuity of care. 
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In 2012, the Spanish National Health System adopted the National 
Strategy for Chronic Care (6). This entails a commitment from the 
autonomous communities to develop plans, programmes and 
interventions aimed at deploying the National Strategy in their 
region (7). In practice, each Regional Health Department has put its 
own unique accent on different elements of the strategy, translating 
these into a variety of programmes and experiences to meet their 
population’s needs, address the specifics of the region and find the 
best way to use existing resources and the maturity of their care 
organizations. 

1.2 Purchasing policies

1.2.1 Global budgeting 

In the Spanish National Health System, in general the Regional 
Health Department in the autonomous communities (i.e. the main 
health authority in a region and the single public payer for health 
care) allocates funds to the Regional Health Service (i.e. the regional 
body responsible for providing care for the whole autonomous 
community), which then allocates funds to primary care centres and 
hospitals providing primary, hospital, emergency and 
pharmaceutical care to residents. Generally, service providers are 
public, although in some regions, the Regional Health Service will 
also purchase care from private providers. 

Purchasing is operationalized through framework agreements that 
include the global budget for the year, estimated from actual 
expenditures incurred during the previous year, paid retrospectively. 
Framework agreements broadly specify the volume of services to be 
provided as well as some quality and efficiency goals. These 
agreements are used as a reference to monitor the performance of 
service providers individually and the Regional Health Service as a 
whole. A small part of the global budget may be used to reward care 
centres that meet the goals set out in the framework agreements. 

In addition, professionals in the Spanish National Health System are 
public servants, paid primarily with a fixed salary that reflects their 
professional category, their length of service and some accredited 
additional accomplishments (e.g. research, teaching). The funds 
allocated to the payroll are part of the global budget. Health care 
professionals do not generally receive rewards or incentives linked 
to performance, although this is possible. 

In short, we can define the purchasing mechanism for all services 
included in the basket of benefits as global budgeting that is slightly 
adjusted for performance. 
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1.2.2 Other purchasing policy instruments that 
complement global budgeting

A variety of purchasing instruments additional to global budgeting 
have been implemented to enhance the quality of care, including 
governance bodies, risk stratification, programmes to develop new 
expertise and the development of normative care pathways. 

The creation of single governance bodies to improve coordination 
between primary care and hospital care has been used to align 
contractual arrangements with the goals of ensuring the continuity 
and coordination of care, major drivers of care quality for patients 
with chronic illness. In addition, the allocation of funds moves from 
a separate global budget, in which primary and hospital care are 
funded independently, to a single budget that reflects the needs of 
the population, thus partially including capitation in the payment 
model.

Additionally, Regional Health Departments can use contractual 
arrangements to prioritize which services to purchase from the 
Regional Health Service, such as services for high-need patients. 
This purchasing instrument moves from the traditionally designed 
framework agreements, based on a global budget that has little 
specificity about the services and goods to be delivered, to a model 
in which arrangements between purchasers and providers are more 
detailed. This strategy requires close monitoring of compliance with 
the contract.

Risk stratification can also be used as the basis for planning and 
purchasing services by taking advantage of the wealth of data in the 
Spanish National Health System. 

Programmes have also aimed at developing new expertise by 
ensuring effective hiring of appropriate professionals or by changing 
roles. This purchasing instrument is thought to obtain more value 
from the funds allocated to cover personnel costs by enabling the 
development of disease-management or case-management 
approaches to caring for patients with chronic illness.

Normative care pathways have also been added to improve 
framework agreements by providing guidance about which services 
to purchase (i.e. highly effective procedures) and from whom (i.e. 
which care professional). This strategy must be accompanied by 
close monitoring of implementation and compliance with the 
pathway.
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This report aims at describing and assessing strategic purchasing 
policy instruments by using case studies of policies designed, 
developed and implemented in three of the Spanish autonomous 
communities. 

The first programme, implemented in the Basque Country, created 
new Integrated Health Care Organizations (IHOs) that combine 
funding for primary care and hospital care into one global budget. 
The second, in Navarre, developed a strategy to provide integrated 
care to patients with chronic conditions and multimorbidity. And the 
third, in Aragon, implemented normative pathways for diabetes care 
to improve the design of framework agreements by guiding the 
purchase of high-value services.
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These case studies comprise a convenience sample from the many 
approaches implemented across the country to illustrate the variety 
of purchasing policy instruments described above. These three 
programmes were selected for inclusion based on the type of policy 
instrument implemented, the level of maturity of the programme 
and the existence of evidence that allows for an assessment of their 
achievements. 

This narrative report is built on a literature review and interviews. 
Given the small number of academic papers and public reports on 
the three experiences that this report covers, the team decided to 
complement the research with in-depth semistructured interviews 
held with officials in charge of the implementation or evaluation, or 
both, of the different initiatives. 

Thus, one of the authors (EAP) searched for and retrieved relevant 
information about each of the three approaches, mostly from the 
grey literature, and translated the information into questions about 
(i) the regional experience (i.e. a general description, the problem to 
address, the target population, the target providers, the goals of the 
approach, the years during which the approach was implemented, 
who plays the role of purchaser, who is the implementing body), (ii) 
the purchasing arrangements (i.e. the payment mechanism, the main 
purchasing instrument, other policy instruments, incentives and 
rewards) and (iii) implementation (i.e. the facilitators of and barriers 
to implementation, and lessons learned). Although the 
questionnaires had a common structure, they were tailored to reflect 
the specifics of each approach being investigated. 

The semistructured interviews were carried out by one of the authors 
(EAP) between July and November 2022. The officials interviewed 
were Iñaki de Pablos and Igor Zabala Rementeria for the Basque 
Country case study, Ana Fernández and Javier Lafita Tejedor for the 
Navarre case study, and José María Turón Alcaine for the Aragon case 
study. After a first round of interviews and analysis of the responses, 
any necessary clarification was sought via email or phone. 

The analyses and discussion of the three cases covered in this study 
are based on the taxonomy for strategic purchasing policy 
instruments described by the World Health Organization (8). In 
short, strategic purchasing involves several interrelated areas, 
namely, (i) what to buy, which can further specify benefits based on 
a population’s needs, and on budgets and costs; (ii) from whom to 
buy – that is, by determining from which providers to purchase 
services and how to implement effective contracting arrangements; 
(iii) how to pay, by setting a context-appropriate mix of payment 
methods and related payment rates; (iv) how to use information for 
and from purchasing – that is, using information to make purchasing 
decisions and monitor providers’ performance; and (v) how to exert 
oversight and ensure coordination by using governance 
arrangements to ensure more strategic purchasing (4, 6). 
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4.1 Case study 1: governance arrangements 
to improve purchasing in the Basque Country 

4.1.1 Overview

Table 1 describes the main features involved in implementing the 
Integrated Health Care Organizations (IHOs, or Organización 
Sanitaria Integrada in Spanish) in the Basque Country. 

Table 1. Main features of the Integrated Health Care Organizations, 
Basque Country, Spain

Characteristic Description

Years of 
implementation

Phased in from 2010 to 2016; ongoing 

Purchaser Regional Health Department (single payer) 

Implementing 
body

Regional Health Service (Osakidetza; public provider) 

Problem to 
address

Health care fragmentation among patients with chronic illness

Target population All approximately 2.2 million people, with a focus on patients with 
chronic illness 

Target providers All public providers and health professionals in the region

Goal Deliver integrated person-centred care for chronic conditions across all 
levels of the health system 

Purchasing

arrangement 

Framework agreements between the Regional Health Department and 
the IHOs (which combine primary care and hospital care) that includes 
a single global budget 

Main purchasing 
instrument

Governance arrangements supported by a new legal entity (i.e. the IHO)

Other policy 
instruments

Risk stratification used to specify health services and access conditions 
for the population, according to their needsa

Global budget adjusted according to the results of stratification by 
health risk

Quality-related adjustment made to the global budget if performance 
objectives are reached 

Data from information management system used to inform quality-
oriented purchasing decisions and to monitor the quality of care.
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Characteristic Description

Payment 
mechanism

Overall, the risk-adjusted global budget is allocated from the general 
regional budget. Some specific projects were earmarked at the 
beginning to set up the IHOs 

Incentives and 
rewards

Additional payments made based on providers attaining quality 
objectives in the annual agreement; 5% of the budget depends on 
meeting the objectives

IHO: Integrated Health Care Organization.

a Access conditions for health care users are, for example, referral rules that require users 
to go through a gatekeeper. 

4.1.2 Context

In 2010, the Regional Health Department of the Government of the 
Basque Country launched the Basque Health Strategy for Ageing and 
Chronicity (9), based on the well-known chronic care model (10, 11). 

The integrated care strategy for the Basque Country encompasses 
structural, clinical and organizational elements that led to the 
development of an integrated care model capable of providing 
continuity of care at both the health and social care levels. A key 
element of the Strategy is an organizational change made to ensure 
there is more coordination of care and less fragmentation, as well as 
implementation of a multidisciplinary approach to chronic care, 
paving the way for more person-centred, high-quality and efficient 
care (9). 

The Strategy includes two types of integrated care approaches (12). 
On the one hand, clinical care pathways are integrated across all 
levels of the health care system; on the other, hospitals and primary 
care organizations are merged under a single governance body. This 
latter approach resulted in the creation of several IHOs.

Implementation of the IHOs started in 2010, with the pilot trial of an 
IHO known as Bidasoa (13). Gradually, 12 more IHOs were 
implemented, with the final IHO initiated in 2016. Currently, all of 
the population in the Region (2.2 million people) is served by this 
model, which includes 320 primary care centres, 14 acute hospitals 
(4278 beds), 4 mid-stay hospitals, 4 psychiatric hospitals and 2 
contracted long-term mental health centres. The population served 
by each IHO ranges from 9980 (Araba IHO) to 383 000 
(Dosnostialdea IHO), although most IHOs serve between 66 000 and 
164 000 people.
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4.1.3 Design and implementation

Creation of new entities with a joint governing body. In 2010, 
building on the previous normative law on health care planning (14), 
the Regional Health Department in the Basque Country decided to 
implement IHOs. The Board of Governors of the Regional Health 
Department issued specific normative and legal provisions to allow 
their deployment. 

A key feature of this implementation was the setting up of a 
governing body to jointly oversee both hospital and primary care 
providers in a specific administrative health care area (i.e. an area 
where the population receives primary and hospital care, but not 
necessarily tertiary services, which are provided at referral hospitals 
and are not available in all IHOs). This single governing body is 
regulated by decree (15) and includes an IHO General Directorate, 
an Executive Management Team, with a specific Executive 
Directorate for Integrated Care, and a Board of Directors. Notably, 
the Executive Directorate for Integrated Care is responsible for 
integrating primary, outpatient specialist and hospital care; 
coordinating with social services; and interacting with the 
community through a number of participatory bodies, such as the 
Social Services Commission and the Social Council.

Purchasing arrangements and accompanying policy instruments. In 
this new context, global budgeting and framework agreements – 
based on separate global budgets for primary and hospital care 
– were no longer suitable. A new purchasing arrangement had to be 
devised – that is, a framework agreement between the Regional 
Health Department and each of the IHOs, thus integrating hospital 
care and primary care. Specifically, the Regional Health Department 
acts as a single purchaser and single payer and commissions the 
IHOs to provide services for the population in an area. The allocation 
of funds is determined by the type and volume of services needed 
by the population and the resources required to support patient-
centred and integrated care; allocation also takes into consideration 
the actual performance of providers. All these elements are part of 
an annual framework agreement signed between the Regional 
Health Department and an IHO.

However, this approach by itself is insufficient to ensure that 
providers improve the quality of care for patients with chronic 
illness. Thus, framework agreements and overall budgets were 
enhanced with additional purchasing instruments. The most relevant 
are (i) adjusting the global budget by stratifying the population 
according to health risk, thus addressing the population’s needs; (ii) 
offering incentives or rewards through a quality-related adjustment 
in the global budget if performance objectives are met; (iii) using 
risk stratification for the population to specify the health services 
and access conditions; and (iv) implementing a robust information 
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system so that data can be used to inform quality-oriented 
purchasing decisions and monitor the quality of the services 
provided. 

In this new scheme, the global budget for an IHO is adjusted 
annually. The Regional Health Department developed a 
methodology to stratify populations according to their probability of 
using IHO resources during the year. So the whole population living 
in an area is classified into Resource Use Bands. Residents who are 
more likely to need assistance are in Bands 4 and 5 – that is, they 
are patients with complex conditions and multimorbidity (16). About 
95% of the funding for an IHO depends on the case mix of 
individuals registered with the IHO, and it is influenced by 
expenditures during preceding years (i.e. retrospective budgeting).

The remaining 5% is allocated according to different quality criteria 
specified in an annex to the framework agreement. The annex 
focuses on three areas: (i) the design and planning of services, which 
include the resources needed, services provided and integration of 
care; (ii) classic performance indicators, such as safety, effectiveness, 
equity, patient-centred care, access to services and waiting lists, and 
efficiency and cost savings; and (iii) the development of provider-
level projects to improve the care of patients with chronic illness. 
Out of 100 possible points, 24 are allocated to items reflecting the 
design and planning of services (with 16/24 points focused on 
integrated care); 61 are allocated to quality indicators (half of them 
focused on effectiveness and safety) and 15 to provider-level 
(bottom-up) projects. 

Paramount to the implementation of IHOs has been the deployment 
of communication and information systems that support integrated 
care by allowing for care monitoring and refining of purchasing 
arrangements. The Basque Country Regional Health Service, known 
as Osakidetza, invested heavily in digitalization (e.g. of health 
records) and electronic health care (e-health) services, for example, 
by deploying Osabide (Ibermatica, Spain, under the supervision of 
the Regional Health Service), a single electronic medical records 
programme that collects comprehensive health information about 
patients across all care levels, facilitating both usual care and 
remote consultation (i.e. telehealth). Interestingly, one of Osabide’s 
functions, known as Integra (for Integrating Health and Social Care), 
allows for coordination and communication between health care 
professionals and social care workers (mostly in nursing homes) via 
a data dashboard for patients in residential care. Another e-health 
tool, Osanaia, facilitates integrated nursing care, particularly case 
management, across all care levels. A third tool, PRESBIDE supports 
the management of pharmaceuticals and the coordination of 
prescriptions between primary care and hospital care settings. 
Finally, Osarean enables easy interaction between the health system 
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and the patient, and includes a personal health folder for the 
patient, access to a call centre, and telehealth and telemonitoring 
(16).

Facilitators and barriers. A number of facilitators and barriers to the 
implementation of IHOs in the Basque Country were identified 
through a self-assessment process (17) that the authors of this study 
considered together with their interviews conducted with officers of 
the Regional Health Service and Regional Health Department. 

First, the regional government and parliament facilitated efforts to 
pursue integrated care through decisive political commitment that 
included all political parties. Second, the purchasing policy (i.e. the 
governance arrangement) was enshrined in law. Third, although 
global funding comes from the general regional budget, some 
projects were specifically earmarked to enhance the setting up of 
the IHOs. 

Other important factors easing implementation of the IHOs were 
that the planning and financing of services are based on risk 
stratification of the population; also, the alignment between 
purchasing and providing services is reflected in the framework 
agreements, as are potential rewards. 

Outstanding facilitators have been the extensive development of 
e-health infrastructure and apps, shared across all care levels and 
with patients; the enhanced coordination by the Executive 
Directorate for Integrated Care that facilitates the deployment of 
coordination mechanisms across different levels of care and 
formulates recommendations, standards and care pathways (e.g. for 
patients with complex chronic care needs, multimorbidity or who 
need palliative care); the implementation of new roles, such as the 
hospital-liaison nurse or advanced practice nurses in primary care; 
and the inclusion of physiotherapists in primary care centres.

Interestingly, another facilitator of implementation is a bottom-up 
approach that encourages health care professionals to propose 
innovations (i.e. specific projects to improve the quality of care for 
patients with chronic illness) that if successful can be scaled up to 
the whole system. Finally, several programmes tailored specifically 
to patients and caregivers have been developed to encourage 
community engagement and individual empowerment, such as the 
School of Health (known as Osasun Eskola), Active Patient (Paciente 
Activo) and a programme for patients with chronic illness (KronikOn).

However, some barriers to implementation have also been 
identified. First, there have been difficulties in shifting the culture 
towards preventing complications or relapse episodes instead of 
using traditional approaches that focus mostly on treatment. 
Second, failures to communicate new concepts and methodologies 
have been noted, as well as failures to discuss organizational 
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changes. Importantly, the process of building mutual recognition 
and trust between primary care and hospital care professionals has 
not been finished. In addition, health care and social care remain 
separate departments in the Basque Country government, which 
makes it difficult to ensure full coordination and continuity of care 
across both care systems.

On a different note, although citizens are included in some 
participatory bodies, they do not systematically take part in the 
decision-making processes about service delivery and policies. The 
public release of and debate about the results of an evaluation of 
the programme could help encourage engagement.

Finally, it is difficult to evaluate the overall impact of this purchasing 
policy. On the one hand, the outcome indicators provide a partial 
view of the services provided to patients with chronic illness; on the 
other hand, the IHOs serve the rest of the population as well, and no 
formal evaluation has taken place of health outcomes in the general 
population.

4.1.4 Internal assessments 

Implementation assessment: the case of Bidasoa IHO. An analysis of 
the deployment of integrated care policies in the pilot IHO (Bidasoa) 
(12) sheds light on some of the implementation issues by analysing 
(i) organizational readiness to care for patients with chronic illness 
as measured by the Instrument for the Assessment of Chronic Care 
Models (known by the abbreviation IEMAC-ARCHO) (18) and (ii) 
collaboration between health professionals from different care 
levels as measured by the D’Amour Questionnaire (19).

Between 2011 and 2014, measurements of organizational readiness 
to care for patients with chronic illness showed improvements in 
five of the six areas being evaluated. The six dimensions are (i) the 
organization of the health system, which evaluates whether a 
system is moving in a strategic direction towards providing 
integrated care; (ii) community health, which assesses links with 
community resources; (iii) the health care model, which measures 
how well planned, proactive and well coordinated the provision of 
care is; (iv) self-management, assessing to what extent patients are 
being empowered to self-manage their condition; (v) clinical 
decision support, which takes into account the capacity of the 
system to improve health outcomes using decision-support tools, 
professional training and exchange of knowledge among providers; 
and (vi) information systems, assessing the extent to which 
information and communication systems are integrated and 
oriented towards improving care

The IHO did very well in the dimension assessing the health care 
model, and there was evidence of substantial development and 
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implementation of clinical pathways, the use of case managers and 
hospital-liaison nurses, as well as the relevant role of the Continuity 
of Care Unit in treating patients with complex needs. The IHO 
showed increasing support for integrated care, and support for 
patients’ self-management grew during the same period. However, 
in the dimension of community health, activities decreased from 
2012, due to the loss of agreements with community organizations 
responsible for social care. 

Collaboration between professionals from different care levels was 
assessed by questionnaire in 2010, before implementation of the 
IHO model, and again in 2012 and 2013, after implementation. 
Specifically, the questionnaire evaluated four dimensions: 

 _ shared goals and visions, including patient-centred approaches; 

 _ internalization, covering trust and mutual knowledge between 
primary care centres and hospitals; 

 _ formalization, including protocols, fora and meetings meant to 
increase collaboration; and 

 _ governance, including shared leadership, support for innovation, 
and the availability of information systems and strategic 
guidelines. 

All of the items evaluated improved, likely as a result of the 
collaborative work developed among care levels, the 
implementation of shared clinical decision-making, the creation of 
the Continuity of Care Unit to support patients with complex needs, 
and joint training activities.

In 2016, a qualitative evaluation was conducted to assess whether 
and how integrated health care was being delivered by IHOs to 
patients with complex chronic conditions through four rounds of 
nominal group discussions comprising different health care 
professionals (i.e. internists, general practitioners, primary care 
nurses and hospital nurses) (20). The idea of the integrated care 
model was the most highly rated feature of the IHOs. The model was 
seen as being able to improve communication among different 
levels of care, improve the quality of care and enhance patients’ 
safety. Additionally, it was agreed that the role of assigned clinicians 
is key to providing continuity of care. The areas identified as 
needing improvement were defining nurses’ roles, providing care for 
and monitoring stable patients, working as a team across levels of 
care, ensuring good communication with patients, coordinating care 
with social workers and between internists and family doctors, and 
developing an office meant to foster care integration projects to 
lead the integration process (20).

Impact assessment. There is no publicly available evaluation of the 
impact of this purchasing policy, and the annual evaluations of the 
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framework agreements that include quality indicators are not in the 
public domain. 

The only reference to the overall impact of integration was 
measured during the pilot process for Bidasoa IHO (12). This 
descriptive study, based on multiple information sources, included 
interviews with health care professionals and patients, and assessed 
a number of indicators based on the Triple Aim framework (21). 

In terms of health outcomes, the Bidasoa pilot study (12) showed 
that between 2010 and 2013 among patients with complex health 
needs, there was a 10% reduction in the overall rate of potentially 
avoidable hospitalizations, a 38% reduction in hospital admissions 
and a 31% reduction in visits to accident and emergency 
departments. In terms of patients’ satisfaction, 87% of patients 
surveyed in 2013 considered there to be good or very good 
coordination between primary and secondary care as a result of the 
establishment of the IHO, and 66% also stated there was good or 
very good coordination with social care services. As to costs, 
establishing the new organizations did not result in substantial 
changes in per capita spending, and only a slight reduction of about 
4% was observed, from €596 to €573 per resident during the study 
period. 

4.1.5 Lessons learned

There are some salient lessons from this experience, stemming from 
an analysis of the documentation and the in-depth interviews 
conducted with key informants in the Basque Country. 

It was made clear that implementation requires purchasing policy 
instruments in addition to global budgeting based on framework 
agreements. In that context, key to implementing IHOs has been the 
deployment of communication and information systems that 
support the delivery of integrated care.

Regarding governance, the interviews by the authors led to the 
conclusion that a top-down approach, such as issuing a law, requires 
wide consensus. Issuing a law facilitates the short-term 
implementation of a change, but it does not necessarily result in 
cultural change, which is key to ensuring adoption of new strategies 
by those implementing the change. Implementing the law also 
requires coordinating arrangements among care providers across 
different levels and close supervision by all parties involved. 

Finally, it is necessary to evaluate the programme’s achievements to 
assess compliance with contractual goals. However, to secure the 
engagement of citizens and ensure rigorous external evaluations, 
internal evaluation results should be in the public domain. 
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4.2 Case study 2: purchasing prioritized 
services for high-need patients in Navarre

4.2.1 Overview

Table 2 describes the main features involved in implementing the 
Strategy on Integrated Care for Patients with Chronic Conditions and 
Multimorbidity in Navarre, which aimed to prioritize the services 
purchased for high-need patients.

Table 2. Main features of the Strategy on Integrated Care for 
Patients with Chronic Conditions and Multimorbidity, Navarre, 
Spain

Characteristic Description

Years of 
implementation

Phased in from 2013 to 2017; ongoing

Purchaser Regional Health Department 

Implementing 
body

Regional Health Service (Osasunbidea; public provider)

Problem to 
address

Health care fragmentation among fragile patients with complex health 
needs

Target population All patients who have at least three of the following chronic conditions 
with severity above a certain threshold: asthma, chronic obstructive 
pulmonary disease, diabetes, heart failure, renal failure, cerebrovascular 
disease, dementia, ischaemic heart disease or cirrhosis, or who require 
palliative care; in 2011 this included about 3 500 patients

Target providers Health professionals working in primary care and those in internal 
medicine at hospitals

Goals Improve health outcomes and functional status in patients with chronic 
illness and more complex health needs; secondarily, improve the quality 
of life of patients and caregivers 

Purchasing 
arrangement 

Framework agreements between the Regional Health Department and 
the Regional Health Service that cascade down to primary care settings 
and hospitals

Main purchasing 
instrument

Priority services purchased for high-need patients 
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Characteristic Description

Other policy 
instruments

Risk stratification used to identify high-need patients and specify health 
services and access conditionsa

Health services and access conditions defined by specifying clinical 
roles (e.g. case-management nurse, community-liaison nurse) and rules 
for referral

Rules used to determine from which providers services will be 
purchased (i.e. primary, secondary or tertiary care) and what will be 
purchased (i.e. the services and interventions available)

Data from information management system used to inform quality-
oriented purchasing decisions and to monitor the quality of care

Payment 
mechanism

No specific funding is linked to the Strategy.

Incentives and 
rewards

No specific rewards or penalties

a Access conditions for health care users are, for example referral rules that require users 
to go through a gatekeeper. 

4.2.2 Context

The Strategy on Integrated Care for Patients with Chronic Conditions 
and Multimorbidity in Navarre is part of a more comprehensive 
regional strategy approved in July 2013, with the ultimate objective 
of improving the health outcomes and functional status of patients 
with chronic illness, as well as caregivers’ quality of life (22).

Unlike the Basque Country strategy for chronic care, which was 
based on a new governance model that led to structural 
reorganization, in Navarre care integration was seen as resulting 
from functional coordination between care providers that was 
developed to assist specific subgroups of patients, specifically more 
fragile patients with multimorbidity. 

4.2.3 Design and implementation

The Strategy in Navarre was adopted in 2013, and implementation 
began in October 2014. Since 2017, all eligible patients in the 
Region with multimorbidity have been able to benefit from the 
services and resources included in the regional Strategy. In a 
nutshell, the Strategy aims at providing less-fragmented care and 
easing patients’ interactions with the health system by 
concentrating their visits with fewer specialists. The Strategy 
specifies which care levels and professionals must provide services 
for these patients and the clinical pathways that patients can access 
according to their needs.
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Purchasing arrangements and accompanying policy instruments. 
The Regional Health Service is mandated to implement regional 
plans, strategies and programmes formally adopted by the Regional 
Health Department. Although theoretically this mandate is directly 
adopted and the services included are deemed part of the basket of 
benefits to be provided, the purchasing arrangements between the 
Regional Health Department and the Regional Health Service, based 
on framework agreements and the global budget, have not changed: 
in Navarre, the Strategy was resourced using the regular budgeting 
and rewards systems. 

The lack of incentives in this type of purchasing arrangement 
required the deployment of additional policy instruments, 
specifically (i) using risk stratification to identify high-need patients 
and specifying the health services to which they are entitled and the 
access conditions, (ii) specifying clinical roles (e.g. case-management 
nurse, community-liaison nurse), (iii) enacting rules for referral and 
to determine from which providers services will be purchased and 
which services will be covered, and (iv) using data from an 
information management system to inform quality-oriented 
purchasing decisions and to monitor the quality of care. 

The first instrument, on which the other instruments are based, 
identifies patients’ needs. For this purpose, the Regional Health 
Department implemented a risk stratification tool similar to the one 
used in the Basque Country. In this case, the tool aims at identifying 
the target population for the purpose of tailoring services to their 
needs. 

Stratification helps to determine which providers, services and 
interventions are appropriate for patients. Specifically, once a 
patient has been classified according to need, a primary care doctor, 
nurse and social worker provide clinical and social assessments and 
decide whether the patient is eligible to be enrolled in the Strategy. 
If eligible, the team designs a care plan for the patient, setting 
objectives with the patient and with medical and nursing services; 
the team also identifies the patient’s treatment needs, decides how 
to address any social needs and develops a detailed a self-care plan. 
Then different care professionals are involved in providing care (e.g. 
specialists, pharmacy staff, hospital staff, palliative care staff). In 
general, for patients with fewer needs, the care plan essentially 
focuses on developing and implementing specific care pathways; for 
patients with more needs, a case-management plan is usually 
developed.

These plans entail new referral rules. The most relevant are, for 
example, that patients should be able to have a primary care 
appointment (either face to face or remote) the same day that they 
contact the service, thus strengthening the role of gatekeeping in 
primary care, and a follow-up appointment should take place within 
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the first 24 hours after a patient is discharged from hospital (either 
face to face or remote). There have also been organizational 
changes; for example, new, specialized outpatient units have been 
created in hospitals so that patients can be referred directly in the 
event of a relapse or when special procedures are required (e.g. iron 
transfusion). 

Developing these tailored plans requires the inclusion of and 
training for new professional roles. This is another salient policy 
instrument used in Navarre. Importantly, the new roles used in this 
Strategy are:

 _ case-management nurses – these are primary care nurses who are 
assigned to provide care to patients with multimorbidity; 

 _ community-liaison nurses – these are primary care nurses who in 
addition to their usual work support other primary care nurses, 
social workers and physicians who are treating patients with the 
most complex needs. These nurses are also delegated to 
communicate with hospitals, social and health care centres, and 
residential facilities; 

 _ hospital-liaison nurses – these nurses work at the hospital units 
designated for patients with chronic illness and complex 
multimorbidity. They act as the reference nurse when a patient is 
admitted, coordinating all inpatient services and procedures. They 
are also the reference nurse for communicating with primary care 
centres, social and health care centres, and residential facilities; 

 _ consultant of reference – these consultants work at the hospital 
units designated for patients with chronic illness and complex 
multimorbidity. They act as consultants of reference for primary 
care physicians, and they prioritize (or centralize) all specialist 
care to avoid care fragmentation;

 _ health counsellor nurses – these nurses staff a help desk that is 
open 24 hours/day and 7 days/week and aim to address patients’ 
concerns, recognize disease relapse and guarantee continuity of 
care after hospital discharge on bank holidays.

Finally, the Strategy in Navarre is supported by the deployment of a 
number of health information systems, notably the integrated 
e-health record known as ANDIA, which gathers the minimum data 
required to ensure a patient is followed up. This tool, shared by all 
professionals assisting a patient, updates as soon as a patient’s 
condition changes. A decision-aid tool helps professionals make 
joint decisions about a patient’s care based on a number of 
meaningful clinical and procedural indicators. 

In addition to this clinical tool, information systems are also used to 
monitor the quality of care. A number of performance indicators are 
assessed weekly and displayed on a dashboard that allows 
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disaggregation at meaningful levels of decision-making (e.g. by 
professional and care facility, such as a hospital or primary care 
centre), enabling self-assessment by and benchmarking of providers 
and facilities.

Every two months all care professionals and technical staff involved 
in the Strategy meet with the hospital-liaison nurses and physicians 
based in the multimorbidity units to analyse the results displayed 
on the dashboard and discuss how to ensure continual improvement 
in the care pathways.

The indicators used in these assessments provide insight into a 
number of dimensions. 

 _ Identification and classification: Evaluation of this dimension, for 
example, tallies the number of target patients, the percentage of 
patients with global assessments or the percentage of patients 
with an assigned consultant of reference; these consultants also 
act as consultants for the primary care physicians.

 _ Diagnosis and comprehensive treatment: The indicators for this 
dimension include, for example, the percentage of patients with 
an intervention plan or the percentage of patients with severe 
disease for whom there is information about their caregiver.

 _ Care training: The indicators for this dimension include, for 
example, the percentage of patients who have had self-care 
training or the percentage of caregivers who have had training in 
providing efficient care.

 _ Adoption of new care models: The indicators for this dimension 
may include, for example, the percentage of patients contacted 
by a health counsellor nurse after discharge, the percentage of 
patients discharged for whom there is a report about their 
continuity of care or the percentage of patients treated with 
home hospitalization (i.e. home-based hospital care used as an 
alternative to inpatient care).

 _ Effectiveness: These indicators include, for example, the average 
length of hospital stay, the rate of hospitalizations or the rate of 
potentially avoidable hospitalizations.

 _ Safety: These indicators include, for example, the percentage of 
patients with polypharmacy.

 _ Clinical control: These indicators include, for example, the 
percentage of patients with diabetes who have glycated 
haemoglobin above 8.5% or the percentage of patients with 
heart failure assessed with the New York Heart Association scale.

Facilitators and barriers. The analyses conducted by the authors and 
in-depth interviews conducted with officers from the Regional 
Health Department in Navarre identified a number of facilitators and 
barriers to implementation of the Strategy. 
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Among the facilitators, key has been the joint commitment of the 
Regional Health Department and the Regional Health Service to 
embracing a holistic approach to chronic care, particularly for more 
fragile patients. This commitment emerged and is reinforced by the 
hierarchical governance of the Regional Health Service that ensures 
it must adopt any strategy developed by the Regional Health 
Department. 

Some other notable facilitators of care continuity across care levels 
and professionals have included the introduction of new 
professional roles; the inclusion in the Strategy of social care 
centres, assisted-living facilities and nursing homes; and the 
extensive development of an e-health infrastructure and 
implementation of decision-aid tools. Likewise, the weekly updating 
of data and assessments of care processes and outputs have allowed 
for continual improvement of the care processes.

Among the barriers, it is worth highlighting that the coexistence of 
different approaches to caring for patients with chronic illness (i.e. 
owing to differences among medical schools) has made it difficult to 
establish a common vision for integrated care. In addition, the 
process of building mutual recognition and mutual trust between 
primary care and hospital care professionals is not yet fully 
complete, thus hampering effective implementation of the Strategy. 
Additionally, primary care professionals are required to adopt many 
other strategies and plans, which causes implementation fatigue. 
Finally, the development of e-health information systems has been 
slower than expected owing to difficulties in ensuring 
interoperability across different data sources.

4.2.4 Evaluation

Implementation assessment. In 2012 and 2017, the Regional Health 
Service evaluated implementation of the Strategy using the 
Instrument for the Assessment of Chronic Care Models (known by 
the abbreviation IEMAC-ARCHO) (18). This tool collects information 
about elements in the implementation of a chronic care programme 
that are predictive of good results, and it includes questions about 
the care model, the organization of the health system, support for 
decision-making, the information systems, efforts to help orient 
patients to self-care and the use of community resources to provide 
social care. 

Scores on all dimensions of implementation improved in 2017 
compared with 2012. Thus, out of 100 possible points, the score 
assessing the care model increased from 28 to 53 points; the scores 
on questions about the organization of care increased by as much as 
fivefold; scores assessing support for decision-making improved, 
increasing from 14 to 53 points; scores assessing how well 
information systems supported actions improved, from 20 to 72 
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points; scores assessing orientation to self-care also increased, by 
almost threefold compared with scores in 2012; however, scores 
assessing the broader community approach had a smaller increase, 
from 17 to 25 points, compared with 2012.

Impact assessment. After 2 years of implementation, the Strategy 
was assessed using a quasi-experimental design based on routine 
data collected about patients with complex conditions or 
multimorbidity. The study compared health outcomes, costs and 
patients’ satisfaction both in patients enrolled in the Strategy and in 
a control group matched using a proxy for severity. The average 
follow up for this evaluation was 496 days (Regional Health Service, 
Navarre, unpublished data, 2018). 

The main results from the impact assessment are summarized below. 

 _ The mortality rate after 12 months was 17.5% for both groups.

 _ Patients enrolled in the Strategy had a 21% reduction in 
emergency visits to the hospital, whereas patients in the control 
group had an 18% increase. 

 _ Patients enrolled in the Strategy had an average 18% decrease in 
the number of specialist consultations, while no difference was 
found for the control group. 

 _ Activity in outpatient care units in hospitals increased in both 
groups, although the increase was larger for patients enrolled in 
the Strategy, for whom visits were 5 times higher compared with 
1.2 times higher for the control group.

 _ Unplanned hospital admissions decreased for the Strategy group, 
although the reduction was not statistically significant; however, 
there was a statistically significant 22% increase in the control 
group. Interestingly, there were no differences across groups in 
the rate of potentially avoidable hospitalizations.

Costs. In terms of the use of resources, patients enrolled in the 
Strategy increased their use of home care and hospital care, with a 
corresponding 18% increase in the average annual cost of care, 
which rose from €4527 to €5702. However, this growth was 11.9 
percentage points lower than the growth observed for the control 
group, for whom costs rose from €3964 to €5152. 

Satisfaction. Patient satisfaction was similar before and after the 
intervention, although patients perceived an improvement in care 
continuity. Health professionals had a positive perception of the 
overall implementation of the Strategy.
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4.2.5 Lessons learned

There are some salient lessons from this experience, stemming from 
an analysis of the documentation and the in-depth interviews 
conducted by the authors with key informants in Navarre. 

To improve the quality of care for patients with chronic illness, 
global budgeting should be combined with other purchasing 
instruments, such as tools and processes, to identify high-need 
patients and specify appropriate services and access conditions for 
them.

Additionally, before launching a significant organizational change in 
a health system, it is necessary to bring together all the main actors 
(e.g. health professionals, technical staff and executive managers) to 
agree how to ensure care continuity for patients with complex 
health needs.

Another key element in the successful implementation of the 
different purchasing instruments in the Strategy was the 
deployment of health information systems and technologies to 
enable goals to be met at managerial and clinical levels.

Finally, continual improvement in health care is based on 
information being generated during the process of care. Two 
features are important: information for decision- making should be 
produced in a timely fashion, and this information should be 
constantly and consistently shared across decision-making levels, 
both managerial and clinical.

4.3 Case study 3: guiding high-value 
purchasing in Aragon

4.3.1 Overview

Table 3 describes the main features involved in implementing the 
Plan for Integrated Diabetes Care in Aragon, part of which aims at 
providing guidance on purchasing services by defining high-value 
normative care processes to ensure alignment between purchasing 
and outcomes.
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Table 3. Main features of the Plan for Integrated Diabetes Care, 
Aragon, Spain

Characteristic Description

Years of 
implementation

Adopted in 2014 (updated in 2021); ongoing

Purchaser Regional Health Department 

Implementing 
body

Regional Health Service

Problem to 
address

Unwarranted variations in clinical practice in diabetes care

Target population People diagnosed with diabetes mellitus, representing 91 000 people 
with this diagnosis registered in primary care information systems in 
2019, and (94 000 patients in 2021

Target providers Mainly primary care professionals (i.e. general practitioners and nurses)

Goal Improve the health care provided to patients with diabetes, and 
improve their health outcomes and quality of life; the Plan also includes 
primary prevention activities. 

Purchasing 
arrangement

Separate framework agreements enacted between the Regional Health 
Department and primary care centres and hospitals

Main purchasing 
instrument

High-value services defined to align purchasing with outcomes

Other policy 
instruments

Health services and access conditions defined by specifying clinical 
roles and rules for referrala

Rules used to determine from which providers services will be 
purchased and to specify the level of care (i.e. primary, secondary or 
tertiary) and where high-value care will be provided

Data from information management system used to inform decisions 
about quality-oriented purchasing and to monitor the quality of care

Payment 
mechanism

No specific funding is linked to the Plan.

Incentives and 
rewards

No specific rewards or penalties are linked to the Plan.

a Access conditions for health care users are, for example, referral rules that require users 
to go through a gatekeeper.
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4.3.2 Context

In 2014, the Regional Health Department in Aragon translated the 
2012 national strategy on diabetes (23) into the Diabetes Strategy 
in Aragon. In 2021, after an evaluation of the first phase of 
implementation was complete, the strategy was updated to the Plan 
for Integrated Diabetes Care in Aragon (24).

The main objective of the original strategy was to ensure that the 
health care provided to patients with diabetes, mainly in primary 
care, was standardized, thus elaborating a normative care process 
that included all high-value services and procedures necessary for 
diabetes care. This normative process comprised actions addressing 
primary prevention, early detection, diagnosis, assessment and the 
development of a therapeutic plan; the prevention and treatment of 
complications; hospital care; and therapeutic education for patients 
and informal caregivers. The specification and standardization of 
services and procedures were meant to guide the purchase of high-
value services and to ensure they are provided on time and 
effectively.

4.3.3 Design and implementation

The Plan for Integrated Diabetes Care addresses the purchasing of 
high-value services by standardizing care and involving all care 
professionals who are responsible for diagnosing and treating 
diabetes, specifically primary care doctors and nursing staff. The 
Plan assigns a leading role to primary care in managing type 2 
diabetes and preventing complications. The activities of the Plan are 
embedded in the regular actions of the health care professionals 
based in primary care centres. Multidisciplinary teams are 
responsible for implementing and following up on the Plan in each 
of the health care areas comprising the Aragon Regional Health 
Service.

Purchasing arrangements and accompanying policy instruments. 
Once the Regional Health Department decided to design and 
implement a normative care process for patients with type 2 
diabetes, a Coordinating Group was set up; the Group is composed 
of general practitioners, endocrinologists, staff nurses, 
ophthalmologists and vascular surgeons. Similar to the Strategy 
implemented in Navarre, implementation of this Plan did not entail 
any change in global budgeting that is based on a global budget and 
framework agreements because it was understood that financing for 
services and resources for equipment are included in the regular 
budget for care provision. 

In addition, and although it is not specific to this Plan, the regular 
reward mechanism in Aragon also applies. Thus, the performance of 
primary care providers is evaluated annually. If a health care 
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professional meets the objectives of the relevant framework 
agreement, a reward is paid to the primary care team, and this is 
then allocated to the professionals according to their performance. 
Generally, a provider receives a reward of about 3%. The 3% 
incentive is weak because professionals are civil servants who 
receive fixed salaries. 

As the global budgeting – the framework agreement, a global budget 
and 3% individual reward – has been shown not to provide strong 
incentives to improve the quality of care for patients with chronic 
illness, the mechanism of defining high-value services to align 
purchasing with outcomes required some additional policy 
instruments, such as (i) defining health services and access 
conditions by specifying clinical roles and rules for referral, (ii) using 
rules to determine from which providers services will be purchased 
and specifying the levels of care (i.e. primary, secondary, tertiary) 
and where high-value care will be provided, and (iii) using data from 
the information management system to inform decisions about 
quality-oriented purchasing and to monitor the quality of care. 

To ensure that care processes are normative, detailed descriptions 
of the high-value procedures and interventions are required, along 
with methods for standardizing them (e.g. thresholds for lab tests). 

For illustration, we highlight two high-value care pathways 
implemented as normative pathways using as purchasing 
instruments the specification of access conditions, rules for referral 
and changing roles. 

 _ Screening for retinopathy was implemented in 2016. This 
screening targets the active recruitment of people with diabetes 
and the delivery of retinography and image analysis. These 
activities are performed at primary care centres by primary care 
doctors. If necessary, a patient is sent to the ophthalmologist of 
reference for further testing or treatment. 

 _ The pathway for diabetic foot care was implemented in 2018. It 
includes continual examination for and treatment of diabetic 
ulcers, and it is delivered by primary care nurses in primary care 
settings. The staff nurse in primary care may decide after 
assessment to transfer the patient to specialist nurses based in 
referral hospitals. If necessary, nurses in the referral hospital will 
take over treatment or will decide to transfer the patient to the 
only tertiary care centre in the Region, where vascular surgery 
and rehabilitation may be offered. 

Underlying the implementation of normative pathways as 
purchasing instruments is the continual use of e-health records as 
part of patients’ clinical follow up and as a performance assessment 
tool for monitoring care quality. 
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The Aragonese Plan deployed a dashboard that includes decision 
aids to help professionals recommend a patient for inclusion in a 
specific care pathway, as well as to provide information about a 
patient’s status and health outcomes. 

The dashboard is used for performance assessments and 
benchmarking, and it is accessed by primary care professionals and 
health care managers. It shows care results at different levels of 
aggregation, the primary care team providing treatment, the primary 
care centre and the health care area. Performance monitoring 
includes results of tests such as glycated haemoglobin, blood 
pressure, urine albumin, cholesterol, glomerular filtration rate, 
examination for diabetic foot and retinography. The dashboard has 
been in use since 2016 and shows values for each indicator, which 
can be used to benchmark professionals against their peers. Data 
are updated weekly.

Facilitators and barriers. The in-depth interviews with the Clinical 
Coordinator of the Plan in Aragon, together with an assessment of 
the diabetes care programme in Aragon in 2019 (25), identified a 
number of facilitators and barriers to implementation of the Plan. 

When it comes to facilitators, the institutional commitment and 
leadership of the Regional Health Department have been key in 
supporting the Plan and setting up a group to lead and coordinate 
implementation. Also, the support of staff nurses and the 
involvement of referral nurses and medical specialists have paved 
the way for a smooth unfolding of the Plan.

Another facilitator was the regulation issued by the Regional Health 
Department that defined the nursing skills required for diabetic foot 
care and training in self-care for patients. Finally, the development 
of a clinical dashboard that facilitates the evaluation and 
benchmarking of health care professionals has played an important 
role in the successful implementation of the Plan. As expected, at 
the beginning there was some reluctance to use the dashboard 
because it implied a commitment to transparency in performance 
evaluations.

There are some barriers to implementation that are worth 
highlighting. First of all, the rigid legal framework for resourcing and 
allocating civil servants (e.g. doctors and nurses) relies more on the 
length of their professional career than on the specific competencies 
required to care for patients with diabetes. As a result, the need for 
highly qualified professionals may be met by unskilled staff. 

In terms of allocating resources, there are two barriers to 
implementation of the purchasing instruments: rewards are not 
linked to outcomes because they are not specific enough to 
incentivize activities undertaken to support the Plan and the lack of 
earmarked investments may have slowed further development.



30

4
Purchasing 
arrangements  
to strengthen  
the quality of 
chronic care in 
three Spanish 
autonomous 
communities

Although e-health records have been deployed to ensure real-time 
monitoring in primary care, there is only partial e-health deployment 
for outpatient hospital care, thus complete information at that care 
level is not yet available for evaluation. Furthermore, the weak 
alignment between the Regional Health Department and the units in 
charge of developing information systems and e-health tools have 
hampered easy deployment. 

4.3.4 Evaluation

Implementation assessment. An analysis focusing on strengths, 
weaknesses, opportunities and threats (a SWOT analysis) in 2019 
(25) revealed what was needed for full deployment of the 
Aragonese Plan for Integrated Diabetes Care. The most salient 
findings were the needs to require a specialization in diabetes care 
for primary care nurses working with the Plan; provide all hospitals 
with educational and counselling services delivered by nurses 
trained in patient education; provide primary care centres and 
diabetic foot units with chiropodists; ensure that all retinographs are 
functional or have been replaced, if necessary; develop a unified 
electronic medical record to be used in primary care and hospitals; 
develop a patient engagement strategy; and increase therapeutic 
training for patients.

In addition to the SWOT assessment, results from annual evaluations 
have brought about updates to the implementation objectives, 
highlighting the needs for greater coordination and information 
sharing among health care levels, to foster preventive activities to 
control cardiovascular disease, to spread the therapeutic training 
programme to every health care sector to avoid inertia (e.g. not 
changing a patient’s medicines despite their diabetes being 
uncontrolled), and to ensure active retinopathy screening and 
diabetic foot examination in primary care for all eligible patients.

Impact assessment. In addition to the continual assessment of 
clinical outcomes and implementation of the care pathways, the 
Regional Health Department evaluates the Plan annually using 
time-series monitoring based on the indicators reported in the 
dashboard. The Plan has been evaluated annually since 2019, and 
the results of indicators are publicly available by health care area 
(26). However, the public report does not provide information by 
primary care practice or physician. 

The main results of the latest report in 2021 (26) indicated that 
there was improvement in controlling albuminuria in patients with 
diabetes, rising from 30% of patients in 2016 to 40% in 2019; the 
delivery of diabetic foot examination also improved, rising from 
20% of eligible patients in 2017 to 30% in 2019; and the use of 
retinography improved, rising from 39% of eligible patients in 2016 
to 47% in 2019.
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In contrast to these positive results, some other indicators have 
stagnated: for example, cholesterol testing remained stable from 
2016 to 2021, with around 60% of patients being tested, and only 
about 40% of patients were regularly tested for glycated 
haemoglobin, a slight decrease in 2019 compared with 2018. 

4.3.5 Lessons learned

There are some salient lessons from this experience, stemming from 
an analysis of the documentation and the in-depth interviews 
conducted with a key informant in Aragon. 

The use of global budgeting and framework agreements has not 
provided strong incentives to improve the quality of care for 
patients with chronic illness. In this context, defining high-value 
services to align purchasing and outcomes has been shown to be an 
alternative. 

Strong clinical leadership is required to implement any instrument 
designed to guide the purchase of high-value services.

The rigid legal framework for professional resourcing has been a 
significant barrier to implementation: the resourcing of professionals 
should rely more on the specific competencies required to care for 
patients with diabetes than on the length of time a professional has 
been a civil servant.

The use of a shared clinical dashboard that mirrors the normative 
processes developed in this purchasing instrument has facilitated 
on-time clinical follow up of patients and also improvements in 
clinical care by enabling benchmarking. This continual evaluation of 
clinical results must be complemented and aligned with a more 
strategic analysis of impact (e.g. a SWOT analysis), which has not yet 
been deployed. 





5
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When global budgeting does not include strong incentives to 
improve care, other complementary purchasing instruments must be 
implemented.

Implementing a top-down approach requires wide consensus. 
Strong regulatory instruments (e.g. issuing a law) may facilitate 
short-term implementation, but they do not necessarily translate 
into cultural change towards integrated care, which is key to 
ensuring sustainable institutional and professional commitment.

The successful implementation of any new purchasing instrument 
will require the involvement of the main institutional actors (i.e. 
health professionals, technical staff and executive managers), with a 
view to securing their commitment and their professional 
leadership.

Any purchasing mechanism must be developed upon a fit-for-
purpose information system and a well-developed technological 
infrastructure that allow the continual evaluation of purchasing 
policies and ensure continuity of care.
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