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Abstract

Background: Integrated care has been proposed as a solution for the Swiss health system to maintain
high quality of care while containing costs, particularly for managing individuals with multimorbidity.
Translating this concept into practice requires understanding and engaging the general practitioners
(GPs), who bear primary responsibility for its implementation in this patient group. This study
therefore explored how integrated care is practiced and experienced by Swiss GPs.

Methods: This qualitative study was based on semi-structured interviews with 12 GPs in the canton of
Zurich, purposively sampled to capture variation. Interviews took place between April and June 2025.
Data were analyzed using thematic analysis, drawing on the Rainbow Model of Integrated Care, which
distinguishes four interrelated dimensions of integration: clinical, professional, organizational, and
system integration.

Results: Participants described various ways of delivering care that reflected elements of integrated

care, most commonly at the clinical and professional dimension (continuity of care, coordinator roles;
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collaboration and communication among health professionals, adapted to context and available
personnel). Organizational and system-level integration (collaboration across institutions; cross-
sectoral governance and regulatory arrangements) were discussed less frequently. Facilitators and
barriers to integrated care emerged on three interconnected levels: individual (e.g., attitudes of patients
and providers), interpersonal (e.g., frequency of contact and trust between actors), and structural level
(e.g., shared information systems, appropriate financing systems, and workforce availability).
Conclusions: Our findings suggest that GPs implement various elements of integrated care, mainly
within the clinical and professional dimensions, while broader organizational and system-level
integration remains limited. At the same time, there appears to be no single optimal model of
integrated care. Given the identified facilitators and barriers, strengthening integrated care requires
greater opportunities for exchange and improved coordination across sectors alongside supportive

financing, digital communication, and workforce structures.

Keywords: Integrated care; Primary care; General practitioners; Multimorbidity; Care coordination;

Interprofessional collaboration; Patient-centered care; Health policy; Qualitative research; Switzerland

1 Background

The Swiss health system is often praised for its high quality of care [1,2] and the population health in
Switzerland is among the best worldwide [2,3]. However, the Swiss health system is also among the
most expensive (cost per capita) and ranks below average in terms of efficiency and affordability
compared to other high-income countries [2,3]. Moreover, like in many European health systems [4],
demographic changes and the rising prevalence of chronic diseases are propelling demand, and
medical specialization is contributing to care fragmentation, leading to redundancies and information
loss. At the same time, healthcare professional scarcity is growing. Ultimately, the system must find
ways to maintain the high quality of care while containing rising healthcare costs.

One frequently proposed solution to achieve this is ‘integrated care’. Integrated care, or coordinated

care, is loosely defined as improved coordination of care through closer, structured, cross-sectoral



55

56

57

58

59

60

61

62

63

64

65

66

67

68

69

70

71

72

73

74

75

76

77

78

79

collaboration among service providers, payers, and patients [4—10]. It is expected to improve health
systems by fostering patient-centered care across professional, organizational and system boundaries.
Integrated care is particularly important for complex, multimorbid patients who often depend on
services from multiple providers across sectors and benefit from well-coordinated, continuous care
[11].

To strengthen integrated care and further support its development, it is crucial to understand and
engage the professionals responsible for its implementation [6,12]. In the Swiss context, general
practitioners (GPs) play a critical role [13], as they typically serve as the first point of contact, provide
ongoing care to patients throughout their lifespan, and are central in coordinating care for individuals
with multimorbidity.

This study therefore aims to analyze how integrated care is practiced and experienced by Swiss GPs,
by answering the following research questions (RQs):

RQ 1: How is integrated care currently practiced?

RQ 2: Which facilitators and barriers do GPs perceive to influence the implementation of integrated

care?

2 Methods

2.1 Study design

This qualitative study used semi-structured interviews to examine GPs’ perspectives on integrated care
for complex, multimorbid patients in the canton of Zurich, Switzerland. The Rainbow Model of
Integrated Care [14—16] guided the analysis. This conceptual framework served to disentangle the
flexible, context-sensitive, and often ambiguous concept of integrated care into four distinct but
interrelated dimensions: clinical, professional, organizational, and system integration (see Definitions

below).
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2.2 Study setting

This study took place in the Swiss primary health care setting, specifically in the canton of Zurich,
Switzerland’s most populous canton. The following section summarizes key aspects of this setting; for
an in-depth overview, see [17,18].

The Swiss health care system is federally regulated, with responsibilities and duties divided among the
national, cantonal, and municipal levels [4]. Funding and reimbursement, training requirements of
health professionals, and electronic health records are regulated at the federal level, whereas the
organization of health services (including hospital planning, subsidizing health facilities, and regional
health policy) is mainly in the responsibility of Switzerland’s 26 cantons. In the canton of Zurich,
responsibility for long-term care and social service lies with the municipalities.

Primary care is predominantly delivered by GPs working in the private sector. In the canton of Zurich
in 2024, around 1400 GPs (49% female) provided care for about 1.6 million inhabitants (18% of the
Swiss population) [19,20]. While over 80% of GPs currently document medical records electronically
[21], Switzerland still lacks a nationwide, interoperable digital infrastructure for data exchange. Over
two thirds of Swiss GPs practice in group settings, and about half work with nurses or case managers —
usually medical practice coordinators (MPCs) — to provide care for multimorbid patients [21]. MPCs
are medical practice assistants (MPAs) with additional education and work-based training [22,23],
enabling them to provide delegated clinical services such as chronic disease management for diabetes
or pulmonary disease. Some practices also employ advanced practice nurses (APNs) who provide
advanced nursing activities and medical activities that were previously reserved exclusively for
doctors, particularly for patients with chronic conditions [24]. However, the role of APNs in primary
care is not yet standardized and direct reimbursement is currently not possible [24].

Basic health insurance is mandatory for all residents [25]. With standard insurance, people can access
all covered services. However, alternative insurance models offering lower premiums for restricted
provider access are popular. In one subcategory, GP practices or health maintenance organizations act
as gatekeepers and coordinators of care and assume some degree of financial responsibility for the
healthcare costs of enrolled patients through contracts between managed care organizations and

insurers. In 2025, approximately one third of the population in the canton of Zurich was enrolled in
4
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such a plan [26]. Beyond these managed care arrangements, reimbursement of ambulatory services in

2025 was primarily based on a fee-for-service tariff.

2.3 Participants

GPs were eligible if they were familiar with the term ‘integrated care’ and had worked as a GP in the
canton of Zurich within the last three years. Participants were recruited from the authors’ professional
network, by referrals from participating peers (snowball sampling), or through cold emails. A
purposive sampling approach was used to ensure variation in practice type, geographic location,
urbanity, physician network, roles, and age. Recruitment was guided by purposive variation and
information power rather than a formal saturation criterion. All but one contacted GP agreed to
participate (reason for refusal: lack of time).

In total, 12 interviews were conducted with 12 different GPs. The participants’ key characteristics are

presented in Table 1. About half the participants worked on their own account or as employees in self-

or partially-owned practices; the rest were salaried staff. All but two held additional roles, such as

teaching, practice management, or involvement in physician networks or professional associations.

Table 1: Main characteristics of participants

ID Gender | Age Work Workload | Urbanity Practice type
(years) | experience | as GP
as GP
(years)

PO? male 60-69 | 33 30% Urban Medium-sized group
practice with 2-4 additional
health professionals

P1 female 30-39 |6 50% Semi-urban | Medium-sized group
practice with 2-4 additional
health professionals

P2 male 30-39 |8 40% Urban Large group practice with
various health professionals

P3 male 50-59 | 20 100% Rural Medium-sized group
practice with 2-4 additional
health professionals

P4 female 60-69 | 20 100% Rural Small group practice with
GPs and MPA only

P5 female | 70-79 | 36 40% Semi-urban | Large group practice with
various health professionals
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P6 female | 40-49 |9 60-80% Urban Large group practice with
various health professionals

P7 male 30-39 | 0.5° 80% Urban Medium-sized group
practice with 2-4 additional
health professionals

P8 male 40-49 |9 100% Urban Large group practice with
various health professionals
P9 male 50-59 | 23 100% Rural Medium-sized group

practice with 2-4 additional
health professionals

P10 | male 60-69 | 28 80% Semi-urban | Medium-sized group
practice with 2-4 additional
health professionals

P11 | male 40-49 |5 100% Rural Small group practice with
GPs and MPA only

All data was self-declared, but practice type was cross-checked with information on practice websites.
® The first interview served as a pilot interview to test the interview guide and was included in the
analysis, as no substantial modification to the guide was required.

® One participant was not currently working as GP

Abbreviations: GP, general practitioner; MPA, medical practice assistant

2.4 Data collection

All interviews were conducted by author YR in April-June 2025 and took place either in person at the
GP’s practice (n = 6), the cantonal health authority (n = 4), another location proposed by the
participant (n = 1), or online (n = 1), and lasted a median of 51 minutes (min 43, max 68 minutes).
Only the participant and the interviewer were present during the interviews. Interviews were
conducted in Swiss German or German, recorded, and transcribed verbatim to German using
Microsoft 365 Word’s ‘Transcribe’ function and manual word-for-word correction. To contextualize
results, participants also provided demographic and organizational data in a short questionnaire prior
to their interviews (see Additional file 1 and Table 1).

The interviews were structured in three parts, which were disclosed to participants at the beginning of
the interview (see Additional file 2 for the interview guide, which was not shared with participants).
Part 1 (Introduction) was set up to ease participants into the interview and allowed them to share their
understanding of integrated care and express their general views about the topic. In Part 2 (Current
Situation), participants were presented with a case vignette of a community-dwelling, 67-year-old
multimorbid patient (see Additional file 3 for the case description). The case vignette, which was

developed in collaboration with two GPs (including author SNJ) was designed to depict a typical but
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complex patient situation, inspired by multimorbidity clusters frequently observed in Swiss primary
care [27]. If time allowed, the case vignette incorporated a time jump to introduce a second level of
complexity, building on the case already familiar to participants. The case vignette was used to
standardize the discussion and enable participants to tangibly and concretely illustrate how they
provided care for these patients and whom they collaborated with, thereby allowing examination of
how integrated care was currently practiced and what facilitated or hindered it. Participants were
invited to sketch the patient’s care system while narrating. In Part 3 (Future Directions), building on
the case vignette, participants were invited to share their perspectives on the future direction of
(integrated) care, for the case vignette patient and beyond. Depending on their responses, they were

specifically asked about anticipated challenges and recommendations.

2.5 Analysis

Interviews were analyzed by author YR using combined inductive and deductive thematic analysis,
informed by Braun and Clarke [28]. The analysis was structured around the two RQs: participants’
current integrated care practices (RQ 1) and facilitators/barriers influencing these (RQ 2). For RQ 1,
data segments related to integrated care were coded deductively according to the Rainbow Model of
Integrated Care’s four dimensions (see Definitions, below), with subthemes developed inductively. For
RQ 2, facilitators and barriers were organized into levels that emerged inductively from the data:
individual (i.e., factors related to individual characteristics, skills, and attitudes), interpersonal (i.e.,
factors related to interactions and relationships), and structural (i.e., contextual conditions such as
information systems, financing, and workforce availability). Coding was conducted in MAXQDA
[29]. Codes were iteratively refined, with patterns across participants examined to develop higher-
order themes.

The study is reported in accordance with the Consolidated Criteria for Reporting Qualitative Research
(COREQ); see Additional file 4). In reporting the findings, quotations were translated into English with
the assistance of DeepL (DeepL SE) and ChatGPT (OpenAl) and were checked by author YR.

Participant identifiers (see Table 1) were included with direct quotes and to highlight minority or
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divergent perspectives. For views shared by multiple participants, prevalence was indicated

99 ¢

qualitatively (e.g., “several participants,” “many participants”).

Researcher YR, who conducted the interviews and coding, holds a PhD in health sciences and has
experience in health services research in primary care settings. Participants were informed that the
study was conducted in the context of her master’s thesis. As YR was employed at the cantonal health
authority during the study, her professional background may have influenced participant responses and
interpretations of the data. Reflexive consideration of these potential influences formed part of the
analytical process. To enhance credibility and consistency of interpretation, findings and
interpretations were discussed within the multidisciplinary study team, whose members had
backgrounds in health services research, general practice, and digital health. In addition, participants

were invited to provide feedback on a preliminary manuscript draft; feedback was sparse but generally

supportive of the interpretations presented.

2.6 Definitions

In this article, we understand integrated care broadly as ‘improved coordination of care through closer,
structured, cross-sectoral collaboration among service providers, payers, and patients’ [4—10]. To
disentangle and structure this concept, we used the Rainbow Model of Integrated Care by Valentijn et
al. [14], which distinguishes four dimensions of integrated care according to the (micro to macro) level
at which integration occurs: Clinical, professional, organizational, and system integration (see Table

2).
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Table 2: Integration dimensions according to the Rainbow Model of Integrated Care.

Dimension Description

Clinical (or service) | Coordination of person-focused care for a complex need at stake in a single

integration process across time, place and discipline.

Professional Inter-professional partnerships based on a shared understanding of

integration competences, roles, responsibilities and accountability to deliver a
comprehensive continuum of care to a well-described population®

Organizational Inter-organizational partnerships (e.g. agreements, contracting, strategic

integration alliances, knowledge networks, mergers) based on collaborative

accountability and shared governance mechanisms, to deliver a
comprehensive continuum of care to a well-described population.

System integration | Coherent set of (informal and formal) political arrangements to facilitate
professionals and organizations to deliver a comprehensive continuum of care
for the benefit of people and populations

Reproduced verbatim from Valentijn et al. [16]. * We used ‘professional integration’ synonymously
with ‘interprofessional collaboration’ [30]

Valentijn et al. have refined the Rainbow Model taxonomy over time [14—16]. In this study, we
primarily drew on the most recent definitions of the dimensions and their corresponding key features,
developed through an international Delphi process [16], while also considering earlier
conceptualizations to inform our analysis. In particular, the 2013 definition of system integration
emphasizes a “set of rules and policies between care providers and external stakeholders™ [14],
extending beyond a narrow focus on political arrangements. This broader understanding is particularly
relevant in the Swiss context, where healthcare is shaped by a plurality of market-based actors
(including health insurers).

Building on this conceptualization, we operationalize system integration as macro-level governance
and regulatory arrangements. We acknowledge that the boundary between system integration and
structural facilitators and barriers (as inductively defined in this study; see Analysis above) is not
always clear-cut. As noted by Valentijn et al. [16], integration at the system level may enable
integration at other levels (e.g., professional or organizational), which leads to some conceptual
overlap. For analytical clarity, structural facilitators and barriers are understood as (resulting)
operational conditions (i.e., information systems, financing, and workforce availability).

Importantly, in line with the study aim, we intentionally withheld our definition of integrated care and

the Rainbow Model from participants to capture GPs’ own perspectives.
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2.7 Use of artificial intelligence

Generative artificial intelligence (large language model) tools were used to support manuscript
preparation: ChatGPT (OpenAl) was used as a writing support tool to assist with sentence formulation,
clarity, and refinement of English wording; DeepL (DeepL SE) was used to improve grammar and
assist with the translation of interview quotations (see Analysis above); and Anthropic's Claude was
used for language editing (grammar, wording, and typographical corrections) and formatting
consistency checks. The two illustrations of the fictional patient in the case vignette (Additional file 3)
were generated using an Al image tool and formed part of the original stimulus presented to
participants. Generative Al was not otherwise used in study design or data collection, and was not used
to generate or analyze data, develop interpretations, or create new scientific content. All Al-assisted
output was reviewed and verified by the authors, who take full responsibility for the content of this

work.

3 Results

3.1 Current practices (RQ 1)

3.1.1 Clinical integration

Participants displayed multiple practices aligning with the concept of clinical integration: coordinated,
person-focused care in a single, minimally fragmented process. They emphasized the importance of
care coordination and continuity of patient care — both aspects participants felt were well addressed by

GPs.

3.1.1.1 Patient-centered and holistic care

Many participants placed the patient at the center of their diagrams and narratives: “So the patient
would be at the center — she is what matters most” (P4). They often mentioned how they assessed and
respected patients’ preferences: “The big question is: what does she want?”” (P3). Some participants

explained how patients’ wishes were respected even when they conflicted with medically optimal

10
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options, for example relocation to a nursing home: “But often they 're just not ready, and that’s totally
fine, too” (P1).

Participants repeatedly emphasized their holistic view of the patient, which often extended beyond
medical aspects: “/The specialists] focus on their field: the cardiologist looks at the heart; the
dermatologist looks at the skin (laughs)... we look at everything” (P6). In their assessments of the case
vignette, some specifically suggested solutions that addressed multiple needs at once — for example, a
gymnastics group to support both physical function and social engagement (PO, P5). Understanding
the patient’s situation at home, e.g., through home visits, was considered crucial to gain a full picture,

and several participants mentioned advanced care planning as part of a holistic approach (P5, P6).

3.1.1.2 Coordinator roles

For complex patient situations, participants repeatedly emphasized the importance of someone being
in charge: “To minimize fragmentation, someone has to be in charge — ideally the patient.
Unfortunately, most are unable to do this or struggle to understand because it becomes too complex”
(P6). Being the coordinator was related to feeling responsible for the patient. One participant described
instructing junior doctors in his practice: “Now you 're responsible, you have someone there, you know,
and now you really have to take good care of that person” (P9). The coordinator’s role was described
as multifaceted. It entailed overviewing all relevant information, referring patients to suitable
professionals, serving as a point of contact for both patients and providers, and ensuring smooth
transitions between care settings. Most participants saw this role best filled by GPs or professionals
within the GP practice, such as APNs. One participant explained APNs’ suitability as follows: “She
has a nursing background, she has a different approach, sees the patient with different eyes [...] she is
a specialist in that, whereas the doctor is not. [...] Medical school and even residency do neither
include coordination skills, motivational interviewing skills, nor any knowledge about other health
professions” (P8). The fluidity of roles of different health professionals is discussed under

Professional integration below.

11
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3.1.1.3 Continuity of care

Another often-mentioned aspect of clinical integration was continuity of care, both in terms of
seamless care provision as well as relational continuity (serving as a facilitator, see Interpersonal
factors). Participants emphasized that unlike case managers, GPs not only coordinate but deliver care
themselves. Several participants (PO, P5, P10) contrasted continuity of care with interprofessional
care, i.e., the distribution of tasks among professionals. Management of complex patients in the GP
practice allowed for treatment “in one flow” (P11), or as one participant explained: “I just do
everything myself, so there s really nothing to organize. It’s a one-stop shop for patient care.” (P11). In
contrast, interprofessional collaboration was perceived as follows: “It’s not only a gain. [...] You get
more disruptions in the system” (P2).

Participants’ preference for continuity through single-provider care was not limited to GPs. One
participant explained how their practice employed APNs “who provide everything as a kind of
all-inclusive package” (P8). Similarly, other participants explained that they preferred assigning home
care organizations that were already involved in the care process with tasks like blister-packing

medication, rather than an additional provider such as the pharmacy.

3.1.2 Professional integration

Professional integration was common in participants’ accounts and characterized by flexible role
boundaries and different modes of collaboration across health professions. Participants described both
continuous forms of collaboration and more selective, task-specific involvement of external
professionals. The most comprehensive care constellation envisioned for the vignette patient is
illustrated in Figure 1, although some participants also proposed more limited care arrangements

centered primarily on the GP.

12
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Figure 1: Care system for an illustrative case of a complex, multimorbid patient: Summary of
participant responses. Darker color denotes more frequent mention (qualitative, not exact measure).
The black rectangle indicates health professionals typically working together in the same practice.
Dashed rectangles indicate health professionals working together in the same practice in some cases,
and in other cases working in separate organizations. Otherwise, spatial arrangement of services in the
figure has no interpretive meaning. Asterisks indicate services that were suggested primarily for the
older case vignette patient (after the time jump).

3.1.2.1 Role flexibility and task distribution

Professional roles and responsibilities were described as fluid and overlapping, with boundaries
between different health professions often not clearly delineated. Task distribution depended strongly
on the local context, including the composition of the care team and the availability of specific
professional groups. Competencies of GPs, APNs, MPCs, and home care professionals frequently
intersected, with responsibilities allocated pragmatically based on available resources. For instance, in
practices without MPCs or APNs, GPs assumed a broader range of tasks themselves and collaborated
more closely with home care organizations (P4, P11).

Even within the same practice, responsibilities were not fixed but could shift over time. Several
participants emphasized that coordination roles were dynamic and often assumed by the professional

most involved in a given situation. This flexibility reflects a context-sensitive approach to
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interprofessional collaboration, in which role boundaries are negotiated rather than formally
standardized. Despite this fluidity, participants emphasized the GP’s overarching responsibility for
maintaining continuity and oversight: “When patients are so immobile that they can t come to the
practice anymore, our APN does home visits and she is the manager [...] if someone has an asthma
problem, then the MPC sees the patient five times and I only once. [...] but I'm always informed and
up to date” (P6). This illustrates a model of delegated task distribution in which responsibilities are
shared across professionals, while overall clinical accountability remains with the GP.

This context dependency was also evident in the role of pharmacists: they were rarely mentioned, as
medication dispensing and management was typically performed by GPs. Only in the one setting

without self-dispensing did pharmacists assume a more active role in medication management (P0).

3.1.2.2 Modes of collaboration

Participants described different modes of interprofessional collaboration, ranging from close,
continuous cooperation to more episodic and task-specific involvement. These modes depended
strongly on the type of health professionals involved but were also shaped by contextual factors such
as organizational proximity.

Within GP practices, collaboration was described as close and continuous. MPCs and APNSs,
embedded within the same organization, were not experienced as additional interfaces but as part of a
closely integrated internal team. In some cases, APNs also acted as intermediaries between GPs and
external providers, such as home care services.

Collaboration with home care professionals was also described as close and ongoing, based on regular,
bi-directional communication, sometimes including face-to-face interactions. Participants highlighted
the home care professionals’ importance in identifying early warning signs in patients’ everyday
environments and feeding this information back into the care process. In some situations,
responsibilities were negotiated between GPs and home care professionals, reflecting the relational
dimension of collaboration: “/when] we decide to file a risk report, [we] agree among ourselves who
will do it. Because [this information] always gets back to the patients, and then you 're the bad one,
and then you're out of the system” (P6). Depending on the context, the GP or home care organization

14
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might take on the ‘bad cop’ role, strategically preserving trust between the patient and the party who
will remain more involved in future care.

In contrast, collaboration with other professionals, such as medical specialists, physiotherapists, or
nutritionists, was typically more episodic and focused on specific clinical questions. Communication
was often mediated through written reports, with phone calls reserved for situations requiring
clarification. While these professionals contributed to patient care, overall coordination and continuity
remained centered with the GP: “I see such patients a lot myself and simply gather the specialists’
opinions. In the long term, I usually continue to manage them myself and then refer them to a
specialist from time to time” (P1).

Generally, when health professionals were co-located within the same practice, collaboration was
often more extensive, involving both formal meetings and informal exchanges about patients’
conditions, as well as communication via the practice information system. One participant summarized
the different internal and external modes as follows: “We have a half-hour team meeting every day, the
internal people. All the GPs, specialists when needed [...]and otherwise it’s just quick door-to-door

interactions. And with external providers, you just have to use the phone or email” (P6).

3.1.3 Organizational integration

While participants generally focused more heavily on interprofessional dynamics within or between
organizations (see Professional integration above), several also described organizational structures to
foster care integration within their organizations, or partnerships that shaped integration efforts across

institutional boundaries.

3.1.3.1 Integration of services within an organization

Most participants worked in practices involving additional healthcare professionals beyond MPAs or
MPCs, with some working in large multidisciplinary practices with several specialist physicians and
additional health professionals such as physiotherapists (see Table 1). Participants often reflected on
the benefits and drawbacks of such a high degree of organizational integration for both clinical and

professional integration (see Facilitators and barriers).
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3.1.3.2 Strategic partnerships and institutionalized cooperation

Some participants described formalized collaborations with other organizations. For instance, several
GPs described close, structured collaboration with home care organizations, including regular joint
meetings. One participant also mentioned ‘preferred providers’ for their physician network, i.e.,
carefully selected specialist physicians who are subject to annual quality and cost reviews (P6).
Another participant mentioned the regional education program for younger doctors, in which GPs

worked together with the regional hospital to train junior GPs (P10).

3.1.3.3 Networks and institutionalized meetings

Multiple participants mentioned ‘quality circles’ (organized by physician networks as part of managed
care arrangements) as a platform for exchange. One participant described the value of these meetings
in offering an opportunity for exchange with other physicians: “In a quality circle, almost all [GPs]
from the region take part. [...] There are maybe 12 or 13 practices from the surrounding area, and we
exchange ideas, which is very helpful. [ ...] Specialists also join us there, [...] colleagues from the area
with whom we already work together anyway [...]. We share experiences and get to know each other
better.” (P10).

Such meetings were valued not only for facilitating information exchange and building relationships,
but also for fostering a quality culture (and thereby integrated care) within the network (P2, P11).
Additional mentions of institutionalized exchange included interdisciplinary training events hosted by
hospitals (P3, P5), or regular regional meetings of different healthcare providers focused on specific

domains such as psychiatric care, palliative care, or dementia (P3).

3.1.4 System integration

System integration was primarily discussed in terms of its absence: Participants described

fragmentation across actors and domains and a limited focus on population-based approaches.
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3.1.4.1 Fragmented responsibilities and limited cross-domain coordination

Participants described responsibilities for different aspects of care as divided across multiple actors.
While healthcare providers focused on medical care, municipalities were described as responsible for
broader social domains, including social care, aging, and housing.

This division of responsibilities was not uniformly perceived as problematic. One participant
considered it appropriate that social issues were addressed by public or municipal structures rather
than within healthcare: “From my perspective, it makes much more sense for public structures to take
care of these [broader social issues], rather than intervening directly in medical care” (P2). However,
others criticized the limited involvement of municipalities in primary care, particularly in relation to
planning and sustaining services: “The [municipalities] somewhat, I would say, shirk their
responsibility [...]. They only start paying attention to us GPs when they can't find one anymore — then
suddenly its all hands on deck — but before that, they re not really interested” (P10).

At the same time, coordination across these domains was described as limited and challenging.
Participants emphasized the lack of structured interaction between healthcare providers and
municipalities, resulting in gaps in addressing patients’ broader needs. Only one participant described
a more integrated regional approach, in which healthcare organizations and municipalities collaborated
on a shared strategy and structures addressing housing, care coordination, and prevention (P3). The
missing collaboration across domains was considered particularly problematic regarding services of

social workers, given that social support needs were prevalent in primary care.

3.1.4.2 Lack of population-based approaches to care

Participants’ accounts focused primarily on individual patients and their medical needs, with limited
reference to population-based or anticipatory approaches to care. Several participants reflected on the
need to move beyond this focus, particularly in light of demographic changes. For example, one
participant highlighted the importance of developing coordinated approaches to aging that include
housing and community structures: “With an aging population, we should be developing networks,
building appropriate housing, and also think about how we design urban spaces today so that people

are not so isolated” (P4). However, such perspectives were rarely reflected in current care models,
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with the exception of one region described above. One participant also pointed to the potential role of
physician networks in enabling more population-based approaches, for example by taking
responsibility for defined regions or populations: “Physician networks could take a completely
different approach to care and say, for example, ‘In neighborhood XY in the city, we re implementing
integrated care. We receive certain mandates and fulfill them as well and effectively as possible’. But
that would, of course, require working towards different contracts with the health insurers” (P0).
Structural conditions shaped by system integration, i.e., information systems, financing, and workforce
availability, which enable or constrain integrated care, are discussed below as facilitators and barriers

(see Structural factors).

3.2 Facilitators and barriers (RQ 2)

3.2.1 Individual factors

Participants highlighted the importance of patients’ commitment to the GP’s coordinator role as a
facilitator (or barrier, when lacking) to clinical integration (see Table 3 for an overview of all
facilitators/barriers). One participant explained how in his rural area, the GP was seen as the default
coordinator, which greatly facilitated coordination: “/...J out here, I have to say, coordination happens
naturally, at the latest when patients [afier they 've seen the specialist] come and ask, ‘So, now 1'd like
to know, what are we actually supposed to do now?’” (P11). Besides patient behavior, specialist
physicians’ behavior was also described to influence clinical integration and was often described as a
challenge. Several participants described how patients sometimes ‘disappeared’ in big hospitals, with
specialist physicians undermining the GP’s coordinator role and confusing patients: “So, the problem
is that [some hospitals] haven t understood that GPs expect a treatment recommendation from them,
not [...] taking over the reins. [ ...] With onward referrals, they undermine my coordinating role and
my overview, and in the end, the patient is completely lost” (P6).

Regarding professional integration, the attitudes of health professionals were considered crucial. Most
participants emphasized how health professionals had to recognize the role of other health

professionals and the importance of interprofessional collaboration, but different attitudes could also
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be observed among the participants: While many believed that involving other health professionals
improved patient care, some questioned whether the added benefit justified the added cost, e.g., in the
case of chronic care management by MPCs (P11). Another factor that facilitated professional
integration was the participants’ belief that other professionals relieved the workload on GPs by taking
over ‘non-core activities’. These included simple medical cases as well as ‘social problems’ that would
be better addressed by other professionals, while currently, as one participant noted, “everything ends
up with the GP, in the end” (P2). Knowledge of the competences of other health professionals was
also mentioned as a facilitator: “With specialists, that is not a new element, it has always existed and
actually works very well ” (P9). In contrast, the lack of knowledge about APNs (due to the novelty and
lack of standardization of the role) was described as a barrier, and the experience of working together
was mentioned as a facilitator in this respect. As one participant explained: “Especially in this initial
phase that we re still in, a common problem can be that on the medical side there isn't full awareness
of what competences the respective professionals do or do not have. I think when you have [an APN]
in your team, you get some insight into it, and this can then grow” (P7).

Professional integration was not only influenced by the attitudes of health professionals but also of
patients: Participants described different experiences with patients’ reactions to other health
professionals taking on roles previously filled by physicians. While one participant said that there was
“no problem at all” (P8), another recounted: “But there were also cases where I said, ‘Unfortunately,
I can't do a home visit now, I'll send you a nursing specialist instead.’ And some patients, who had
been so fixated on me for years, were deeply offended [ ...] and took it so badly that they changed the
practice” (P2). This also seemed to depend on patients’ experience with and knowledge of the new
health professionals. As one participant explained with regard to MPCs: “At the beginning, [patients]
are a bit critical, but then they realize that the access is very low-threshold and that they can even ask

silly questions, and after that it's no longer a problem at all” (P6).
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Table 3: Summary of facilitators of and barriers to integrated care from the perspective of GPs.

Level Facilitators of vs. barriers to integrated care
Individual - Patient- and specialist behavior: committing to vs. undermining the GP’s
coordinator role
- Patient attitudes towards non-medical health professionals: openness vs.
prejudice, fixation on the GP
- GPs’ knowledge about other health professionals’ competences: shared
experience, training vs. lack thereof
- GPs’ attitudes towards interprofessional collaboration: believing it relieves the
workload on GPs and/or improves quality of care vs. concern regarding added
costs/inefficiencies
Interpersonal | - Close relationships between GP and patients: in-depth knowledge of patients and
trust vs. new patients
- Close relationships between health professionals: easier communication and trust
vs. lack thereof
- Personal compatibility between health professionals: similar thinking vs.
interpersonal tensions
- Power dynamics between organizations: Leverage used to increase vs. decrease
integration
Structural Information systems:
- Shared patient health records: availability of patient information vs. lack thereof
- Direct communication channel/platforms: ease vs. difficulty of reaching and
communicating with health professionals
Financing:
- Managed care insurance models (facilitating and remunerating coordination) vs.
fee-for-service (inappropriate referral incentives)
- Coverage of services by health insurance vs. lack or insufficient reimbursement
for certain professionals
Workforce availability:
- Ease of involving other health professional vs. workforce shortages, lack of time
on all sides
- Need to substitute GPs with other professionals vs. lack thereof
- Practice size: increased GP availability vs. fragmentation, reduced continuity of
care
Abbreviations: GP, general practitioner; MPC, medical practice coordinator; APN, advanced practice
nurse

3.2.2 Interpersonal factors

The relationship between health professionals and patients, often developed as a consequence of
continuity of care (see Continuity of care), was seen as crucial for clinical integration. One important
facilitator was the depth of knowledge that health professionals, and specifically GPs, developed about
their patients over time: “Because not everything is in the medical record; much is between the lines
or depends on the relationship. I've known many of these people for 30 years, and we share a history”
(P10). Consequently, new patients could pose a challenge to participants: “The initial effort is very,

very high, until you get to know each other, understand how the patient functions, whether everything
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works, how the care is organized [...] ” (P10). Continuity also fostered trust from the patient’s side,
which was described as a powerful facilitator for the GPs in fulfilling their coordinator role. For
instance, one participant shared how her trusted relationship with a patient with chronic
procrastination and hoarding tendencies facilitated his uptake of psychiatric home care support: “I
literally wrote down for him [...] ‘please help me with my administrative tasks’[...]. And then he did it
[he gave the note to the psychiatric home care professional], which was really cool” (P1). However,
trust could also become a barrier when patients placed expectations on their GPs that went beyond
medical responsibilities (P2), or when difficult decisions were required, for instance regarding the
transition to a nursing home. Having a close relationship could make it harder to break the news
without damaging the patient’s trust (P7).

Regarding professional integration, frequent interaction and shared experiences between professionals
were described to be key, facilitating collaboration in different ways: “Everything you share is helpful
(laughs). Short distances, and you know how each other works, you can quickly exchange ideas over
coffee or in a team meeting [ ...]. And when you know each other, you work together better” (P6).
Another advantage mentioned was the increased trust between professionals: “It’s all about trust. You
know each other and each other’s work” (P4). Importantly, participants described the facilitating effect
of interactions not as static, but as a reinforcing cycle: interaction enabled smoother communication,
which in turn led to more collaboration and stronger relational ties. This was affected, for example, by
practice size as well as years on the job. One participant described how there had been more
networking in her previous small practice than in her current big practice, but that her job experience
facilitated contact with health professionals outside her organization: “Of course, after 30 years, 1
simply know how certain specialists tick, and they know how I tick, so I can just write them a letter
and it works” (P5). This also illustrates how beyond frequent contact, interprofessional collaboration
often comes down to personal compatibility. Participants emphasized how shared mindsets or
“thinking similarly” (P1) acted as facilitators, while interpersonal tensions could act as barriers to
collaboration (P11).

For organizational integration, power dynamics were mentioned as both facilitator and barrier. One

participant noted that larger “privileged” networks had higher leverage in negotiating favorable
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contracts with insurers than smaller networks, which, for example, allowed them to employ APNs
(PO). In contrast, another participant recounted how large institutions exercised their power in ways
that hindered collaboration. Specifically, a home care organization, after scaling up, declined to come
by the GP practice to engage in individual exchanges: “From that moment on, they said [ ...] ‘well,
that won 't work — we can 't have an exchange with all these doctors, thats just not possible” (P9). As
with interprofessional relationships, physical proximity and trust were cited as important factors for

smoother cooperation between organizations.

3.2.3 Structural factors

Participants identified various structural facilitators and barriers to integrated care, which are presented
below in the three categories — information system, financing, and workforce availability — but
cautioned against radical changes to the current Swiss health care system. As one participant put it:
“When I compare our healthcare system internationally, it actually works very well. [...] I mean, you

can build on what we have — if you tear everything down, it won t do any good” (P5).

3.2.3.1 Information systems

Information sharing was an important factor across integration dimensions. As one participant
emphasized: “We need to develop some kind of tools to ensure the flow of information between
individual actors” (P7). Working within the same patient documentation system/information platform
(typically within the same organization) was described as a crucial facilitator, not only because patient
information was then readily available but also because it facilitated direct messaging: “We all work
with the same information system and can also exchange information with each other there, quickly
leaving a note like, ‘At the next diabetes consultation, please make sure to check the injection
technique again’, and that is of course then just totally simple” (P9). Across organizations, such
platforms were often missing. This was particularly problematic for medication management, where
many professionals were involved and it was difficult to keep the information up to date:
“[Medication plans] are a pain point for everyone involved, whether it’s the interface from the

hospital to us, from us to the home care organization, or from us to institutional long-term care” (P9).
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One participant pointed out that a platform dedicated to documentation does not automatically work as
a communication platform: “It would be cool to also have a central communication system. The EPD
[i.e., a shared electronic health record in Switzerland] wouldn t necessarily provide that. It's not
designed for any kind of communication function — like a chat or some other form of exchange” (P9).
Generally, the ease and straightforwardness with which external health professionals could be reached
played an important role for collaboration: “We actually have an unnecessarily high number of
interfaces today, which leads to loss of information and also to contacts not being made at all because
it’s too much effort, and you just do whatever is most straightforward”” (P0). Some participants also
mentioned lack of an overview of services as a barrier to involving them, such as not knowing about
specialized services (e.g., for outpatient geriatric assessment, P1), or having too many different

providers in one region (e.g., different home care organizations, P10).

3.2.3.2 Financing

Many participants discussed the impact of current payment and remuneration aspects on integration.
Participants discussed how coverage of services by health insurance (e.g., psychiatric home care) was
a facilitator to collaborate with these services whereas lack of coverage (e.g., social workers, APNs)
was a barrier. In that respect, insufficient coverage of home visits by advanced clinical professionals,
such as GPs or APNs, was a particular concern of participants. Participants also discussed the lower
remuneration (and thus salary) of primary care physicians including GPs compared to specialist
physicians, which limited the attractiveness of the profession and — in light of the important role of
GPs for integrated care — acted as a barrier.

Moreover, participants emphasized the problematic incentives inherent in the current fee-for-service
structure — where actors are incentivized to retain services in-house in order to benefit financially, thus
acting as a barrier to interprofessional and interorganizational collaboration. One participant described
the inner conflict these structures can create: “If [ assess [X-rays] myself, I can bill for it; if [ send
them to [the radiologist] for assessment, then they bill for it. There's a bit of a sneaky incentive behind
that, which I don 't think is right” (P1). Participants also spoke about the downsides of having
specialists working within the same organization as GPs, as it could potentially cause GPs to
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unnecessarily refer patients to those specialists: “As soon as you have [specialists], you're also a bit in
danger of compromising your medicine and doing something just because you have them” (P2). This
was also described to apply to hospitals, which were incentivized to refer patients within their own
specialist networks (P6, P7). In this context, two participants (P2, P9) also mentioned how integrating
GP practices with hospitals could cause hospitals to take advantage and try to land more operations
due to the lack of independent gatekeeping.

In contrast, alternative payment systems implemented in managed care contracts were mentioned as
facilitators to integration on different dimensions. They rewarded and incentivized GPs to take on the
coordinator role: “the institution [...] really has an incentive to look after you [as a patient]” (P2).
Moreover, they required patients and specialists to respect this coordination and facilitated
professional integration by allowing for remuneration of new roles such as APNs and MPCs (that were

not adequately captured by the current tariffs).

3.2.3.3 Workforce availability

Workforce shortages were identified as a major barrier to interprofessional collaboration: “The main
problem is that everyone is facing staffing shortages. [...] The entire system is simply overloaded,
which really is the fundamental issue” (P10). Participants described staff shortages across both
primary care and hospital settings, which limited communication and care coordination: “They re
short-staffed everywhere, just like us, and then they don t have the time to call us to say that Mr. XY is
going home [from the hospital] ” (P4).

Staffing constraints were perceived as particularly severe among psychotherapists, especially in rural
areas and for older patients with complex needs such as those described in the vignette: “You can
forget about psychologists. Someone like that won t get a therapy spot in our area, the waiting times
are six months or even not at all” (P11). The availability of different professional groups also
influenced collaboration preferences, with some participants reporting a greater reliance on MPCs than
APNs simply because MPCs were more readily available.

Participants further highlighted workforce shortages within their own profession. Limited GP capacity
restricted the time available per patient, thus limiting home and nursing home visits as well as
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extensive communication with other professionals: “And thus, of course, you can 't interrupt your
consultation to spend half an hour discussing such a complex case with a psychiatrist” (P1). One
participant illustrated how staffing constraints on both sides could impede collaboration: as a time-
pressured GP, she sometimes refrained from contacting hospital physicians because they were difficult
to reach due to staffing shortages in hospitals (P1). Given these challenges, many participants
emphasized strengthening the primary care workforce and addressing GP shortages as key priorities
for advancing integrated care in the future.

At the same time, the scarcity of GPs could serve as a facilitator for interprofessional collaboration, as
other health professionals were brought in to alleviate the GPs’ workload. One participant commented
on APNs’ activities in his practice as follows: “If there were plenty of doctors and it were simply part
of routine, then we would do it. But in the end, involving the doctor is actually something valuable”
(P8). Workforce shortages were also described as a potential facilitator to organizational integration.
One participant discussed how hospitals were incentivized to get involved in primary care because of
the lack of GPs: “I also suspect that hospitals will increasingly have to take the reins a bit more and
support, finance, or even run such [primary care] centers themselves. I think this will be something
hospitals will have to deal with — not the large city hospitals, but the rural ones.” (P9).

Practice size was described as an ambivalent factor for clinical integration, as having multiple GPs
within the same practice increased availability for patients, e.g., if GPs worked part-time or were away
on holidays, but posed a risk of fragmentation and loss of oversight. One participant reflected on this
dilemma, stating: “I keep telling my [junior] colleagues, ‘Watch out, we 've somehow passed this Mrs.
“so-and-so” around, she was twice with you, twice with you, twice with you. That’s not good medicine
[...] No one is in charge, so please, we need to agree again: she's assigned to you, and she has to be a

little patient if you 're not there this week. Otherwise, no one has an overview’” (P9).

4 Discussion

This study explored how GPs practice and experience integrated care for complex multimorbid

patients. Whereas clinical and professional integration was extensively discussed, integration at the
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system level was perceived as limited. Participants described a variety of facilitators and barriers to

integrated care, emerging at the individual, interpersonal, and structural level.

4.1 Current implementation

Participants placed particular emphasis on continuity, patient-centricity, and clearly defined
coordinator roles. The prominence of clinical and professional integration in our study is supported by
previous data from Switzerland. For example, international survey data indicate that 97% of patients
with chronic conditions treated by Swiss GPs report good person-centered care, the highest proportion
among participating countries [31]. Moreover, collaboration between GPs and home care organizations
has been described as close, and collaboration with specialist physicians as well-established and
effective [21].

In contrast, system integration was perceived as limited, with participants describing fragmented
responsibilities among system-level actors with a lack of coordination and limited population-based
care. Previous research has similarly highlighted shortcomings in system integration in Swiss primary
care, attributing them to Switzerland’s federal structure, in which responsibilities are divided across
federal, cantonal, and municipal levels, as well as to its liberal health policy tradition, where healthcare
is largely governed by market mechanisms and subject to limited state intervention [13].

While the limited emphasis on macro-level integration in our findings may reflect these characteristics
of the Swiss healthcare system, it may also be partly explained by the professional background of our
participants as clinicians rather than policymakers. A similar observation was made during the
development of the Rainbow Model of Integrated Care, where system integration received limited
attention in an international Delphi study that did not explicitly include experts with a macro-policy

background [16].

4.2 Facilitators and barriers

Several interpersonal and individual facilitators identified in this study — such as trust, frequent

contact, and familiarity with other professionals’ competencies — are consistent with previous research
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[13,32]. In contrast, attitudinal barriers reported in earlier Swiss studies — such as resistance to shared
responsibility, protection of professional territories, and reluctance to self-reflect [5,6,13] — were less
pronounced in our data. This may partly reflect our exclusive focus on GPs but could also indicate
evolving professional attitudes and increasing acceptance of new roles, such as APNs. Indeed, many
participants acknowledged APNs as adding value to care, which is a well-documented facilitator of
collaboration [16].

Structural barriers identified in this study largely confirm existing findings. Most notably, participants
highlighted the lack of shared patient documentation and easy information exchange [4,13,21,33] as
well as challenges related to current financing mechanisms [4-6,13,33], in contrast to the perceived
benefits of managed care contracts [5,13].

At the same time, this study contributes nuanced insights regarding workforce-related factors. While
workforce shortages are widely recognized as a systemic challenge, to our knowledge, their specific
implications for integrated care have received limited attention in the Swiss context. Our findings
suggest that workforce-related factors can act both as barriers and facilitators, depending on context.
For example, larger practice sizes may enhance GP availability to patients and increase opportunities
for interprofessional contact but may also introduce fragmentation and reduce familiarity among
professionals. Similarly, GP shortages may constrain collaboration and person-centered care due to
time pressures, while simultaneously promoting interprofessional collaboration by necessitating the

involvement of other health professionals in complementary or substitutive roles.

4.3 Implications

Considering both current integrated care practices and the barriers and facilitators identified by
participants, several implications can be derived from our findings.

Participants highlighted the importance of ‘soft factors’, such as knowing each other, trust-based
relationships, and opportunities for informal exchange. Successful collaboration often depended on
personal familiarity and established relationships rather than formal arrangements alone. This suggests
that opportunities for regular exchange should be strengthened, for example through regional and

interprofessional platforms extending beyond physician quality circles.
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683  Alongside these interpersonal aspects, participants also highlighted structural requirements for

684  communication, particularly in relation to digital infrastructure. Our findings suggest that GPs do not
685  merely need access to shared health records, but also communication tools that support timely

686  exchange between providers. Future digital infrastructures should therefore not focus exclusively on
687  documentation but also provide secure messaging or chat functions to facilitate coordination and

688  continuity of care. Whether these functions should be integrated into one system, and which actors will
689  drive the implementation, remains to be seen.

690  Regarding financing models, participants highlighted the benefits of managed care contracts in

691  incentivizing coordination and facilitating collaboration across providers through the GP gatekeeping
692  and coordinator role. Our findings thus support further expansion of managed care-style financing
693  approaches as well as newer capitation-based models currently being discussed and tested in

694  Switzerland. This is in line with a recent OECD report suggesting that health systems with higher
695  incentives for quality, as well as a stronger role of GPs as gatekeepers, better care continuity, and
696  stronger financial incentives for GPs to improve quality, may achieve better access to high-quality care
697  (i.e., lower avoidable hospitalizations) [34]. Such models may also strengthen population-oriented
698  approaches to care, which participants perceived as currently lacking. In this context and in light of
699  demographic aging, municipalities could play a more important role in the future, particularly given
700  their responsibilities in long-term care in the canton of Zurich. Initial examples of municipal

701  involvement were already observed but scarce from the perspective of participants.

702 Our findings also suggest important implications for workforce and role development. Generally,
703  participants described workforce shortages as a major challenge for continuity of care and time-

704  intensive collaboration, underlining the importance of current cantonal and national workforce

705  initiatives. The APN role specifically was generally perceived positively, but implementation was
706  hindered by limited standardization and a lack of reimbursement pathways. Some of these barriers
707  may be reduced through ongoing legal revisions aiming to formally define the profession [35].

708  However, given that shared practical experience was a strong facilitator for successful collaboration

709  and role acceptance, it will be important to create joint training opportunities for GPs and APNs.
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Finally, our findings suggest that there is no single optimal model of integrated care. Participants
described differing views regarding the ideal composition of primary care teams and the role of
different health professionals. While many emphasized the benefits of interprofessional collaboration,
others highlighted advantages of GPs maintaining broad competencies themselves, thereby reducing
interfaces, coordination complexity, and fragmentation. This perspective aligns with socio-technical
systems theory, which suggests that strongly interdependent activities should, where possible, be
grouped together, as this addresses underlying fragmentation and reduces the need for extensive and
costly coordination mechanisms [36]. Moreover, participants described how a high degree of service
integration within a single organization may decrease integration on other dimensions by creating
incentives that hinder collaboration with external providers when this conflicts with organizational
interests. Thus, our findings align with previous research suggesting that integrated care models need
to be adapted to local contexts, stakeholder needs, and available resources rather than following a
“one-size-fits-all” approach [7,13]. For instance, it has been suggested that Swiss rural regions may
benefit more from strongly integrated regional care networks, whereas urban areas may be better
suited to ecosystem-like approaches characterized by a lower degree of organizational integration and

flexible partnerships as well as competition between providers [5,6].

4.4 Strengths and limitations

This study provides a structured and in-depth exploration of integrated care from the perspective of
GPs, who play a central role in Swiss primary care. Our findings shed light on a highly complex and
context-dependent topic characterized by multiple interacting dimensions and dependencies. By
systematically exploring current practices, barriers, and facilitators, our study may also contribute to
strengthening a shared understanding of integrated care among stakeholders, the lack of which has
previously been identified as a barrier to implementation [6].

We analyzed the data deductively using an established framework, which proved useful for
understanding integrated care practices. Complementarily, inductive approaches were used to identify
actionable barriers and facilitators grounded in participants’ experiences. To allow for meaningful

reflection and nuanced responses, interviews lasted more than 50 minutes on average. In addition,
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many participants positively evaluated the case vignette and reported that they could strongly relate to
it, suggesting that it facilitated concrete reflection on their day-to-day practice.

Several methodological considerations should be acknowledged. All interviews and coding were
conducted by one researcher (YR), which may have influenced data collection and interpretation.
Measures addressing researcher reflexivity and study credibility are described in the methods section.
Several limitations also relate to participant selection. First, the study focused exclusively on GPs’
perspectives, providing only a partial view of the broader integrated care landscape. Consequently,
barriers attributable to GPs themselves may have been less prominently reflected. Second, the sample
is subject to participation bias, as participation likely attracted GPs with a particular interest in
integrated care. In addition, no GPs from solo practices were included, largely due to recruitment
challenges. However, as solo practices represent a declining organizational form in Switzerland [21],
the impact of this limitation may be modest. Finally, all participants were recruited from a single
canton in German-speaking Switzerland. While this strengthened contextual consistency, it limits
transferability to other language regions, which differ in certain respects, including the prevalence of
solo practices, use of electronic documentation, and cantonal funding initiatives [6,21]. Nevertheless,
Zurich is Switzerland’s largest canton by population (18% in 2024 [20]) and includes both urban and
rural regions, which were purposively represented in the sample.

As next steps, we propose that future research should first examine these findings quantitatively in a
larger sample of GPs to assess their broader relevance and generalizability. Second, perspectives from
additional stakeholders, including other health professionals, patients, and policymakers, should be
incorporated. Building on this, solution-oriented discussions with local stakeholders may help identify
context-appropriate approaches that build on existing strengths. Identified structural barriers,
particularly regarding financing, digital infrastructure, and workforce shortages, should be addressed.
Finally, specific interventions and implementation approaches should be pilot tested and evaluated in

practice.
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5 Conclusions

Our findings suggest that integrated care is already deeply embedded in many aspects of Swiss
primary care practice, particularly through GPs’ coordinating role and close interprofessional
collaboration around complex patients with multimorbidity. However, system-level integration appears
limited, with fragmented and poorly coordinated responsibilities among system-level actors and a
limited focus on population-based care. At the same time, there appears to be no single optimal model
of integrated care, as implementation depends strongly on local contexts, available resources, and
existing collaboration structures. Strengthening integrated care in Switzerland will likely require
greater opportunities for exchange and coordination across professionals, organizations, and sectors,
alongside supportive structural conditions such as appropriate financing models, effective digital

communication infrastructures, and sufficient workforce capacity.
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