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Understanding between medicine, health sciences, health economics and law

Interdisciplinary care for patients with chronic

diseases

The care of patients with chronic diseases is complex and is influenced by the structures and requ-
lations in the healthcare system. Different disciplines are therefore needed to develop options for
improving care - in addition to medicine and health sciences, for example, health economics and
law. But do they mean the same thing when they talk about 'integrated care', for example? This
article provides an overview of the process of interdisciplinary understanding and its benefits for
the care of patients with chronic diseases.

>> For those affected, chronic illnesses are
associated with numerous contacts with
different service providers such as doctors,
therapists and carers (1). The associated
patient journeys are therefore complex. In
addition to the aforementioned healthcare
system contacts (2), they often also include
contacts in other social support systems that
fall under other areas of law (e.g. child and
youth welfare - SGB VIII; integration assis-
tance - SGB IX Part 2, social assistance - SGB
XII, school law). Accordingly, the quality of
patient journeys depends on numerous in-
fluencing factors at different levels. These
include factors at the micro level (e.g. com-
munication skills, professional-patient rela-
tionship), but in particular also factors at
the meso level (e.g. number of patients per
practitioner and ward in the hospital, quality
of discharge management) and at the macro
level ('pillarisation’ of the healthcare system,
remuneration level in the standardised evalu-
ation scale, shortage of specialists).

As patient journeys are often cross-sys-
tem and influenced by different levels, struc-
tures and regulations, analysing them from
only one perspective or only at one level of
the healthcare system is inadequate and ul-
timately inappropriate - especially when it
comes to developing effective suggestions
for improvement. In order to understand the
complexity of patient journeys, identify in-
terface problems and reduce the burden on
patients, all levels must be included and
analysed across disciplines. This requires
many different scientific disciplines, such as
health economics and law in addition to me-
dicine and health sciences.

This interdisciplinary cooperation is often
mentioned and called for in health services

research. However, it is unclear what exactly
this really looks like or how it can be imple-
mented, as this aspect of research projects
is rarely explicitly described. This was dis-
cussed in our collaboration and a key finding
was that the various disciplines researching
healthcare must first agree on what subject
they actually want to look at and change and
which concepts and questions should be at
the centre of this. Only in this way can the
resulting findings realise their full potential
and be compatible with all disciplines.

As achieving a common interdisciplinary
understanding is challenging, the necessary
procedure will be outlined using the expli-
citly interdisciplinary healthcare research
project PICAR as an example. PICAR (Pedi-
atric Integrated CARe) is a project financed
by the Health Services Research Innovation
Fund and aims to present the health care of
children with various chronic illnesses using
interdisciplinary analyses of patient journeys
and to identify areas for improvement at the
micro, meso and macro levels. To this end,
researchers with legal, health economic, me-
dical and health science expertise are wor-
king together in the PICAR consortium..

An example of the importance of
interdisciplinary perspectives: Cen-
tral concepts in the PICAR research

project

A first step in interdisciplinary collabo-
ration is to identify key terms that need to
be understood individually and in depth for
each discipline in order to analyse the care
situation of a patient population holistically.

Table 1 shows examples of three concepts
that are central to the care of patients with

chronic diseases and how they are conside-
red in each discipline for PICAR.

Table 1 provides an example of common,
but also different disciplinary perspectives
and definitions of central concepts that
should be discussed and integrated for a
holistic understanding of the subject of the
study.

The example of the concept of disability
clearly shows that the distinction between
a chronic illness and a disability is only of
limited relevance from a health science or
medical perspective, as well as from a health
economics perspective. From a health sci-
ence perspective, this is the case because
disability is often associated with a chronic
illness (e.g. defined by ICD-10). People with
a disability then usually correspond to a sub-
group of chronically ill people who also have
restrictions in terms of activities and partici-
pation according to the International Classi-
fication of Functioning, Disability and Health
(ICF). From a health economic perspective,
the expected costs and outcomes associated
with the health restriction - including the
resulting services - are particularly relevant.
A comparison of possible alternative courses
of action allows conclusions to be drawn as
to how the available scarce funds and resour-
ces can be utilised efficiently. On the other
hand, differences become particularly clear
from a legal perspective: here, a disability
requires impairments that are very likely to
prevent those affected from participating
in society on an equal basis with others for
longer than six months and a disability must
be 'substantial' (in the context of integrati-
on assistance). The much narrower definition
compared to chronic illness and the specifi-
cation of a concrete minimum period make
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Uberblick zu ausgewahlten versorgungsrelevanten Begriffen aus unterschiedlichen Disziplinen
Begriff Juristische Perspektive Medizinische/gesundheitswissenschaft- Gesundheitsokonomische
liche Perspektive Perspektive
Behinderung Behinderungen liegen nach gesetzlicher Defini- Behinderung ist entsprechend der Internatio- Aus gesundheitsokonomischer Perspektive ist die
tion (& 2 Abs. 1 SGB IX) vor, wenn korperliche, nal Classification of Functioning, Disability and Abgrenzung von chronischer Erkrankung und Be-
seelische, geistige oder Sinnesbeeintrachti- Health (ICF) vor allem als Einschrankung von hinderung weniger relevant. Vielmehr geht es um
gungen die Betroffenen in Wechselwirkung mit Aktivitdten und Teilhabe beschrieben. In diesem | die mit der Krankheit bzw. den Einschrankungen
einstellungs und umweltbedingten Barrieren an Verstandnis besteht eine Wechselwirkung zwi- verbundenen Kosten und Nutzen und die Frage,
der gleichberechtigten Teilhabe an der Gesell- schen Menschen mit korperlichen, psychischen, wie durch den optimalen Einsatz der verfiigharen
schaft voraussichtlich l@nger als sechs Monate geistigen oder Sinnesbeeintrdachtigungen und der | Mittel eine effiziente Mittelverwendung erreicht
hindern konnen. Eine Beeintrachtigung liegt vor, | Umwelt, die ihre Teilhabe durch Barrieren min- werden kann (6). Sowohl bei Personen mit chro-
wenn der Kérper und Gesundheitszustand von dert (3, 4). nischen Krankheiten als auch mit Behinderungen
dem fiir das Lebensalter typischen Zustand ab- Eine Abgrenzung zwischen chronischer Erkran- treten neben den Behandlungskosten - im Ver-
weicht. Der Begriff ist relevant als Voraussetzung | kung und Behinderung ist schwierig, da chro- gleich zu Personen ohne chronische Erkran-
fiir Teilhabeleistungen. Leistungen der Einglie- nische Erkrankungen und Behinderungen oft ge- | kungen - weitere Kosten und Nutzenbestandteile
derungshilfe, fiir die nicht der Jugendhilfetrdger | meinsam auftreten. Die Unterscheidung zwischen | verstdrkt in den Vordergrund. Dies kénnen etwa
zustdndig ist, setzen zudem die Wesentlichkeit beiden Begriffen ist fiir den Alltag der Gesund- indirekte Kosten wie der Riickgang der individu-
der Behinderung voraus (§ 99 SGB IX). heitsversorgung also weniger relevant, weshalb ellen Arbeitsproduktivitdt sein, im Falle von Kin-
Der Begriff der chronischen Erkrankung spielt {ibergeordnet auch der Begriff ,chronische Ge- dern oder pflegebediirftigen Menschen aber auch
als Leistungsvoraussetzung nur eine untergeord- | sundheitsstorung” vorgeschlagen wurde (5). eine reduzierte Berufstatigkeit der Angehdorigen
nete Rolle. (7). Dariiber hinaus kdnnen etwa dauerhafte Le-
bensqualitdtseffekte besonders zum Tragen kom-
men, die z.B. im Rahmen von KostenNutzwertA-
nalysen beriicksichtigt werden (6).
Sektor Mit Sektoren sind die Sektoren der Gesundheits- | Mit Sektoren sind meist die Sektoren der Ge- Die Gesundheitsékonomie versteht unter Sek-
versorgung gemeint (ambulante, stationdre, re- sundheitsversorgung gemeint; in einem erwei- toren vor allem Sektoren innerhalb der Gesund-
habilitative Versorgung) (8). terten, dem internationalen Stand entspre- heitsversorgung (s. Spalte 1).
chenden Verstandnis werden als ,sectors” auch
gesellschaftliche Systeme auferhalb der Gesund-
heitsversorgung (z.B. Bildungssystem, Sozialsy-
stem) bezeichnet (9, 10).
Integrierte Ver- Integrierte Versorgung ist gesetzlich als sek- Integrierte Versorgung ist ein Versorgungskon- Integrierte Versorgung ist ein Oberbegriff fiir
toren oder diszipliniibergreifende Kooperation zept, das die Zusammenarbeit zwischen unter- Versorgungskonzepte, die eine sektoren, system
sorgung definiert, die in der Regel auf Selektivvertragen schiedlichen Sektoren und Systemen sowie deren | und fachdiszipliniibergreifende Kooperation vor-
zwischen Krankenkassen und Leistungserbringern | Leistungserbringern beinhaltet, mit dem Ziel, sehen. Aus 6konomischer Sicht bietet die inte-
basiert (§ 140a SGB V). die Versorgung qualitativ durch erhdhte Effizienz | grierte Versorgung die Chance, Schnittstellen-
Dariiber hinaus gibt es aber vielféltige weitere und Koordination zu verbessern (11). probleme und daraus resultierende Uber, Unter
Regelungen, die integrierte (kooperative) Versor- | Es kdnnen drei Formen der Integration unter- und Fehlversorgung im Gesundheitssystem zu
gungskonzepte vorsehen. Hierzu zdhlen z.B. die | schieden werden: 1) vertikale Integration (inner- | reduzieren, die beispielsweise aus der streng an
Regeln zu Sozialpadiatrischen Zentren, Friihfor- halb eines Systems), 2) horizontale Integration den Versorgungssektoren orientierten kollektiv-
derstellen, Forder und Behandlungsplanung oder | (zwischen verschiedenen Systemen) und 3) lon- | vertraglichen Steuerung der GKVRegelversorgung
interdisziplindren Teams in kinder und jugend- gitudinale Integration (entlang des Lebensver- resultieren konnen (12, 13).
psychiatrischen Praxen; ein weiteres wichtiges laufs) (9).
Format sind Disease Management Programme .
Ein erweiterter Begriff der integrierten Versor-
gung kann als Oberbegriff fiir alle genannten
Phanomene fungieren.

Tab. 1: Overview of selected terms from different disciplines that are relevant to care. Key: 1: The term 'materiality' of a disability is specified in Sections 1 - 3
of the Integration Assistance Ordinance (Eingliederungshilfe-Verordnung), as amended by the announcement of 1 February 1975, Federal Law Gazette I, p. 433
in the version valid on 31 December 2019. These regulations stipulate in varying degrees of detail for physically, mentally and emotionally disabled people that
the respective classification depends on certain significant impairments. 2: See Section 119 SGB V on social paediatric centres; Section 46 para. 2 SGB IX on early
intervention centres; Section 7 of the Early Intervention Ordinance on the support and treatment plan; Section 43a para. 2 SGB V in conjunction with the Social
Psychiatry Agreement (Annex 11 to the Federal Coverage Agreements), as of 1.7.2024; Sections 137f and 137g SGB V on structured treatment programmes for

chronic illnesses. Source: own representation.

it clear that the legal regulations here are
primarily focused on individual benefits and
that certain disabilities may not be recognis-
ed as such from a legal point of view in terms
of health science. This is also the experience
of many people with chronic illnesses in
practice and can make appropriate health-
care more difficult. For example, the lack of
authorisation for a wheelchair or the conver-
sion of a car can restrict participation. From
a health economic perspective, this can ul-
timately result in avoidable additional costs,
such as reduced employment opportunities if
the lack of accessibility in mobility reduces
the ability to work or work productivity.

The term 'sector' clearly shows that the di-
stinction between the outpatient, inpatient
and rehabilitative sectors, which is common
for the German healthcare system and health
insurance funds and is also used as a basis
by the legal sciences and health economics,
is narrower than the international health sci-
ence understanding of 'sector’, which tends
to refer to different systems (9, 10, 14). In
this understanding, the term ‘intersectoral’
is used to effectively improve fragmented
service delivery across different systems
and disciplines for patients. It was therefore
decided in PICAR to introduce ‘intersectoral
care' as a term when referring to the broader

internationally shared understanding across
different social support systems.

In the area of integrated care, it is clear
that the understanding of health science
and health economics is broader than the
legal understanding, which in some cases
appears to be narrowly focused on certain
legal forms (e.g. selective contracts, disease
management programmes). Until recently,
the rules of health insurance law aimed at
cooperative care structures were usually li-
mited to regulations on cooperation between
different actors within the German Social
Code, Book V (SGB V). However, the reality
of patients with chronic diseases is better
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suited to the broader perspectives of health
sciences, which include actors and systems
outside of SGB V. A central goal of health
economic considerations in this context is to
reduce existing care inefficiencies. Taking a
societal perspective in the context of health
economic evaluations also makes it possible
to take into account costs that arise outside
the healthcare system (e.g. labour, educa-
tion) due to a lack of integrated care. Legal
science can take up the broader understan-
ding of health science and health economics
and develop proposals for better utilisation
or further development of the existing legal
regulations on 'integrated care structures'.

Conclusion

The examples from the PICAR project show
that a differentiated analysis of similarities
and differences in central concepts can broa-
den disciplinary perspectives. This expansion
makes it possible to take a comprehensive
look at the reality of care and barriers to
implementation and to derive systemically
appropriate approaches to improving them.
At the same time, this discussion also ena-
bles the practical disciplines, such as the
healthcare professions, to better understand
challenges at sectoral, systemic and discip-
linary interfaces in care, to advise patients
more comprehensively and to contribute
to a needs-based improvement in care. An
interdisciplinary form of cooperation with
explicitly practised mutual understanding
can help to jointly discuss and interpret the
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