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change management,

info-struttura istituzionale,
ricerca su

5 modelli organizzativi

Hlatta e =

architetture, componenti,
ricerca su

servizi di integrazione

— standard di messaggistica,
ricerca sui prodotti
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goVernance (quallta)
| '%:' Onl strutturali sul sistema

, 'roceSS| assistenziali (efﬂcama)
e management patient empowerment, .

-::-_*': L2 — pratiche facili (efficienza)
- prenotazioni, referti, prescrizioni, portali, ...

L1 — fattori abilitanti
(@ hw, sw, carte, anagrafiche, sicurezza, codifiche, ...




Zamigliorare Woﬁflw
2l) 2 ume"‘c’é!@-['éfﬂc:l

Sl ’fémpestiVo di dati e documenti

PES owr sifici workflow:

P =escr|2|one prenotazione, refertazione

elecontrollo di apparecchiature remote

Iettere di dimissione

- teleconsulto
— cruscotti per i manager




BZeamigliorare Workflwﬂ,

IYISENViz] c@’ﬁcretl ~

OJf[:‘Jf ber 1 pubblico e per gli operatori
(1112 "jf zhe call centre, sportelli unificati,

':1 —

.%—_-_::i". aglne gialle sui servizi (orari, indirizzi, ...)
- infermazioni pratiche sulle procedure

= pratlche facili (scelta del medico,
protesica e assistenza integrativa, ...)

- rendere piu fruibili le conoscenze cliniche
(siti autorevolr) :
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f orrrw dl mterazmne collaudate e
;edjr lentate nel tempo

flele allta dii comunicazione consolidate
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St andard di messaggistica (HL7, CEN,
— 1SO) e modulistica predisposta
(anche informatizzata)
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mpa to su deC|S|on| e comportamenti
fJ—‘J o) ofessmnlstl e dei cittadini

_gramml a supporto di processi innovativi
z '-‘Disease Management
~ * diffusione e valorizzazione
del registri on-line per patologia
* costruzione di reti per problema sanitario
- diabete, oncologia, cardiologia, infanzia, anziani

=
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Sepynterazioni: maf’“" -
aMesponsabilitarpara

ichiedonol una "presa in carico” multipla
esr)r sablllta distribuite
 {ra medici

_|- — - — -

| _ﬁ—“ftra medici e altre professioni sanitarie
-..-—:"'hr_--"' e

- - tra operatori socio-sanitari
- ruolo proattivo del paziente

* co-operabilita tra operatori
(e cittadini)
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attivita inter-settoriali
verso la Societa dell'Informazione
(es. piani di eGovernment)

evoluzione spontanea

del mercato ICT in sanita
1 processi
operativi

E

piani dl cura

governance
(clinica)




. oy

T

_ards a "connected health”
== hy:a focus on chronic diseases
¥~ the proactive support to shared care

- * sharing structured data
Patient Summaries and Focused Profiles

13



—_

e *Cha _.@,e w

shirenic conditions account for
J/4 o1 the healthcare budget

rr nic diseases co-exist frequently
he same individual (elderly people)

—:-"f“i— complex clinical history
~ ¢ complex and balanced therapy
- plus changes In lifestyle

* dependent people — informal carers
- need for social services W
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ro nage the minimal set
ructured data
~fo 3|gn|f|cantly impact
_ ! On care provision and governance
_ ’_~ ~ of chronic persons
| that account for at least 50%
of the health and social care resources
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~ for a large amount of patients
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~ * buy-in managers
- by providing timely indicators
to allow for accurate governance

buy -IN C|t|zens that experience i
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agement of Information,
umcatlon and Knowledge (MICK)

= 1he Chronic Care Model (CCM)
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we consider actors and ICT services
In 3 classes of health and social situations
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___; each iIndividual professional

- ractical services (booking, reports, ...)

nformation portals, also for informal carers
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- the proactive support to shared care

— sharlng structured data
Patient Summaries and Focused Profiles
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MIC q'ﬁ the glronlcﬁaneﬂ" d@'l"

zdchiscenario has its own requirements:
= 3 Cllmcal situations, regular attention,
_.actlvate changes In citizen's life styles;

g -’.- ’2_ stable conditions, shared care tasks,
patient empowerment, care manager;

©. unpredictable evolving of co-morbidities,
triggering and tuning of care activities,
ad hoc communication, case manager o




@- ar attention’”
hpre- am@aj S|tu

gzl tages of chronic diseases
il 5‘/ l0 /nduce lifestyle changes

— —
e i

*‘_,:;-- -5 reen sentinel parameters for early
= dlscovery

o reglster, for a regular check of parameters
to describe the slow evolution

* e-learning for citizens and informal carers
| (family, neighbors, volunteers) 2




e S| diied care tasks”
2oUt staklecon

rofessional assessment

m: ed plan to define roles and goals of
| ch actor (Incl. informal carers)

-KDDITIONAL FEATURES:

~» "periodic controls” by multiple professionals
* home devices (perhaps daily measures)
* notify relevant health and social events

@ ° share relevant clinical data 2




5. frec ent—tg@-o&a@ﬁé”

mu/fi,‘é lelinteracting conditions
eormplications and co-morbidities)
n/r y ‘context-dependent decisions
== :;scarce reuse of data (read once ?)

e
S
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ADDITIONAL FEATURES:
~» telepresence of professionals
* therapeutic home devices

* synchronisation of professionals
- shared agenda, communicating ad hoc data
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OLIf rr nlmal goal Is to Improve
e onr |ty of care In stable situations

5—'\-

= regular attention”

—
q.__l—
—

~—  in pre-clinical situations
',_ Y "shared care tasks"
' about stable chronic conditions

by facilitating capture and communication
of a limited set of high-quality data
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o1 lrrgn"ri?
el he longitudinal EHR infrastructure
i_fé-long patient history

@*ICT services to synchronize activities
'-‘“*’—-t/mely Sharing of relevant data in shared care
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from "connecting systems" to "connecting people”:
send to each actor the data needed for his tasks

26



SLUILILLLE

uw‘ rds a ‘connected health"

grcontext of chronic diseases
the proactive support to shared care

== shar/ng Structured data
Patient Summaries and Focused Profiles

— '.'_. '

27



- | -
2vo)Litio)g of-reguir»eme,rajg?‘ —

Jong]-"-E__ EHR infrastructure:
p_r Ve historical data from birth to death
| -r":'a sequence of care mandates over time

—

= synchromzatlon of activities by sharing data
for a set of simultaneous care mandates

— also organizational and administrative
operational purposes
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main  preserving
modality  historical data,

from birth to

P RS B

~ objective informative,

| clinical

& care sequence of

mandates care mandates
over time

synchronization
of activities:
timely sharing of

Py [

organizational
(process)

coherent set of
complementary
care mandates
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nouticauons ol

kinds of

- any kind of mandates and contacts
clinical :
document + a few kinds of
ChDCHJrT“9r7tS Anriionantc - .
. structurea according to
~_Internal .
~ structure of any format  Sultable agreements
= y (e.g. HL7-CDA R2 +
— documents | R
make ciinicai .
first, process data on
: documents
functiona- . mandates and contacts
" available to L.
lities . (organisational data
authorized

items)
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te the framework
llaboration:

J\JJ"J gcatlons of care mandates
WIH®is involved? (including informal
ce :ers)

.' lotification of contacts
~ WHICH ACTIVITY is actually being
performed?

* Notification of health issues +

plans
@@ WHY iIs being done? (orchestrate mutual

-—




FOCsed Profile: QCDm

JJ% document to share

disiiia 3l core set

fighly meaningful,

= structured data items (CDA level 3)
- l’for each stable chronic disease

= for actual care provision and

- o compute governance indicators
* Suitable for immediate large scale deployment

_|.
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JJr\rof'c N evelsror standardisation™
lNe: cllmcal semantics
I£] rnf“% eady. of the documents:

'” —

EVEli(basic CDA): no standard on clinical semantics

;—;wl 2 (e.g. CCD): standard about names for headed
=sections and the structure of clinical statements inside each
sectlon

e.q. patient summary for unexpected contacts

* level 3 (e.g. emergency data set ) — standards to tell
which data items are relevant in particular contexts (e.g. or
to pass clinical data in a step of a predefined clinical

™ pathway CNR-ITB
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At Summary - policies and

“mobility M' s ronic) care
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lp'ected contact predetermined modalities

Tactive with suggested adopt ad hoc
o ~care dormant follow-up common care referral
r‘ocesses conditions plan
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ﬁ ~ cope with read (once) finalize synchronize transfer of
= -; - ' _ongoing plan  past history care plan with the mandate
= :_ =— others

= current emergency latest acts+  life cycles ad hoc

data problems data set suggested rral
+ongoing plan f te@nt Umma Eg
Va(VQSasF\) el% m dlcatlons test results, allergles
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percentuale di spesa per ICT

Spesa ICT nelle

azliende sanitarie

= italiane

budget totale dell'azienza, 2002 (milioni di euro)
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5000mueviiaddettl NS anni
'r)'erf“‘" [AQ, regioni, strutture inter-regionali
ﬁrlnforzare L1, L2 — costruire L3, L4

jlazione e addestramento
i master dottorati, gemellaggi tra ASL)

_ 1S|one roadmap e forte coordinamento

’f-"j---_.-;f sostenere un "movimento" e riuso molti-a-molti
- (disseminare documenti di consenso)

* co-finanziare progetti mirati alle criticita

— conoscenze autorevoli in rete, dataset,
percorsi assistenziali, terminologia clinica
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