Appendix 3. Full DMIC elements 2024

	Cluster 1: Needs of the client and his network

	This cluster is about developing integrated care and information flows tailored to specific (sub)groups of clients and their social network, such as family, relatives and friends. Elements focus on integrated patient and care process supporting information such as front offices, selfmanagement support or information systems, and delivering care adjusted to individual needs and contexts (e.g. multi-morbidity).

	1
	Developing one front office: single entry point for care and support needs

	2
	Offering shared information on care activities from each partner organisation in the network

	3
	Care professionals verify if the provided information is understood well by the clients and if it fits their needs

	4
	Using self-management support methods as a part of integrated care

	5
	Implementing digital systems to exchange (client)information between partners

	6
	Developing specific care programmes for relevant client subgroups

	7
	Being flexible in terms of adjusting the integrated care process towards individual needs 

	8
	Assuring specific attention towards complex cases in which multiple/comorbidities are present

	9
	Using a protocol for the systematic follow-up of clients

	10
	A (pro)active, co-producing and more equal role of the client in care

	11
	Client and professional make decision together (shared decision making) about care and support services

	12
	Mapping the social network (family, relatives, friends) of the client

	13
	Involving the social network (family, relatives, friends) in the care of the client

	14
	Involving volunteers, peers and/or other informal carers in the care of the client

	15
	Pro-actively developing preventative care for clients, for example aimed at a healthy lifestyle

	16
	Ensuring that care and support align with the personal values and needs of clients

	Cluster 2: Care delivery, coordination and digital system 

	Chain/network and client logistics, coordination mechanisms and procedures for streamlining the care process for the whole care network is the main focus of this cluster. To this end, supportive eHealth is used. The reaching of all agreements (e.g. logistics, sharing expertise), procedures (e.g. digital information exchange) or tools (e.g. care plans) that are necessary from the client’s initial entry into a care network until the final contact are reflected in this cluster.

	17
	Reaching agreements on integrated care network logistics and coordination (e.g. time it takes to refer and transfer to another organisation)

	18
	Developing criteria for the client flow in the integrated care network

	19
	Reaching agreements on referrals and the transfer of clients through the integrated care network

	20
	Reaching agreements on linking clients to resources or community care partners outside the integrated care network

	21
	Reaching agreements among care partners on scheduling client examinations and treatment

	22
	To determine if the integrated care network works with criteria to assess clients' urgencies, and if so, how they are defined

	23
	Reaching agreements among care partners on discharge planning

	24
	Reaching agreements among care partners on managing client preferences

	25
	Reaching agreements among care partners on providing care to waiting-list clients

	26
	Reaching agreements on procedures for information exchange between integrated care networks (what, who, how)

	27
	Reaching agreements on procedures for the exchange of client information

	28
	Using uniform client-identification numbers within the integrated care network

	29
	Developing connections between the databases of partners in the integrated care network

	30
	Using a single client-record accessible to all care partners

	31
	Using shared client treatment and care plans within the integrated care network

	32
	Reaching agreements among care partners on the exchange and employment of expert knowledge

	33
	Deploying specialized professionals within the integrated care chain

	34
	Offering case management to clients with complex needs

	35
	Offering self-care information at one central point

	36
	Using supportive eHealth

	37
	Integrating (online) web services with clinical information systems for the client

	Cluster 3: Performance management 

	Measurement and analyses of the results and value of the care delivered in the care chain and/or network is the central theme of this cluster. Elements address performance targets at all levels, monitored by the standardized use of indicators, also qualitatively. Indicators address client and informal caregiver outcomes and judgments, organizational outcomes and financial performance data. (Near) mistake analysis, feedback mechanisms and improvement teams are used to improve and manage the level of performance.

	38
	Establishing performance indicators to evaluate the results of the integrated care network

	39
	Establishing quality targets for the performance of the entire  integrated care network

	40
	Establishing quality targets for the performance of the individual care partners

	41
	Collecting data on client logistics in the integrated care network

	42
	Collecting client-related performance data 

	43
	Collecting client feedback on valuation of the entire integrated care network

	44
	Collecting financial performance data of the integrated care network

	45
	Creating transparency in the effects of the collaboration on each partner organisation's production 

	46
	Reaching agreements about the uniform use of performance indicators in the integrated care network

	47
	Using a systematic procedure for the evaluation of agreements, approaches and results

	48
	Monitoring and analysing mistakes/near mistakes in the integrated care network

	49
	Monitoring results and successes during the development of the integrated care network

	50
	Establishing teams that include a wide range of professionals aimed at improving the integrated care network

	51
	Providing feedback to care partners on client transfer processes

	52
	Professionals provide feedback and/or reminders to each other concerning care delivery

	53
	To verify whether the delivered care services correspond with evidence-based and/or practice-based guidelines

	54
	Collecting data on outcomes of relatives and informal caregivers

	55
	Collecting data on the feedback and experiences of relatives and informal caregivers

	Cluster 4: Proactive en preventative care 

	This cluster contains elements that focus on the design of a multidisciplinary care pathway that includes preventing a need for care, throughout the care chain and/or network, based on evidence-based guidelines and professional standards and on clients’ needs and preferences. A needs assessment of the specific client group is required for this purpose, combined with the involvement of client representatives in designing, improving and monitoring the integrated care. Attention is paid to cultural identity and diversity.

	56
	Systematically assessing the needs of the clients in the integrated care network

	57
	Developing a multidisciplinary care pathway within the integrated care network

	58
	Using evidence-based and/or practice-based guidelines and standards

	59
	Involving client representatives in monitoring the performance of the integrated care network

	60
	Involving client representatives in improvement projects in the integrated care network

	61
	Pro-actively screening the target group/population, preventing or delaying the need for care

	62
	To fit care activities into the daily lives of clients 

	63
	Paying attention to cultural identities and diversity of clients

	
Cluster 5: Focused learning and reflection

	A learning climate of striving towards continuously improved results in the care chain and/or network is this clusters central theme. The elements address essential ingredients for learning, reflection and improvement: defining goals for collaboration, identifying bottlenecks and gaps in care, and ways of learning and exchanging knowledge in an open atmosphere. There is attention for moral and ethical aspects. Incentives are used to reward improved performance.

	64
	Integrated care network partners describe the overarching product/service that they would like to deliver and its characteristics

	65
	Making the benefits of the collaboration transparent for each integrated care network partner

	66
	Linking consequences to the (non)achievement of agreed-upon goals

	67
	Establishing incentives to reward the achievement of quality targets

	68
	Determining which information is necessary to coordinate the integrated care network and to collect this information

	69
	Sharing knowledge among care partners about effectively starting, developing and securing sustainable integrated care

	70
	Collaboratively assessing barriers and gaps in the integrated care network

	71
	To collaboratively gain knowledge in the integrated care network in order to innovate integrated care

	72
	Striving towards an open culture for discussing possible improvements of care partners

	73
	Stimulating a learning culture and continuous improvement in the integrated care network

	74
	Actively bringing together professionals from different organisations to learn, to exchange and to discuss about care services

	75
	Introducing collaborative education programmes and learning environments for the care professionals

	76
	Reflecting on the moral and ethical aspects of cases to learn from this

	Cluster 6: Interprofessional teamwork

	This cluster represents interprofessional teamwork for a well-described client group in a certain area (f.i a region). The defined client group is the target to be reached by collaborating professionals, working in well-organized multidisciplinary teams in the care chain and/or network broader than care alone.

	77
	Defining the targeted client group of the integrated care network

	78
	Working in multidisciplinary teams consisting of professionals and informal care givers

	79
	Reaching agreements on the availability and accessibility of professionals and informal care givers in the integrated care network

	80
	Investing in psychosocial factors of collaboration, such as a good working atmosphere, communication, and appreciation of each other's expertise within the multidisciplinary team

	Cluster 7: Roles, tasks and coordination

	The need for clarity about each other’s expertise, roles and tasks in the care chain and/or network is reflected in this cluster. Effective collaboration at all levels, with new partners and by allocating coordinating roles are the main components.

	81
	Directing the integrated care network by appointing a limited number of people with coordinating tasks

	82
	Appointing a coordinator working at the integrated care network level

	83
	Reaching agreements among care partners on tasks, responsibilities and authorizations

	84
	Establishing the roles and tasks of multidisciplinary team members, for both professionals and information care givers

	85
	Ensuring that professionals in the integrated care network are informed of one another’s expertise and tasks

	86
	Achieving alignment within the integrated care network through meetings between different care professionals and informal care givers

	87
	Realising frequent personal contact between different care professionals and informal care givers that are part of the integrated care network

	88
	Reaching agreements on introducing and integrating new partners in the integrated care network

	Cluster 8: Commitment to collaboration

	This cluster’s focus is on collaborative commitment and ambition in the care chain and/or network. Commitment towards clearly defined goals and a collaborative ambition, apart from awareness of dependencies and domains. The commitment of leaders to the care chain and/or network, and the awareness of working in a care chain and/or network and what values play a role are also components.

	89
	Defining the ambitions and aims of the collaboration in the integrated care network

	90
	Establishing collaboration agreements among the care partners

	91
	Pointing out which care partners are dependent on each other and in which way

	92
	Guiding the integrated care network by emphasizing a collaborative commitment

	93
	Assuring commitment of the leaders in each partner organisation in the integrated care network

	94
	Stimulating the awareness among professionals of being part of an integrated care network

	95
	Structural meetings of the leaders with decision-making power in the integrated care network

	96
	Structural meetings with external parties, such as insurers, local governments and inspectorates

	97
	Describing the tasks and authorities of leaders, coordinators and advisory boards in the integrated care network

	98
	Actively sitmulating trust among care partners 

	99
	Reaching agreements among care partners to work beyond the boundaries of care domains

	100
	Creating awareness of the role of values and ethics in collaboration

	Cluster 9: Transparent entrepreneurship and governance

	This cluster concentrates on space for innovation (experiments), leadership responsibilities for performance achievement and joint financial agreements covering the integrated care. Preconditions for entrepreneurship, including financial preconditions, the use of a common understandable language and coordination between integrated care networks are represented in the collection of elements.

	101
	Agreeing upon a collaborative responsibility to reach the end goals

	102
	Allocating financial budgets for the implementation and maintenance of integrated care

	103
	Allocating financial budgets for integrated care

	104
	Creating an open and safe environment that encourages innovations within the integrated care network

	105
	Involving leaders in improvement efforts in the integrated care network

	106
	Using a uniform language in the integrated care network

	107
	Connecting with (local) policymakers to let practical experiences inform policy (feedback loop)

	108
	Coordinating with other integrated care networks on who does what in which area



