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The SELFIE project 

SELFIE (Sustainable intEgrated chronic care modeLs for multi-morbidity: delivery, FInancing, and 

performancE) is a Horizon2020 funded EU project that aims to contribute to the improvement of 

person-centred care for persons with multi-morbidity by proposing evidence-based, economically 

sustainable, integrated care programmes that stimulate cooperation across health and social care and 

are supported by appropriate financing and payment schemes. More specifically, SELFIE aims to: 

- Develop a taxonomy of promising integrated care programmes for persons with multi-

morbidity; 

- Provide evidence-based advice on matching financing/payment schemes with adequate 

incentives to implement integrated care; 

- Provide empirical evidence of the impact of promising integrated care on a wide range of 

outcomes using Multi-Criteria Decision Analysis; 

- Develop implementation and change strategies tailored to different care settings and contexts in 

Europe, especially Central and Eastern Europe. 

 

SELFIE strands of research and work package (WP) overview 

 

The SELFIE consortium includes eight countries: the Netherlands (coordinator), Austria, Croatia, 

Germany, Hungary, Norway, Spain, and the UK. 

  

http://www.selfie2020.eu/selfie-project/


WP2 Report: Germany 

5 
 

Executive Summary 

Casaplus 

In order to improve and reorganise healthcare services for elderly people with multiple chronic 

diseases, the Casaplus case management programme was founded in April 2007. It addresses 

people over the age of 55 years with multiple chronic conditions and a high risk of hospital 

admission(s) within the next 12 months. The overall aim of the programme is to provide 

comprehensive, easy accessible and high-quality case management. 

Service delivery 

Service delivery within the Casaplus programme involves identification of high risk persons, an 

initial assessment, categorisation into risk classes and subsequent case management tailored to 

the individual person. The figure below provides further details on the process of service 

delivery. 

Process of service delivery in the Casaplus programme 

 

Leadership & governance 

Contracted primarily by company-related health funds, Medical Contact AG (MeCo) set up the 

Casaplus programme, which covers multi-morbid persons throughout Germany. In 2016, 17 
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active service contracts between MeCo and the statutory (mostly company-related) and private 

sickness funds across Germany were in place. Further cooperation agreements are in place 

between MeCo and 177 local outpatient nursing services to conduct home visits. 

Workforce 

Trained case managers inform, advise, support and monitor the well-being of the elderly, multi-

morbid persons enrolled in the programme. A nursing background and several years of work 

experience are prerequisites for becoming a case manager in the Casaplus programme. The 

case managers are the main care providers, work according to current clinical practice 

guidelines, adapt immediately to the needs of the respective multi-morbid patient and share 

decision making. As part of the Casaplus care team, nursing professionals visit enrolled patients 

at home to assess the possible risk of falling, social risks and the risk of malnutrition. Informal 

carers are included in the care trajectory from the beginning, if applicable and required. Other 

professionals are also consulted if necessary: GPs, specialists, psychologists, pharmacists and 

care managers at the participating sickness funds. MeCo funds continuous training for case 

managers and nursing professionals.  

Technologies & medical products 

The Casaplus programme has developed an online platform to support regular communication 

between Casaplus case managers and nursing professionals. Access is restricted to the 

aforementioned professionals. Case managers use a documentation template as a tool to 

structure the information gathered during the initial assessment and during the regular 

telephone counselling. A personal electronic health record (EHR) is thus created for every 

patient enrolled in the Casaplus programme. The EHR data is used by case managers for care 

coordination, but not shared. Tools targeted at patients, for instance remote monitoring or 

access to their personal health record, are not used in the Casaplus programme. 

Information & research  

External and internal scientific evaluation has been an essential part of the programme since its 

inception. The focus of the evaluation is on the triple aim. The evaluation is conducted by MeCo 

using a pre-post evaluation with propensity score matched pairs of competency goals (health 
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status, impairment, doctor-patient relationship, sustainability of behaviour change), care goals 

(quality of life, care status, utilization of outpatient care, utilization of supplementary services) 

and economic goals (costs for the utilization of inpatient care, pharmaceutical cost). The 

evaluation results of the 2014 client survey are positive: for instance, 97% of the participants 

are satisfied with the Casaplus programme, and 94% reported that the case manager provides 

useful advice. The programme results in annual savings per person compared to matched 

control. 

Financing 

It is important to note that the usual reimbursement schemes between statutory health 

insurers and MeCo are not replaced within the Casaplus programme. The contract agreement 

stipulates a profit-sharing of the yearly average hospital cost savings between MeCo and the 

sickness funds. Initially, MeCo and the participating sickness funds implemented a pay-for-

performance model, but this did not yield the anticipated results. A constant capped payment 

amount per insured is used. 

Gesundes Kinzigtal 

The Gesundes Kinzigtal (GK) model was founded in 2005 and is situated in the State of Baden-

Württemberg, in the rural area of Southwest Germany. The GK model pursues a population-

based approach that organizes care across all health service sectors and indications. The GK 

ƳƻŘŜƭ ƛǎ ŘŜǎƛƎƴŜŘ ŀǊƻǳƴŘ ǘƘŜ άǘǊƛǇƭŜ ŀƛƳέ ŀǇǇǊƻŀŎƘΥ ƛƳǇǊƻǾƛƴƎ ǘƘŜ ƘŜŀƭǘƘ ƻŦ ǘƘŜ ǇƻǇǳƭŀǘƛƻƴ ƛƴ 

the Kinzigtal region, improǾƛƴƎ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭ ǇŀǘƛŜƴǘΩǎ ŜȄǇŜǊƛŜƴŎŜ ƻŦ ŎŀǊŜ ŀƴŘΣ ŀǘ ǘƘŜ ǎŀƳŜ 

time, reducing the per capita costs of care. The overall aim is to foster patient self-management 

and enhance shared decision-making through individual care plans and shared goal agreements 

between the physicians and the patients. 

Service delivery 

After a patient has enrolled in the GK programme, a comprehensive health check is conducted. 

Based on this assessment, an individual care plan is developed in conjunction with the patient. 

Further details on the process of service delivery and accompanying measures can be found in 

the figure below. 
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Process of service delivery in the Gesundes Kinzigtal programme 

 

Leadership & governance 

Governance in the GK case is composed of the local physician network (MQNK), which owns 

66.3% of GK GmbH, and OptiMedis AG, an independent health management organisation, 

which owns the remaining 33.7% of GK GmbH. Since the GK model prioritises strong 

stakeholder consensus building, the management organisation acts as a regional integrator and 

is responsible for the coordination of all providers in the network. Collaboration agreements 

are in place with sickness funds, GPs, nursing homes, community groups, Ψ²ƻǊƭŘ ƻŦ IŜŀƭǘƘΩΣ 

physiotherapists, hospitals and pharmacies. In addition to the usual healthcare providers, 

cooperations are also in place with 38 community groups, e.g. gyms or associations for persons 

with disabilities. Networking among participating providers and healthcare facilities is a priority 

in the GK programme. 

Workforce 

The GP is the main care provider, and patients are registered with a physician of their choice. 

¢Ƙƛǎ ǇƘȅǎƛŎƛŀƴ ƛǎ ƴŀƳŜŘ ǘƘŜ ΨŘƻŎǘƻǊ ƻŦ ǘǊǳǎǘΩ ŀƴŘ ŀŎǘǎ ŀǎ ŀ ƘŜŀƭǘƘŎŀǊŜ ŎƻŀŎƘΦ ¢ƘŜ ǇŀǘƛŜƴǘ ŀƴŘ ǘƘŜ 

physician jointly develop a treatment plan and set treatment goals, which are revised regularly. 

The introduction of a new professional role is currently in development. This new professional 

όάŎƻƻǊŘƛƴŀǘƻǊέύ ǿƛƭƭ ŎƻƻǊŘƛƴŀǘŜ ǘƘŜ ŎŀǊŜ ǇǊƻŎŜǎǎ ŀƴŘ ǎǳǇǇƻǊǘ ǘƘŜ ǿƻǊƪ ƻŦ ǘƘŜ DtǎΣ ǿƛǘƘ ǿƘƻƳ 
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they will collaborate closely. Professionals in the GK programme receive continuous 

ǇǊƻŦŜǎǎƛƻƴŀƭ ǘǊŀƛƴƛƴƎΣ Ƴŀƛƴƭȅ ŀǘ ǘƘŜ ΨIŜŀƭǘƘȅ YƛƴȊƛƎǘŀƭ !ŎŀŘŜƳȅΩ ǘǊŀƛƴƛƴƎ ŀƴŘ ŜŘǳŎŀǘƛƻƴ ƛƴǎǘƛǘǳǘŜΦ 

Technologies & medical products 

All participating physicians and other healthcare providers like outpatient nursing care services 

and hospitals have access to the electronic health record (EHR) and the cockpit reports. The 

EHR comprises a standardized form of documentation, medical regime, information about 

allergies and intolerances, diagnosis and findings. The system-wide EHR enables information 

exchange, transparency and an improvement in the quality of care. Moreover, physicians use 

the cockpit reports, which contain, for instance, information on cost and performance, as digital 

benchmark information to compare the prescribing behaviour of the participating GPs. The use 

of benchmark information on drug prescriptions by means of the electronic patient files is 

innovative for Germany. 

Information & research 

Since the start of the contract (November 2005), comprehensive, scientific internal and external 

evaluations have formed an essential part of the GK model. The biannual written patient survey 

ǊŜǾŜŀƭǎ ǘƘŀǘ ōƻǘƘ ǘƘŜ ŜŦŦƛŎƛŜƴŎȅ ƻŦ ǎŜǊǾƛŎŜǎ ŀǎ ǿŜƭƭ ŀǎ ǇŜƻǇƭŜΩǎ ŜȄǇŜǊƛŜƴŎŜ ǿƛǘƘ ŎŀǊŜ ǇǊƻǾƛǎƛƻƴ 

have improved in the GK. So far, external and internal evaluations have shown that the 

interventions of the GK have resulted in better health outcomes compared to usual care: a 

reduction in hospital admissions of 20%, reduction in morbidity costs of 20% and a 10% lower 

mortality rate compared with other regions of Baden-Württemberg not enrolled in the GK 

model. Since the implementation of the GK model, the founders have proven the economic 

sustainability of the shared health gain approach and the corresponding shared savings 

contract. Overall costs have developed favourably compared to expected costs, with annual 

ǎŀǾƛƴƎǎ ŀƳƻǳƴǘƛƴƎ ǘƻ ϵрΦр Ƴƛƭƭƛƻƴ ƛƴ нлмоΦ  

Financing 

²ƛǘƘƻǳǘ ǊŜǇƭŀŎƛƴƎ ǘƘŜ ǇǊŜǾƛƻǳǎ ǊŜƛƳōǳǊǎŜƳŜƴǘ ǎŎƘŜƳŜǎ ŀƴŘ ŬƴŀƴŎƛŀƭ ƅƻǿǎ ōŜǘǿŜŜƴ ƘŜŀƭǘƘ 

insurers and individual healthcare providers, Gesundes Kinzigtal GmbH is now accountable for 

the whole (i.e. trans-sector) healthcare service budget for all people insured by AOK BW and 
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LKK BW and living in the Kinzigtal region. Savings have to be realized in the Kinzigtal region 

compared to German standardized costs and to a reference period prior to the intervention. If 

savings occur, they are shared between the fund and OptiMedis AG. OptiMedis AG then shares 

its part of the savings among the physician network. The other service providers are not part of 

the shared savings. Providers (physicians, physiotherapists, nursing homes) receive an 

additional annual payment for the time they invest in the programme and the additional time 

they spend on patient care and follow up. 
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1. Methodological approach 

This report is part of WP2 of the project SELFIE. The WP leader is the Institute for Advanced Studies (IHS) 

in Vienna, the WP co-leader is the August Pi i Sunyer Biomedical Research Institute (IDIBAPS) in 

Barcelona. The stated objective of WP2 is to comprehensively describe the 17 integrated chronic care 

(ICC) programmes selected in the course of WP1, covering the following features: 

¶ Barriers to and facilitators of implementation: how were the most promising ICC models 

implemented and what were the barriers and facilitators during the implementation phase? 

¶ Patient centeredness: how is the delivery of care designed around the patient? 

¶ Use of modern ICT: which ICT (information and communications technology) applications are 

used in the most promising ICC models to support the care process and what are the 

requirements for implementing them successfully in the treatment of patients with multi-

morbidity? 

¶ Use of self-management interventions: which self-management interventions are used in the 

ICC models and how are they adapted to patients from different cultural and socio-demographic 

groups as well as to distinguish the conditions for their successful implementation? 

¶ Involvement of new professional roles: are there new professional roles (e.g. physician 

assistants, nurse practitioners) involved in the ICC models and what are the barriers and 

facilitators in their successful introduction? 

¶ Existing evidence: what is the existing evidence of the impact of the most promising ICC 

models?  

The methodological approach ŎƘƻǎŜƴ ǘƻ ŀŎƘƛŜǾŜ ǘƘƛǎ ƻōƧŜŎǘƛǾŜ ƛǎ ǘƘŀǘ ƻŦ ŀ άǘƘƛŎƪ ŘŜǎŎǊƛǇǘƛƻƴέΦ CƻǊ ŜŀŎƘ 

of the eight countries participating in SELFIE, this report contains at least two1 thick descriptions of the 

programmes selected in the respective country, resulting in a total of 17 thick descriptions. 

The method of thick description is a well-established qualitative empirical approach. The basic idea was 

first introduced by the philosopher Gilbert Ryle (1). In the 1970s, it was established as a qualitative 

method to investigate implicit social practices in their specific contexts by the anthropologist Clifford 

Geertz (2). Geertz himself does not provide an explicit definition of this scientific approach. Studying 

thick descriptions by Geertz himself as well as other scholars, however, makes it possible to deduce the 

main aspects of the method. In the following quote, Geertz outlines the aims of the method: 

                                                           
1
 Three in the case of the Netherlands. 
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ά{ŜǘǘƛƴƎ Řƻǿƴ ǘƘŜ ƳŜŀƴƛƴƎ ǇŀǊǘƛŎǳƭŀǊ ǎƻŎƛŀƭ ŀŎǘƛƻƴǎ ƘŀǾŜ ŦƻǊ ǘƘŜ ŀŎǘƻǊǎ ǿƘƻǎŜ ŀŎǘƛƻƴǎ ǘƘŜȅ ŀǊŜΣ 

and stating, as explicitly as we can manage, what the knowledge thus attained demonstrates 

about the society in which it is found and, beyond that, about social life as such. Our double task 

ƛǎ ǘƻ ǳƴŎƻǾŜǊ ǘƘŜ ŎƻƴŎŜǇǘǳŀƭ ǎǘǊǳŎǘǳǊŜǎ ǘƘŀǘ ƛƴŦƻǊƳ ƻǳǊ ǎǳōƧŜŎǘǎϥ ŀŎǘǎΣ ǘƘŜ ΨǎŀƛŘΩ ƻŦ ǎƻŎƛŀƭ 

discourse, and to construct a system of analysis in whose terms what is generic to those 

structures, what belongs to them because they are what they are, will stand out against the 

ƻǘƘŜǊ ŘŜǘŜǊƳƛƴŀƴǘǎ ƻŦ ƘǳƳŀƴ ōŜƘŀǾƛƻǊΦ ώΧϐ ǇǊƻǾƛŘŜ ŀ ǾƻŎŀōǳƭŀǊȅ ƛƴ ǿƘƛŎƘ ǿƘŀǘ ǎȅƳōƻƭƛŎ ŀŎǘƛƻƴ 

Ƙŀǎ ǘƻ ǎŀȅ ŀōƻǳǘ ώΧϐ ǘƘŜ ǊƻƭŜ ƻŦ ŎǳƭǘǳǊŜ ƛƴ ƘǳƳŀƴ ƭƛŦŜ Ŏŀƴ ōŜ ŜȄǇǊŜǎǎŜŘΦέ ό2) 

Lƴ ǊŜŎŜƴǘ ŘŜŎŀŘŜǎΣ DŜŜǊǘȊΩ ƳŜǘƘƻŘƻƭƻgical and conceptual work has influenced empirical research in 

several disciplines (3). In sociology, it is widely used in a variety of research fields, including research of 

care practices (4). 

As shown in Figure 1, a thick description covers several levels of depth of analysis. The starting point is a 

formal description, which provides information on the surface of the studied phenomenon. 

Figure 1: Levels of the programme description 

 

Source: IHS (2015) 

In the specific context of the SELFIE project, this formal description pertains to the general 

organisational structure of the programme and formal relations of the involved stakeholders. The formal 

description is valuable in itself, because it gives an overview of the domains and levels of integration, the 
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individuals and organisations involved, the tools used and the processes employed. In particular, the 

formal description includes the following information: 

¶ Name of the programme 

¶ Contact details of the programme management 

¶ Starting date of the programme 

¶ Geographical scope of the programme 

¶ Target group of the programme (type of individuals/scope/included combinations of 

morbidities) 

¶ Number of persons treated in the programme (total and development over time) 

¶ Aim of the programme 

¶ 5ŜŦƛƴƛǘƛƻƴκǳƴŘŜǊǎǘŀƴŘƛƴƎ ƻŦ άƛƴǘŜƎǊŀǘŜŘ ŎŀǊŜέ όŀǎ ŦŀǊ ŀǎ ŘŜǎŎǊƛōŜŘ ƛƴ ŘƻŎǳƳŜƴǘǎύ 

¶ 5ŜŦƛƴƛǘƛƻƴκǳƴŘŜǊǎǘŀƴŘƛƴƎ ƻŦ άƳǳƭǘƛ-ƳƻǊōƛŘƛǘȅέ όŀǎ ŦŀǊ ŀǎ ŘŜǎŎǊƛōŜŘ ƛƴ ŘƻŎǳƳŜƴǘǎύ 

¶ 5ŜŦƛƴƛǘƛƻƴκǳƴŘŜǊǎǘŀƴŘƛƴƎ ƻŦ άǇŜǊǎƻƴ ŎŜƴǘǊŜŘƴŜǎǎέ όŀǎ ŦŀǊ ŀǎ ŘŜǎŎǊƛōed in documents) 

¶ 5ŜŦƛƴƛǘƛƻƴκǳƴŘŜǊǎǘŀƴŘƛƴƎ ƻŦ άǎŜƭŦ-ƳŀƴŀƎŜƳŜƴǘέ όŀǎ ŦŀǊ ŀǎ ŘŜǎŎǊƛōŜŘ ƛƴ ŘƻŎǳƳŜƴǘǎύ 

¶ Organisational form and ownership of the programme (including legal form) 

¶ Involved partner organisations (payer(s), medical and social service providers), including 

subdivisions (e.g. departments of a hospital) 

¶ Involved disciplines and professions 

The formal description is mainly based on available literature, a variety of documents (e.g. official 

documents of the programme, grey literature) and expert information. A document analysis was 

performed on these materials, which comprise the first source of information and the basis for obtaining 

άƘŀǊŘ ŦŀŎǘǎέ ƻƴ ǘƘŜ ǊŜǎǇŜŎǘƛǾŜ ǇǊƻƎǊŀƳƳŜΦ 

However, written documents are in general not suitable to give a deeper understanding of what actually 

constitutes the programme below its surface when put into practice. These substructures are, however, 

essential for the functioning of the programme. In addition to the formal description, the method of 

thick description therefore aims to gain insights on what lies beneath the surface of the studied 

phenomenon (see Figure 1). 

For the purpose of gathering the necessary information, interviews were conducted with different 

stakeholders involved in the programme. These served as the second source of information. While the 

ƛƴǘŜǊǾƛŜǿǎ ǿŜǊŜ ŀƭǎƻ ǳǎŜŘ ǘƻ ŎƻƳǇƭŜƳŜƴǘ ǘƘŜ άƘŀǊŘ ŦŀŎǘǎέ ƎŀǘƘŜǊŜŘ ƛƴ ǘƘŜ ŎƻǳǊǎŜ ƻŦ ǘƘŜ ŘƻŎǳƳŜƴǘ 
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ŀƴŀƭȅǎƛǎΣ ǘƘŜƛǊ Ƴŀƛƴ ŀƛƳ ǿŀǎ ǘƻ ƻōǘŀƛƴ άǎƻŦǘ ŦŀŎǘǎέ ŀōƻǳǘ ǘƘŜ ǎǳōǎǘǊǳŎǘǳǊŜ ƻŦ ǘƘŜ ǇǊƻƎǊŀƳƳŜǎΦ ¢ƘŜǊŜŦƻǊŜΣ 

ǉǳŜǎǘƛƻƴǎ ƻŦ άƘƻǿέ ŀƴŘ άǿƘȅέ ǿŜǊŜ ŀǘ ǘƘŜ ŎŜƴǘǊŜ ƻŦ ǘƘŜ ƛƴǘŜǊǾƛŜǿǎ ŀƴŘ ǘƘŜ ǎǳōǎŜǉǳŜƴǘ ŀƴŀƭȅǎƛǎ ƻŦ ǘƘŜƛǊ 

contents. This comprehensive approach allows for a deeper understanding of what daily practice in the 

programme looks like and in which way multi-morbidity is addressed in the specific context of the 

programme. 

A set of stakeholder types to be interviewed was defined in advance. This set consisted of the following 

stakeholder types: 

A. Manager(s) of the programme 

B. Initiator(s) of the programme: individuals or representatives of institutions that participated in 

initiating, conceptualising and planning the programme (e.g. representatives of sickness funds, 

ǇƘȅǎƛŎƛŀƴǎΣ ŜǘŎΧύ 

C. Representative(s) of sponsor/payer organisations: individuals or representatives of institutions 

that fund the programme on a project basis or on a regular basis (e.g. representatives of 

ǎƛŎƪƴŜǎǎ ŦǳƴŘǎΣ ǊŜǇǊŜǎŜƴǘŀǘƛǾŜǎ ƻŦ ƳǳƴƛŎƛǇŀƭƛǘƛŜǎΣ ǊŜǇǊŜǎŜƴǘŀǘƛǾŜǎ ƻŦ ŀǎǎƻŎƛŀǘƛƻƴǎΣ ŜǘŎΧύ 

D. Medical and social staff 

D1: physician(s) 

D2: non-physician medical staff (e.g. nurses), social staff, new professional groups (if applicable) 

E. Informal caregivers (e.g. relatives, neighbours, volunteers) 

F. Clients or their representatives (e.g. clients or persons in their close environment, 

representatives of self-help groups) 

G. Other stakeholder(s): individuals or representatives of institutions, who turn out to be of 

specific relevance for the respective programme and do not fit in the categories A.-F.  

For each stakeholder type, the WP leader set a minimum number of persons to be interviewed. 

However, considering that the 17 selected programmes involve very different kinds of stakeholders, a 

specific sample of interviewees was developed for each individual programme. The partners discussed 

these samples with the WP leader, in order to ensure a balanced sample structure in each programme. 

For each of these stakeholder types, thematic focus areas were defined. Based on these focus areas, a 

set of interview protocols was prepared by the WP leader. The protocols accounted for the different 

backgrounds and relevant themes of the individual stakeholder types. This served the purpose of gaining 

insights into the programme from various perspectives. The included questions concerned, for example, 
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ǘƘŜ ǎǘŀƪŜƘƻƭŘŜǊǎΩ ǇŜǊŎŜǇǘƛƻƴǎ ƻŦ ŘŜƭƛǾŜǊȅ ƻŦ ŎŀǊŜ ŦƻǊ ǇŜǊǎƻƴǎ ǿƛǘƘ ƳǳƭǘƛǇƭŜ ŎƘǊƻƴƛŎ ŎƻƴŘƛǘƛƻƴǎΣ ǘƘŜƛǊ ǊƻƭŜǎ 

and relationships in the programme, their specific problems and their personal views. 

In general, all interview protocols were structured according to the following outline: 

¶ A Brief introduction about SELFIE and the interviewer as well as clear information about the 

goal of the interview 

¶ Signing and exchanging the anonymity agreement and the declaration of consent for 

recording 

¶ First question: RegardiƴƎ ǘƘŜ ǇŜǊǎƻƴΨǎ ǉǳŀƭƛŦƛŎŀǘƛƻƴ ŀƴŘ Ǉƻǎƛǘƛƻƴ ƛƴ ǘƘŜ ǇǊƻƎǊŀƳƳŜ 

¶ Next question: Regarding the main work of the interviewee and his/her specific role in the 

programme  

¶ 1-2 main questions: Regarding the work in the programme (covering selected focus area of 

respective stakeholder type) 

¶ (Direct and indirect follow-up questions) 

¶ Last question: valuation of an important aspect of the programme 

The interview protocols were adapted by the partners according to the specific context of each 

programme and interviewee, using prior knowledge obtained from the document analysis and from 

previous interviews. The interviews were carried out face-to-face and the interview duration was 

between 30 and 90 minutes. The interviews were recorded and transcribed. The resulting transcripts 

were analysed using the method of content analysis developed by Mayring (5). This method involves the 

following steps of abductive interpretation2: 

¶ Selecting units of analysis 

¶ Paraphrasing these units of analysis 

¶ Transforming the paraphrases to short forms  

¶ Constructing categories, where possible 

The thick descriptions are structured according to the elements of the conceptual framework developed 

in the course of WP1. The model is depicted in Figure 2. 

                                                           
2
 Timmermans and Tavory (6) define abduction as a ñcreative inferential process aimed at producing new hypotheses and theories 

based on surprising research evidence.ò 
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Figure 2: Conceptual framework for the delivery of care for persons with multiple chronic conditions 

 

Source: (7) 

Simultaneously, each thick description covers the eight tasks of WP2 set out in the SELFIE proposal, as 

well as one supplementary task (denoted by TS), which was agreed on by the project consortium at the 

kick-off meeting and actually belonging to WP3: 

¶ Task 1: To develop the approach for the qualitative analysis of ICC programmes 

¶ Task 2: To investigate how the most promising ICC programmes were implemented as well as to 

identify barriers and facilitators during the implementation phase 
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¶ Task 3: To analyse how the delivery of care is designed around the patient in the most promising 

ICC programmes 

¶ Task 4: To analyse the relationship with long term care, social care and other partners beyond 

the healthcare system 

¶ Task 5: To investigate which ICT applications are used in the most promising ICC programmes to 

support the care process as well as to explore the requirements for implementing them 

successfully in the treatment of patients with multi-morbidity 

¶ Task 6: To analyse which self-management interventions are used in the most promising ICC 

programmes and how they were adapted to patients with multi-morbidity from different 

cultural and socio-demographic groups as well as to distinguish the conditions for their 

successful implementation 

¶ Task 7: To explore new professional roles (e.g. physician assistants, nurse practitioners) involved 

in the ICC programmes as well as to identify barriers and facilitators in their successful 

introduction 

¶ Task 8: To review existing evidence on the impact of the most promising ICC programmes 

¶ Task TS: To explore the experiences of the stakeholders regarding financing and payment 

schemes 

The WP leader provided the partners with continuous guidance in order to ensure that all partners are 

able to follow the methodological approach described above. This guidance mainly consisted in three 

parts. First, in the preparatory phase of WP2, methodological guidance materials were developed by the 

WP leader for all partners. These materials were presented to the partners in the course of the 2nd 

steering committee meeting in Vienna on January 25th and 26th 2016. Second, a special training course 

was held at IHS Vienna for researchers directly involved in the thick description on April 14th 2016. Third, 

all 17 thick descriptions were reviewed in order to ensure that they are harmonised to a certain degree. 

In this third part, the WP leader received support from the WP co-leader. The review process was 

divided as follows: 

¶ WP leader: Germany, Netherlands, Norway and Spain 

¶ WP co-leader: Austria, Croatia, Hungary and United Kingdom 

However, it is part of the method that thick descriptions are not standardized but instead should be 

guided by what the prominent features of the individual studied phenomenon are. Therefore, the 

diversity in the thick descriptions reflects different topicalities, approaches, challenges and solutions. 
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As mentioned above, the method of thick description allows for a deep understanding of the implicit 

structures of the investigated programmes. This is of utmost importance also as a basis for further work 

packages of the SELFIE project. In the context of WP3, this deep knowledge can help to understand 

incentives of payment methods better and thus help to develop a comprehensive guide to financial and 

payment schemes that facilitate the provision of ICC to multi-morbid patients, as well as a guide to 

pricing of ICC programmes. In the context of WP4, this knowledge it can help to identify the relevant 

indicators to measure outcomes of ICC programmes. In the context of WP5, it can help to gain ideas 

regarding how to set up a suitable empirical evaluation of these programmes. Furthermore, it may help 

to better understand and explain the outcomes of the empirical evaluation. 

Each report is structured in the following way: After the methods chapter, chapter 2 provides general 

information on the national health and social care system with a special focus on integrated chronic care 

for persons with multi-morbidity. This chapter covers the macro level of the conceptual framework and 

has the purpose of giving insight into the specific context the two selected programmes are embedded 

in. The programmes are subsequently described in detail in chapters 3 and 4, respectively. The 

descriptions present important findings obtained from the document analyses as well as the interview 

analyses. After a short overview of basic information about the programme, the findings are structured 

according to the six segments of the conceptual framework: service delivery, leadership and 

governance, workforce, technologies and medical products, information and research/monitoring and 

financing. Furthermore, the implementation process is described in an additional section. The 

descriptions conclude with a discussion of the respective programme. The discussion summarises the 

distinctive features of the programme and puts the empirical findings in context of the conceptual 

framework. 

The report includes several quotations from the interviews. These are intended to present the 

ǎǘŀƪŜƘƻƭŘŜǊǎΩ ǇŜǊǎǇŜŎǘƛǾŜǎ ƛƴ ǘƘŜƛǊ ƻǿƴ ǿƻǊŘǎΦ ¢ƘŜȅ ǿŜǊŜ ǎŜƭŜŎǘŜŘ ƛƴ ǘƘŜ ǇǊƻŎŜǎǎ ƻŦ άŀōŘǳŎǘƛƻƴέ ŀƴŘ ŀǊŜ 

used as a source of, e.g., typical forms of care practices, cooperation forms and motivations for 

participating in the programme. All quotations are anonymised and translated into English. In the 

appendix, however, they can be found in the respective original language.  
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2. Macro level 

 

Figure 3: Country Profile Germany 

 

 

 

 
 

Source: World Health Organization - Noncommunicable Diseases (NCD) Country Profiles, 2014 

http://apps.who.int/iris/bitstream/10665/128038/1/9789241507509_eng.pdf?ua=1  

 

 

 

http://apps.who.int/iris/bitstream/10665/128038/1/9789241507509_eng.pdf?ua=1
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Table 1: Germany Key facts and figures 

 

Source: (8). Notes:*Germany is unique in Europe in that it has a statutory health insurance (SHI) co-existing with a substitutive 

private health insurance (PHI). Approx. 86 % of the German population is insured with the SHI in 2016. PHI is mandatory for 

certain professional groups and is covering some more services compared to the SHI (9). 

 

Germany DALYs 

According to the Global Burden of Disease Studies (2015) (10), Germany scored comparatively 

well compared to other European countries with respect to Disability-adjusted Life Years 

(DALY). DALYs are the sum of years of healthy life lost to premature death and years lived with 

disability. Figure 4 shows the proportional composition of DALYs in 2000 (upper figure) and 

2013 (lower figure) according to ICD-10 codes of diseases in Germany. Non-communicable 

diseases, coloured in blue, are by far the leading cause of premature deaths in Germany; 

communicable, maternal, neonatal, and nutritional diseases (coloured in red) play only a minor 

role, whereas the proportion of external causes (coloured in green) has stabilized on a high 

level. Diseases of the circulatory system as IHD (Ischemic Heart Disease) and Stroke are by far 

the leading cause of DALYs in Germany. However, its share was reduced since 2000. Chronic 

and acute pain contributes significantly to the German DALYs. Some diseases have contributed 

Model of care  Bismarck (since 1883) 
Decision- making powers are shared amongst ΨLänderΩ, 
the federal government and non-governmental 
organisation. Some competencies are delegated to 
institutions of self-regulation in healthcare. In the 
statutory health insurance (SHI) these are sickness funds 
and their associations together with SHI-affiliated 
physicians. Health insurance is mandatory since 2009, 
either through SHI or private health insurance (PHI)*.  

 

Healthcare expenditure 

Healthcare expenditure % GDP 11,3 % (2014) 

Healthcare expenditure per capita PPP $/year рΦмун ϵ όƘŜŀƭǘƘύ ǿƘŜƴ applying international 
definition 

Coverage (% population) (paid by taxes) Not applicable*  

Public Payer  SHI and PHI (118 sickness funds under SHI and 23 in 
PHI as of June 2016) 

Subst. private insurance (% population) 10,8% 

Healthcare provision 

Number of physicians per 100,000 population 410,8 x 100.000 inhabitants  

Number of hospital beds per 1,000 population 6,2 x 1.000 inhabitants 
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more in 2013 to DALYs as compared to 2000 (coloured in dark blue or dark red). These are 

mostly diseases associated with the nervous system or mental disorders. For instance, 

Alzheimer has contributed 2,8 % in 2000 but 3,6 % in 2013. A similar increase can be seen for 

Diabetes and the chronic kidney disease (CKD).  

Figure 4: DALY in Germany for all diseases, 2000 and 2013 

 

Source: (11). 

2.1. Service delivery 

Description of the main policies and regulations shaping the health and social care system 

In the statutory health insurance (SHI) system, sickness funds, their associations and 

associations of SHI-affiliated physicians operate the financing and delivery of health provision 

within the given legal framework. Benefits, prices and standards of health services are 

negotiated and regulated in joint committees of payers and providers. The private health 




















































































































































