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Premessa

A che punto siamo?

Sono intervenuti molteplici fattori (sociali, demogrdfici,
epidemiologici, tecnologici..) che hanno sostituito al
paradigma dell’acuzie (medicina di attesa), e quindi alla logica
prestazionale, il paradigma della cronicita (medicina
d’iniziativa) e la presa in carico del paziente.

Questo cambiamento impone, al tempo stesso, nuove
modalita di lettura del sistema e nuovi meccanismi di
funzionamento (analisi della domanda) ed erogazione
dell’assistenza (programmazione e organizzazione dell’offerta).
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Quali sono | fattori che determinano
pressione sul nostro sistema?
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Pressioni sul sistema/1

Invecchiamento della popolazione
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Multimorbidita e fragilita

TRt

Epidemiology of multimorbidity and implications for health
care, research, and medical education: a cross-sectional study

Karen Barnett, Stewart W Mercer, Michad Norbury Graham Watt, SallyWyke, Bruce Gut hrie Lancet 2012, 3 B80: 37-43
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Figure 1: Number of chronic disorders by age-group




BM) Open Burden of multimorbidity in relation
to age, gender and immigrant status:
a cross-sectional study based
on administrative data

Jacopo Lenzi, Vera Maria Avaldi, Paola Rucci, Giulia Pieri, Maria Pia Fantini
BMJ Open 2016:6:e012812. doi:10.1136/bmjopen-2016-012812
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Figure 3 Number of chronic diseases by age group. Notes: Red dots indicate the prevalence of multimorbidity by age group.
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Health Policy 120 (2016) 818-832
Contents lists available at ScienceDirect
Health Policy

journal homepage: www.elsevier.com/locate/healthpol

Review

Effectiveness of comprehensive care programs for patients
with multiple chronic conditions or frailty: A systematic

literature review

Petra Hopman?, Simone R. de Bruin®, Maria Jo3o Forjaz®,

An increasing proportion of these chron-
ically ill people suffer from multimorbidity [2 4], defined

_as the co-occurrence of two or more chronic or long-term

conditions within the same person [5,6]. Especially among
older people, the prevalence of multimorbidity is high:

among people over age 65 it is estimated at about 65%, and
among people over age 85 at about 85% (e.g. [7-9]).

... frailty — defined as a state of vulner-
resulting from cumulative physiological declines in
reserve capacity and fitness across multiple body systems
[10] - is_also guite common, with estimated prevalence
rates of about 30% [11]. As frailty is related to the natural
process of aging, the prevalence of this condition is also
expected to further increase in the near future. Although
multimorbidity and frailty are distinct concepts, popula-
tions of people with multimorbidity respectively frailty are
partly overlapping, and in practice it is not always possible
to disentangle these concepts due to the various definitions
that are being used in the literature [12,13].

@ CrossMark

Additionally, both people with multimorbidity and peo-
ple with frailty (or people with both) have complex health
and social care needs, and as such may benefit from similar
comprehensive care approaches [14]. Compared to people
with one chronic disease, people with multimorbidity more
often experience problems related to mobility, self-care
and performance of usual activities as well as pain or dis-
comfort and cognitive problems [15]. Multimorbidity may
also cause poor quality of life and distress, and increases the
risk of disability and mortality [8,16,17]. Frailty has been
found to result in an increased use of primary, hospital and
nursing home care as well as of community services (e.g.
[18,19]).
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Health Policy xxx (2017) xxx-xxx
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Contents lists available at ScienceDirect HEALTH
POLICY

Health Policy

journal homepage: www.elsevier.com/locate/healthpol

Multimorbidity care model: Recommendations from the consensus
meeting of the Joint Action on Chronic Diseases and Promoting
Healthy Ageing across the Life Cycle (JA-CHRODIS)

... there is an association between
multimorbidity and disability in old age, but specific disease pairs
(e.g. arthritis and visual impairment) are synergistically assoclated
with different types and severity of disability [36]. Thus, persons
with the same number of chronic diseases but different aggrega-
tions of diseases may have very different functionality and, thus,
different care needs.

[...] Given the complexity and heterogeneity of multimorbid-
Iity, no single measure would serve all clinical purposes, and the
basic principle of comprehensive assessment is the use of different

measures to capture them.

ALMA MATER STUDIORUM ~ UNIVERSITA DI BOLOGNA




Pressioni sul sistema/3

Utilizzo non efficiente dei posti letto per acuti

A PAY
Definizione di «Delayed discharge»

«Situazioni in cui il paziente occupa un posto letto in degenza ordinaria anche se,
secondo l'opinione di un team multidisciplinare, € clinicamente dimissibile o trasferibile
da quel posto letto» (K. Bryan 2006)*.

1. Un aumento del rischio di incorrere in infezioni ospedaliere e complicanze iatrogene.

2. Un aumento del rischio di morbilita e mortalita.

3. Per i pazienti piu anziani un aumento della probabilita di declino funzionale con conseguente
impatto negativo sulla qualita della vita.

4. Implicazioni finanziarie legate a un uso non efficiente di risorse economiche e umane.

*Bryan K., Gage H., Gilbert K. (2006), «Delayed transfers of older people from ALMA MATER STUDIORUM - UNIVERSITA DI BOLOGNA

hospital: Causes and policy implications», Health Policy, 76(2), pp. 194-201.



Table 4 Multilevel logistic regression analysis: adjusted
odds ratios of DHD as a function of patients’
characteristics, operative unit discipline and type

of hospital

Adj. OR p-value 95% ClI

Patients’ characteristics

Lenzi et al. BMC Health Services Research 2014, 14:128 Age (decades} 1 24 <OOOW 1 . 1 6_1 33

http://www biomedcentral.com/1472-6963/14/128

BMC . s . .
Health Services Research Provision of intensive care
No 1
RESEARCH ARTICLE Open Access

. . .. . ] Yes 1.87 0.026 1.08-3.23
Sociodemographic, clinical and organisational

: , ) Primary diagnosi
factors associated with delayed hospital rimary clagnosis

. . Dementia 347 0.001 1.65-7.28
discharges: a cross-sectional study
i . L o , Tumour 171 0.007 1.16-251
Jacopo Lenzw“ M.ana Mongardu‘_), Paola Rgccw : tugeplﬂ.Du Ruscio®, Maria Vizioli*, Concetta Randazzo’,
Elena Toschi®, Tiziano Carradori® and Maria Pia Fantini Femoral/Shoulder fractures 152 0.013 1.09-2.11

Number of comorbidities

None 1

One 192 0.006 1.21-3.04
Two or more 203 <0.007 1.45-2.84
Operative unit and hospital

characteristics

Operative unit discipline

General surgery 1

Geriatrics 1.38 0.299 0.75-254
Internal medicine 1.78 0.045 1.01-3.14
Orthopaedics/Traumatology 392 <0.001 2.24-685
Long-term/Rehabilitation 565 <0.001 3.02-10.56
Type of hospital

Local Health Authority Hospital 1

Hospital Trust 169 0.012 1.12-2.54
OR, odds ratio; Cl, confidence interval.
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Nuovi standard ospedalieri (DM 70/2015)

Figura 9.6 Distribuzione degli stabilimenti «sottosoglia ministeriale» per Regione
e numero di discipline (2014)
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La Figura 9.6 analizza sistematicamente la distribuzione nazionale dei 222 stabilimenti per acuti dotati di PS con bacino di utenza
(ricoveri e accessi appropriati) inferiori agli standard ministeriali e per questo definiti «<sottosoglia>. La Figura individua anche il
numero di discipline presenti nello stabilimento.

*Rapporto OASI 2016 — CAP 9 ALMA MATER STUDIORUM -~ UNIVERSITA DI BOLOGNA




Conseguenze

Contents lists available at ScienceDirect

Ageing Research Reviews

journal homepage: www.elsevier.com/locate/arr

Review
Aging with multimorbidity: A systematic review of the literature

Alessandra Marengoni®P*, Sara Angleman?, René Melis*, Francesca Mangialasche®9,
Anita Karp®¢, Annika Garmen®°¢, Bettina Meinow®¢, Laura Fratiglioni®®

Ann Ig 2016; 28: 319-327 doi:10.7416/ai.2016.2112

Trend and determinants of acute inpatient care for the
elderly in Italy from 2001 to 2011

G. Liotta', F. Gilardi?, P. Scarcella', S. Orlando?, S. Mancinelli?,
E. Buonomo?, M.C. Marazzi, L. Palombi'

* | pazienti anziani con multimorbosita e fragili sono grandi consumatori di servizi:
associazione tra il numero di patologie croniche e il numero di prescrizioni farmaceutiche e
di ricoveri ospedalieri con aumento della spesa sanitaria (Marengoni 2011).

* E’ dimostrata la difficolta della gestione dei pazienti anziani con il tradizionale approccio
ospedaliero, monospecialistico ad alta intensita di cura (Liotta 2016).
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Quali sono le possibili soluzioni?
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La ricerca di modelli clinici MECOSAN | 87 (2013): pp. 38
e organizzativi capaci di coniugare
personalizzazione

e ingegnerizzazione delle cure

di M. P. FanTivg, E. Borconowvi, G. Maciocco, G. PiErl, F. Longo

Per realizzare questa riorganizzazione delle cure e dell’assistenza, garantendo, oltre
all’appropriatezza clinica e organizzativa, umanita, globalita, continuita, preattivita e
tempestivita della risposta ai bisogni dei pazienti, il modello di riferimento indicato dalla
letteratura € 1l Chronic Care Model (Wagner, 1995, Department of Health NHS, 2005). Il

Chronic Care Model modello di gestione della patologia cronicg preso come riferimento

anche in numerose esperienze italiane degli ultimi anni, fornisce una cornice concettuale

che descrive gli elementi necessart allo sviluppe di una buona _assistenza per le persone
con malattie croniche, che deve essere proattiva, evidence-based ¢ centrata sul paziente.

Tra gli elementi del modello, due in particolare emergone dalla letteratura come fonda-
mentali: il supporto all'autocura e la presenza di un team multidisciplinare di professio-

nisti in grado di earantire una effeitiva inteerazione tra assistenza primaria € specialistica
(Ham, 2010).

Uno dei rischi maggeiori a cui il paziente pluripatologice si trova esposto € senza dubbio la
frammentazione del processo di cura. Questo comporta una perdita della visione unitaria
del problema di salute e s1 traduce in un aggravie burocratice per il paziente, oltre alla
frequente ripetizione di tratti del percorso di cura comuni a piu malatiie.
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La ricerca di modelli clinici MECOSAN | 87 (2013): pp. 38
e organizzativi capaci di coniugare
personalizzazione

e ingegnerizzazione delle cure

di M. P. FanTivg, E. Borconowvl, G. Maciocco, G. PiEr!, F. LonGo

In questa luce anche [ Pdta per singeola patelogia non appaiono piu une strumento partico-

larmente capace di catturare le esigenze di rappresentazione € governe clinico ¢ manage-
riale della cronicita, anzi potrebbero contribuire a rafforzare la frammentazione delle cure,
ingegnerizzando separatamente processi che in realta sono tra di loro integrati.

In questo contesto si inserisce il tema della «personalized medicines, che prevede la pos-
sibilita di classificare gli individui in sottopopolazioni che differiscono per susceitibilita a
una particelare malattia o per risposta a une specifico trattamente, consentendo quindi di
concentrare gli interventi (terapeutici, preventivi, efc.) sui soggetti che realmente potranno
beneficiarne (Goldeberg, 2013). 5i potrebbe evolvere questo approccio nella direzione di
una «clusterized medicine» che considera gruppi di pazienti tareet caraiterizzati dalle siesse
comorbilita, con combinazioni che registrane una rilevante prevalenza. Risulta chiare che

con questa logica non viene messe in crisi il contribute dell’ Evidence-Based Medicine, ma
piuttosto come le evidenze sonoe costruite.
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Multimorbidity care model: Recommendations from the consensus
meeting of the Joint Action on Chronic Diseases and Promoting
Healthy Ageing across the Life Cycle (JA-CHRODIS)

Table 1

Original list of components discussed during the 1st JA-CHRODIS WP6 Expert Meeting, identified by systematic review [10].
Type of component Components
Delivery system design - Regular comprehensive assessment

- Multidisciplinary team
- Individualized care plans
- Appointment of a case manager

Decision support - Implementation of evidence-based medicine
- Team training
- Developing a consultation system to consult professional experts outside of the core team?

Self-management support - Training of care providers to tailor self-management support for patients
- Providing options for patients to improve their health literacy®
- Patient education”
- Involving family members and family education®
- Offering approaches to strengthen patients’ self-management and self-efficacy
- Involving patients in decision-making

- Training patients to use medical devices, supportive aids and health monitoring tools correctly®

Clinical information system - Electronic patient records and computerized clinical charts
- Exchange of patient information
- Uniform coding of patients’ health problems
- Patient platforms allowing patients to exchange information with their care providers

Community resources - Access to community resources
- Involvement of social network
- Psychosocial support®

* This component was added after discussion at the expert meeting.
b These components were merged into others, as it was thought that they were not mutually exclusive.
¢ This component was removed after discussion at the expert meeting.
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Review

Effectiveness of comprehensive care programs for patients @Cmmﬂc
with multiple chronic conditions or frailty: A systematic
literature review

[...] Regarding patient outcomes,
there is insufficient evidence for a beneficial effect of
comprehensive care on multimorbid or frail patients’ satis-
faction with care, their quality of life, depressive symptoms
and functional status, whereas we found no evidence at
all for a beneficial effect on mortality rates. No_evidence
was found for a beneficial effect of comprehensive care on
caregiver-related outcomes. Regarding the impact of com-
prehensive care on healthcare utilization and costs, there
is no evidence that the provision of comprehensive care
results in a reduced number of primary care or GP visits by
people with multimorbidity or frailty or in cost savings, and
insufficient evidence was found that comprehensive care
results in a reduced use of inpatient care. This is in contrast
with the findings of Bruin and colleagues, who found mod-
erate evidence for a beneficial effect of comprehensive care
on inpatient healthcare utilization and healthcare costs,
and insufficient evidence regarding outpatient healthcare
utilization [33].

ALMA MATER STUDIORUM ~ UNIVERSITA DI BOLOGNA




Flanagan e al. Health and Quality of Life Ouicames (3017 15188
DOl 1011864 129550170765y

Health and Quality
of Life Outcomes

The effectiveness of integrated care @
interventions in improving patient quality

of life (Qol) for patients with chronic

conditions. An overview of the systematic

review evidence

Case management interventions showed some positive

T : o Ol Care alnm T

ordination tient navieators improved QoL for patients

requiring general chronic condition management [39], and  53h flanagan”, Sazh Damery” and Gill Combes

GRlealimoile ok TRAAeIeR g specialic nure or
cardiologist significantly improved QoL for patients with
heart failure [18]. Similarly, CCM interventions also showed
promise, with six of the ten reviews demonstrating positive
results. Three of these positive reviews focus on patients
with COPD [21, 41, 42,]. In all cases, CCM_interventions
likel be effective in i ing QoL wl
they included a greater number of components; eg.
Woltmann et al. [25] found that interventions with three or
more components significantly improved QoL for mental
health (Cohen’s d = 0.20, 95% CI: 0.04 to 0.36).

Discl . X l .
larly successful in improving Qol. for patients with heart
failure, with three out of three reviews in this patient group
demonsirating positive findings [28, 29, 46]. Discharge
management for stroke patients showed mixed results, but
hospital outreach and hospital-directed home rehabilitation
was more likely to be associated with improved QoL than
conventional community rehabilitation services.

MDT interventions showed primarily mixed results with
regard to improvements in QoL. However, nurse-led care

[33] was associated with a significant improvement in
QoL for patients with rheumatoid arthritis.
Self-management interventions showed a mixed picture;
three reviews reported mixed findings [20, 51, 53], and one
review reported no differences between intervention and
control groups [52] in changing QoL. However, Zwerink et
al. [36] outlined a complex intervention for COPD support,
training, and symptom management that showed some sig-
nificant improvements in condition-specific QoL in pa-
tients receiving the intervention (St Georges Respiratory
Questionnaire scores improved by 3.51 points in the inter-
vention group compared to usual care) and Coulter et al.
[20] demonstrated some improvements in health related

QoL.
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systematic reviews

Sarah Damery, Sarah Flanagan, Gill Combes

ABSTRACT

Dbjective: To summarisa the evidence regarding the
effectiveness of integrated care intenentions in
reducing hospital activity.

Design: Umbrella review of systematic reviews and
metaanalyses.

Setting: Interventions must have deliverad care
crossing the boundary between at least two health and/
or social care settings.

Participants: Adult patients with one or more chronic
diseases.

Data sources: MEDLINE, Embase, ASSIA, PeycINFO,
HMIC, CINAHL, Cochrane Library (HTA database,
DARE, Gochrane Database of Systematic Reviews),
EPPI-Centre, TRIP, HEED, manual screening of
references.

Outcome measures: Any measure of hospital
admission or readmission, length of stay [LoS),
accident and emergency use, healthcare costs.
Results: 50 reviews were included. Intenentions
focused on case management (n=8), chronic care
model (GCM) (n=8), discharge management (n=15),
complex interventions (n=3), multidisciplinary £ams
(MOT) (n=10) and seff-management (n=5). 29 reviews
reported statistically significant improvements in at
least one outcome. 1121 reviews reported significanthy
reduced emergency admissions (15-50%); 11/24
showed significant reductions in all-cause (10-30%) or
condition-specific (15-50%) read missions; 916
reported LoS reductions of 1-7 days and 4/9 showed
significantly lower A&E use (30-40%). 10/25 reviews
reported significant cost reductions but provided little
robust evidence. Effective interentions included
discharge management with postdischarge support,
MOT care with teams that inclede condition-specific
expertise, specialist nurses and'or pharmacists and
self-management as an adjunct to broader
inerwentions. Interventions were most effective when
targeting single conditions such as heart failure, and
when care was provided in patients’ homes.
Conclusions: Although all outcomes showed some
significant reductions, and a number of potentially
effective interventions were found, interventions el
demonstrated unequivocal ly positive effects. Despite
the centrality of integrated care to cument policy,
guestions remain about whether the magnitude of

= This umbrella review is the first of its kind since
integrated care became central to healthcare
policy.

= O were selected following iltation

with service providers, commissioners and
patient representatives to ensure relevance.

= We assessed a large wolume of intemational evi-

dence across diverse chronic conditions, iner-
ventions and outcomes.

» Umbrella reviews do not allow conclusions to be
drawn about the detiled conteds in which inter-
ventions were implemented, but they do permit a
broader overview of the evidence base than
would be possible with a focus on primary
research alone.

Heterogeneity of intervention design, duration,
intensity and follow-up prohibited meta-synthesis
ATOSS [EVIEWS.

potentially achievable gains is enowgh to satisfy
national targets for reductions in hospital activity.
Trial registration number: CRD4201501 6458,

INTRODUCTION

Hespitl activity continues o rise and cur
renty accounts for almost half of annual
NHS expendimre.’ Demands on the acuwe
sector are strongly influenced by the apidly
growing number of patients with multiple,
chronic health  conditions. These  patients
often need to access multiple health and
social care settings but typically experence
fragmented and poordy coordinated care”
Reduring hospital activity s seen as the key
to relieving pressure on services that are
rapidly approaching their limits,* and inte-
grated care has become a comenstone of the
policy mesponse w this challenge in the UK
and most other developed  countries.
Integrated care represents an  onganising
principle  for care delivery that aims to

BM)

Damery 5, ef al. BMJ Open 20166:0011952. doi:10.1136bmjopen-2016-011952 1
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Damery S, et al. BMJ Open 2016:6:e011952. doi:10.1136/bmjopen-2016-011952

CONCLUSIONS

This review highlights a number of potentially effective
integrated care interventions to reduce hospital use for
patients with chronic diseases. Interventions based on

MDT that include condition specialists, those focused

on discharge management that include postdischarge

rehabilitatton and follow-up and those based on mult-

component strategies were most likelv to be associated

with sienificant reductions in hospital use for patients

with single conditnons such as heart faillure and COPD.
Yet there was little robust evidence about potential cost

efhiciencies, and the effectiveness of care delivered in

primary and social care settings remains largely

unknown. Despite considerable fanfare accompanying

efforts to Integrate care across the health and social care
system in England, integration does not seem to be a

‘magic bullet’” and the magnitude of achievable gains is

unlikely to match those required by current policy

tiﬂ.l"g{"l [S.
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o THE LANCET
e, M
H EDUcCATION OF HEALTH PROFESSIONALS

FOR THE 21*" CENTURY:
A GLOBAL INDEPENDENT COMMISSION

Health professionals for a new century: transforming @
education to strengthen health systems in an
interdependent world

Julio Frenk*, Lincoln Chen*, Zulfigar A Bhutta, Jordan Cohen, Nigel Crisp, Timothy Evans, Harvey Fineberg, Patricia Garcia, Yang Ke, Patrick Kelley,
Barry Kistnasamy, Afaf Meleis, David Naylor, Ariel Pablos-Mendez, Srinath Reddy, Susan Scrimshaw, Jaime Sepulveda, David Serwadda,
Huda Zurayk

systemic problems inherent to most current health care systems: a mismatch of competencies to
patient and population needs; poor teamwork; persistent gender stratification of professional

status; narrow technical focus without broader contextual understanding; episodic encounters

rather than continuous care; predominant hospital orientation at the expense of primary care;

quantitative and qualitative imbalances in the professional labour market; and weak leadership

to improve health-system performance [5]. Unfortunately, it is becoming increasingly evident

ALMA MATER STUDIORUM ~ UNIVERSITA DI BOLOGNA




So what?

e | modelli non sono sempre implementati cosi bene come sono
stati disegnati.

e Ci sono barriere strutturali, organizzative e professionali che
rendono difficile lo sviluppo di modelli di cura innovativi.

e Sono necessari sistemi di valutazione e monitoraggio adeguati per
sostenere i policymakers nel disegnare sistemi efficaci ed efficienti

ALMA MATER STUDIORUM ~ UNIVERSITA DI BOLOGNA




E le Cure Intermedie?
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Le «Cure Intermedie»

...prime concettualizzazioni...

Si parla di Cure Intermedie dagli anni ‘90
e Obiettivi:

— “preventivi” evitare le ospedalizzazioni non necessarie e fenomeni di “dimissione
ritardata’ rendendo disponibili alternative assistenziali all’ospedale, per rispondere
ai bisogni sanitari con una intensita proporzionata alla necessita di cura e
raggiungere una maggiore efficienza di sistema;

—  “riabilitativi” supportare la dimissione, facilitare I’ accesso ai servizi di riabilitazione
e recupero funzionale e favorire il rientro del paziente al domicilio.

e Criticita:
— le evidenze non sono concordi sull’efficacia dei programmi di Cl

— ci sono differenze sostanziali rispetto a come le Cl sono definite e implementate nei
diversi Paesi

— sussistono dubbi circa il numero e la tipologia di pazienti eleggibili

ALMA MATER STUDIORUM ~ UNIVERSITA DI BOLOGNA




Le «Cure Intermedie»

Lesperienza in Inghilterra

Archives of Gerontology and Geriatrics 49 Suppl. 2 (2009) S21-S25

Box 1. Examples of intermediate care services used in
England

Contents lists available at ScienceDirect

ARCHIVES OF GIRONTOLOGY
AND GERIATRICS

Archives of Gerontology and Geriatrics

Geriatric day hospital

journal homepage: www.elsevier.com/locate/archger Hospital-at-home schemes and home-based rehabilitation

Nursing home-based rehabilitation

Community hospitals

The development of intermediate care services in England Rapid response teams

Community assessment and rehabilitation teams (CARTS)
John Young* Nurse-led units
Academic Unit of Elderly Care and Rehabilitation, Bradford Institute for Health Research, Bradford Royal Imfirmary, Duckworth Lane, Bradford BD9 6R], UK Social service schemes:

Day centre rehabilitation
Residential care rehabilitation

Box 2. Definition of intermediate care in England, Department of Health, Jan 2001. Health Services Circular (HSC): Guidance for
Intermediate Care Services

Intermediate care should be regarded as describing services that meet all the following criteria:

Services targeted at people who would otherwise face unnecessarily prolonged hospital stays or inappropriate admission to acute
inpatient care, long-term residential care, or continuing NHS inpatient care.

Services provided on the basis of a comprehensive assessment, resulting in a structured individual care plan that involves active
therapy, treatment and opportunity for recovery.

Services which have a planned outcome of maximizing independence and typically enabling patients/users to resume living at home.
Services which are time limited, normally no longer than six weeks, and frequently as little as one to two weeks or less.

Services which involve cross-professional working, with a single assessment framework, single professional records and shared
protocols.




Le «Cure Intermedie»

Cosa ci dice la letteratura®

National Institute for Health Research

* Garantire assistenza a pazienti anziani e con condizioni Service Delivery and Organisation Programme
complesse, superando la specificita per singola Intermediate care: a realist review
patologia/condizione. and conceptual framework

Executive Summary

. . R . . . ark Pearson,! Harriet Hunt,* Chris Cooper,! Sasha Shepperd,?
*  Offrire un supporto ai pazienti sia in strutture Ray Pawsan.“andRob Andersont

* Peninsula Technology Assessmen t Group (PanTAG), Peninsulz Collage of Madicine &
Drentistry, University of Exeter

residenziali (community hospital, nursing home, ecc.) sia e ehiicus ey somos
al domicilio

e  Offrire un servizio limitato nel tempo (max 6 settimane),

favorendo la transizione verso ulteriori forme di INHS
. . RN . R ofe National Institute for
residenzialita a lungo termine solo quando non evitabili. published January 2013 Health Research

e Agire con focus primariamente riabilitativo, con un’ attenzione particolare alla educazione
terapeutica e all’autocura, assicurando continuita e coordinamento tra i diversi servizi
(sanitari, sociali, ecc.).

* Contrastare il declino funzionale e cognitivo dei pazienti, garantire la qualita della vita e
ridurre 'istituzionalizzazione a lungo termine.

*Pearson M., Hunt H., Cooper C., Shepperd S., Pawson R., Anderson R. _ 2
Intermediate care: a realist review and conceptual framework. Final report. NIHR ALMA MATER STUDIORUM ~ UNIVERSITA DI BOLOGNA

Service Delivery and Organisation programme; 2013



Le «Cure Intermedie»

Conceptual framework for intermediate care*

Pre-intermediate care

Intermediate care

Post-intermediate care

Functioning, health and wellbeing - as defined by the service user in collaboration with their significant others and healthandsocial care

professionals

4 = = Continuity with other senvices— — — 1) Obijectives of care and
place of care
negotiated between
service-user, carer(s)
and health and social
care professionals

‘Health crisis’
(hours to days) 2) Carer(s) and health and
social care professionals
andj/or foster the self-care skills

of service users and
shape the social and
physical environment to
're-enable’ service users

acute admissions
(hours to weeks)

3) Service-users, carers,
health and social care
professionals and
voluntary services
contribute actively to
decision-making and
deliver care that is
integrated

4 == Continuity with other serices = = =

< SERVICE USER

*Pearson M, Hunt H, Cooper C, et al. Providing effective and preferred care closer

to home: a realist review of intermediate care. Health Soc Care Community
2015:3:577-93

Improvement in
functioning, health
and well-being

\ Maintenance of
functioning, health and
well-being at same level

Potential for
) revised goals
[ [(likely if >6
weeks of IC)

Maintenance of
functioning, health and
well-being at lower level

== Continuity with other SeniCes= = = = = = =

Managed decline

LIFETIME >

ALMA MATER STUDIORUM ~ UNIVERSITA DI BOLOGNA



Le «Cure Intermedie»

..altri punti di vista..

14  Le nuove strutture intermedie: «ll tema delle strutture
modelli organizzativi, target di utenti intermedie, entita che
e formule di servizio
di Mario Del Vecchio, Anna Prenestini, Valeria Rappini+

si collocano tra
I'ospedale e il
domicilio o piu

Figura 14.1  Strutture e percorsi .
semplicemente — nella

Ospedale Strutture Intermedie Domicilio forma stilizzata della
oo o o dlaletjclca.tra f)spedale
; CdS M — ADI e territorio — il tema
cdS G . .
fihub ass. dello sviluppo di tutto
Post/sub - olambuiabrio MMG cio che non sia
PTA : :
H spoke - . sudi ospedale ed e
Loun i . . .
R Presst | quindi considerato
POT Day Farmagia . . .
service territorio, attraversa il
 CRONICI | dibattito sulla sanita da
_OCCASIONAL . molto tempo.»
‘ NON AUTOSUFFICIENTI

SANI

*Rapporto OASI 2016 — CAP 14 ALMA MATER STUDIORUM - UNIVERSITA DI BOLOGNA




Le «Cure Intermedie»

Conceptual framework for Community Hospital*

TABLE 1 Definitions of ‘community hospitals’

A GP community hospital can be defined as a hospital where the admission, care and discharge Royal College of
of patients is under the direct control of a GP who is paid for this service through a bed fund, General Practitioners’
or its equivalent

A community hospital is a local hospital, unit or centre providing an appropriate range and Ritchie and Robinson®*
format of accessible health-care facilities and resources. Medical care is normally led by GPs, in

liaison with consultant, nursing and allied health professional colleagues as necessary, and may

also incorporate consultant long-stay beds, primary care nurse-led and midwife services

Many countries have a lower tier of hospital, sometimes called a community hospital. These McKee and Healy™
typically have <50 beds and provide basic diagnostic services, minor surgery and care for patients
who need nursing care but not the facilities of a district general hospital

A service that offers integrated health and social care and is supported by community-based UK Department of
professionals Health?®

Alocal hospital, unit or centre that is community based, providing an appropriate range and Community Hospitals
format of accessible health-care facilities and resources. These will include inpatient beds and Association®

may include outpatients, diagnostics, surgery, day care, nurse-led care, maternity, primary care
and outreach services for patients provided by multidisciplinary teams

Reproduced from Winpenny EM, Corbett J, Miani C, King S, Pitchforth E, Ling T, et al. Community hospitals in selected high income
countries: a scoping review of approaches and models. Int J Integr Care 2016;16:13. This is an open access article distributed

n accordance with the terms of the Creative Commons Attribution (CC BY 4.0) license, which permits others to distribute,
remix, adapt and build upon this work, provided the original work is properly cited. See: http://creativecommons.org/

h .
censes/by/4.0.

*Community Hospitals in Selected High Income Countries: A Scoping Review of Approaches _ 2
and Models. Eleanor M. Winpenny, Jennie Corbett, Celine Miani, Sarah King, ALMA MATER STUDIORUM ~ UNIVERSITA DI BOLOGNA

Emma Pitchforth, Tom Ling, Edwin van Teijlingen and Ellen Nolte



Le «Cure Intermedie»

Conceptual framework for Community Hospital*

THE COMMUNITY HOSPITAL

ACUTE

Fe==a=c

T~mn !

CHRONIC

NURSING HOME

PRIMARY SECONDARY

FIGURE 2 Nature and scope of services provided by community hospitals. Reproduced from Winpenny EM, Corbett J,
Miani C, King S, Pitchforth E, Ling T, et al Community hospitals in selected high income countries: a scoping review of
approaches and models. Int J Integr Care 2016;16:13.% This is an open access article distributed in accordance with the
terms of the Creative Commons Attribution (CCBY 4.0) license, which permits others to distribute, remix, adapt and
build upon this work, provided the original work is properly cited. See: http:/creativecommaons.org/licenses/by/4.0.

*Community Hospitals in Selected High Income Countries: A Scoping Review of Approaches

and Models. Eleanor M. Winpenny, Jennie Corbett, Celine Miani, Sarah King, ALMA MATER STUDIORUM ~ UNIVERSITA DI BOLOGNA
Emma Pitchforth, Tom Ling, Edwin van Teijlingen and Ellen Nolte




Ospedali di Comunita
Definizione da DM 70/2015

«Si tratta di una struttura con un numero limitato di posti letto (15-20) gestito da personale
infermieristico, in cui 'assistenza medica e assicurata dai medici di medicina generale o da
pediatri di libera scelta o da altri medici dipendenti o convenzionati con il SSN, e la responsabilita
igienico - organizzativa e gestionale fa capo al distretto che assicura anche le necessarie
consulenze specialistiche.

L'OSCO prende in carico prevalentemente pazienti che necessitano di:

* sorveglianza infermieristica continuativa
* interventi sanitari potenzialmente erogabili a domicilio ma che necessitano di ricovero in
queste strutture in mancanza di idoneita del domicilio (struttura e familiare);

La degenza media prevedibile & di 15/20 giorni e I'accesso puo avvenire dal domicilio o dalle
strutture residenziali su proposta del medico di famiglia, dai reparti ospedalieri o direttamente
dal pronto soccorso.

L'assistenza sara garantita sulle 24 ore dal personale infermieristico ed addetto all'assistenza, dai
medici di medicina generale, dai pediatri di libera scelta e dai medici di continuita assistenziale.
La sede fisica dell’ospedale di comunita potra essere opportunamente allocata presso presidi
ospedalieri riconvertiti e/o presso strutture residenziali.»

ALMA MATER STUDIORUM ~ UNIVERSITA DI BOLOGNA




Come valutare le Cure Intermedie?
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Le «Cure Intermedie»

LUesperienza inglese - NAIC

Cos’e il National Audit of Intermediate Care (NAIC)?

* Un audit di committenza e fornitura di Cure Intermedie in Inghilterra e Galles
* Sono stati raccolti dati di cinque anni a partire dal 2012.

e Audit sul livello organizzativo: modello dei servizi, azioni svolte, risorse economiche,
personale

* Audit sul livello dei pazienti: outcomes clinici e valutazione dell’esperienza riportata dai
pazienti (PREM)

| servizi analizzati vengono suddivisi in:

e Crisis Response - assistenza a breve termine per un massimo di 48 ore
* Bed Based Services - assistenza in strutture dotate di posti letto

*  Home Based Services - servizi domiciliari di base

* Re-ablement - servizi di reinserimento sociale

ALMA MATER STUDIORUM ~ UNIVERSITA DI BOLOGNA




Le «Cure Intermedie»

Cosa valuta il NAIC?

1. Le Cure Intermedie sono efficaci? La scala di Barthel modificata

Outcome measure scores

Home: Change in Sunderland

NAIC 2015 change scores
Bed 19.1
Home 4.2 2015
Re-ablement 4.8

2014

Change in modified Barthel 16 1" 12 10 8

scores Re-ablement: Change in
Sunderland scores
2015 ’

2014 ’

40 50 60 70 80 16 14 12 10 8

2015

National Audit
of Intermediate Care

Online toolkit has individual service and service
user results 20" 5

*Courtesy of Claire Holditch, NAIC Project Director ALMA MATER STUDIORUM -~ UNIVERSITA DI BOLOGNA

11 November 2015



Le «Cure Intermedie»

Cosa valuta il NAIC?

1. Le Cure Intermedie sono efficaci? La scala di Barthel modificata

Service user outcomes
% change in dependency

71.7%

improved 76.1%
improved
86.5%
maintained
6.2% maintained
v v
7.7% 7.3% 8.2%

deteriorated deteriorated deteriorated

Home based Bed based Re-ablement

National Audit
of Intermediate Care

Vast majority have a positive outcome 201 5

*Courtesy of Claire Holditch, NAIC Project Director ALMA MATER STUDIORUM - UNIVERSITA DI BOLOGNA

11 November 2015



Le «Cure Intermedie»

Cosa valuta il NAIC?

1. Le Cure Intermedie sono efficaci? La destinazione del paziente alla dimissione

Figure 6.9.5: Destination on discharge NAIC 2015

0% 20% 40% 60% 80% 100%
. Own home . MNursing home . Community hospital . Died
Relatives home . Sheltered housing Mental health facility Other
Residential home Acute setting . Hospice

*Courtesy of Claire Holditch, NAIC Project Director ALMA MATER STUDIORUM - UNIVERSITA DI BOLOGNA

11 November 2015



Le «Cure Intermedie»

Cosa valuta il NAIC?

2. Le Cure Intermedie sono efficienti? Durata dalla degenza

Length of stay (in days)

* No evidence of “correct” length of stay to optimise outcomes
* Average length of stay is fairly stable across all service categories
* Mean in the range 25 to 35 days

Average length of stay (days)

35

30 —

2013

5 — —

20 — —

B 2014

15— —

| m 2015

10— -

Home based Re-ablement

National Audit
of Intermediate Care

2015

*Courtesy of Claire Holditch, NAIC Project Director ALMA MATER STUDIORUM -~ UNIVERSITA DI BOLOGNA

11 November 2015



Le Cure Intermedie
nella regione Emilia-Romagna
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MECOSAN - 93-2015

Definire e programmare le Cure
Intermedie nella filiera dei servizi
per la fragilitd e gli anziani: mefodi
ed evidenze dal caso della Regione
Emilia-Romagna

Maria Pia Fantini, Giulia Pieri, Simona Rosa, Bianca Caruso, Andrea Rossi,
Davide Pianori, Francesco Longo*

ACUTO

ASSISTENZA
OSPEDALIERA PER ACUTI

(Cod. 21 e 26)

STABILIZ | POSKACUTO

CURE INTERMEDIE:
/ . ASSISTENZA
-0OSCO - N OSPEDALIERA POST ACUTI

-ADI N (Cod. 56 e 60)

-PL temporanei in CRA

STRUTTURE SOCIO-
SANITARIE:

-Residenziali diri
ece's‘:m)enza (case di riposo FR[N]A R
-Semi-residenziali (CD) @@mp@nmﬂ©

-Strutture abitative

alternative utentd

STABILIZZATO
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Definire e programmare le Cure
Intermedie nella filiera dei servizi
per la fragilita e gli anziani: metodi
ed evidenze dal caso della Regione

EmiliaRomagna

Maria Pia Fantini, Giulia Pieri, Simona Rosa, Bianca Caruso, Andrea Rossi,

Davide Pianori, Francesco Longu'

Fig. 7
Matrice di posizionamento
70,07 P.“"““ tra utilizzo del servizio di ADI
- .I » e assistenza ospedaliera post-
‘ acuti (cod. 056 e cod. 060).
b Bologna Tassi specifici per 1.000
g 400 Roggio Enilo @ abitanti residenti di eta > 75
g ]
£ |
£ ‘ |
Forli .. -~
50,0 Modena |
(esena @
E ¢ Rovenno
cg .
- 40,0
Rimini |
30,0 §
100,0 120,0 140,0 160,0 180,0 220,0 240,0 i
ADI fotale

(Fonte dei dati: SISEPS, Regione Emilia-Romagna; Anno 2012)
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Ospedali di Comunita

Il caso di studio della Regione Emilia — Romagna
Flusso informativo SIRCO

La circolare regionale n. 26 del 22
dicembre 2014 prevede la rilevazione
sistematica delle attivita assistenziali
svolte negli OsCo regionali istituendo il
flusso informativo SIRCO.

La circolare regionale n. 16 del 23
dicembre 2015 ha inserito nel flusso
SIRCO la valutazione del punteggio
della scala di Barthel Modificata (BIM)
all'ingresso e alla dimissione.

Pur in assenza di una univoca
definizione del modello organizzativo al
31 dicembre 2016 erano attivi in RER
14 Ospedali di Comunita censiti
nell’anagrafe regionale delle strutture.

MR egioneEamitisRomagna £}

STRUTTURA DEL FLUSSO

Tabella A
Anagrafica
Tabella C % Tabella F
Motivi del ricovero \ / so;ro??al;’i'l‘ilari

( 1

Tabella D 1.10 } Tabella B ‘ 8.* Tabella G

Diagnosi L Ricovero j Lesioni
)

Tabella E

Interventi/procedure | 0.15
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How do Community Hospitals respond to the healthcare
needs of elderly patients? A population-based observa-
tional study in the Emilia-Romagna Region

D. Pianori', V. M. Avaldi', S. Rosa', J. Lenzi', M. Ialonardi’, G. Pieri2,
A. Rossi?, M.P. Fantini'

Key words: Intermediate Care, Community Hospital, Multimorbidity, Elderly Patients, Modified
Barthel Index
Parole chiave: Cure intermedie, Ospedale di comunita, Multimorbosita, Pazienti anziani, Indice di
Barthel modificato

Abstract

Background. Intermediate Care Services have been developed to provide high-quality and sustainable care
to the elderly patients with chronic diseases. Italian Community Hospitals, inspired by the British model, are
an example of Intermediate Care. The aim of this study was: (1) to describe the healthcare needs met by the
Community Hospitals of Emilia-Romagna, Northern Italy, by depicting the characteristics of hospitalized
patients, and (2) to evaluate process and outcome indicators by conducting a comparative assessment of
the quality of care.

Study design. Observational retrospective cohort study.

Methods. The study population included patients living in Emilia-Romagna who were discharged during
2016 from the 14 Community Hospitals of the region. Data were retrieved from the Regional Informative
System of Community Hospitals database; multi-morbidity profiles were identified through the Hospital
Discharge Records Database and the Outpatient Pharmaceutical Database. In-hospital variation of the
5-level Modified Barthel Index and hospital readmissions within 3 months of discharge were retrieved for
each patient. The presence of recurrent patterns of multi-morbidity, i.e., clinical conditions that tend to co-
occur, was investigated using unsupervised cluster analysis.

Results. The study population included 2,121 patients. Mean age was 79.5 years, mean Community Hospital
stay was 22.4 days (range 13.1 - 31.5 days) and 62.5% of the patients were females. The most common
sources of admission were hospital (71.8%) and home (27.0%). Routine discharges were 60.0%, planned
home discharges were 13.6%, and transfers to public or private hospitals were 10.8%.

We identified two multi-morbidity clusters unevenly distributed across Community Hospitals. Mean number
of co-occurring chronic conditions per patient was different in the two clusters (3.0 vs. 4.7, p < 0.004).
Mean Modified Barthel Index at admission and discharge was 32.2 and 47.6, respectively. Mean difference
of 15.3 between values at admission and discharge was statistically significant (p < 0.001). Three-month
hospital readmissions occurred for 20.2% of patients.

Conclusions. The development of Intermediate Care Services, and in particular Community Hospitals, re-
quires guidelines and protocols to define who among the patients can benefit more from this type of care. It
is necessary to assess the quality of care provided by these facilities through appropriate and internationally
comparable measures, including patient experience indicators.

! Department of Biomedical and Neuromotor Sciences, University of Bologna, ltaly
2 Local Healthcare Authority, Imola (BO), Ttaly
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How do Community Hospitals respond to the healthcare needs of elderly patients?
A population-based observational study in the Emilia-Romagna Region*

/' Davide Pianori, Vera Maria Avaldi, Simona Rosa, Jacopo Lenzi, Magda lalonardi, Giulia Pieri, Andrea Rossi, Maria Pia Fantini

Age and Length of Stay of Patients admitted to Community Hospitals
Source: SIRCO 2016

hz(;?tlhcare Commt_mity Patients Mean Age Age St. Dv. Hospitalizations Length of Stay
Authority Hospital
Mean Total
Parma #1 133 81.0 0.9 143 23.0 3292
#2 99 81.4 1.2 113 22.3 2521
#3 98 78.8 1.2 105 315 3306
#4 114 69.3 1.0 124 13.1 1622
Reggio Emilia #5 40 78.8 2.0 47 18.7 878
Modena #6 225 80.0 0.7 254 17.6 4459
#7 127 80.6 1.0 177 21.8 3854
Imola #8 196 81.1 0.7 211 24.2 5116
Ferrara #9 193 79.3 0.7 216 25.8 5571
#10 215 80.5 0.6 229 27.6 6330
Romagna #11 486 79.3 0.4 521 18.9 9824
#12 22 76.8 3.4 26 275 714
#13 99 81.0 1.0 136 28.5 3873
#14 74 81.3 14 84 25.1 2108
Emilia-Romagna Region 2121 79.5 0.2 2386 22.4 53 468

*in press — Annali di igiene ALMA MATER STUDIORUM - UNIVERSITA DI BOLOGNA




How do Community Hospitals respond to the healthcare needs of elderly patients?

. A population-based observational study in the Emilia-Romagna Region*

| Davide Pianori, Vera Maria Avaldi, Simona Rosa, Jacopo Lenzi, Magda lalonardi, Giulia Pieri, Andrea Rossi, Maria Pia Fantini

Source of Admission and Disposition at Discharge

Source: SIRCO 2016

Source of Admission

Disposition at Discharge

h(;:élltlhcare CH Home Public/P_rivate Otr_u_ar Died Routine P-llj-l;ﬁ:/s;er:vt;te Plaqned Home DiS(:ﬁr;:ge: to Le&g?::ﬂ
Authority Hospital Facility Discharge Hospital Discharge Other Facility Advice
n % n % n % n % n % n % % n % n %

Parma #1 36 (25.2%) 100 (69.9%) 7 (4.9%) | 36 (25.2%) 66 (46.2%) 10 (7.0%) 3 (21%) 26 (182%) 2  (1.4%)

#2 56  (49.6%) 53 _(469%) 4 (35%) | 5 (44%) 61  (54.0%) 24 (21.2%) 7 (6.2%) 16 (142%) O (0.0%)

#3 3 (29%) 101 _(96.2%) 1 (1.0%) | 1  (1.0%) 56  (53.3%) 18 171%) 12 (114%) 18 (171%) O (0.0%)

#4 36 (29.0%) 88 (71.0%) O (0.0%) | 0 (0.0%) 115 (92.7%) 5 (4.0%) 2 (1.6%) 0 (0.0%) 2 (1.6%)

Reggio Emilia #5 34 (723%) 12 (255%) 1 (21%) | 3  (6.4%) 9 (19.1%) 9 (19.1%) 20  (42.6%) 6 (12.8%) 0 (0.0%)

Modena #6 29  (11.4%) 224 (882%) 1 (04%) | 5 (20%) 196 (77.2%) 28  (11.0%) 13  (51%) 11  (43%) 1  (0.4%)

#7 72 (407%) 98 (55.4%) 7 (4.0%) | 7 (40%) 94 (53.1%) 29  (16.4%) 22  (124%) 21 (11.9%) 4  (2.3%)

Imola #8 3 (1.4%) 208 (98.6%) 0 (0.0%) | 11 (5.2%) 82  (38.9%) 26 (12.3%) 84  (39.8%) 8 (3.8%) 0 (0.0%)

Ferrara #9 89 (41.2%) 126 (583%) 1 (05%) | 4 (1.9%) 103 (47.7%) 22 (102%) 49 (22.7%) 36 (16.7%) 2 (0.9%)

#10 92  (40.2%) 137 (59.8%) 0 (0.0%) 0.9%) 129 (56.3%) 31 (13.5%) 41 (17.9%) 22 (9.6%) 4 1.7%)

Romagna #11 36 (6.9%) 482 (925%) 3 (0.6%) | 8 (1.5%) 373 (71.6%) 45 (8.6%) 49 (9.4%) 44 (8.4%) 2 (0.4%)

#12 13 (50.0%) 13  (50.0%) 0 (0.0%) | 1 (3.8%) 15 (57.7%) 1 (3.8%) 5 (19.2%) 1 (3.8%) 3 (11.5%)

#13 64 (471%) 70  (515%) 2 (1.5%) | 10 (7.4%) 78  (57.4%) 6 (4.4%) 0 (0.0%) 41 (301%) 1  (0.7%)

#14 82 (97.6%) 1 (1.2%) 1 (12%) | 4 (4.8%) 54  (64.3%) 4 (4.8%) 18 (21.4%) 2 (24%) 2 (24%)

Emilia-Romagna Region 645  (27.0%) 1713 @.8%) 28 (1.2%) | 97 (41%) 1431 @.O%) 258  (10.8%) 325 (13.6%) 252 (10.6%) 23  (1.0%)

—

*in press — Annali di igiene

—_—
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How do Community Hospitals respond to the healthcare needs of elderly patients?
\ A population-based observational study in the Emilia-Romagna Region*

/' Davide Pianori, Vera Maria Avaldi, Simona Rosa, Jacopo Lenzi, Magda lalonardi, Giulia Pieri, Andrea Rossi, Maria Pia Fantini

Modified Barthel Index Score** on Admission and Discharge, by Community Hospital
Source: SIRCO 2016

Modified Barthel Index

Loc'zi\lulsﬁsl’?[]; are Community Hospital aé\r/ln?s!s?én d:\:ci!al%e Difference  Hospitalizations
(mean) (mean) (mean)
Parma #1 21,7 33,6 58 143
#2 31,8 43,2 10,8 113
#3 27,9 50,4 22,5 105
#4 =094 90,1 20,7 124
Reggio Emilia #5 59,9 62,7 0,7 47
Modena #6 26,8 46,6 19,8 254
#i 42,8 52,3 9,5 177
Imola #8 23,1 42,2 18,9 211
Ferrara #9 30,8 41,3 10,5 216
#10 32,5 52,6 20,1 229
Romagna #11 23 441 21,2 521
#12 449 55,9 11 26
Parma #13 43,8 48,9 51 136
#14 g 29 423 84
Emilia Romagna Region (322 47,6 (153) 2386

**Shah S, Vanclay F, Cooper B. Improving the sensitivity of the Barthel Index for stroke rehabilitation. J Clin Epidemiol 1989; 42: 703-9.
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\l'importanza dell’esperienza del paziente

RECOMMENDATIONS TO OECD MINISTERS
OF HEALTH FROM THE HIGH LEVEL
REFLECTION GROUP ON THE FUTURE

OF HEALTH STATISTICS
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Il Questionario PREM

(Patient Reported Experience Measure )

e || PREM-IC (Intermediate Care) € stato utilizzato per la prima volta nel
NAIC ed. 2013

e Sono state sviluppate due versioni del PREM: una per i servizi
“residenziali” (es. Ospedale di Comunita) e una per i servizi
“domiciliari” (es. Assistenza Domiciliare)

Age and Ageing 2015; 0: 1-6 © The Author 2015, Published by Oxford University Press on behalf of the British Geriatrics Society.
doi: 10.1093/ageing/afv0 14 All rights reserved. For Permissions, please email: journals.permmissions@oup.com

A Patient Reported Experience Measure (PREM)
for use by older people in community services

E. A TeALE, ). B. YOuNG
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Valutare I'esperienza del paziente
PREM (Patient Reported Experience Measure)

Validazione del questionario italiano:

Strutture
partecipanti PREM tradotto e
adattato al contesto
Fanano italiano

Castelfranco

Emilia 199 questionari ‘

consegnati dagli

Fastel San infermieri da Dicembre
Pietro Terme 2015 a Ottobre 2016
Forlimpopoli
Analisi e restituzione
DIBINEM dei dati

Universita Bologna
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Valutare I'esperienza del paziente
PREM (Patient Reported Experience Measure)

IL QUESTIONARIO DEVE ESSERE COMPILATO DAL PAZIENTE AL MOMENTO DELLA DIMISSIONE.

Si prega di consegnare il questionario al paziente o al familiare che lo assisie.

QUESTIONARIO PREM - Valutazione dei Servizi residenziali di Cure

Intermedie (Ospedale di Comunita).

Vorremmo sapere cosa pensa dell'assistenza ricevuta presso il nostro sevizio. Le Sue risposte ci
aiuteranno a comprendere cosa stiamo facendo bene e che cosa potremmo fare meglio, in modo da
poter fornire i migliori servizi possibili. La preghiamo di essere il pil sincero possibile nel rispondere.

Tutte le risposte saranno frattate in ia confidenziale.

Indicare chi compila il questionario:
O Paziente

O Familiare/Persona che lo assiste

Barrare con una croce le apposite caselle = (salvo diversa indicazione).

1. 1l personale che si é preso cura di
me aveva tutte le informazioni
necessarie sulla mia malattia o
condizione di salute
O Si
O No
O Non so

2. Mi sono state date informazioni
sufficienti sulla mia condizione di
salute e/o sui trattamenti
O Non abbastanza
O Nella giusta quantita
O Troppo

3. Mi sono stati spiegati gli obiettivi
da raggiungere durante il ricovero
(ad esempio: muovermi in casa,
essere indipendente in casa,
essere in grado di andare a fare la
spesa, comprendere meglio la mia
salute)

Osi
O No

4. Sono stato coinvolto nella
definizione di questi obiettivi
O Si, sempre
O Si, a volte
O No

Vaersiona: 4 — Data-18/01/2016

5.

Sono stato coinvolto nelle
decisioni su assistenza, supporto e
trattamento quanto avrei voluto

O Si, decisamente

O Si, in una certa misura

O No

. La mia famiglia o la persona che mi

assiste sono stati coinvolti in
queste decisioni quanto avrei
voluto

O Si, decisamente

O Si, in una certa misura

C No

C Non c'era famiglia o persona
disponibile ad essere coinvolta

[ Non ho voluto che la mia famiglia o
la persona fossero coinvolti

. Quando ho avuto domande

importanti da fare, il personale mi
ha risposto in modo soddisfacente
C Si, sempre

O Si, a volte

O No

[ Non ho avuto la necessita di
chiedere

. Ho avuto fiducia nel personale che

mi ha assistito e aiutato
O Si, sempre
O Si, a volte
O No
Pag.1a2

9. Sapevo sempre chi stava
coordinando la mia assistenza
O Si
O No, ero io a coordinare la cura e
I'assistenza
O Non so/ Non ne sono certo

10. Sono stato coinvolto nelle
decisioni riguardo il mio rientro a
casa
O Si, sempre
O Si, a volte
O No
O Nen ho sentito la necessita di
essere coinvalto

1

-y

. Il personale ha tenuto conto della
mia situazione familiare e
domestica nell'organizzare il mio
rientro a casa
O Si, completamente
O Si, in una certa misura
O No
O Non é stato necessario
O Non so

12. Il personale ha dato ai miei
familiari o a qualcuno a me vicino
tutte le informazioni di cui
avevano bisogno per prendersi
cura di me
O Si, decisamente
O Si, in una certa misura
O No
O Non ho voluto o non c'era bisogno

che ne avessero

13. Nel complesso, mi sono sentito
trattato con rispetto e dignita
mentre ricevevo assistenza da
parte di questo servizio
O Si, sempre
O Si, a volte
O No

Versiona: 4 — Data:18/01/2016
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14.

15.

16.

Da quando sono in cura presso
questo servizio, le mie capacita di
mantenere rapporti con gli altri
sono migliorate

O Si, decisamente

O Si, in una certa misura

O No

) Non mi preoccupo di questo

Sono stato sufficientemente
informato sugli altri servizi
disponibili, per persone con la mia
condizione di salute, comprese
associazioni di volontariato

O Si

O No

Pensa ci sia qualcosa che avrebbe
potuto rendere migliore la Sua
esperienza del servizio?

osSi

O No

Se si, specifichi in dettaglio

GRAZIE PER IL SUO AIUTO EIL
TEMPO DEDICATO A COMPILARE IL
QUESTIONARIO

Ospedale di Comunita
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Patient Preference and Adherence
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Background: Intermediate care (IC) services are a key component of integrated care for elderly
people, providing a link between hospital and home through provision of rehabilitation and
health and social care. The Patient Reported Experience Measures (PREMs) are designed to
measure user experience of care in IC settings.

Objective: To examine the feasibility and the scaling properties of the Italian version of PREMs
questionnaires for use in IC services.

Methods: A cross-sectional survey was conducted on consecutive users of | home-based and 4
bed-based IC services in Emilia-Romagna (Italy). The main outcome measure was the PREMs
questionnaire results. PREMs for each home- and bed-based IC services were translated, back-
translated, and adapted through consensus among the members of the advisory board and pilot
testing of face validity in 15 patients. A total of 199 questionnaires were refurned from users
of bed-based services and 185 were retumed by mail from users of home-based services. The
return rates and responses were examined. Mokken analysis was used to examine the scaling
properties of the PREMs.

Results: Analysis performed on the bed-based PREMs (N=154) revealed that 13 items mea-
sured the same construct and formed a moderate-strength scale (Loevinger H=0.48%) with
pood reliability (Cronbach’s alpha =0.843). Analysis of home-based PREMs (N=134 records)
revealed that 15 items constituted a strong scale (Loevinger H=0.543) with good reliability
(Cronbach’s alpha =0.875).

Conclusion: The [talian versions of the bed- and home-based IC-PREMs questionnaires
proved to be valid and reliable tools to assess patients” experience of care. Future plans include
monitoring user experience over time in the same facilities and in other Italian IC settings for
between-service benchmarking.

Keywords: intermediate care, patient-reported experience measures, validation, elderly
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ricerca clinica e organizzativa

* E possibile individuare il case-mix pil adeguato per le funzioni attribuite agli
OsCo?

* Lo skill-mix dei professionisti coinvolti nell’assistenza ai pazienti e coerente con il
case-mix ? Eventuali differenze di skill-mix possono condizionare gli esiti per i
pazienti?

* E utile mappare il percorso di cura dei pazienti ricoverati in OsCo, «prima» e
«dopo» nell’ottica di perfezionare il sistema di presa in carico?

* E utile considerare I'esperienza dei pazienti tra gli indicatori di esito?

* Come definire una modalita di analisi strutturata dei costi degli OsCo ai fini di
una valutazione della costo-efficacia dell’assistenza fornita?

Ulteriori ricerche sono necessarie per una piu approfondita valutazione
dell’efficacia e della costo-efficacia degli OsCo de delle Cure Intermedie nei
nostri contesti assistenziali

ALMA MATER STUDIORUM ~ UNIVERSITA DI BOLOGNA




Martedi 20 febbraio 2018
Bologna, Istituto di Igiene

Cure intermedie tra ospedale e assistenza primaria: dove spostare il baricentro?
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