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What is a Policy Brief?

A policy brief is a short publication specifically designed to provide policy-makers with
evidence on a policy question or priority. Policy briefs:

* Bring together existing evidence and present it in an accessible format

e Use systematic methods and make these transparent so that users can have confidence
in the material

e Tailor the way evidence is identified and synthesised to reflect the nature of the policy
guestion and the evidence available

e Are underpinned by a formal and rigorous open peer review process to ensure the
independence of the evidence presented.

Each brief has a one page key messages section; a two page executive summary giving a
succinct overview of the findings; and a 20 page review setting out the evidence. The idea
is to provide instant access to key information and additional detail for those involved in
drafting, informing or advising on the policy issue.

Policy briefs provide evidence for policy-makers not policy advice. They do not seek to
explain or advocate a policy position but to set out clearly what is known about it. They
may outline the evidence on different prospective policy options and on implementation
issues, but they do not promote a particular option or act as a manual for implementation.
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What is ICARE4EU?

The Innovating care for people with multiple chronic conditions in
Europe (ICARE4EU) project aims to improve care for people with
multiple chronic conditions (multimorbidity) in European countries
(www.icaredeu.org). An estimated 50 million people in Europe live
with multimorbidity. The complex health problems of these people
and their need for continuous and multidisciplinary care pose a
great challenge to health systems and social services. From a
patient perspective, improvements in, for example, the
coordination of care and patients’ own involvement in the
decision-making and the care process are also important.
ICARE4EU describes and analyses innovative integrated care

approaches for people with multiple chronic conditions in Europe.
By disseminating knowledge about innovative care programmes or
practices, the ICARE4EU project aims to contribute to the improved
design, wider applicability and more effective implementation of
integrated care for people with multimorbidity. Observations from
the ICARE4EU project are described in five policy briefs and key
elements of multimorbidity care are adressed from the following
perspectives: patient-centredness [1], use of e-health technology
[2], integration [3] and financing systems [this one]. A final policy
brief [4] integrates all lessons learned from the ICARE4EU project
on how care in European countries could be improved for their
citizens with multiple chronic conditions.
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How do Policy Briefs bring the evidence together? e Comparative country mapping: These use a case study
approach and combine document reviews and consultation with

appropriate technical and country experts. These fall into two
groups depending on whether they prioritize depth or breadth.

There is no one single way of collecting evidence to inform policy-
making. Different approaches are appropriate for different policy
issues, so the Observatory briefs draw on a mix of methodologies

(see Figure A) and explain transparently the different methods used ¢ Introductory overview: These briefs have a different objective to
and how these have been combined. This allows users to the rapid evidence assessments but use a similar methodological
understand the nature and limits of the evidence. approach. Literature is targeted and reviewed with the aim of

There are two main ‘categories’ of briefs that can be distinguished gl & ALl o DR

by method and further ‘sub-sets’ of briefs that can be mapped along Most briefs, however, will draw upon a mix of methods and it is for
a spectrum: this reason that a ‘methods’ box is included in the introduction to
each brief, signalling transparently that methods are explicit, robust
and replicable and showing how they are appropriate to the policy
question.

e A rapid evidence assessment: This is a targeted review of the
available literature and requires authors to define key terms, set
out explicit search strategies and be clear about what is excluded.

Figure A: The policy brief spectrum

Rapid Country Country
evidence Introductory mapping mapping
assessment overview (breadth) (depth)

POLICY BRIEFS

Meta- Scoping Narrative Multiple Instrumental

Review Narrative Study Review Case Study Case Study
Review

Systematic

Source: Erica Richardson
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Key terms

e Multimorbidity means having multiple chronic
conditions at the same time and (typically) complex needs
that require the involvement of several care providers. It is
a significant and growing challenge to Europe’s health
systems, with some 50 million people already affected.

Key messages

The growing prevalence of people with multimorbidity
will increasingly require new payment mechanism that
better account for the presence of multiple chronic
diseases and promote better coordination and integration
of care.

Payment mechanisms can provide key incentives for
providers to collaborate. Well-designed approaches en-
courage multiple providers to work together and enable
better care, while mechanisms that pay individual
providers separately can block effective integration.

Payment mechanisms need to adequately account for the
complexity of cases treated and will inevitably be relatively
complex themselves.

Evaluations of several integrated care programmes sug-
gest that these can lead to savings particularly through,
increased multi-professional collaboration, polypharmacy
management and innovative, integrative technologies
—all of which can be stimulated by payments.

Innovative payment mechanisms can be combined with
more traditional payment (e.g. budget, capitation, Fee For
Service and DRGs) and include:

* Pay for coordination (P4C) which rewards the provider
coordinating care.

e Shared-savings models which divide savings (against
historical or other benchmarks) between payers and
providers.

e Bundled payments where the onus is on providers to
combine suitable services for patients’ needs.

e Pay for performance (P4P) which can also be adapted
to reflect multimorbidity and incentivize better quality
care.

Complex payment mechanisms do not work without

extensive data on cost but also on quality.

Policy makers introducing financing mechanisms to

support integrated care must therefore:

* Improve information systems so that they can support
complex payments.

e Carefully assess the local context and whether the
system in place will be able to cope.

* Make sure that new payment systems do not overbur-
den local provision and management structures

e Take an incremental approach to introducing new,
more complex systems.

Policy makers should also put in place funding guarantees

(short- and long-term) for start up programmes or ensure

a real prospect of rapid inclusion in ‘mainstream’ funding,

so that providers are not deterred from innovating.

Other pre-requisites for the successful implementation of

new financing mechanisms are:

e Strong leadership and

e Supportive governance structures at national and
programme level.

e Providers with sufficient reserves to assume financial
risks (especially in case of broader payments)

Policy-makers should also ensure continuous long-term
evaluation of effectiveness to inform future policy.
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Executive summary

The policy issue

Chronic diseases are the leading cause of ill-health and
death in Europe. Because of rapid population ageing, the
number of people with multiple chronic conditions (multi-
morbidity) will increase in all countries of Europe in the near
future. These trends constitute a challenge for the financing
of health and social care in terms of both mobilizing
adequate sources of funding and provider payment mecha-
nisms. Payment mechanisms may support or hinder the
reorganization of care in line with the needs of people with
multimorbidity. The financial incentives of different provider
payment mechanisms have implications for the nature and
quality of services provided. Traditionally, each care provider
is paid separately, which means that there are no incentives
for providers to coordinate their care, and misaligned incen-
tives can create an obstacle to the implementation of inte-
grated care. Therefore, the incentives of existing payment
mechanisms have to be carefully evaluated when introducing
integrated care programmes for people with multimorbidity.

How is it addressed in Europe? Findings of the
ICARE4EU project

Results of the ICARE4EU project show that 73 of the 101
identified integrated care programmes for people with
multimorbidity use the same payment mechanism as for
other care. Only 27 of the identified programmes have
payment schemes that have been developed specifically for
these programmes. When a specific payment approach is
used, there is no dominant method. Payments depend on
various factors, but most frequently on the type of provider.
Most providers are paid separately, but 10 programmes use
some form of bundled payments for either all or some
providers. The size of the payment is mostly based on fixed
prices/agreements and almost never on negotiations. Only
four programmes report that active negotiations take place
between payers and providers.

In 32 of the 101 programmes, additional resources are made
available to providers that should incentivize providers to
participate in the programme or to undertake certain tasks.
For example, some programmes pay providers to participate
in multidisciplinary meetings. Other programmes provide
additional payments for preventive services or finance start-
up costs of a new group of providers. Still others provide
specific payments for the coordination of care or finance
additional staff. Of the 101 programmes, 17 have indicated
that payments are adjusted for better performance in terms
of quality (i.e. pay-for-performance, P4P). Often quality is
evaluated based on several indicators, including outcome
indicators (in 14 programmes), process (11 programmes)
and, less frequently, structure indicators (7 programmes).

Sixteen of the programmes use a form of shared-savings
approach to incentivize providers to participate in the
programme. In addition, 21 of the 101 programmes use
incentives for patients to participate, including free access to
treatment and free medical and social services. Forty-six

programmes, some only internally evaluated, report savings.
Programme managers report that the use of innovative
technologies, increased multiprofessional collaboration, and
polypharmacy management has led to savings.

Discussion

Policy options to establish payment mechanisms promoting
the integration of care for patients with multimorbidity
include:

e Adopting mechanisms that guarantee start-up and
longer-term funding for programmes or the prospect of
rapid inclusion into the main care system and access to its
funds. This gives stakeholders financial planning security.

e Financial incentives may be used to encourage providers
to integrate care for people with multimorbidity or to un-
dertake the desired coordination or quality improvement
activities:

1. Providers can receive additional payment for the task
of coordinating care among different providers as pay-
for-coordination (PAC). Providers can also be
reimbursed for specific care coordination activities.

2. A shared-savings model, whereby savings compared to
historic or benchmark costs are shared between payers
and providers, can incentivize providers to improve
primarily the efficiency of service delivery across a
defined population with multimorbidity.

3 Bundled payments combine otherwise separate
payments to providers into a single fee covering the
care required for a person or defined population with
multimorbidity for a predefined period of time.
Payments can be bundled across providers and services
and the price for the bundle can be set or negotiated,
but needs to be adapted to the comprehensive care
needs of people with multimorbidity to ensure that
services are adequate and of high quality.

4. P4P can be used to achieve agreed quality targets, for
which payment to providers (professionals or institu-
tions) is modified upwards or downwards. Within a
provider network the degree of target achievement
can be recorded electronically to compare performance
among participating providers, for example, with re-
spect to patient experience.

Policy implications

Local context and health system characteristics have to be
considered while designing an integrated care programme
for people with multimorbidity as there is no unique or best
way of adapting funding and payment systems to foster
integrated multimorbidity care. The choice of policy option
for implementation will need to match the targeted
population, the health system and overall health policy of
the country. For example, P4C is the payment mechanism
that can be introduced most easily where there are many
different individual providers. It does not require structures
for shared savings or distributing a bundled payment. Shared



savings would be more complicated but not as complicated
as a bundled payment because under a shared-savings
model, the individual providers would still be paid separately
— just as before. A bundled payment appears to involve more
risks — and providers would have to have well-established
and sophisticated structures for the coordination and
distribution of money. Finally, traditional payment forms,
PAC, shared savings and bundled payments can all be made,
in part, dependent on performance (P4P). This requires a
careful definition, not only of targets to be achieved but also
of indicators and data to be measured to target
achievement.

Therefore, policy-makers need to assess the local situation
carefully and see whether important preconditions are in
place that would allow more complex payment mechanisms.
Such preconditions include: (1) availability of data on quality
and cost, (2) providers with sufficient reserves to assume
some risk, and (3) strong leadership and supportive gover-
nance structures at national but also at programme level.
Policy-makers also need to demand continuous evaluation
over the long term to generate conclusions about the
effectiveness of programmes and grow the evidence base.
This means that future programmes need to be developed in
ways that allow comprehensive and rigorous evaluations.
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Policy brief

Introduction

Although estimates vary from country to country and across
studies, they show similar trends regarding the rising preva-
lence and burden of multimorbidity in European countries
[5-8]. The growing burden of multimorbidity, which tends to
be more common among older people, poses a threat to
population health in Europe and can be considered one of
the greatest challenges to the sustainability of health
systems worldwide [9-12].

The complexity of health needs for people with multimorbid-
ity, in combination with increasing frailty because of old age,
requires a long-term response coordinated by different
health professionals [13]. The growing prevalence of people
with multimorbidity also poses new challenges to health
financing in terms of [5] adequate sources of funding and [6]
provider payment mechanisms [14]. Therefore, it is impor-
tant to mobilize sustainable funding sources and to develop
and implement effective and sustainable provider payment
mechanisms that fulfil the requirements of improving quality
of care for patients with multimorbidity and promoting
better care coordination and integration. Payment systems
can create powerful incentives for care providers and influ-
ence the delivery of integrated care [15]. Traditionally, each
care provider is paid separately, which means that there are
no incentives for providers to coordinate their care. However,
almost all countries have experimented with payment
mechanisms that aim to overcome perverse incentives, that
could lead to for example duplicate tests or excessive
referrals. Yet there is no single best or most commonly used
payment mechanism to finance integrated care for people
with multimorbidity and, despite their increasing number,
evidence on the effectiveness of interventions to improve the
quality of care is limited [8].

What is the policy question?

Health financing plays a key role in the development of
comprehensive health care delivery models and can promote
collaboration between multiple providers and higher quality
of care for patients. This Policy Brief seeks to inform and
help decision-makers to overcome some of the challenges
involved in financing integrated care for people with
multimorbidity. These include identifying and mobilizing
sustainable resources to pay for care, and adjusting payment
schemes in Europe to provide incentives that better facilitate
integrated care for people with multimorbidity. Therefore,
the overall question is: How to strengthen health financing
to promote care for people with multimorbidity in Europe?

This Policy Brief argues that adapting the financing system to
integrated chronic care models that address multimorbidity
requires meeting three key conditions: (1) funding should
come from a sustainable source, (2) payment mechanisms
should provide incentives for providers both to collaborate
and to provide high-quality care, and (3) payment
mechanisms should adequately account for the complexity
of treated patients. Therefore, the following three
sub-questions will be answered within the brief:

e What is the best way to secure stable funding in the
short, medium and long term?

e \What payment mechanisms are available and have been
used to integrate care for people with multimorbidity?

e Which payment approach is best to facilitate and/or
stimulate the development of integrated care of good
quality for people with multimorbidity?

Box 1: Methods

For policy-making, insights from practice and from scientific literature
are useful and provide information on health care changes that can
lead to more patient-centred integrated care. Therefore, this Policy
Brief also uses observations collected as part of the ICARE4EU proj-
ect. The rapid review of the literature focused on identifying publica-
tions addressing the use of financing mechanisms in promoting
coordination of care across organizational boundaries, collaboration
between professionals and professional competences. This was
carried out in the context of care integration in general and patients
with multimorbidity in particular (see Appendix 1).

Under the ICARE4EU project, information was gathered on

101 innovative care programmes in 24 European countries, 8 of
which were visited to obtain a more in-depth understanding of their
particular characteristics. Appendix 2 provides detailed information
on this research into innovative care programmes in European
countries.






How to strengthen financing mechanisms to promote care for people with multimorbidity in Europe?

Findings

This Policy Brief provides insight into funding options and
payment mechanisms for integrated chronic care pro-
grammes for people with multimorbidity. Both the rapid
literature review and the survey data show potential to
improve current practices as funding sources have often run
out in the absence of a long-term strategy and there is scant
use of innovative payment mechanisms to integrate care and
take multimorbidity into account.

Funding options for integrated chronic care
programmes for people with multimorbidity

The first set of questions that needs answering when an in-
tegrated chronic care programme for people with multimor-
bidity is developed is where the funding should come from.
This includes initial funding for development costs, which
may be substantial and increase with a programme’s com-
plexity (especially relevant in case of multimorbidity). Then,
when the programme is up and running, administrative costs
apply and providers have to be paid. Literature addressing
resource mobilization mostly focuses on the macro level of
the health system rather than on the issue of which sources
are most sustainable at the level of certain care programmes.

Findings from the ICARE4EU project show that the funding
sources of integrated chronic care models for people with
multimorbidity have very different approaches. Start-up
funding for development and piloting often comes from
governments, purchasers or providers, or a combination of
these three. For example, the Finnish POTKU (Putting the
Patient in the Driver’s Seat) project was initiated using two
separate grants (for 2010-2012 and 2013-2014) from the
KASTE development project of the Ministry of Health and
Social Affairs. The Danish clinic for multimorbidity at
Silkeborg Regional Hospital received start-up funding from
the regional government and contributes part of its own
budget. The Dutch INCA project’s first phase was funded by
the Ministry of Health, Welfare and Sports through the
National Programme of Disease Management of Chronic
llinesses, while the next phase was funded by health insurers
and providers. The German Gesundes Kinzigtal Project is the
initiative of a private company and a network of physicians
and therapists, and they secured funding, including long-
term funding, from a German sickness fund, while another
fund joined at a later stage.

When a programme becomes operational, most projects use
public funds from the usual care system. But some projects
have to rely on different sources because they cannot secure
access to the usual care funds. For example, the POTKU
project relied on grant money and when this money ran out,
the programme also stopped, even though evaluations were
positive. Although a POTKU Il project is now operational, it
shows the importance of addressing the medium- and long-
term funding issue right at the start of a project. One of the
advantages of having a care purchaser on board, as with the
Kinzigtal and INCA projects, is that it is more likely that a
project will be funded over the medium and long term,
especially if results are promising. Governments willing to
foster such programmes could consider creating funding
mechanism with built-in avenues that eventually lead to
inclusion in the usual care system and access to its funding.

Payment mechanisms and incentives for
integrated chronic care programmes for people
with multimorbidity

Providers delivering integrated care for people with multi-
morbidity can be at all levels of the health system, from
primary care providers to specialist hospitals, and they can
be paid on the basis of different mechanisms. Ideally,
provider payment mechanisms: (1) motivate actors within
the system to be productive in terms of number of cases
treated and services provided; (2) avoid incentives that
would lead to risk selection, which is a particular concern for
people with multimorbidity; (3) contribute to overall health
system efficiency, for example, through avoiding unnecessary
services, and expenditure control; (4) are administratively
easy; and (5) encourage providers to achieve optimal care
outcomes.

Table 1 and Box 2 summarize the desired and undesired
consequences of the most common payment mechanisms
used in both ambulatory and inpatient care with regard to
these objectives. The extent of the effects is not clear and, in
fact, two Cochrane reviews [16, 17] found that the available
evidence is surprisingly weak. Nevertheless, although most
studies are not specific to providers in integrated care, there
is broad consensus in the theoretical and empirical literature
on the broad direction of effects different payment mecha-
nisms may have [16, 18-21]. Two observations stand out:
first, all payment mechanisms provide conflicting incentives
for “productivity” and “expenditure control”; and, second,
no payment mechanisms explicitly provide incentives for
higher quality of care.

Box 2: Most common payment mechanisms

Fee-for-service (FFS) systems are frequently used in ambulatory care
and involve paying for each unit of service provided (the amount of
the fee often depends on the type of service provided). This generally
incentivizes providers to provide as many reimbursable services as
possible [23, 24]. Therefore, FFS payment mechanisms create the
potential for inappropriate or unnecessary use of services and have
poor incentives for expenditure control [25]. In addition, providers
have no incentive to coordinate their care if this would demand the
provision of fewer services.

A capitation payment entails giving providers a fixed amount to
provide services to patients for a particular time, irrespective of the
volume of services consumed by individual patients. It generates an
incentive to provide as little care as possible to each patient as the
providers bear the financial risk. This in turn may create the potential
for underuse of services, increasing referrals and the adverse selection
of low-risk patients [23, 25, 26].

For hospital services, global budgets and DRG-based (diagnosis-
related group) case payments are typical forms of payment (FFS is
little used in Europe). Global budgets are administratively simple and
control expenditure, but could discourage productivity while
disregarding patient needs, appropriateness and quality of care, and
therefore outcomes. DRG-based case payment systems provide
stronger incentives for production but, in their “pure” form (i.e.
based on diagnosis only with weak or no consideration of complica-
tions and procedures), run the risk of equally disregarding patient
needs and appropriateness [27]. Finally, because the incentives
provided by salaries for physicians or per-diem payments for hospitals
are only moderate in nature, these payment mechanisms have
neither strong advantages nor strong disadvantages.
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Table 1: Basic forms of payment mechanisms and their expected incentives in regard to selected objectives

Productivity
. Number of
Payment mechanism Number of services per
E::éints or patient or
case
Physician payment (ambulatory care)
Fee-for-service + +

Capitation = _

Hospital payment (inpatient/outpatient)

Global Budget - -

Case payment + -

Per diems 0 0

Source: Authors’ compilation, based on [19, 22]

Adminis-

Avoidance_ of  Expenditure SR Quality
risk selection control simplicity of care
+ = = 0

(if not casemix-  + + 0
adjusted)

- + + 0

(if insufficiently 0 _ 0
casemix-

adjusted)

0 - + 0

Notes: +/- = incentive in positive or negative direction, 0 = no incentive in either direction (or dependent on specific details of implementation).

A framework for understanding payment
mechanisms and incentives

There are at least three dimensions of payment systems,
which largely determine incentives in the system: (1) the
information basis to determine payment, (2) the scope of
payment (what is included) and (3) the quality of the care
provided (also see Fig. 1).

The first dimension relates to the information basis that
determines the payment. In other words: what are we
paying for? Fig. 1 illustrates that payment mechanisms can,
in theory, be based on information about provider character-
istics (A), service characteristics (B) or patient/population
characteristics (C) [28].

Fig. 1: A framework for understanding incentives of different payment mechanisms

Q
RO
i . N
Patient/population Il
characteristics c .. / &
(e.g. diagnosis, age) e S(_OS l)l\"\é\\ %

Provider
characteristics

Source: Based on [28].  (e.g. beds, staff, equipment)

Service
characteristics
(e.g. procedures, tests)
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Global budgets are usually determined on the basis of
provider characteristics (A), for example, the number of
beds, staff or available equipment — and the incentive is
therefore to increase the number of beds, staff or available
equipment.

Pure FFS payments consider only information about the
services provided (B), such as their complexity or costs.
Because FFS pays providers to provide services, the incentive
is to provide a high number of services.

By contrast, capitation payments or case payments (such as
DRGs) rely primarily on information about patient or popula-
tion characteristics such as diagnoses and age (C).
Consequently, payments based on patient or population
characteristics carry incentives to treat a high number of
patients (or to register a large part of the population) but to
limit the services per case (per registered person). In practice,
payment systems often rely on multiple sources (Box 3)
because such blended payment systems provide a more
balanced set of incentives.

Box 3: Using multiple sources of information in blended
payment systems

In order to balance the different types of incentives, payment mecha-
nisms can be defined on the basis of different types of information.
For example, FFS payments may be adjusted for the qualifications of
staff, for example, fees for case management performed by staff with
special training in case management may be higher than fees for
staff without this training. Similarly, case payments per patient are
often adjusted in relation to the services provided to the patient. For
example, DRG-based case payments take into consideration not only
information on patient characteristics (e.g. a heart attack of a patient
with multiple comorbidities) but also on service characteristics (e.g.
percutaneous coronary intervention performed on that patient).
Finally, budgets are often adjusted for the number and complexity
(i.e. the casemix) of treated patients or they are adjusted for the
casemix of the catchment population. Consequently, hospitals or
other providers are paid not only for “being there” but also for
treating patients and for providing care to patients that have complex
conditions as measured by DRGs or other measures of casemix.

The second dimension is related to the scope of the pay-
ment. It can range from narrow, that is, each provider and
each service is paid for separately, to very broad, that is,
there is only one “bundled payment” for one patient, which
includes all services provided by all providers during a speci-
fied time period. All payment mechanisms can be narrow or
broad. For example, a capitation payment for a General
Practitioner (GP) may include only the first visit of a patient
in a quarter with certain additional visits and services (e.g.
vaccinations, ultrasound exams) being paid for separately —
or all visits of a patient during an entire year, including all
ancillary services needed by the patient during the year.
Similarly, FFS payments can exist for very narrowly defined
services (e.g. each ward round, each lab test, each surgical
procedure), or they may be defined very broadly (e.g. all
physician services needed for a hip replacement). Often au-
thors use the term “bundled payment” when they describe

a payment that is broader than payment under the (previ-
ous) system [29-31]. However, in order to understand the
incentives of the payment system, it is important to clearly
assess the breadth of the “bundled payment”, that is, who
the providers are, what the services are, and the time frame
covered by the payment.

The third dimension refers to the question of whether
quality is taken into account. In particular, when the scope
of payment is broad, for example, there is only one bundled
payment for a period of time, it is important that quality is
taken into account in order to avoid providers skimping on
quality, disregarding patient needs and providing fewer
services than necessary. Mirroring the information basis for
payment, quality can be assessed and paid for in relation to
structural (Qg), process (Qp) or outcome (Q.) characteristics.

What is payment based on in practice?

The ICARE4EU survey found that in 73 of the 101 identified
programmes, payments are the same as for usual care. Only
27 programmes have developed payment schemes specifi-
cally adapted for this particular programme (one programme
did not specify). Furthermore, the findings suggest that there
seem to be no payment mechanisms in use specifically de-
veloped to foster integrated care for people with multimor-
bidity.

Payments depend on different factors and there is no domi-
nant method. Payments depend most frequently on the type
of provider (e.g. a budget or a fixed allowance for participat-
ing), followed by the number/type of patients (e.g. capita-
tion payments or casemix-based payments), and the type of
service (e.g. fee-for-service — FFS), and “other” factors. For
example, the Gesundes Kinzigtal in Germany uses the time
required per patient, which can be seen as mix between type
of service and type of provider. The Dutch INCA project uses
a casemix based on a patient risk profile (based on the num-
ber/type of patients). Few programmes were paid depending
on certain (quality) indicators being achieved. The INCA
model (implemented in 2016) is one of the few programmes
that take the severity of a patient’s condition (which includes
multimorbidity) into account, as it intends to use payment
mechanisms based on two segments. One is based on the
casemix of the population through several care modules that
each reflect different levels of severity; the other segment is
based on the achieved outcome of integrated care delivered
to patients.

Policy-makers often assume that an “integrated” payment
will promote integrated care, and automatically lead to
better health outcomes and lower costs [32]. However, only
10 programmes identified in the ICARE4EU project use some
form of bundled payments for either all or a share of the
providers; most are paid separately. The size of the payment
is mostly based on fixed prices/agreements and almost never
on negotiations. Only four programmes report that active
negotiations take place between payers and providers.

Specific financial incentives could serve as motivators and
can be used to stimulate and control provider and patient
behaviour; in contrast, misaligned incentives could even



Policy brief

create an obstacle to the implementation of interventions
[23, 33]. The ICARE4EU findings show that, currently, there
is much greater scope for introducing more elaborate and
sophisticated incentive schemes.

In 32 of the 101 programmes, additional resources are made
available to providers that should incentivize providers to
participate in the programme or to undertake certain tasks.
For example, some programmes pay providers to participate
in multidisciplinary meetings. Other programmes provide ad-
ditional payments for preventive services or finance start-up
costs for a new group of providers. Still others provide
specific payments for the coordination of care or finance
additional staff. Providers in the Gesundes Kinzigtal (Healthy
Kinzigtal) programme receive extra payments for services
provided that are documented via the central ICT tool and
their time spent on additional services provided and follow-
up (Box 4).

Box 4: The Gesundes Kinzigtal - population-based financing
with a shared-savings approach

The Gesundes Kinzigtal programme’s financial goal is to improve the
margin for the contracting sickness funds (AOK and LKK). Achieving
this involves realizing savings within the Kinzigtal region in relation to
German “standardized” costs and a reference period prior to the
intervention. Standardized costs are average costs across all sickness
funds. They are used in the so-called risk structure compensation
mechanism, which allocates money from the central allocation pool.
Since 2009, allocations for each individual are based on age, sex and
marginal expenditures for one of 80 diseases as coded the previous
year [34].

The contracts between Gesundes Kinzigtal GmbH (company) and the
two sickness funds are based on the virtual budget of each fund’s
total allocation from the central allocation pool; “virtual” because
the money is not actually passed through to providers, who continue
to receive their reimbursements from the sickness funds as usual. The
financial result is measured by the total expenditure for the insured
Kinzigtal population both within and outside partner institutions
compared to the allocation from the pool. If the sickness fund spends
less than it receives, the gain is shared between the fund and
Gesundes Kinzigtal [13].

Innovative financial models like a shared-savings contract are still un-
common in Europe, although the financial result has proved reliable.
In 2010 the per capita expenditures of an LKK policy holder in the
Gesundes Kinzigtal programme relative to those in the control group
have decreased about 16.9% since 2005 [35, 36]. Results of an inter-
nal evaluation of the AOK and Gesundes Kinzigtal over the period
2006 to 2013 show that the programme has led to a net annual
saving for the sickness funds of close to 3% (after having shared the
6.5% surplus difference with Gesundes Kinzigtal). In 2012, the
relative cost reduction that can be allocated to the activities of the
programme amounted to around 7.9% [37].

Of the 101 programmes, 21 use incentives for patients to
participate. These include free access to treatment, free
medical and social services, a free general health check as
well as free self-tests and additional preventive care. In some
of the programmes patients are provided with
equipment/devices for telehealth and receive free home visits
if necessary.

Potential for savings?

Forty-five programmes report achieving savings, of which
16 programmes share these savings among care providers.
Savings reportedly result mainly from (1) reductions of
utilization and costs (emergency care/acute care visits), (2)
increased multiprofessional collaboration, (3) the use of new
technologies, and (4) the reduction of polypharmacy.
Programme managers report improved cooperation among
health professionals, medical and non-medical professionals
and the work in multidisciplinary teams as having con-
tributed most to the savings achieved. Case managers who
are responsible for the patient and the planning of the care
process (e.g. with a care plan) are often part of such teams.
Programme managers refer to different types of technolo-
gies that contributed to savings, supporting either the
patient or the provider. Electronic health records and eHealth
protocols are most frequently mentioned, allowing better
and safer management of patients and improved communi-
cation among providers. Polypharmacy is a well-known
problem for patients with multimorbidity. Several pro-
grammes use drug monitoring, coordinated pharmaceutical
management and regular patient medication reviews to
reduce polypharmacy. This reduces the risk of further
complications and adverse side effects, and thereby reduces
overall costs [38].
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Discussion

How to improve payment mechanisms to
stimulate integrated care for people living with
multimorbidity?

Based on findings from the ICARE4EU project and the
framework shown in Fig. 1, it is possible to think
systematically about the adjustments to basic payment
mechanisms that are necessary to support high-quality inte-
grated care for people with multimorbidity. Table 2 provides
a summary of various options for the adjustment of basic
payment mechanisms, illustrating that all payment mecha-
nisms can be adjusted to (1) promote coordination and
ultimately integration of care, (2) to better account for multi-
morbidity and (3) to encourage a high quality of care. Pay-
ment mechanisms included in Table 2 can be combined in
various ways: first, basic payment mechanisms can be
combined with each other in order to balance incentives;
second, each basic payment mechanism can be combined
with different adjustments to promote integration, to take

into account multimorbidity, and to enhance quality — based
on patient, service or provider characteristics; although some
combinations appear more likely than others.

Payment adjustments to promote better
coordination and integration of care

Programmes that adjust payment to promote better coordi-
nation of care are often called pay-for-coordination (P4C) ini-
tiatives [39]. One example would be a primary care provider
receiving a capitation payment per registered patient, who
could receive an additional service-based payment for
performing a comprehensive case review (review of docu-
ments from other providers) or for documentation activities
(for other providers) to support better coordination of care.
However, as shown in Table 2, the adjustment could also be
made on the basis of provider characteristics, for example,
by adjusting the primary care provider's budget to cover the
cost of employing a case manager. Similarly, capitation
payments could be adjusted (higher payments for each
registered patient) for providers with case managers.

Table 2: A framework of adjustments to basic payment mechanisms that can potentially support high-quality

integrated care for people with multimorbidity

Provider characteristics

Basic payment mechanism Budget

Patient / population . .
characteristics Service characteristics

Capitation, case payment Fee-for-service

Examples

Budgets for multidisciplinary
teams (e.g. including a case

1. To promote coordination manager)

Higher capitations for providers with multidisciplinary teams

(e.g. with case managers)

Budgets for integrated care
structures (one budget for
multiple providers)

To pay for integration

(bundled payment or shared

savings)

PAC activities (e.g. case
review, documentation,
participation in meetings)

One fee for multiple
services performed by
one or multiple providers
(e.g. one fee for a
particular type of surgery,
including all related
services)

One capitation or case
payment for multiple
providers

Payments defined based on patient, service and provider characteristics (e.g. one payment for
a patient with a heart attack, including a specific set of services provided during six months
after the initial event by a hospital, rehabilitation providers and ambulatory physicians)

2. To better account for
multimorbidity

3. To enhance quality

(for above/below average
performance or for
performance improvements)

Source: Authors’ compilation.

Higher budgets for providers
with professionals trained in
multimorbidity

Bonus/penalty in relation to
meeting structural quality
indicators, e.g. proportion of
staff with certificate of
training in multimorbidity

Comprehensive casemix
adjustment of payments,
explicitly taking multimor-
bidity into account

Bonus/penalty in relation
to mortality, complica-
tions or patient satisfac-
tion (after careful
adjustment which takes
multimorbidity into
account)

Pay for patient education
and counselling, pay for
polypharmacy review

Bonus/penalty for propor-
tion of patients treated in
line with guidelines,
proportion of patients
with multimorbidity
having had a biannual
polypharmacy review
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These approaches all have in common that providers receive
additional money for better coordination of care. However,
PAC does not provide incentives for providers to coordinate
their care in a way that could lead to a reduction of health
care expenditures, for example, by avoiding duplicate tests
or unnecessary hospitalizations. In order to achieve this aim,
providers have to be given the opportunity to jointly benefit
from efficiency gains. There are two basic approaches that
allow providers to benefit from efficiency gains: (1) shared-
savings models, and (2) bundled payments. However, both
of these approaches are considerably more complicated to
implement than PAC because they require organizational
changes that go far beyond the modification of the payment
system and because they imply a transfer of financial risk
from the payer(s) to the provider(s).

A shared-savings model implies that each individual provider
continues to be paid according to the established payment
system. However, all costs for patients participating in the in-
tegrated care programme are registered and retrospectively
compared to historic figures or a benchmark, which enables
the payer to determine if savings have been made. Partici-
pating providers agree to cooperate in a network and to
collaborate with the aim of achieving joint savings for the
care provided to participating patients. Of course, the
providers, patients and services eligible for participation in
the programme have to be explicitly defined before the start
of the programme [40]. If total payments for participating
patients are below the benchmark, which can be a historical
time trend (i.e. expected expenditures if the shared-savings
model had not been implemented) or a regional/national
average of payments for comparable patients, a share of the
realized savings is distributed to providers. The Gesundes
Kinzigtal described in Box 4 is one example of a shared-
savings model, but there are many more operating in the
United States of America, which have been further stimu-
lated by the 2010 Affordable Care Act and extensively
described in the literature [41-43].

Usually, shared-savings models require a new organizational
structure in order to (re)distribute savings across participat-
ing providers and to help with the coordination of care.
Moreover, the (re)distribution mechanism is extremely im-
portant as it may determine the success of the programme
and the extent to which providers in the network actually
collaborate, and coordinate and reorganize care processes
in order to achieve savings. For example, if regular check-
ups by primary care providers can reduce the need for visits
to secondary care providers, the redistribution mechanism
has to make sure that both providers benefit from a reor-
ganization of care, that is, the secondary care provider must
be compensated for the loss of revenue and the primary
care provider for the increasing workload. Furthermore, the
new organizational structure can play an essential role in
achieving improvements in the coordination of care, for
example, by facilitating the development of joint clinical
pathways or joint electronic medical records.

Bundled payments constitute an even more radical change
of the payment system than a shared-savings model be-
cause they transfer considerable financial risk from insurers
to providers [44]. In such approaches, providers are exposed

to the full financial risk if treatment costs for their patients
are above the amount that they receive through the bun-
dled payment. For example, a negotiated bundled payment
covering all ambulatory care costs of diabetic patients as,
for example, in the Netherlands [30] may be below the
actual costs of the provider network responsible for the
provision of care. Because of the financial risk involved in
bundled payment approaches, organizational structures
with sufficient resources accepting the financial risk and
acting as general contractors of care are even more
important than they are in shared-savings models.

In theory (see Table 2), bundled payments can be defined
on the basis of provider, patient or service characteristics, or
on the basis of a mix of these three. Because the incentives
depend on the type of information that is used to define
the bundle, blended payments defined on the basis of all
three types of information provide a more balanced set of
incentives.

The effect of a “bundled payment” on care integration
depends on the exact scope of the payment in terms of
included providers, services and time, for which a payment
is made. In general, the broader the scope of the payment,
the greater the incentive for integration of care. However, a
broader scope also implies a greater degree of financial risk
for the contractor because health care costs for broad bun-
dles of care (covering extended periods of time and various
services provided by various providers) exhibit a large degree
of variation. In fact, this is a problem with particular rele-
vance for patients with multimorbidity because the com-
plexity of their needs means that health care costs can
exhibit even larger variation than on average in the popula-
tion. Very large organizational structures, with sufficient
financial reserves, are necessary in order to assume the large
degree of risk associated with broad bundles of care. There-
fore, the introduction of a bundled payments always has to
consider the existing provision structure and the availability
of suitable contractors to accept the financial risk involved
with the introduction of bundled payments.

Conceptually, the broadest conceivable bundled payment is
one where a single payment covers all care provided to all
patients living in an area over a defined period of time.
However, this type of payment would be usually called a
broad capitation payment or a population-based budget.
Payment would not be made to individual providers but to
large-scale health care organizations (e.g. Health Mainte-
nance Organizations in the United States of America)
organizing and paying for all care needed by the adherent
populations. This means that the question of how to pay
providers and to assure coordination of care is simply
transferred from the payer to another organization, which
then becomes the payer for individual providers.

Payment adjustments to take multimorbidity
into account

Payments can be adjusted in various ways in order to take
multimorbidity into account. One option is a provider-based
adjustment, where, for example, providers employing
personnel with special training in caring for people with
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multimorbidity receive a larger budget. Another option is
that payments are made for special services required by
people with multimorbidity. For example, an additional fee
can be paid to pharmacists performing a polypharmacy
review. Both options can be implemented relatively easily in
combination with other payment approaches to promote
coordination or integration of care.

However, one particularly important adjustment required for
taking into account multimorbidity is comprehensive casemix
adjustment. This is because casemix adjustment assures that
different payment mechanisms account for the complexity of
different types of patients. People with multimorbidity have
particularly complex care needs, often requiring more re-
sources than other people. If payment mechanisms do not
adequately account for this increased complexity, providers
treating a higher share of people with multimorbidity are not
adequately rewarded for their greater efforts. Consequently,
in the absence of adequate casemix adjustments, there are
incentives for providers to engage in risk selection, that is, to
select comparatively healthier people — and to avoid those
with multimorbidity.

Casemix adjustment has traditionally been applied to pay-
ment mechanisms based on individual characteristics, that is,
capitation and case payments, because these payment
mechanisms provide strong incentives for risk selection (see
Table 1). For example, in England, capitation payments for
GPs have been adjusted for many years on the basis of the
Carr-Hill formula [45], and capitation payments to Health
Maintenance Organizations in the United States of America
are adjusted on the basis of the Centers for Medicare and
Medicaid Services Hierarchical Conditions Categories (CMS-
HCC) model [46]. Similarly, hospital case payments around
the world are adjusted on the basis of DRGs (see [27]). In
fact, casemix systems have been developed to account for
the complexity of patients treated by various providers (in-
cluding psychiatric hospitals, long-term care providers, out-
patient providers) and also for entire populations [47].

With increasing prevalence of multimorbidity, it becomes
ever more important to adjust payments for the casemix of
treated patients. For example, provider-level budgets should
be adjusted for casemix in order to assure that providers (pri-
mary care providers, hospitals, long-term care facilities) with
a larger share of patients with multimorbidity receive a larger
budget. Similarly, FFS-based systems might require casemix
adjustment, if services are defined only by service character-
istics (B in Fig. 1), for example, one fee for a clinical exami-
nation (regardless of whether this is performed on a person
with or without multimorbidity). It is possible to refine FFS
systems by incorporating individual characteristics into the
definition of the service (e.g. by introducing different fees
for a physical examination of a person without multimorbid-
ity and for a person with multimorbidity). Alternatively, an
FFS payment can be combined with a casemix-adjusted
capitation payment.

Clearly, the need for casemix adjustment increases with the
scope of the payment. Broader payments — covering longer
periods of time, stretching across more providers, and/or

including more services — require better casemix adjustment
than narrow payments. This is because the care costs of
broader bundles exhibit larger variations of health care costs.
It is particularly difficult to define broad bundles of care for
people with multimorbidity because the multiple conditions
require treatment that leads to particularly large variation in
treatment costs. Therefore, while people with multimorbidity
may benefit greatly from better integrated care resulting
from broader payments, they are also the ones most likely to
suffer from risk selection if bundled payments do not
account for the greater complexity of treatment through
adequate casemix adjustment.

Payment adjustments to promote quality

Table 1 showed that none of the traditional payment mecha-
nisms provides direct incentives for quality of care. Payment
systems can be adjusted to incorporate incentives for quality
but a precondition is that quality is reliably measured. Qual-
ity measurement can focus on structures, processes, and/or
outcomes [48]. If quality can be reliably measured and if
quality attainments can be attributed to providers, it is
possible to provide incentives that encourage providers to
achieve better quality of care.

Different options for adjusting payments in relation to qual-
ity of care for people with multimorbidity are summarized in
Table 2. For example, providers with good structures in place
for the care of people with multimorbidity (e.g. employing
personnel with special training in multimorbidity, case man-
agers) can receive a bonus, possibly calculated as a percent-
age of their usual income (independent of whether this is
based on budgets, FFS or capitation). Alternatively, providers
could receive a bonus if their care processes are in line with
recommended treatments for people with multimorbidity
(e.g. if they follow treatment guidelines or if they perform a
biannual polypharmacy review). Finally, payment could be
adjusted in relation to the achieved outcomes of care (e.g. if
mortality is below average, if the number of avoidable hospi-
tal admissions is low, or if patients are particularly satisfied
with their care). Designing adequate incentives through
payment adjustments is quite complicated because there are
many options concerning the measurement of quality (e.g.
which indicators to use and how), the definition of targets
(e.g. absolute targets or relative targets), the level of the
payment adjustment (e.g. individuals, groups, institutions),
the form of the incentive (bonus or penalty), the use of risk-
adjustment and so on [49].

However, measuring and incentivizing quality of care is likely
to be particularly important when payments are broad, as is
the case with shared-savings models, bundled payments or
broad capitation payments made to integrated care
structures. This is because broader payments provide larger
incentives for providers to reduce costs — and, in the absence
of adequate mechanisms to monitor and reward quality,
providers may attempt to cut costs by reducing the provision
of services, disregarding patient needs and providing lower
quality care.
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Fig. 2: Relationship between the scope of payment, care integration, casemix and quality adjustments
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Source: Based on [49, 50].

Fig. 2 summarizes the discussion about the relationship
between the scope of payment and the increasing need to
adjust for casemix and quality, which is particularly impor-
tant in the context of patients with multimorbidity. Fig. 2
also suggests a hierarchy in the complexity of payment
systems that could serve as a roadmap for countries that
have more basic payment systems to incrementally develop
towards more complex payment mechanisms.

Limitations

The ICARE4EU survey findings indicate that there is unex-
ploited potential for the promotion of better care integration
for people with multimorbidity in Europe. It shows that while
some countries are already implementing integrated care
programmes with a focus on patients with multimorbidity,
only a limited number of programmes are using innovative
payment mechanisms to improve care integration. However,
the lack of more widespread adoption of innovative
payment mechanisms is likely to be related to the greater
complexity of appropriately designing such systems, their
potential for unintended consequences, and a lack of
government strategy.

An all-encompassing conclusion is difficult to draw, as the
comprehensiveness of the ICARE4EU survey cannot be
guaranteed. First, the ICARE4EU project relied on country
experts to identify all integrated care programmes and to
collect all the relevant information, which leaves the possibil-
ity that not all programmes were found and relevant infor-
mation collected. Furthermore, the very technical questions
in the financial section of the survey assumed a very detailed

Fully integrated care
structures

theoretical understanding of payment mechanisms, which
appears to have been overambitious. Lastly, ICARE4EU ap-
plied strict inclusion criteria (see Appendix 2), which may
have led to the exclusion of programmes with potentially
interesting and innovative financing mechanisms.

Policy implications

Generally, policy-makers need to look for ways to foster the
development of integrated care programmes specifically de-
signed for people with multimorbidity. This can be achieved
by providing funding mechanisms that guarantee short- and
longer-term options or the prospect of rapid inclusion in the
usual care system and access to its funds. In return, policy-
makers need to demand continuous evaluation over a long
period to generate conclusions about the effectiveness of
active programmes and add to the evidence base. This
means that future programmes need to be developed in
ways that allow comprehensive and rigorous evaluations.

More specifically, innovative payment mechanisms need to
be developed, which are tailored to the specific characteris-
tics and goals of a programme as well as the local context
and national health system in which they operate. Some
good examples are available but there is no single solution.
Nevertheless, some elements seem instrumental. Payment
mechanisms for integrated care for people with multimor-
bidity should provide incentives for providers to collaborate
and adequately account for the complexity of cases treated.
Innovative payment and incentive systems that could poten-
tially be used to promote integrated care include (1) P4C,
(2), shared-savings models and (3) bundled payments —in
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combination with the existing more traditional payment
mechanisms that are operational in a given country (e.g.
budgets, capitation, DRGs and FFS). In addition, P4P can be
used to provide incentives for better quality of care, meas-
ured in terms of structure, process or outcome quality. More-
over, several of these approaches can, or rather should, be
combined. For example, an existing payment system (e.g.
capitation or FFS) can be combined with (a) an additional FFS
adapted to the care needs of people with multimorbidity
(e.g. review of their medication plan or holistic assessment
of their needs), (b) PAC (e.g. participation in multidisciplinary
meetings) and (c) performance-based remuneration for spe-
cific simple quality characteristics (e.g. the documentation of
achieved goals). By contrast, the introduction of shared-sav-
ings models or bundled payments is much more demanding,
requiring integrated care structures, sophisticated methods
of casemix adjustment and well-functioning systems for
monitoring quality of care.

Participant characteristics have to be defined before design-
ing an integrated care programme for people with multimor-
bidity. Applicability in current delivery systems has to be
considered while designing an integrated care programme —
as there is no unique or best way of adapting a payment sys-
tem to become more encouraging and supportive in multi-

morbidity care. However, policy-makers should be aware
that several preconditions need to be met when developing
more complex payment schemes that better account for
multimorbidity. These include effective information systems
that collect meaningful data on quality and cost (e.g. in
order to enable payment adjustments for quality of care),
large provider organizations with sufficient reserves to as-
sume some financial risk (e.g. under bundled payment pro-
grammes), and strong leadership and governance structures
at national but also at programme level. It also implies that
countries where such preconditions are lacking may be bet-
ter advised to focus on refining their current payment mech-
anisms and the aforementioned preconditions before, for
example, implementing bundled payment or shared-saving
schemes, let alone population-based payment.

Lastly, if integrated care programmes for people with multi-
morbidity are implemented effectively, the findings from the
ICARE4EU project and the literature suggest that they can
save money and control costs. Evaluations of several
programmes, some externally evaluated, some only
internally evaluated, indicate that the use of innovative
technologies, increased multiprofessional collaboration, and
polypharmacy management can lead to savings. However,
more evidence is needed to back up these findings.
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Conclusions

The literature and the findings from the ICARE4EU project in
themselves do not lead to an easy conclusion about how to
redesign payment and incentive mechanisms. They also do
not suggest a standard method that could be used. There is
not one model addressing all specificities of the targeted
population, the involved providers or the health care systems
they operate in. In order to improve the financing of
integrated care for people with multimorbidity across the
European Union, more evidence is needed. Despite the
increasing number of people with multimorbidity, there are
surprisingly few studies about how different payment
mechanisms can improve care for chronic diseases, and
reviews confirm a shortage of evidence about the economic
effectiveness of integrated care programmes for people with
multimorbidity. Research examining the effects of different
incentives on provider behaviour with respect to people with
multimorbidity is urgently required. Robustly evaluated
integrated care programmes are important in order to
evaluate their effectiveness, to justify the investment and to
verify their potential for implementation.

In light of the current evidence base, this brief describes
policies that aim to combine different, existing payment
mechanisms to better fit the characteristics and needs of
people with multimorbidity. The need to incorporate the
element of cooperation/integration and quality into the
payment system is also noted. This framework seeks to
capture the complexity of developing a payment mechanism
for providers of integrated care for people with multimorbid-
ity. Policy action needs to be correspondingly comprehensive
and create an environment that fosters finding solutions to
adequately care for a growing population that has
multimorbidity and complex care needs.

21






How to strengthen financing mechanisms to promote care for people with multimorbidity in Europe?

References

1.

10.

11.

12.

Van der Heide | et al. (on behalf of the ICARE4EU con-
sortium) (2017). How to strengthen patient-centredness
in caring for people with multimorbidity in Europe?
Policy Brief 22, European Observatory on Health Policies
and Systems.

Barbabella F et al. (on behalf of the ICARE4EU consor-
tium) (2017). How can eHealth improve care for people
with multimorbidity in Europe? Policy Brief 25, Belgium,
European Observatory on Health Policies and Systems.

Hujala A, Taskinen H, Rissanen S (on behalf of the
ICARE4EU consortium) (2017). How to strengthen inte-
gration to promote care for people with multimorbidity
in Europe? Policy Brief 26, European Observatory on
Health Policies and Systems.

Rijken M et al. (on behalf of the ICARE4EU consortium)
(2017) How to improve care for people with multimor-
bidity in Europe Policy Brief 23, European Observatory
on Health Policies and Systems.

Glynn LG, Valderas JM, Healy P, Burke E, Newell J,
Gillespie P, et al. The prevalence of multimorbidity in
primary care and its effect on health care utilization and
cost. Family Practice. 2011;28(5):516-23.

Fuchs J, Busch M, Lange C, Scheidt-Nave C. Prevalence
and patterns of morbidity among adults in Germany.
Results of the German telephone health interview survey
German Health Update (GEDA) 2009. Bundesgesund-
heitsblatt Gesundheitsforschung Gesundheitsschutz.
2012;55(4):576-86.

Orueta JF, Nuno-Solinis R, Garcia-Alvarez A, Alonso-
Moran E. Prevalence of multimorbidity according to the
deprivation level among the elderly in the Basque
Country. BMC Public Health. 2013;13:918.

Smith SM, Soubhi H, Fortin M, Hudon C, O'Dowd T.
Managing patients with multimorbidity: systematic
review of interventions in primary care and community
settings. British Medical Journal. 2012;345.

European Commission. The 2012 Ageing Report:
Underlying Assumptions and Projection Methodologies.
Brussels: Directorate-General for Economic and Financial
Affairs of the European Commission, 2011.

Tsiachristas A, Hipple-Walters B, Lemmens KMM,
Nieboer AP, Rutten-van Molken MP. Finding the royal
way to stimulate and evaluate integrated care in Europe.
International Journal of Care Coordination. 2015;18:48-
50.

Nolte E, Pitchwork E. What is the evidence on the
economic impacts of integrated care? Copenhagen,
World Health Organization Regional Office for Europe
on behalf of the European Observatory on Health
Systems and Policies, 2014.

Bloom DE, Cafiero ET, Jané-Llopis E, Abrahams-Gessel S,
Bloom LR, Fathima S, et al. The Global economic burden
of non-communicable diseases. Geneva: World
Economic Forum, 2011.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

Busse R, Stahl J. Integrated Care Experiences And
Outcomes In Germany, The Netherlands, And England.
Health Affairs. 2014;33(9):1549-58.

Anderson G. The latest disease burden challenge: People
with multiple chronic conditions. OECD Health Reform:

Meeting the Challenge of Ageing and Multiple Morbidi-
ties. Paris: OECD Publishing; 2011.

Struijs JN, Til JT, Baan CA. Experimenting with a bundled
payment system for diabetes care in the Netherlands:
The first tangible effects. International Journal of
Integrated Care. Baan Netherlands: National Institute
for Public Health and the Environment. 2011.

Flodgren G, Eccles MP, Shepperd S, Scott A, Parmelli E,
Beyer FR. An overview of reviews evaluating the
effectiveness of financial incentives in changing health-
care professional behaviours and patient outcomes. The
Cochrane database of systematic reviews.
2011(7):CD009255.

Scott A, Sivey P, Ait Ouakrim D, Willenberg L, Naccarella
L, Furler J, et al. The effect of financial incentives on the
quality of health care provided by primary care
physicians. The Cochrane database of systematic
reviews. 2011(9):CD008451.

Barnum H, Kutzin J, Saxenian H. Incentives and provider
payment methods. IntJHealth PlannManage.
1995;10(1):23-45.

WHO. World Health Report 2000 — Health Systems:
Improving Performance. Geneva: World Health
Organization (WHO); 2000.

Robinson JC. Theory and practice in the design of
physician payment incentives. The Milbank quarterly.
2001;79(2):149-77, I

Chaix-Couturier C, Durand-Zaleski I, Jolly D, Durieux P.
Effects of financial incentives on medical practice: results
from a systematic review of the literature and method-
ological issues. Int J Qual Health Care. 2000;12(2):133—
42.

Barnum H, Kutzin J, Saxenian H. Incentives and Provider
Payment Methods. International Journal of Health
Planning and Management. 1995;10(1):23-45.

Busse R, Mays N. Paying for chronic disease care. In:
Nolte E, McKee M, editors. Caring for people with
chronic conditions — A health system perspective.
Maidenhead: Open University Press; 2008. p. 195-221.

Gosden T, Forland F, Kristiansen IS, Sutton M, Lesse B,
Giuffrida A, et al. Capitation, salary, fee-for-service and
mixed systems of payment: effects on the behaviour of
primary care physicians. Cochrane Database of
Systematic Reviews. 2000(3).

Ellis RP, Miller MM. Provider payment methods and
incentives. In: Carrin G, et al. editors. Health systems
policy, finance and organization. San Diego: Elsevier and
Academic Press; 2008.

23



Policy brief

24

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

Nolte E, Knai C. Assessing chronic disease management
in European Health Systems. Copenhagen: World Health
Organization Regional Office for Europe on behalf of the
European Observatory on Health Systems and Policies.
2015.

Busse R, Geissler A, Quentin W, Wiley M. Diagnosis-
Related Groups in Europe: Moving towards
transparency, efficiency and quality in hospitals.
Buckingham: Open University Press and World Health
Organization Regional Office for Europe on behalf of the
European Observatory on Health Systems and Policies,
2011.

Ellis RP, Miller MM. Provider Payment Methods and
Incentives. In: Carrin G, editor. Health systems policy,
finance, and organization. Amsterdam: Elsevier
Academic Press; 2009. p. 322-9.

Altman SH. ANALYSIS & COMMENTARY The Lessons Of
Medicare’s Prospective Payment System Show That The
Bundled Payment Program Faces Challenges. Health
Affairs. 2012;31(9):1923-30.

de Bakker DH, Struijs JN, Baan CB, Raams J, de Wildt JE,
Vrijhoef HJ, et al. Early results from adoption of bundled
payment for diabetes care in the Netherlands show
improvement in care coordination. Health Aff
(Millwood). 2012;31(2):426-33.

Tsai TC, Joynt KE, Wild RC, Orav EJ, Jha AK. Medicare’s
Bundled Payment initiative: most hospitals are focused
on a few high-volume conditions. Health Aff (Millwood).
2015;34(3):371-80.

Mason A, Goddard M, Weatherly H, Chalkley M.
Integrating funds for health and social care: an evidence
review. Journal of Health Services Research & Policy.
2015;20(3):177-88.

Leatherman S, Berwick D, lles D, Lewin LS, Davidoff F,
Nolan T, et al. The business case for quality: Case studies
and an analysis. Health Affairs. 2003;22(2):17-30.

Buchner F, Goepffarth D, Wasem J. The new risk
adjustment formula in Germany: implementation and
first experiences. Health Policy. 2013;109(3):253-62.

Hildebrandt H. Money for value instead of volume: The
Kinzigtal-way to develop and measure value and health
gain in a local area. Zesde Nationale Werkcongress on
Chronic diseases June 29t"; University of Utrecht (Nether-
lands). 2012.

Hildebrandt H, Schulte T, Stunder B. Triple Aim in
Kinzigtal, Germany: Improving population health, inte-
grating health care and reducing costs of care — lessons
for the UK? Journal of Integrated Care. 2012;20(4):
205-22.

Struckmann V, Barbabella F, Dimova A, Van Ginneken E.
Innovating care for people with multiple chronic
conditions in Europe: Regional non-profit organisation
(NPO)"”Diabetic care” Burgas, Bulgaria. 2015.

Fortin M, Soubhi H, Hudon C, Bayliss EA, van den Akker
M. Multimorbidity’s many challenges. British Medical
Journal. 2007;334(7602):1016-7.

39.

40.

41.

42.

43.

44.

45.

46.

47.

48.

49.

50.

Tsiachristas A, Dikkers C, Boland MR, Rutten-van Molken
MP. Exploring payment schemes used to promote
integrated chronic care in Europe. Health Policy.
2013;113(3):296-304.

Hayen AP, van den Berg MJ, Meijboom BR, Struijs JN,
Westert GP. Incorporating shared savings programs into
primary care: from theory to practice. BMC Health
Services Research. 2015;15.

Barnes AJ, Unruh L, Chukmaitov A, van Ginneken E.
Accountable care organizations in the USA: Types, devel-
opments and challenges. Health Policy. 2014;118(1):1-7.

DeCamp M, Sugarman J, Berkowitz S. Shared savings in
accountable care organizations: how to determine fair
distributions. JAMA. 2014;311(10):1011-2.

Friedberg MW, Rosenthal MB, Werner RM, Volpp KG,
Schneider EC. Effects of a Medical Home and Shared
Savings Intervention on Quality and Utilization of Care.
JAMA Intern Med. 2015;175(8):1362-8.

Conrad DA. The Theory of Value-Based Payment
Incentives and Their Application to Health Care. Health
Services Research. 2015;50:2057-89.

BMA/NHS Employers 2007. Review of the General
Medical Services global sum formula London: NHS
Employers; 2007 [cited 2015 31 July]. Available from:
http://Awww.nhsemployers.org/~/media/Employers/
Documents/Primary%20care %20contracts/GMS/GMS %
20Finance/Global%20Sum/frg_report_final_cd_090207.
pdf

MedPAC. Payment Basics: Medicare Advantage Program
Payment System. Medicare Payment Advisory Commis-
sion (MedPAC) 2015 [cited 2016 Sep 19]. Available
from: http://medpac.gov/docs/default-source/
payment-basics/medicare-advantage-program-payment-
system-15.pdf?sfvrsn=0.

Quentin W, Geissler A, Busse R. Measuring and compar-
ing health system outputs: Patient classification systems
for efficiency analyses. In: Cylus J, Papanicolas I, Smith P,
editors. Health system efficiency: How to make measure-
ment matter for policy and management. Copenhagen:
World Health Organization Regional Office for Europe
on behalf of the European Observatory on Health Sys-
tems and Policies; 2016. p. 21-49.

Donabedian A. The Quality of Care - How Can It Be
Assessed. Jama-Journal of the American Medical
Association. 1988;260(12):1743-8.

Eijkenaar F. Key issues in the design of pay for perform-
ance programs. European Journal of Health Economics.
2013;14(1):117-31.

Shih, A, Davis K, Schoenbaum S, Gauthier A, Nuzum R,
McCarthy D. Organizing the U.S. Health Care Delivery
System for High Performance, The Commonwealth
Fund, August. 2008.



How to strengthen financing mechanisms to promote care for people with multimorbidity in Europe?

Appendix 1

Rapid review of the literature

The literature that was included in this Policy Brief was
collected from various sources. First, international policy and
strategy documents directed at multimorbidity care,
integrated care, and/or financing of integrated care were
identified. Second, we performed a targeted search for
international scientific literature in PubMed and Google
Scholar. Finally, grey literature was searched by hand on the
internet, which identified publications that reported on the
results of integrated care interventions for people with
chronic conditions and/or people with multimorbidity and
financing mechanisms for integrated care and or care for
people with multimorbidity. Documents were collected via
PubMed and journal web sites, as well as web sites of the
World Health Organization, the King's Fund and the
European Commission. A survey among the project partners
and the utilization of their networks of contacts also yielded
additional papers and reports.

Appendix 2

Selection of innovative approaches in European
countries by the ICARE4EU project

In 2014, data on innovative care approaches at a national,
regional or local level were collected via country expert or-
ganizations in 31 European countries. These organizations
were asked to search for and report on all integrated care
programmes that focus on multimorbidity within their coun-
try. The term “programmes” refers to initiatives that (aim to)
put integrated care for people with multimorbidity into
practice. Initially, 178 programmes were identified by the
country experts. Based on predetermined selection criteria,
the ICARE4EU project partners considered 101 ongoing
programmes, in 24 countries, to be eligible for inclusion in
the database. Via the country experts, an online question-
naire, available in 11 languages, was provided to managers
of the 101 selected programmes to collect detailed
programme characteristics and outcomes.

Next, these 101 programmes were evaluated by the project
team. Each programme was scored in five dimensions: a
general score (assessing general aspects such as its

evaluation design, perceived sustainability and transferability)
and four scores that provided an indication of its level of (1)
patient-centredness, (2) integration of care, (3) use of
eHealth technologies and (4) its innovativeness in financing
mechanisms for integrated care services, as these aspects
had been selected by the project team as different study
perspectives on multimorbidity care. Based on these scores,
members of the project team built a long list of 25 pro-
grammes that had high scores. The second evaluation of
these 25 programmes was based on the descriptive informa-
tion gathered via the survey (e.g. the description of the aims
of the programme, reported strengths and weaknesses) and
any published evaluation reports. This resulted in a short list
of so-called ‘high-potential’ programmes. To decide whether
or not to select a programme from this list for further study,
the project team checked with the country expert and/or
verified information by contacting the programme
coordinator. In this way, eight programmes were selected for
a site visit. The eight programmes visited were operational in
Belgium, Bulgaria, Cyprus, Denmark, Germany, Finland, the
Netherlands and Spain. The results of these visits are
described in eight case reports published on the ICARE4EU
website (www.icaredeu.org).

Selection criteria

Programmes were considered for inclusion in the ICARE4EU
project if they met the following criteria:

e They were aimed at a patient target group consisting of
people aged 18 and older, with two or more medically
(i.e. somatic, psychiatric) diagnosed chronic (not fully
curable) or long-lasting (at least six months) diseases, of
which at least one has a (primarily) somatic/physical
nature.

e They involved cooperation between at least two services
(these services may be part of the same organization, for
example services within a hospital, or may be part of
different organizations, for example between medical
care and social care).

e They have some formal status/formalized cooperation
(any form).

e They will be or have been evaluated.

e They are currently running (2014), or finished less than
24 months ago or start within the next 12 months.

25






ICARE4EU Policy Briefs

22.

23.

24.

25.

26.

How to strengthen patient-centredness in caring for
people with multimorbidity in Europe? Iris van der
Heide, Sanne P Snoeijs, Wienke GW Boerma, Francois
GW Schellevis, Mieke P Rijken. On behalf of the
ICARE4EU consortium

How to improve care for people with multimorbidity
in Europe? Mieke Rijken, Verena Struckmann, Iris van
der Heide, Anneli Hujala, Francesco Barbabella, Ewout
van Ginneken, Francois Schellevis. On behalf of the
ICARE4EU consortium

How to strengthen financing mechanisms to promote
care for people with multimorbidity in Europe? Verena
Struckmann, Wilm Quentin, Reinhard Busse, Ewout van
Ginneken. On behalf of the ICARE4EU consortium

How can eHealth improve care for people with
multimorbidity in Europe? Francesco Barbabella,
Maria Gabriella Melchiorre, Sabrina Quattrini, Roberta
Papa, Giovanni Lamura. On behalf of the ICARE4EU
consortium

How to support integration to promote care for people
with multimorbidity in Europe? Anneli Hujala, Helena
Taskinen, Sari Rissanen. On behalf of the ICARE4EU
consortium



World Health Organization
Regional Office for Europe

UN City, Marmorvej 51,

DK-2100 Copenhagen @,
Denmark

Tel.: +45 3917 17 17

Fax: +4539 17 18 18

E-mail: postmaster@euro.who.int
web site: www.euro.who.int

The European Observatory on Health Systems and Policies is a
partnership that supports and promotes evidence-based health
policy-making through comprehensive and rigorous analysis of
health systems in the European Region. It brings together a wide
range of policy-makers, academics and practitioners to analyse
trends in health reform, drawing on experience from across
Europe to illuminate policy issues. The Observatory’s products
are available on its web site (http://www.healthobservatory.eu).

No.24
ISSN 1997-8073




<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /CMYK
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)
    /HUN <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


