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BACKGROUND: Care coordination is crucial to avoid po-
tential risks of care fragmentation in people with complex
care needs. While there are many empirical and concep-
tual approaches tomeasuring and improving care coordi-
nation, use of theory is limited by its complexity and the
wide variability of available frameworks. We systematical-
ly identified and categorized existing care coordination
theoretical frameworks in new ways to make the theory-
to-practice link more accessible.
METHODS: To identify relevant frameworks, we searched
MEDLINE®, Cochrane, CINAHL, PsycINFO, and SocIN-
DEX from 2010 to May 2018, and various other nonbib-
liographic sources.We summarized framework character-
istics and organized them using categories from the Sus-
tainable intEgrated chronic care modeLs for multi-mor-
bidity: delivery, FInancing, and performancE (SELFIE)
framework. Based on expert input, we then categorized
available frameworks on consideration of whether they
addressed contextual factors, what locus they addressed,
and their design elements. We used predefined criteria for
study selection and data abstraction.
RESULTS: Among 4389 citations, we identified 37 widely
diverse frameworks, including 16 recent frameworks un-
identified by previous reviews. Few led to development of
measures (39%) or initiatives (6%).We identified 5 that are
most relevant to primary care. The 2018 framework by
Weaver et al., describing relationships between a wide
range of primary care-specific domains, may be the most
useful to those investigating the effectiveness of primary
care coordination approaches. We also identified 3 frame-
works focused on locus and design features of implemen-
tation that could prove especially useful to those respon-
sible for implementing care coordination.
DISCUSSION: This review identified the most compre-
hensive frameworks and their main emphases for several
general practice-relevant applications. Greater applica-
tion of these frameworks in the design and evaluation of
coordination approaches may increase their consistent

implementation and measurement. Future research
should emphasize implementation-focused frameworks
that better identify factors and mechanisms through
which an initiative achieves impact.
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BACKGROUND

Clinical care of complex patients often requires input from mul-
tiple providers from a variety of clinical disciplines and social
services.1, 2 Lack of deliberate organization, cooperation, and
information-sharing among patients and providers can lead to
fragmented care, which can jeopardize the effectiveness, safety,
and efficiency of health care delivery.2, 3 Improving care coordi-
nation for clinically complex patients could potentially improve
their health care quality. Awide range of complex multicompo-
nent care coordination initiatives have been developed, which
often feature forms of case management and enhanced multidis-
ciplinary team work.4 However, the results of their effect on
clinically relevant patient outcomes have been mixed.4 Some
experts have suggested that the suboptimal outcomes of some
care coordination initiatives may be because they were not de-
velopedwith grounding in theoretical frameworks that outline the
broad range of factors that may influence care coordination, their
mechanisms, and how to know if care coordination is working.
Many theoretical frameworks exist to provide guidance in

improving, implementing, and evaluating care coordination.
However, framework use is currently limited by complexity
and wide variability in their focus.5 Theoretical frameworks
provide valuable resources necessary to better understand
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effective care coordination pathways.6 Theoretical coordina-
tion initiatives risk potential wasted resources and insufficient
care coordination process changes.3

Previous reviews of care coordination theoretical frameworks
have detailed key coordination concepts and elements.5 How-
ever, they provide insufficient information to enable users to
understand their focus and to identify which frameworks are
most relevant in different settings. As a result, potential users are
faced with a dizzying array of options without clear guidance on
how to advance their aims. To select the most relevant frame-
works, helpful information may include knowing whether a
framework addresses contextual factors (i.e., external, immuta-
ble), an initiative’s locus (e.g., setting, level, purpose), or ele-
ments of its design (e.g., personal, relationship-oriented, techni-
cal means of coordination). Contextual factors may impact the
adoption, implementation, and effectiveness of an initiative, and
as such deserve consideration by program developers, imple-
menters, or managers when designing, leading, or evaluating an
initiative. Questions about locus, including an initiative’s
intended purpose, setting, and scope, may arise when choosing
among opportunities to enhance coordination or ensuring an
initiative is sufficiently comprehensive. Key for implementation
and scale is an understanding of an initiative’s design through
the strategies employed and mechanisms of action, as well as
relationships to health outcomes. Prior reviews have compared
coordination frameworks, but have not been designed explicitly
to achieve these utilitarian objectives. We extend previous
reviews by systematically reviewing the literature to identify
new care coordination theoretical frameworks published since
2010, to categorize their key components, approaches, and
impact (i.e., led to development of measures or initiatives), and
to compare frameworks in new ways.

METHODS

Overview of Review Process

We conducted this review in two steps: (1) we performed a
rapid evidence review to provide an initial overview of frame-
works’ key components and (2) we incorporated input from
subject matter experts (including researchers who have devel-
oped frameworks and surveys for care coordination and inte-
gration and researchers and clinicians who have used them in
designing, implementing, synthesizing, and evaluating care
coordination initiatives) through telephone discussions to
complete a more detailed analysis of frameworks’ key com-
ponents and purposes. We report the methodological steps
taken in the rapid evidence review step according to Preferred
Reporting Items for Systematic Reviews and Meta-Analyses
for Scoping Reviews (PRISMA-ScR) guidelines.7

We conducted the initial rapid review8 in response to an
urgent request by a USDepartment of Veterans Affairs’Health
Services Research & Development (HSR&D) Care Coordina-
tion State-Of-The-Art (SOTA) planning committee for use in
informing a national conference (March 2018). Although

guided by current standard Agency for Healthcare Research
& Quality (AHRQ) systematic review methods,9 in order to
meet a condensed timeframe of 3 months, we streamlined our
process in two ways—both consistent with current rapid re-
view standards10: (1) we limited our search to articles pub-
lished subsequent to 2010, which was the end date covered by
the most recent systematic review5; and (2) to minimize bias
and error in all stages of the review, we used second-reviewer
checking (i.e., Bsequential review^) instead of independent
dual review processes. For the second step, between May
and August of 2018, we facilitated biweekly semi-structured
telephone discussions among a smaller group of subject matter
experts (MC, SSG, DH, KM, SS, EY) to increase the useful-
ness of our review in identifying which coordination frame-
works are most relevant to clinical care. We shared written call
summaries with the group to ensure consensus on our ap-
proach to distinguishing among framework components.

Search and Framework Selection

To identify frameworks, we searched MEDLINE®, Cochrane,
CINAHL, PsycINFO, and SocINDEX from 2010 to May 2018,
using terms for care coordination (e.g., coordinated care, inte-
grated care, theory, framework, model, concept). Databases and
search terms were selected based on use in previous reviews of
this topic11, 12 (see our report8 for full search strategy). To
identify additional frameworks, we also searched numerous
other sources, including hand-searching reference lists and rele-
vant journals, and queried experts selected to participate in the
VA State-Of-The-Art Conference on Care Coordination. We
used prespecified eligibility criteria developed in consultation
with experts for study selection and data abstraction. We includ-
ed frameworks referring explicitly to care coordination or related
terms such as integration, which were developed with a purpose
related to guiding or evaluating care coordination research or
practice in adults. We limited the search to English-language
articles involving human subjects.

Framework Assessment

For our initial categorization, we extracted data on several key
characteristics and impacts,8 including their theoretical under-
pinnings (e.g., none specified, organizational design theory),
how care coordination was defined, objective, key components,
setting, target population, and impact in terms of bibliometrics
(i.e., numbers of forward citations), and whether the framework
had led to development of initiatives or measurement tools.
In the second phase, we further assessed the extent to which

a framework addressed each of the widely applied six World
Health Organization (WHO) health system components (i.e.,
service delivery, leadership and governance, workforce, fi-
nancing, technologies and medical products, information and
research), micro (care team), meso (organizational infrastruc-
ture and resources), and macro levels (regulatory, market, and
policy environment), and whether individuals and their envi-
ronments were at the center.
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Finally, to distill the frameworks to facilitate use in policy
and practice, we summarized all the characteristics under three
domains focused on a framework’s purpose as recommended
by experts (see Table 1). These three expert-created purpose
domains include contextual factors, an initiative’s locus, and
its design elements. Second-reviewer checking was used for
full-text review and data abstraction (Fig. 1). A third reviewer
resolved disagreements.8 As no standardized tool exists for
assessing the validity of theoretical frameworks, we did not
assess the risk of bias of individual studies or across studies.
Our synthesis included quantitative analysis of the frequen-

cies of key characteristics, as well as qualitative synthesis of
similarities and differences among frameworks. We organized

our discussion of frameworks based on their focus, including
which frameworks addressed primary care, teams, measure-
ment, implementation, and quality improvement/manage-
ment. Within these categories, we generally highlighted the
most comprehensive frameworks based on the number of
components and the number of expert-created purpose
domains they addressed. Although the goal of our original
project was to broadly distinguish care coordination frame-
works, regardless of the setting (e.g., primary care, intensive
care), for this article, we additionally highlight the frameworks
most relevant to primary care. Our original report provides
additional details on all the theoretical frameworks that were
reviewed.8

RESULTS

Overview of Characteristics and Components

Among 7267 citations, we identified 37 original frameworks,
including 16 recent frameworks unidentified by previous
reviews. Frameworks reflected a wide range of conceptual
and structural diversity (Table 3). Among the 33 frameworks
for which we had full texts, 54.5% were developed in the
USA, 63.6% addressed overall health versus a specific disease
(e.g., communicable disease) or setting (e.g., hospice, pallia-
tive care, intensive care), and 33.3% were considered patient-
centered (i.e., explicitly naming patients/individuals as a key
component that was placed at the center of the framework).
Only one-third of frameworks explicitly identified a formal
definition for care coordination or integration, with the McDo-
nald et al. AHRQ definition as the most frequently cited.11

General theoretical bases for care coordination-specific frame-
works were highly variable, with organizational design theo-
ry,58 which describes organization structure, as the most com-
monly cited (24.2%). The process used to select components
for frameworks ranged from being unclear in the majority of
frameworks to being based on formal literature review plus
key informant discussions in a quarter of the cases. Frame-
works most commonly emphasized means of coordination
(e.g., personal and relationship-oriented mechanisms) (38%,
Table 2) and most commonly (97%) included service delivery
concepts, such as organizational and structural integration,
person-centering (Table 3).

Comprehensiveness of Frameworks

The SELFIE framework was the most comprehensive in terms
of the number of care coordination concepts it included (N =
56; e.g., named coordinator, remote monitoring, shared infor-
mation systems).1 Most frameworks contained 50% or fewer
of the SELFIE components. By structuring a wide range of
care coordination concepts from micro to macro levels, the
SELFIE framework offers a nomenclature that can be used as
a starting point to describe and compare initiatives.

Table 1 Definitions of Expert-Developed Domains

Domain Definition Relevance

Context
Context Myriad of

environmental
conditions that may
promote or detract from
clinicians’ ability to
coordinate care. Also
called Bouter context^
in implementation
studies. Changing these
factors is typically out
of the control of those
trying to coordinate care

Can impact adoption,
implementation, and
effectiveness of an
initiative and are most
relevant to designing or
evaluating an initiative

Locus
Setting Distinctions among

where the coordination
is taking place (e.g.,
primary care-specialist,
primary care-hospital,
primary care-family).
Can be between or
within and/or physical or
organizational aspects

Related questions may
arise when choosing
among opportunities to
enhance coordination or
ensuring an initiative is
sufficiently
comprehensive

Level Distinction among the
level in the system at
which the coordination
is taking place: micro,
meso, macro; clinic,
physician organization,
health system;
interpersonal, group,
organization

Purpose Coordinating with what
intent: addresses why
it’s a goal; Highlights
different goals;
Addresses need for
problem statement;
Makes distinctions
between potential
purposes

Design
Mechanisms Emphasis on means of

coordination (e.g.,
personal and
relationship-oriented
mechanisms versus
technical/feedback-
oriented mechanisms).

Reflecting on an
initiative’s design can be
key for implementation
and scale to understand
the strategies employed
and the mechanisms
through which it
achieves its results.Types of

initiatives/
situations

Emphasis on aspects of
coordination (e.g.,
structural, functional,
normative,
interpersonal, and
clinical).
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The 2018 framework by Singer et al.36 uses the related term
Bintegration^ and most comprehensively addressed relation-
ships among five types of integration: structural, functional,
normative, interpersonal, and process integration. The three
hypothetical relationships it proposes include the following:
(1) contextual factors are precursors to organizational and
social integration; (2) more versus less structural integration
is associated with more functional integration and that these in
turn are associated with more normative, interpersonal, and
process integration; and (3) these five types of integration will
impact outcomes. This framework can be used to distinguish
the main emphasis of an initiative or identify which types of
integration are most relevant in different circumstances.

Primary Care-Focus of Frameworks

Most relevant to US primary care were three frameworks3, 16, 41

derived from primary care settings. The framework by Weaver
and colleagues3 is the most comprehensive, addressing context,
locus, and design domains, as well as service delivery, leader-
ship and governance, and workforce domains (see full report).
Its main purpose was to examine the factors leading to im-
proved patient outcomes by distinguishing relationships among
coordination mechanisms, processes, integrating conditions,
and outcomes across multi-team systems. The 2012 primary
care-focused framework by Kates et al.26 from Canada has a
similar objective of describing key elements of high-performing
primary care and supports required to attain it.26 Benzer et al.’s
2015 framework provides insights into how to facilitate the
integration of mental health and primary care.16

Coordination of Care with External Partners as
Focus of Frameworks

Most relevant to health care organizations coordinating
care with external partners are five frameworks (15%)1,
3, 22, 23, 39 that explicitly emphasized distinctions among
coordination levels. The SELFIE framework provides a
comprehensive framework of components across micro,
meso, and macro levels.1 By contrast, Gittell’s Relation-
al Coordination Framework,22 Gittell’s Multi-level
Framework,23 and the framework by Weaver et al.3 pro-
vide details on mechanisms linking intra- and inter-
organization coordination. The Rainbow Model of Inte-
grated Care (RMIC) provides an overview of both the
six WHO types of integration and how they interact
with different levels of care (micro, meso, macro).39

Team-Focus of Frameworks, Without Regard to
Setting

Three care coordination frameworks were team-focused.24,
27, 33 The frameworks were from Australia,24 Canada,27

and the UK.33 Among these, the most comprehensive was
the Integrated Team Effectiveness Model (ITEM), which
addressed context, locus (setting and purpose), and design
(mechanisms) domains and included service delivery,
leadership and governance, workforce, and technologies
and medical products primarily at the meso level. The
team performance framework from Reader et al. was
unique in that it focused on the intensive care unit.33

Figure 1 Literature flow chart
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Table 2 Frameworks Mapped to Domains of Context, Locus, and Design

Author, year
Framework name

Context Locus Design

Context Setting Level Purpose Mechanisms Types of initiatives/
situations

Andersen, 199513

Anderson Behavior Framework
X x x

Bainbridge, 201014

NS
x x x

Bautista, 201615

NS
X x

Benzer, 201516

NS
X X X

Billings, 201417

INTERLINKS
x x

Bradbury, 201418

Aqua’s Integrated Care Framework
x x X

Calciolari, 201619

NS
X x

Donabedian, 196620

Donabedian’s Quality Framework
X x x

Evans, 201621

CCIC Framework
x X x

Gittell, 200222

Relational Coordination Framework
X X x

Gittell, 200423

Multi-level Framework
X X x x x

Hepworth, 201024

Team Focused and Clinical Content Framework
x x x

Hodgson, 201725

Conceptual Model for Coordination and Medical Mistakes
x

Kates, 201226

Quality Improvement and Innovation Partnership
Improvement Framework

x x x X

Leijten, 20181

SELFIE Framework
X X X

Lemieux-Charles, 200627

Integrated Team Effectiveness Model
x X x x

Malhotra, 200728

Cognitive Workflow Model
x X

McDonald, 201411

Care Coordination Measurement Framework
x X x X

Minkman, 201229

DMIC
x X

Oliver, 201030

Integrative Model
x X x

Palmer, 201831

Multimorbidity Care Model
X

Radwin, 201632

NS
X

Reader, 200933

Framework of Team Performance
x x x X

Shigayeva, 201034

NS
x X x x x

Singer, 201135

Integrated Patient Care Model
X x x x

Singer, 201836

Conceptual Model of Integration Types
x X x X x X

Siouta, 201637

NS
X x x

Strandberg-Larsen, 200938

NS
x x x

Valentijn, 201339

RMIC
X X

Van Houdt, 20135

NS
x x x

Weaver, 20183

NS
x X x X

Young, 199740

NS
X X X

Zlateva, 201541

PCMH CC
X x

Unable to locate the full text for the following articles: Alter 199342; Klein 200143; Nadler 198844; Watzlawick 200045

X = major focus; x = minor focus
NS none specified; CCIC Context for Capabilities for Integrating Care; SELFIE Sustainable Integrated Chronic Care Models for Multi-morbidity;
Delivery, Financing, and Performance; DMIC Development Model for Integrated Care; RMIC Rainbow Model of Integrated Care; PCMH CC Patient
Centered Medical Home Care Coordination Conceptual Model
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Measurement-Focus of Frameworks

Four frameworks were self-described as measurement-fo-
cused.34–36, 41 Three are from the USA35, 36, 41 and one is
from the UK.34 Among these, the 2018 framework by Singer
et al.36 is the most recent and most comprehensive, encom-
passing all expert-defined domains and subdomains of con-
text, locus, and design and 12 SELFIE components in service
delivery, leadership and governance, workforce, financing,
and information and research.36 The Singer 2018 framework
provides clear definitions of five different types of integration
(i.e., structural, functional, normative, interpersonal, and pro-
cess), describe how they interrelate, and propose how to
measure them. Among other measurement-focused frame-
works, Shigayeva et al.’s was the second most comprehensive,
describing examples of four general levels of increasing inte-
gration based on TB and HIV/AIDS program integration.34

Other measurement-focused frameworks include Singer et al.,
which describes ideal targets for each of five coordination
dimensions and two of patient-centeredness.35 Zlateva et al.
suggest short-term and long-term outcomes specific to five
care coordination domains essential to the Patient Centered
Medical Home (PCMH).41

Measurement Tools or Initiatives Deriving from
Frameworks

Minkman’s Development Model for Integrated Care (DMIC) is
the only framework we identified that has both led to the devel-
opment of a partially validated survey (face and construct valid-
ity) and formation of multidisciplinary teams incorporating the

DMIC into stroke, acute myocardial infarction (AMI), or demen-
tia care.29 Otherwise, we identified measures or tools stemming
from 39% of the included frameworks.19, 36, 46–56 Most were
surveys of health care providers, and most had some to extensive
levels of validation. Other frameworks that showed potential for
measure development or field use include several with qualitative
assessments of a framework concept21, 23, 24, 29 and that hinted at
future measures.1, 3, 31, 32, 36 Oliver’s Integrative Model is the
only other framework that we identified that has explicitly led to
development of an initiative, which involved incorporating tele-
medicine for hospice patients and caregivers.30

Several previous reviews have provided frameworks for sum-
marizing care coordination measures.8, 15, 30 These reviews iden-
tified improvement in measurement quality as a future research
need.11, 15, 38 The McDonald 2014 AHRQ Measures Atlas in-
creased access to existing care coordination measures aligned with
theoretical frameworks and noted that professional and system
perspectives are missing in existing measures.11

Implementation-Focus of Frameworks

Only three frameworks described implementation strategies
for settings in Australia,24 Canada,26 and the UK.18 Of these,
the Kates et al. and Bradbury frameworks are the most com-
prehensive.18, 26 Kates et al. are unique in proposing an
implementation strategy that includes incorporation of a qual-
ity improvement Bcoach,^ an effective spread strategy, and
description of system-level enablers. Bradbury is unique in
describing their actual experiences translating theory into
practice.18

Table 3 Characteristics of Included Care Coordination Models and Frameworks

Characteristic Number of frameworks (%)*

Developed in the USA 18 (54.5)3, 11, 13, 16, 20, 22, 23, 25, 28, 30, 32, 35, 36, 40–44

Based on VA data or done by VA researchers 3 (9.1)3, 16, 40

Person-centered frameworks (explicitly have BPerson^
or BIndividual^ at the center of the framework)

11 (33.3)1, 14, 17, 21, 25, 26, 30, 32, 35, 39, 40

Narrow focus (specific disease or setting, etc.) 12 (36.4)14, 16, 17, 25, 28, 30, 32–34, 37, 39, 41

Frameworks that have led to measures 13 (39.4)19, 36, 46–56

Frameworks with validated measures 11 (33.3)11, 14, 19, 22, 25, 27, 30, 35, 39–41

Frameworks that have led to initiatives† 2 (6.1)29, 30

Frameworks focused on organizing and/or evaluating measure 3 (9.1)11, 15, 38

Addressed concepts at care team level 29 (87.9)1, 3, 5, 11, 13–17, 21–37, 39–41, 45

Addressed concepts at organizational level 30 (90.9)1, 3, 5, 11, 13–24, 26–30, 32–36, 38–41, 45

Addressed concepts at regulatory and market level 14 (42.4)1, 5, 13, 15, 17, 27, 29, 31, 34–37, 39, 41

Addressed concepts at all 3 levels 12 (36.4)1, 5, 13, 15, 17, 27, 29, 31, 34–36, 39, 41

Addressed concepts of service delivery‡ 32 (97.0)1, 3, 5, 11, 13–15, 17–41

Addressed concepts of leadership and governance‡ 22 (66.7)1, 3, 5, 15–19, 21–23, 27, 29, 31–36, 38–40

Addressed concepts of workforce‡ 24 (72.7)1, 3, 5, 11, 15–19, 21, 22, 24, 26–31, 33, 35–37, 39, 40

Addressed concepts of financing‡ 8 (24.3)1, 5, 14, 17–19, 34, 35

Addressed concepts of technologies and medical products‡ 9 (27.3)1, 5, 14, 21, 26–28, 31

Addressed concepts of information and research‡ 10 (30.3)1, 25, 26, 28, 34–36, 38, 40, 41

Addressed ≥ 4/6 SELFIE domains‡ 14 (42.4)1, 5, 17–19, 21, 26–28, 31, 34–36, 40

Addressed all 6 SELFIE domains‡ 1 (3.0)1

Addressed ≥ 10/18 SELFIE sub-domains 3 (9.1)1, 34, 36

*Denominator does not include Alter 1993,42 Klein 2001,43 Nadler 1988,44 or Watzlawick 2000,45 as we were unable to locate full-text articles of these
publications (n = 33 frameworks total)
†Only captures initiatives defined in the original framework publication. We did not do a systematic search for initiatives from each
framework
‡Based of World Health Organization Key Components of a Well Functioning Health System57
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Quality Improvement or Management Focus of
Frameworks

Three frameworks focused on quality improvement/quality
management and highlighted conditions thought to be associ-
ated with effective integration.21, 26, 29 All three address design
concepts and variably address context and locus domains. The
frameworks share several similar components, such as patient
engagement, innovation, measurement and improvement, and
partnerships. Among these, Minkman’s Development Model
for Integrated Care (DMIC) is the most comprehensive, con-
taining the greatest number of components.29

Focus of Frameworks on Care Coordination in
Specialty Settings

Several frameworks focused on coordination in specialty set-
tings,22, 23, 28, 30, 32, 37 such as how to integrate family
involvement into hospice interdisciplinary team meetings,30

describing cognitive workflow in critical care,28 consideration
of patient’s need for coordination based on interdisciplinarity,
biological susceptibility, and procedural intensity,25 examples
of best practices for care coordination approaches mapped to
clinical, educational, and administrative work activities in
surgery,40 and providing an understanding of elements of
PCMH coordination initiatives.41 Although some situational
factors addressed in these frameworks are unique to the spe-
cialty setting, such as the specific clinical workflow to manage
an emergency in an intensive care unit, they demonstrate and
reinforce the many mechanisms and mediation concepts that
are common to all frameworks, such as trust, accountability,
and communication.

DISCUSSION

This scoping review advanced previous work by making the
theory-to-practice link more accessible. We did this by system-
atically classifying a large number of existing theoretical frame-
works pertaining to care coordination in four ways: (1) compre-
hensiveness in terms of the number types of concepts they
address (e.g., coordinators, remote monitoring); (2) the types
of relationships they address (e.g., context, locus, design); (3)
their intended use; and (4) their impact. Our intent was to enable
users—including general internists and administrators—to more
easily identify and select frameworks based on their needs and
potential applications. To further support use of applicable care
coordination theory, in a companion Perspectives article, subject
matter experts lay out an approach for health care providers,
researchers, and other stakeholders to apply relevant care coor-
dination theory to four use cases.
Among the 37 care coordination theoretical frameworks we

identified, few have led to development of measures (39%) or
initiatives (6%). Although not all were intended to support
measurement or initiative development, underuse of those that
were may limit implementation of effective coordination

approaches and their consistent measurement. The majority
of frameworks identified the means of coordination as a major
focus. This highlights their importance in implementing care
coordination processes and the need to consider and under-
stand their mediators and moderators. For example, a unique
contribution of the primary care-based framework by Weaver
et al.3 was its identification of accountability, predictability,
common understanding, and trust as potentially important
mediators that may limit or enhance coordinator processes.
We also identified three implementation-focused frame-

works that could prove especially useful to those seeking to
implement care coordination initiatives.18, 24, 26 As these
frameworks describe underlying mechanisms of action, they
may help implementers act according to an initiative’s intent.
For care coordination implementers, designing an initiative or
evaluating its impact, these three implementation-focused
frameworks18, 24, 26 could identify factors that may influence
the success or failure of an initiative.
The 16 frameworks highlighting care coordination design

features could also help those implementing to develop more
comprehensive initiatives through expanding their knowledge
of the diverse range of available care coordination types and
mechanisms ({Leijten, 2018 #7001}{Owens, 2010
#8548}{Agency for Healthcare Research and Quality, 2014
#3}{Tushman, 1978 #8545}{Shigayeva, 2010 #5959}{Kates,
2012 #1807}{Andersen, 1995 #6992}{Calciolari, 2016
#2918}{Gittell, 2004 #6996}{Singer, 2011 #2156}{Valentijn,
2013 #6094}{Young, 1997 #8346}{Bradbury, 2014
#4635}{Evans, 2016 #6068}{Malhotra, 2007 #6988}{Mink-
man, 2012 #6978}). These frameworks can also assist in the
evaluation of initiatives. Qualitative or mixed methods inves-
tigations could add understanding to existing mechanisms.
Quantitative investigations could rely on relevant theory and
supportive evidence so as to avoid making ineffective changes
in care coordination processes3 that lead to wasted resources.
We identified Minkman’s DMIC29 as the only framework

which has led to both the development of a partially validated
survey and an initiative. Thus, the DMIC may be considered
an example for how to apply a relevant theory in developing
and measuring and initiative. However, the DMIC had a
relatively narrow disease focus—on care coordination mech-
anisms within stroke, acute myocardial infarction (AMI), and
dementia settings in the Netherlands. Therefore, for guidance
on how to measure a broader range of care coordination
concepts, users may consider the measurement-focused frame-
work by Singer et al. that comprehensively addresses all con-
text, locus, and design domains and 12 SELFIE components in
BService Delivery,^ BLeadership and Governance,^
BWorkforce,^ BFinancing,^ and BInformation and Research.^36

Potential limitations of our review methods include our
literature search parameters and approach, sequential review
process, and domain formation. For our literature search,
limiting to English-language studies, coupled with the incon-
sistent terminology used in the literature on care coordination
theoretical frameworks, may have increased our risk of
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missing relevant studies. We addressed this challenge by in-
cluding a wide variety of terminology in our search strategy, as
well as consulting with experts. Second, although sequential
dual review is a widely used method, its comparison to inde-
pendent dual review has not yet been empirically studied and
may have increased the risk of error and bias. Third, as our
process of developing the domains of context, locus, and
design domains was somewhat informal (based on expert
deliberations), it must be considered preliminary. Further de-
velopment using more formalized processes may lead to do-
main refinement which could impact assessment of major
focus, primary care relevance, and comprehensiveness. There
are likely various ways of separating frameworks depending
on the users’ needs. For example, separation by motivation—-
policy/government/regional versus operational/delivery sys-
tem versus a mix—could be relevant in certain circumstances.
Finally, as this review was not designed to identify all available
measures—only those associated with frameworks—future
research is needed to identify other measures that may
exist in general and that provide system representation
perspectives.
One of the main gaps in the care coordination frameworks

reviewed herein was the limited guidance offered on compre-
hensive program implementat ion. We ident i f ied
implementation-specific frameworks for use to guide imple-
mentation of initiatives from a locus and design perspective.
None have incorporated contextual factors, which may be key
in coordinating with external partners, and none were fromUS
settings. Few of the frameworks identified in this review have
led to development of initiatives for improving care coordina-
tion or have led to the development of measures that evaluate
system representation perspective. These gaps were also iden-
tified, with a research agenda proposed for the VA, in several
papers from a recent Special Issue on the Coordination of
Chronic Care.6, 59–61

CONCLUSION

This review advanced previous reviews by comparing theo-
retical frameworks for care coordination in practical ways to
increase their use. By distilling the care coordination theoret-
ical frameworks into three expert-developed domains of con-
text, locus, and design, we made theories more accessible to
primary care settings in particular. Future research on care
coordination frameworks should provide more guidance on
how to implement care coordination in health systems and
better maximize the use of existing frameworks for developing
initiatives.
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