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1 Summary

The Estonian Ministry of Social Affairs has requested IFIC to conduct a rapid review of the expected
impact of the TERVIK reform and the assumptions underpinning its design and implementation,
starting with the introduction to Parliament in August 2026 of the Amendments Relating to the
Provision of Integrated Care Regulations 2019 and accompanying Explanatory Memorandum.

The reform has a clear overall logic and is consistent with current integrated-care thinking. The
documents explain well what the reform wants to achieve and why change is needed. The main
gap is in explaining how the proposed structures will lead to the expected outcomes. The steps
between the two are mostly assumed rather than clearly set out in the reform narrative.

Across the IFIC Nine Pillars, the reform is strongest in areas that can be designed formally:
governance, case-level coordination, information systems, population risk management and early
funding arrangements. It is weaker in areas that depend on people changing how they work
together, such as involving people and communities, building trust and a shared professional
culture, developing teamwork, creating shared accountability and supporting continuous learning.
In this sense, the reform is strongest in structural and functional integration, partly developed in
process integration, and weaker in normative and interpersonal integration.

The document draws on international experience to support regional cooperation structures,
population-based management, and coordinated networks. It is noted that the examples are
mainly positive. The document states that countries use different models but does not clearly
explain which countries were reviewed, how they were selected, or how relevant their experience
is to Estonia. Little international evidence is included on failures, mixed results, implementation
problems, unintended effects, or the conditions needed for success. International experience is
also used mainly to support the proposed model, rather than to compare different options in a
balanced way.

The proposed target groups are reasonable and broadly supported by the evidence. Target groups
are defined mainly by functional limitations and use of health services. Social support needs,
clinical complexity and difficulties accessing services receive less attention. Relying too much on
service-use data may miss people who need help but do not use services often or have barriers to
access. We recognise that this is a limitation of available information at this point in time.

The reform proposals and supporting legislation are strong enough to begin the reform process
and will need further strengthening over time to scale with confidence. To strengthen and sustain
scaling up, the reform would benefit from the following:

e aclear explanation of how the reform is expected to lead to better outcomes

e astandard national coordination process, with room for local adaptation

e realistic staffing and caseload levels

e systems that track actions, referrals and follow-up until they are completed

e separate measures for person/patient experience, service use, outcomes and costs

e one national body responsible for implementation support, learning and improvement
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2 Introduction

2.1 The Reform

Estonia has started its journey towards integrated care. From health and social systems currently
operating in silos, the new legislation will aim to create a legal and organisational framework for
cross-sector cooperation, ensuring services are planned around people’s needs through a
mandatory, funded model.

The aim of the proposed Bill is for people with complex needs or who belong to risk groups to
receive coordinated support, helping prevent their situations from worsening and reducing
reliance on costly services. Savings from avoided or low-value care would be reinvested, at least
in part, into health promotion and disease prevention.

2.2 Request

The Estonian Ministry of Social Affairs has requested IFIC to conduct a rapid review of the expected
impact of the TERVIK reform and the assumptions underpinning its design and implementation.
Specifically, the team were asked to review the Act Amending the Public Health Act and the
Health Services Organisation Act (Cooperation between the Health and Social Systems),
which is due to be brought before Parliament on 13 August 2026 and the supporting explanatory
notes.

The request has been structured around four elements:

1. Overall logic and coherence

Assess whether the explanatory memorandum clearly communicates the reform's objectives,
rationale, and the causal link between proposed measures and identified challenges.

2. Evidence base and expected outcomes

Evaluate whether the evidence and reference materials underpinning the reform are robust,
relevant, and appropriately chosen.

3. Target population criteria

Review the criteria used to identify and target the reform's primary beneficiary groups.

4. Foundation for future scaling

Share whether the reform's current design provides a sound foundation for future expansion.

This review assesses the reform design as described in the explanatory memorandum and draft
Act against the IFIC Nine Pillars of Integrated Care and an international evidence base on care

coordination and integrated care implementation.

It is a rapid expert review, not a systematic review, and the supporting studies were read in the
form supplied; some source material is in translation.
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2.3 About this review

The Ministry's request for review covers two documents of very different purposes and legal
status. This section defines both and sets out the terminology this report uses to differentiate
them.

2.3.1 The Act

The Act Amending the Public Health Act and the Health Services Organisation Act (Cooperation
between the Health and Social Systems) is binding legislation and is due before Parliament on 13
August 2026.

The Act is mainly legal and structural. It defines wellbeing regions, creates the cooperation
council and TERVIK, establishes the cross-sectoral coordination service and the health guide role,
and sets out data and reporting duties. We understand that, at this stage of the legislative
process, there is limited scope to amend these provisions.

2.3.2 The Explanatory Memorandum

The Explanatory Memorandum accompanies the Bill', and explains why the reform is needed,
which problems it is trying to solve, what outcomes are expected, what evidence supports the
proposal, and how implementation is intended to work.

It is the main document used to explain and justify the Bill to the government and Parliament.
We understand that, unlike the Act, it can still be revised before parliamentary discussion.

2.3.3 Terminology used in this report

Throughout the report, we use the terms carefully:
e “The Act” refers only to the binding legal and structural provisions.
e “The Explanatory Memorandum” or “the Memorandum” refers to the rationale, expected
outcomes, evidence and implementation approach.
e “The reform” or “the TERVIK reform” refers to the Act and the Memorandum together,
but only where a finding applies to both.

This distinction affects how the findings should be read. Comments about the Act relate mainly
to legal or structural features that may now be largely fixed. Comments about the Memorandum
relate to explanations, evidence and strategy that can still be improved before the Bill goes to
Parliament. Where we recommend a change, we indicate which document should be revised.

" “The Bill" is the standard term for legislation that has not yet been passed and is the term used
throughout the Explanatory Memorandum. “The Act” normally refers to legislation after it has
been approved. In this report, however, “the Act” is sometimes used for the same proposed
legislation, following common policy-writing practice.
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3 Overall logic and coherence of the
reform proposal

3.1 Does the overall logic of the reform make sense?
Overall, the reform’s logic is coherent.

a) The problem the reform aims to tackle is identified
e Separate systems: health and social care operate as two distinct systems, with different
laws, funding and management, making it difficult to help people who need both at once.
e No legal obligation to cooperate: no law requires local governments, family doctors and
hospitals to cooperate; in practice, cooperation depends on personal contacts and short-
term projects that disappear when funding ends.
e Fragmented services: services are split into separate parts; people can get "lost" between
organisations, and referrals and follow-up are unclear.
e Reactive, not preventive: the system reacts to problems instead of preventing them; there
is no systematic way to identify people at risk early.
e Disconnected information systems: health and social information systems are not
connected, so professionals do not see the full picture of a person's situation.
¢ Noregional oversight: no regional body has an overview of people with complex needs or
an agreement on which groups and problems to prioritise.
e Misaligned financial incentives: providers are paid separately for separate services, so
there is no financial reason to set shared goals or avoid duplication.
Together, these elements show that a problem is identified: not just a list of symptoms, but a clear
chain running from structural separation, to the lack of cooperation mechanisms, to service
fragmentation, and to the underlying causes that sustain it (lack of shared information, lack of
regional governance, and financial incentives that work against integration).

b) The intervention logic is sound

The proposed measures logically follow from, and adequately address, the diagnosed problem. It
brings in a number of new structures, new services, and professional roles, funding and
supporting tools to promote coordination:

e Wellbeing regions (one per county) as the geographic frame for cooperation (not a new
layer of government).

e Acooperation council in each region (state bodies, Health Insurance Fund, Social Insurance
Board, local governments, TERVIK) that agrees on priorities and targets by consensus. Its
decisions are not legally binding on members’ own budgets or services.

e TERVIK are the operational cooperation body. Membership is mandatory for local
governments, primary care providers and most hospitals.

e A new service for people with both health and social needs. A health guide coordinates
their support, creates a wellbeing plan and brings the right professionals together, but
does not make clinical or social-service decisions.

e Alarger role for the Health Insurance Fund: it funds TERVIK and the coordination service,
identifies people at higher risk, and may link some funding to results.

e Supporting tools: risk markers, a standard notification form, the wellbeing plan,
dashboards, and phased, staged implementation.
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3.2 Is the proposed Reform aligned with contemporary

understanding of integrated care?

The reform reflects international practice: it is a system-wide reform, with shared structures and
shared information, and a clear coordination route for a selected group of individuals with
complex health and care needs.

It incorporates a broader understanding of integrated care, in line with current international
experiences:

e The definition of integrated care goes beyond the overcoming of service fragmentation to
include “population health management and extend the reach of integrated care to public
health interventions including prevention".

e The reform aims for horizontal integration, bringing together primary care, secondary
care, local governments and providers of health and social care services. The inclusion of
local governments and social care services providers would locate Estonia in a very
selected group of innovators worldwide that go beyond health services integration
(vertical) - namely Scotland and Finland.

e The reform is broadly framed around IFIC's four core features of integrated care —
people-centred care, community-centred care, coordination, and continuity of care —
although each of these features would benefit from more detailed consideration.

3.3 Are there any major gaps, assumptions, or blind spots that
should be addressed at this early stage?

A) Gaps

The reform is stronger on structures than on behaviour. It is clear about what can be created
through law and formal design — setting up structures, mandating participation — but less clear
about how to build the relationships, culture, behaviour and learning needed for integration to
work in practice. Given the scope of legislation (regulation), the focus on structures and mandates
is appropriate. Structures and mandates are important for creating the climate in which
integration can happen, but not sufficient without sustained political commitment to relationship-
building across health and social care.

A key concern is not the proposed structures themselves, but an implied underlying assumption
that creating structures and requiring organisations to work together will automatically
change everyday practice. The reform explains formal participation well but says much less
about how it will change professional behaviour, routines, responsibilities and ways of working.
This structural focus should be balanced with attention to cultures and values — changing hearts
and minds. This is a task for the Explanatory Memorandum and subsequent implementation
guidance, not the Act itself. Notably, there are ongoing initiatives that rightly aim to build capacity
and transform professional values and culture (e.g. the Train the Trainers Course on Integrated
Care), but these are not currently reflected in the proposed legislation.

A major gap is the absence of the “programme” layer. The reform creates structures at the
system level (Wellbeing Counties, Cooperation Council, TERVIKs, a larger role for the Health
Insurance Fund, etc.), and roles and services at the delivery level (Health Guide, Wellbeing Plan).
However, it does not refer to any organisational or programme-level structure for managing
patients through a specific integrated care pathway. This is not, in our reading, an incidental gap.
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It carries a structural risk: without a programme layer connecting TERVIK, the cooperation council
and the health guide role to the rest of the existing care system, the reform could create a new,
parallel coordination structure that sits alongside primary care, hospitals and social services rather
than genuinely integrating them.

B) Assumptions
The main assumptions that need more attention are:

¢ Mandatory membership will lead to active cooperation. Requiring organisations to
join TERVIK ensures they participate formally. It does not ensure that they will commit
staff, change workflows, share decisions or accept responsibility for outcomes beyond
their own organisation. It will be important to incentivise behaviour change during
implementation.

e Cooperation agreements will define how people should work together. These
agreements could include protected staff time, response times, handover duties and
consequences for inaction. It will be important for the Bill to include this level of detail.

e Leadership is treated mainly as a formal role. Experience from the international
examples suggests that change needs both strong senior leadership and leadership across
professions and local teams. The reform enactment should clearly identify who will lead
change within each member organisation.

e Trust and shared culture will develop automatically. Trust, role clarity and confidence
to work across boundaries are treated mainly as results of the new structure. In practice,
they need active support, facilitation, shared learning and protected time.

o Power differences will not affect consensus. TERVIK brings together organisations with
very different levels of authority and resources. The Health Insurance Fund and hospitals
may have more influence than small municipalities or primary-care providers. Safeguards
will need to be put in place to avoid superficial consensus that hides disagreement or
reinforces existing power differences.

¢ Performance-based funding will motivate cooperation. Its effect will depend on how it
is designed, including what is rewarded, how payments are shared and how unintended
effects are managed. International evidence also shows mixed results.

e The same structure will work in the same way everywhere. Regions differ in
geography, capacity, previous collaboration, trust and workforce capacity. The same
TERVIK model may create genuine cooperation in one region and mainly formal
compliance in another.

The proposed architecture is well-founded. It will be reinforced by a clear implementation and
behaviour-change strategy that explains how organisations and professionals will be supported
and expected to work differently.

3.4 The reform assessed against the IFIC Nine Pillars
of Integrated Care

We have used IFIC's Nine Pillars of Integrated Care to systematically respond to this question. The
Nine Pillars describe the enabling conditions that help health and care systems sustain and scale
integrated care. First published by IFIC in 2020, the framework was revised and validated in 2024-
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2025 through a review of 26 international frameworks, a three-round expert Delphi panel, and
plain-language testing with non-expert policymakers and care providers?.

For each pillar, the table below sets out what is strong, what is missing, and an overall assessment,
ending in a rating on a four-point scale: Strong, Emerging, Partial, or Weak. “Strong” indicates the
enabling condition is substantially in place; “Emerging” indicates a clear direction with
foundational elements present but not yet consolidated; “Partial” indicates significant elements
are in place alongside significant gaps; “Weak” indicates the enabling condition is largely absent.
These ratings reflect the reviewers' judgement against the IFIC Nine Pillars framework and
international comparators, not a scored or validated instrument.

Table 1: Summary table: Reform assessed against the IFIC Nine Pillars of Integrated Care

teamwork

and coordinates a support
team. Access to the plan
and handover
arrangements are clearly
described.

shared decisions, conflict
resolution, protected time or joint
training. This detail belongs in the
Explanatory Memorandum's
account of the health-guide role

Pillar What is strong What is missing Overall Rating
1. Shared The national purpose is The purpose reads as a technical | Thereis a common Emerging
purpose clear, and the regional goal rather than as a shared direction, but it is not
profile turns it into an vision that can capture the hearts | yet fully shared or
action plan. and minds of all stakeholders. jointly owned.
This assessment refers to the Members do not
purpose as stated in the have to follow the
Explanatory Memorandum. The profile.
Memorandum could strengthen
this by linking explicitly to existing
national strategies such as
Rahvastiku tervise
arengukava 2020-2030. The
purpose is mainly set by
authorities, not developed with
people, communities or frontline
staff.
2. Health in Strong use of population- | Little attention to housing, Strong on risk and Strong
context risk and service data. The income, employment or food service use, weaker
approach includes security. Equity analysis is not on wider social
function, coping and social | required. Risk markers based on factors and
problems, not only service use may miss people with | inequality.
diagnoses. poor access and who use services
less.
3. People as People give consent, set People and communities are not | Person-centred, but [Emerging
partners personal goals and can represented on councils or not yet based on real
access their wellbeing plan | TERVIK. They are not clearly partnership.
through the Health Portal. | involved in regional planning or
service design. There is also a risk
of placing too much responsibility
on individuals.
4. Integrated The health guide creates Little detail on team meetings, Good team design at  |Partial

case level, but the
workforce and
relationship side is
underdeveloped.

2|FIC's Nine Pillars of Integrated Care: Revision and Validation 2024-2025. International

Foundation for Integrated Care. 2026: https://integratedcarefoundation.org/ific-9-pillars-of-
integrated-care/9-pillars-design
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Pillar What is strong What is missing Overall Rating
and in subsequent operational
guidance for TERVIK.
5. Service This is the strongest pillar. | The health guide cannot Strong on the Strong
delivery Referral, assessment, authorise services. A good plan coordination process,
wellbeing planning and may still fail if providers lack less complete on the
handover are described in | capacity. There is also less detail services people are
detail. on service redesign and coordinated into.
improvement.
6. Governance | The council, TERVIK, The council has no budget and Governance is strong |Partial
and mandatory membership, cannot enforce action. There are on paper, but shared
accountability | reporting and fallback no clear consequences for non- accountability for
arrangements are clearly performance, no dispute process | delivery seems weak.
set out. and no independent oversight.
7. Digital The legal data model is Interoperability, usability, data Strong design, but Partial
technology detailed, including risk quality and task or alert tracking implementation
markers, notification are not yet confirmed. readiness remains
forms, wellbeing plans, Stakeholders have also raised uncertain.
access rules and the concerns about IT readiness.
Health Portal. These concerns are drawn from
the 41-organisation VTK
consultation feedback
summarised in the Explanatory
Memorandum.
8. Aligned The Health Insurance Existing separate payment New funding tools Partial
payment Fund will fund TERVIK and | systems remain. The are proposed, but
the coordination service, performance-payment model is the whole payment
and some funding may be | not yet clear, and stakeholders system is not yet
linked to results. believe funding may be too low. aligned.
9. Learning The reform includes Annual review may be too slow. More of a reporting  [Emerging

from results

targets, dashboards,
annual review and
reporting.

This is likely appropriate at the
national level, where an annual
review may suit strategic
oversight, but too slow at the
county/TERVIK level, where faster
local feedback loops are needed.
There is little detail on rapid
feedback, local testing or learning
across regions.

system than a
learning system.
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4 The evidence base and expected
outcomes

4.1 Is the evidence strong enough to support the
expected outcomes?

As an overall comment, the legislation should be supported by a clearly defined and adequately
resourced implementation programme. This programme layer should translate the legal and
structural provisions into a practical delivery model, link each intervention component to its
expected outcomes, set priorities, define the conditions needed for success, and establish how
progress will be measured over time.

At present, the proposed legislation identifies a wide range of possible outcomes, but it is not
always clear which outcomes are most important, how they relate to the main policy goals, or who
will be responsible for delivering and monitoring them. These questions do not necessarily need
to be resolved in the legislation itself, but they should be addressed through the implementation
programme and reflected clearly in the Explanatory Memorandum.

With this in mind, the evidence is strong enough to support the direction of the reform and the
expectation that better coordination may improve continuity, access, information sharing and
person/patient experience. However, it is not strong enough to support all expected outcomes
with the same level of confidence, especially claims about reduced service use, lower costs, and
reinvestable savings.

International evidence supports several parts of the model. Clear coordination roles, shared
information, planned handovers, follow-up and multidisciplinary working can improve care
processes and patient experience. The literature also supports the need for population targeting
strong implementation support, clear workflows and adaptation to local context. It should be
noted that much of the currently available evidence has been collected from small-scale local
initiatives rather than from national-level reforms.

However, these effects depend heavily on how the model is implemented. Structural integration
and formal coordination arrangements do not automatically lead to changes in professional
behaviour or to integrated care in practice.

The evidence may be strongest for the reform’s immediate and intermediate outcomes, such as:
e creating more systematic cooperation
e improving information flow
o identifying people with complex needs earlier
e improving handovers and continuity
e reducing some duplication
e improving patient and professional experience

However, even these outcomes are conditional. Reviews of care coordination show that results
vary depending on role clarity, staffing, authority, local context, information systems, and
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implementation fidelity. Programmes often underperform when the coordinator role is vag;ue,
added to existing workloads, or lacks the authority and infrastructure needed to coordinate.

The evidence is less conclusive for the reform’'s long-term system and financial outcomes.
International studies show mixed results:
e targeted interventions, especially around transitions or specific high-risk groups, have
reduced hospital use or costs
e improved satisfaction or coordination without reducing total service use or expenditure
e not be cost-effective for the full study population, although a narrower subgroup showed
more promising results
e potential savings but depended on a complex implementation model
e limited net savings overall

So, the evidence base is not strong enough to treat lower costs, fewer admissions or reinvestment
of savings as guaranteed results of the reform.

These outcomes may be better presented as outcomes to be tested, not as direct consequences
of introducing TERVIK, health guides or performance financing.

The Explanatory Memorandum would be more accurate if it grouped expected outcomes by level
of confidence:
e Well supported: stronger coordination structures, better information sharing, clearer
responsibility, improved continuity and patient experience.
e Plausible but implementation-dependent: earlier identification, reduced duplication,
better transitions and more proactive care.
¢ Uncertain and evaluation-dependent: reduced hospital use, lower total costs, greater
efficiency and cashable savings for reinvestment.

Overall, the evidence is sufficient to justify starting the reform and testing the model. It is not yet
sufficient to support confident claims about the scale, timing or financial impact of the expected
outcomes. The document should be clearer about which outcomes are supported by evidence,
which depend on implementation quality, and which remain hypotheses to be evaluated.

4.2 Are the international examples and studies the
right ones?

The international studies mentioned in the Explanatory Memorandum are relevant to the main
components of the reform. They cover care coordination, navigator and coordinator roles,
implementation barriers, workforce burden, cost-effectiveness and large-scale system
transformation. They are therefore suitable for informing the design of TERVIK, the health-guide
role, shared information systems and coordinated care pathways.

However, the Explanatory Memorandum uses international experience mainly to support the
proposed model. It highlights positive features such as regional structures, cooperation bodies,
population-based management and networked coordination, but gives less attention to cases
where similar reforms created additional bureaucracy, produced only formal cooperation,
increased staff workload, lacked sufficient authority or failed to reduce costs.
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The Explanatory Memorandum does not clearly state which countries were reviewed, how they
were selected, what outcomes were compared or how transferable their experience is to Estonia.
The examples are therefore relevant, but they are presented more as support for the chosen
design than as a balanced comparison of different models, successes and limitations.

Some areas may need more targeted evidence, particularly coordinator caseloads, detailed digital
design, wellbeing-plan data standards, health-literacy measures, and the practical design of
performance-based funding.

4.3 What important international learning should be
considered?

The main learning is that coordination must be designed as a practical workflow, not only as a new
role. The health guide needs a clearly defined role and tasks, limits, authority, handover rules,
escalation routes and follow-up expectations. Otherwise, the role may be interpreted differently
across regions and may not be able to close gaps in care.

The reform would also benefit from a national standard with local adaptation. In practice, this
means a national operating model for TERVIK and the coordination service, rather than a separate
standard for each wellbeing region. The national level should define the essential elements that
must be consistent everywhere, including eligibility rules, assessment, health-guide functions,
minimum team processes, handover standards and escalation procedures. Regions should then
be able to adapt staffing arrangements, team composition, local pathways and partnerships.

Staffing capacity should be treated as part of the intervention. Coordination creates additional
work before it may reduce duplication. The model needs realistic caseloads, adjustment for case
complexity, supervision, cover for absence and protected time for the professionals involved.

Health guides also need practical authority. They do not need the power to make clinical or social-
service decisions, but they should be able to convene teams, expect timely responses, request
reassessment, escalate delays and confirm that referrals and agreed actions have been
completed.

Evaluation should examine whether the model was implemented as intended and whether
everyday practice changed, not only whether final targets were achieved. Regional differences in
geography, workforce, service capacity, digital readiness, and prior experience with cooperation
should also be considered before rollout.

International experience shows that reforms can produce unintended effects. New coordination
roles may add workload, duplicate existing tasks, create new handovers, or shift responsibility
without enough authority. Performance incentives may encourage organisations to focus on
measured targets while neglecting other needs. Risk-based targeting may also miss people who
use services less often because they face barriers to accessing them. The reform should monitor
not only intended outcomes but also possible unintended consequences for variables such as staff
workload, equity, service access, professional roles, administrative burden, quality of care, and
cost shifting between organisations. These effects should be reviewed early and regularly so that
the model can be adjusted before problems become embedded.
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4.4 Are the proposed outcomes readlistic given the 7'
planned activities?

According to the provided documentation, 41 organisations gave feedback during consultation.
Most supported the goals but raised concerns about unrealistic timelines, underestimated
funding, unclear TERVIK roles, and weak IT readiness. The memorandum does not show if or how
these concerns have been resolved.

Based on the documentation, the immediate outputs seem realistic. The planned activities can
establish TERVIKs, councils, regional profiles, action plans, health-guide roles, notification forms,
wellbeing plans, risk markers and dashboards.

The intermediate outcomes are also plausible, but they will depend on successful implementation
and sustained national-level programme support. Implementing a complex reform at scale and
pace requires more than legislation and local structures. It also requires a clearly resourced
national function to provide guidance, standardise the core model, support local adaptation, build
implementation capacity, monitor progress, solve emerging problems and enable learning across
regions.

More systematic cooperation, earlier identification, better coordination and reduced duplication
will therefore depend on clear roles, adequate staffing, functioning information systems, practical
authority, changes in everyday professional practice, and strong national implementation support
over several years.

The longer-term outcomes are less certain. Reduced avoidable admissions, lower use of low-value
care, greater efficiency and reinvestable savings are possible, but they are not direct or guaranteed
results of creating the new structures. They should be treated as outcomes to be tested through
evaluation.
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5 The proposed target population
criteria

5.1 “High-risk, high-use patients” or “complex
cases”?

The reform points to two initial groups: a) people requiring rehabilitation, and b) people with
multiple chronic conditions and social problems. This is a good starting point. The more detailed
operational criteria also make sense. Advanced age, multiple chronic conditions, repeated
emergency admissions or emergency-department visits, polypharmacy, very high resource use,
high expenditure and signs of service fragmentation are all commonly used markers of risk and
complexity.

However, despite referring to complex cases, the documentation seems to focus on the “High-risk,
high-use patients” who consume the majority of healthcare resources. Risk markers based on
healthcare use are more likely to identify people who already use services frequently. They may
miss people with unmet needs, poor access or social vulnerability who use services less. These
may be precisely the people most in need of integrated support.

In fact, the definition of a “risk group” combines two different ideas: 1) limitations in daily
functioning and 2) a higher likelihood of using health services. These may overlap, but they are
not the same as complexity or clinical complexity. The definition also gives too little attention to
social factors such as limited family support, isolation, caring responsibilities or housing insecurity.

Thus, we would suggest greater clarity on exactly what the target of the reform is: people with
complex health and care needs or “high-needs, high-use patients"?

We welcome that the reform targets the person and their close relatives within a public health
approach. However, there is room to further extend the identification to the family's needs, not
just the person’s needs - to honour the point that the reform looks at the person and the
relatives/carers.

5.2 Lessons from international experience

International evidence suggests two main refinements rather than a different targeting model.

First, coordination works best when it addresses a clearly defined problem, such as discharge
transitions, repeated admissions, missed follow-up or high-risk multimorbidity, rather than a
broad category of “complex needs.” The two initial groups should be specified more precisely in
terms of the coordination failure the reform is trying to solve.

Second, several systems use clinical or utilisation markers only as an initial screen, followed by an

individual health, social and functional assessment before enrolment. This helps avoid overlooking
low-access groups and ensures that coordination is offered to those most likely to benefit.
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6 Conclusion

6.1 Strongest and weakest features of the reform

Across the IFIC Nine Pillars, the reform is strongest in areas that can be designed formally:
governance structures, case-level coordination design, information systems, population risk
management and early funding arrangements for TERVIK and the coordination service. This is
understandable because the Act is mainly intended to establish structures, duties and mandates
rather than to determine how people will behave in practice. On its own, this should not be seen
as a design weakness.

The reform is comparatively weaker in areas that depend on people changing how they work
together, e.g. co-production with people and communities, building shared purpose, shared
culture and behavioural change, and capacity building and training. It also gives limited attention
to relational and teamwork development, to shared accountability for implementation —
including what happens when an organisation fails to deliver — and to learning during rollout,
which currently relies mainly on annual review. Finally, the reform's focus on broader social
determinants and equity extends little beyond healthcare utilisation data.

In sum, the reform is strongest in areas and structures that can be formally designed and less
developed in areas that depend on how people work together in practice. Using established
integrated-care terminology®lt is strongest in structural and functional integration, partly
developed in process integration, and weaker in normative and interpersonal integration. In
simple terms, it is stronger on the formal systems and processes needed for integration than on
the culture, relationships and behaviours required to make those systems work.

6.2 Does the reform provide a sufficient foundation
for future scaling and development?

The reform provides a sufficient foundation for a phased approach to scaling. The Act establishes
the legal and structural platform needed for integration: wellbeing regions, cooperation councils,
mandatory TERVIK membership, the cross-sectoral coordination service, the health guide role, and
supporting data and reporting duties. These are also the areas in which the reform performs most
strongly against the IFIC Nine Pillars.

This is a significant achievement. Estonia is creating a formal basis for health and social care
organisations to plan and work together, rather than relying only on voluntary or project-based
cooperation.

3 Terminology: Structural integration refers to formal legal, organisational, financial and
governance arrangements. Functional integration refers to shared systems, policies, information,
planning and support functions. Process integration refers to how care is actually coordinated in
practice (e.g., through shared care plans, referrals, handovers and follow-up). Normative
integration refers to shared values, purpose and organisational culture. Interpersonal integration
refers to trust, teamwork, role clarity and collaboration between professionals, people and carers.
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A foundation is, however, only the starting point. The Act does what legislation can reasonably do:
it creates structures, roles and duties. The next task is to make these part of everyday practice.
That work belongs mainly to the implementation programme, supported by the Explanatory
Memorandum, operational guidance and sustained national leadership.

6.3 What the Act establishes, and what must follow

The Act should be understood as an enabler rather than a complete implementation blueprint. It
can require organisations to participate, but genuine collaboration will depend on how the reform
is implemented. It can create the health guide role, but caseloads, practical authority, supervision
and protected time will need to be defined through operational guidance.

There is one issue in the Act that should be considered. The cooperation council is expected to
agree on regional priorities, but it has no budget or direct power to require members to change
their own services or spending. If there is scope to clarify this before enactment, consideration
could be given to strengthening the link between agreed priorities and member responsibilities. If
not, the issue should be addressed through cooperation agreements, funding conditions and clear
accountability arrangements, and revisited at the first formal review of the Act.

6.4 Where the Explanatory Memorandum can add
the most value

The Memorandum is the best place to strengthen the reform before parliamentary engagement.
Three additions would make the greatest difference.

First, it should explain more clearly how the reform will be delivered: how the new structures and
roles are expected to lead to changes in practice and outcomes, which outcomes are prioritised,
and what conditions are required for success.

Second, financial expectations should be presented carefully. Reduced service use, lower costs
and reinvestable savings are possible, but they should be framed as outcomes to be tested rather
than guaranteed effects.

Third, the Memorandum should include a short implementation and workforce section covering
the practical conditions needed for delivery, including behaviour change, staffing and caseloads,
the authority of health guides, digital readiness and support for local implementation.

6.5 Responding to consultation feedback

The 41 organisations that responded to the consultation broadly supported the reform'’s goals but
raised concerns about timelines, funding, TERVIK's role, the duties of health guides and IT
readiness.

These concerns do not appear to reject the overall model. Rather, they ask for greater clarity about
how it will work in practice. Addressing them directly in the Memorandum would strengthen
confidence in the reform and show how consultation feedback has shaped implementation
planning.
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6.6 Looking ahead: the connecting piece

As the reform moves from legislation into delivery, early attention should be given to the function
that connects the Act's structures with the Memorandum’s ambitions: a dedicated implementation
function that maintains the sequence of work and provides a clear point of ownership.

At present, responsibilities are shared across the Ministry, the Health Insurance Fund, the Social
Insurance Board and NIHD. A full programmed structure does not need to be in place before the
Act is passed, and the immediate priority remains strengthening the Memorandum. However, it
would be valuable for the Ministry to determine how such a function will be established and when
it will become operational. This would provide clear ownership of delivery from the outset, rather
than allowing responsibilities to develop informally over time.

This function would provide the continuity and coordination needed to translate the reform'’s
design into effective implementation.

6.7 Proposed next steps

We suggest the following priorities for the coming weeks:

e Finalise the Act, while considering whether the cooperation council's authority and
accountability arrangements need further clarification now or should be reviewed later.

e Strengthen the Explanatory Memorandum by explaining more clearly how the reform will
be delivered, how the financial assumptions should be understood, and what workforce
and implementation support will be needed.

e Review the expected outcomes and financial claims, and present uncertain benefits as
assumptions to be tested rather than guaranteed results.

e Set out how the main concerns raised during consultation will be addressed.

e Decide which national body or function will take overall responsibility for implementation,
and when it will begin operating.
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7 AnneXx. The IFIC Nine Pillars of
Integrated Care

Pillar 1 - Shared purpose for integrated care.

Shared purpose for integrated care is collectively built and implemented by partners, including
community sector organisations, public health, primary care, social care, hospitals, long-term care
providers, local, regional and national decision-makers. This is done by aligning services and
people to provide people- and community-centred, coordinated, continuous, fair, and locally
responsive care. It leads to shared goals, greater ability to work collaboratively and is linked to
desired health outcomes for the local population.

Pillar 2 - Determinants of population health in context.

Integrating care across the continuum of prevention and early intervention, self-care, chronic care,
social care, acute care, long-term care, and end-of-life care requires a deep understanding of the
wider determinants influencing health, wellbeing, and access to quality care. These determinants
include: access to good quality housing, food security, a sense of belonging, and secure
employment. For integrated care to work, all actors in the care system are committed to
addressing these determinants to reduce inequalities in health, wellbeing, and care opportunities.

Pillar 3 - People and communities as partners in care.

People who need care, their family members and the communities they live in, are recognised by
care providers and system decision-makers as partners in integrated care. As partners, they have
an essential role in care integration, and with other team members, their distinct roles and
responsibilities are explicit and valued for collaborating to achieve a shared purpose. People as
partners are involved in agreeing a set of local priorities based on their shared purpose, goals and
desired health outcomes.

Pillar 4 - Integrated teamwork for person- and community-centred care.

Integrated care teamwork is the point at which most people experience integration, coordination
and continuity. It is about how people and professionals collaborate, formally and informally, to
plan and deliver care around what matters most to people. In this context, a "team" can mean
many things: a formal multi or interdisciplinary team, an alliance across different organisations
and sectors, or a care partnership between providers and the person receiving care. What matters
is that all the people involved in supporting someone's care, including health and care
professionals, community care, carers, and the person themselves, are connected, coordinated,
and working together. Professionals and non-professionals, paid and unpaid carers, from different
backgrounds and with different competencies, roles and responsibilities, work together in inter-
disciplinary and inter-organisational teams that include people who need care. New inter-
disciplinary ways of working are developed, and new inter-disciplinary knowledge is created to
promote integrated care. The relationship between care providers and people and communities
shifts to a more equal basis.

Pillar 5 - Service delivery for coordinated and integrated care.

Coordination and continuity of care are central features of integrated care services. With these
central features in mind, integrated care service delivery is co-created with individuals, families,
communities, public health, primary care, secondary care (hospitals), social care, care homes, care
at home and others including private providers. It is focused on the health outcomes desired by
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the population and builds on the assets they already have, is informed by evidence, and covers
the care journey from prevention through to end-of-life care. The cycle of delivery encompasses
integrated care service design, testing, implementation and expansion, monitoring and evaluation
and continuous improvement. Approaches such as case management, care coordination and
integrated care pathways are three examples of approaches that care providers use when
developing integrated care. Service delivery is dynamic and responsive to the changing
coordination needs of people.

Pillar 6 - Shared accountability, governance and leadership.

This Pillar is about how decisions are made, who is involved, and how people work together to
achieve shared goals. Governance refers to how decisions are structured: who has a voice, how
priorities are set, and how progress is tracked. The design of governance for integrated care is
guided by shared decision-making. Leadership for integrated care creates a shared direction and
motivates people across teams, organisations, and communities to work together. These two
elements create accountability for delivering integrated care. They ensure that action happens
with — or even by — people and communities, not just for them.

Pillar 7 - Digital technology and information-enabled integrated care.

Integrated care depends on the ability to access, share, and act on the right information at the
right time. Digital tools are one mechanism that supports this, but integrated care is also
strengthened through low-tech or no-tech approaches to effective information sharing. People
have better access to their own health information, which improves communication with their
teams, supports self-management, and enables more coordinated and continuous care.
Something as simple as having a written care summary, care plan or a reference contact person
makes a difference. At the population level, shared data helps to understand the distribution of
health outcomes and the broader social determinants of health. This data helps services plan and
respond to local needs more effectively. Making information systems equitable and effective also
means investing in stewardship, trust, fair access, and the skills to use information confidently.
That includes supporting digital and data literacy for all users, including people, communities and
care providers.

Pillar 8 - Aligned payment and funding.

Financial structures, payment and funding mechanisms are designed to incentivise integration,
collaboration, and the delivery of shared health outcomes at scale, and to ensure fair and
equitable resource allocation and value-based care. Financial structures, payment and funding
systems that encourage fragmentation are removed, phased out or mitigated. Aligned payments
and funding mechanisms incentivise collaboration among all care providers and encourage cross-
sector teamwork to support care coordination, reduce fragmentation, and improve the quality of
care.

Pillar 9 - Learning from results and impact.

The integrated care system is a learning system, co-created with people and communities. This
learning system is based on people's lived experience and what matters to them, that continuously
adapts and improves based on evidence that includes real-time data and feedback embedded into
everyday practice. Care is delivered; data is collected, analysed, and transformed into actionable
insights that drive continuous improvement in real-time. It uses qualitative and quantitative
evidence from all relevant partners and initiatives to ensure that measures of results and impact
are comprehensive and understandable. Feedback processes ensure partners can continue
evolving and improving together.
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