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e L’ospedale oggi e domani: scenari possibili
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1. Maintain Current Direction

The balance of service objectives and settings would be maintained broadly as at present. There would be

no attempt to transfer services from hospital into community settings and bed capacity in the acute sector
would be maintained at current levels (in contrast to the historic trend of reducing hospital beds). In line with
current policy however, available additional investment would go towards a higher rate of growth in elective

surgery and a moderate increase in primary and community services beyond that required simply to respond

to demographic pressures.



2. Acute bed focused Services

There would be an active policy to increase the number of hospital beds with a view to providing more responsive
emergency and specialist care and avoiding premature discharge. In so far as resources permitted the delivery of a
wider range of services (including rapid assessment and rehabilitation), these would be provided mainly in the
hospital setting, the assumption being that co-ordination of services is best achieved by locating them together.
Within given resource constraints, an increase in hospital beds would inevitably mean a slow-down in the

expansion of primary and community services.



3. Care closer to home

There would be an active policy to build up Intermediate Care services (i.e. services designed to prevent avoidable
hospital admissions to acute settings and to facilitate the transition from hospital to home and from medical
dependence to functional independence). There would be a major expansion of both community health and
social care. In contrast, acute hospital services would be focused on rapid assessment. Hospital day units and
community based services would be aimed at maintaining people in their home communities in good health,
thus preventing avoidable admissions, facilitating early discharge and active rehabilitation post-discharge and
supporting a return to normal community-based living wherever possible. Over time “places” in community

schemes might replace some acute hospital beds.
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e L’'ospedale di oggi: chi va in ospedale (chi viene dimesso)



Fig. 1.1 Percentage of population aged 65 years and over, 19/0-2006
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Fig. 1.2 Acute care hospital beds per 100 000 population
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Fig. 1.3 Average length of stay (acute care hospitals only)
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Figure 1. Hospitalization rates, by age: United States, 1970-2007
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Table 10. Number and rate of discharges from short-stay hospitals, with averfge length of stay, fogpatients 65 years of age and over, by

age and selected first-listed diagnostic categories: United States, 2005—Con.

[Discharges of inpatients from nonfederal hospitals. Diagnostic groupings and code numbers are based on the International Classification of Diseases, Ninth Revision,
Clinical Modification (ICD-9-CM)]

65 years 65-T74 T5-84 85 years
Category of first-listed diagnosis and ICD-9-CM code and over years years and over

Average length of stay in days

All conditions? . . . L L e e 5.5 5.3 5.6 5.7
Heart disease . . ... ... ... . ...... 391-392.0,393-398,402,404,410-416,420-429 4.7 4.4 4.7 4.9

Acute myocardial infarction . . . .. ... L 410 6.0 5.8 6.2 5.8

Coronary atherosclerosis . . . . .. ... . 414.0 35 35 37 33

Cardiac dysrhythmias . . . . .. .. ... . . 427 36 33 34 4.2

Congestive heart failure . . . . ... ... ... Lo 428.0,428.2-428.4 51 4.9 5.1 53
Pneumonia . ... ... ... . ... .. ... ABD-4B6 5.7 5.4 5.8 5.9
Cerebrovascular disease . . . . ... ... e 430-438 4.9 4.5 5.1 5.3
Malignant neoplasms . . . .. . ... L L oL 140-208,230-234 6.9 6.7 7.3 6.8
Fractures, all sites® . . . . . . . .. . e 800-829 5.7 5.5 57 5.7

Fracture of neck of femur® . . . .. .. .. .. .. ... ... ... ..............820 6.4 7.1 6.7 58
Osteoarthrosis and allied disorders . . . . . .. .. ... ... ... ... 715 3.8 3.7 3.9 41
Chronic bronchitis . . . . . . . . . 491 5.4 4.9 5.9 5.4
Urinary tract infection . . . . .. .. .. ... . ... ..... .. ... .............5390 4.7 4.4 4.6 5.0
Certain complications of surgical and medicalcare . . . . ... ... .. ... ... 996-959 6.4 6.6 6.2 6.2
Seplicemia . . . .. ... 038 7.8 8.1 8.0 71
Volume depletion . . . . . ... 2765 4.2 39 4.1 4.7
Psychoses . .. . e 290-299 8.6 9.4 1.8 8.5
Diabetes mellitus . _ . . . . . .. e 250 53 5.2 5.6 5.4
Cellulitis and abscess . . . . . . . ... e 681-682 53 4.9 5.5 5.6
Diverticula of intestine . . . . . . . .. L e 562 5.8 57 5.5 6.3
Intestinal obstruction . . . . . . .. L e 560 6.9 6.9 7.3 6.3
ANBMIAS . . . . . e 280-285 4.0 35 39 4.6
Cholelithiasis . . .. . . .. 574 4.8 4.2 4.9 6.1
Essential hypertension . . . . . . . ... 401 2.6 23 2.7 28
Asthma . . . . . e 493 4.7 4.4 4.9 5.0
Moninfectious enteritis and colitis . . . . .. ... L. 555-558 5.1 5.1 4.8 59

lIncludes data for diagnostic conditions not shown in table.
®Excludes fractures coded as 733.1, pathologic fracture.
*Rates were calculated using U.S. Census Bureau 2000-based postcensal estimates of the civilian population as of July 1, 2005.
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e Cosa rappresenta e rappresentera l'ospedale (societa, cittadino)
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( één Health Property Network Obse rvatory

on Health Systems and Policies

Hospitals are not only sites to provide health care: they carry out extensive
programmes relating to research and development, education and training, and
in their own right they are critical components of the urban fabric. Thus,
although there are sure to be major evolutions in the nature and role of hospitals,

thE'. institutions thEI"ﬂSElV&S are Lllllil{ﬂ'l}’ ro be CliSpl:le:d 500I11.

[t only as a result of its importance as the place where scientific health care is
focused, the hespiml sector r_v_.rpieall}r absorbs up to 50% of national expenditure
on the health care system. This highlights the critical nature of the decision to
invest capital in the construction of a hospital, given that this action commits
society to a stream of future running costs which dwarf the original — already

considerable — capital COST.

© World Health Organization 2009, on behalf of the European Observatory on Health Systems and Policies



“MOST PEOPLE EVALUATE A HOSPITAL BY THEIR
FAIR TREATMENT. THEY JUDGE WHETHER IT WAS

AND THEIR FAMILY WERE TREATED NICELY.”
W



- HOSPITALS OF THE FUTURE

Design: Designit




. IN THE FUTURE, SOCIO-ECONOMIC CHANGES WILL PLACE
UNPRECEDENTED PRESSURE ON PUBLIC HOSPITALS.



> 1l
L N/ 7
: PUBLIC HOSPITALS WILL HAVE TO DEAL WITH A GROWING
ELDERLY POPULATION AND INCREASED INCIDENCE OF
LIFESTYLE DISEASE - USING FEWER STAFF AND RESOURCES.



e L'ospedale di domani
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According to a recent study, 2 percent of all hospital beds have closed each year since 1997,
when there were 850,000 beds.
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Table 1.1 Potential changes in the way that patients use services

Old approach

New (idealized) approach

Patients use the system in a series of
unconnected episodes

Need is anticipated and hospitals and health
systems develop methods to manage the
whole pathway of disease, support patients
in their own home and have electronic
records that help to ensure continuity of care

Patients are passive recipients of care

Patients are involved in the management of
their own care

Patients are dealt with in batches and
spend most of their time within the
system waiting — this is because it is
important to keep expensive staff and
assets busy

Patients flow through the system with
minimal waits. Sweating the assets and
having staff busy is less important than
achieving a smooth flow through the system

Patients are treated as though their time
is free and are required to undertake
significant amounts of unpaid work and
movements for the convenience of the
providers

Consumerism and the increasing time
poverty of many people mean that a
premium will be placed on convenience and
speed

The pressure for efficiency and the need to
eliminate unnecessary steps in the process
will also mean that moving information and
staff - rather than patients — becomes a
more accepted principle

Services are designed around the
historic way providers are structured

Services are designed to meet the
requirements of patients

Patients go to hospital for routine
monitoring

Home-based technology and diagnostic
equipment outside the hospital reduce the
use of hospitals

Interaction is face to face and on a one-
to-one basis

E-mail and telephone can be used and
group visits seem to work for some issues

Providers determine follow-up and re-
referral

Patients can initiate follow-up and have a
right of return or direct access to specialist
help if they think they need it — even if they
have been discharged

Patients often die in hospital when they
would have preferred to die at home

Patients have plans for end-of-life care




Table 1.2 Potential changes to the way staff work

Old approach

New (idealized) approach

See a junior member of staff who
escalates

See a senior member who makes decisions
and delegates - this should reduce the
number of patients admitted to hospital and
reduce the length of stay of those that are
admitted

See a doctor

See the most appropriate professional

Reduce the skill mix to save money

Increase the skill mix to improve efficiency and
outcomes

Staff develop "work-arounds” for
problems

Staff undertake root cause analysis to create
sustainable solutions

Large amounts of time are wasted by
poor work process design — safety may
also be compromised

Unnecessary staff movement can be reduced
by the proper design of work processes and
the work environment as well as the use of IT
systems

Many services stop at weekends and in
the evenings

Specialist consultation, diagnostics and other
support services are available for much longer
than the traditional working week

Beds are a mark of prestige and a
source of income

Beds are a cost centre and emergency non-
surgical admissions are seen as a sign of
system failure




Table 2.1 Models of care

Care setting

From: Hospital-based care (accident and emergency, inpatient wards, day-case surgery,
outpatient clinics) and general practice

Jo: A community-based outpatient clinic which operates openly as a multi-agency one-
stop shop

Nature of intervention
From: Specialized clinical treatment

Jo: Remote IT monitoring, secondary prevention and psychosocial support

Duration of care
From: Extended inpatient admission

Jo: Health provision from multiple service settings, including health and social care and the
voluntary sector

Social construction of the patient
From: Passive and dependent

Jo: An engaged co-producer with rights and responsibilities




Fig. 2.1 Repeat admission rates for chronic obstructive pulmonary disease, by GP practice in four English regional health economies
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Much depends on how people with long-term conditions are “managed” in
primary care (Wilson, Buck & Ham 2005). Noteworthy here are findings,
illustrated in Fig. 2.1, which show how the rate of repeat emergency admissions
for patients with chronic obstructive pulmonary disease (COPD) varies by
general practice. These variations cannot be accounted for by factors, such as
deprivation, list size or the demographics of individual practices (CCMD et
al. 2005). In somewhat more circumspect terms, the National Public Health
Service in Wales noted that “poor management of chronic conditions can lead
to avoidable emergency admissions to hospitals ... (that) ... could be prevented

if patients ... are well managed in primary, community and intermediate care”

(National Public Health Service for Wales 2005).

“Avoidable admissions” are important because of the way that their occurrence
impacts on the lives of people and carers, as well as on the wider health system.
For a person with a long-term condition, an admission to hospital marks not
merely an inconvenient disruption to their daily lives (as well as the lives of their
carers), but may also represent a further decline in their general well-being (Chu
et al. 2004; United Kingdom DoH 2004a). It is likely that their admission to
hospital will have been occasioned by an acute exacerbation of their underlying
condition. The repeated occurrence of such exacerbations can contribute to

accelerating the deterioration of the condition (Chu et al. 2004).



Blueprint for future public healthcare improvements —in Denmark and abroad.

Prescription for improvement
Patient House contains recommendations for service offerings, physical surroundings and
core clinical services.

Service focuses on delivering an accelerated patient flow that reduces hospitalisation time
and speeds recovery. This is achieved by involving patients and relatives in treatment and
securing consistent and clear communication between the patient, relatives and hospital’s
departments.

Physical surroundings are relaxing, safe and recreational, allowing relatives to stay
overnight and dine at the restaurant, which offers a wide range of healthy food. Activities,
rehabilitation and advice are at hand, and patients are able to maintain contact with the
outside world and work.

Patient House also delivers financial savings in relation to staffing levels by activating
patients and visitors, and creating multi-functional rooms that adapt to changing needs.

Building blocks for future hospital
«Seamless and effective patient flow
-Patient empowerment and self-care
*Relatives’ involvement

*Good working environment

*High professionalism

sInspirational physical surroundings
*Considered and consistent communication
*Secure personal integrity

*Effective collaboration across departments
*Healthy food
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Must-Do Strategies

1. Aligning hospitals, physicians, and other providers across the continuum of care
2. Utilizing evidenced-based practices to improve quality and patient safety

3. Improving efficiency through productivity and financial management

4. Developing integrated information systems




Aligning hospitals, physicians, and other providers across the continuum of care




B CARE OF THE AGING PATIENT:

CLINICIAN'S CORNER
FROM EVIDENCE TO ACTION

Finding the Right Level of Posthospital Care
“We Didn't Realize There Was Any Other Option for Him"

Robert L. Kane, MD

Many families considering posthospital care options are

Kane, R. L. JAMA 2011;305:284-293 JAMA



Box 1. The Physician's Role in Managing Care Transitions and

Addressing Placement Options

« Manage underlying medical conditions, considering patient goals, life
expectancy, and comorbid conditions.

« Consider the functional implications of the patient's medical conditions
(Table 1).

« Communicate with those working in supportive roles (eg, home care
and nursing home staff).

« Communicate with families and patients. Use family conferences to
discuss end-of-life decisions.

 Assess whenever an older person is making a major care transition. Are
there any conditions that can be controlled better, any medications that
can be reduced or discontinued?

« Advocate for patients and families getting an opportunity to make
thoughtful decisions.

« Facilitate families getting access to their own advocates/case
managers.

« Be alert for signs of neglect and abuse.
« Appreciate the high-risk nature of caregiving.



Box 2. Issues to Be Addressed in Making a Discharge Plan

Identifying the Most Suitable Type of Care

e What goal are you trying to maximize?
* What options are available? (see Table 2).
e How well does each option achieve the desired outcomes?

e What are the risks associated with the option? Will the patient have to move again? Will the
option require a new physician? How big a risk is discontinuity of care in this case?

e What are the costs involved in each option? Will third parties pay for some options but not
others?

Choosing the Best Vendor

e Where is it located? Will relatives be more inclined to visit?

e Does it have a philosophy compatible with the patient's and/or family’s? Does the vendor
have a religious or ethnic overlay desired by (or at least acceptable to) the patient?

e Are there policies that restrict the residents from doing what they want? How much risk is
the family willing to take?

e  What is known about the vendor's quality track record?
e What does it cost? Total cost? Net costs after third-party payers pick up their share?
e What is available now?

Specific Tasks for the Physician

e Determining who will assume responsibility for ongoing primary care.
e Ensuring a smooth handoff with adequate transfer of salient clinical information



|
Table 2. Types of Long-term Care

Public Third-party Basis for Medicare Cost Range, Predominant
Type Description Coverage Payment $/d Physician Type
Postacute care
Inpaticnt Facilties specifically licensad to provide  Medicare (must Prospective paymeant 1000-2000  Physiatrist
rehakilitation active rehabilitation. Patients must have a per episode based
facilities receive at least 3 h a day of PT cualifying on case mix
and/or OT and must show condition)
progress to be kept on Medicare, Medicaid
Skilled nursing Marty nursing homes certified to Medicare Diaily rate based on 150-300 Primary care clinician
facility provide posthospital care under Medicaid case mix (100 d (physician, nurse
Medicare. Skilled needs include but copayment practitionar, both),
complex medication schedules, after 20 d) medical director
wound care, or rehabilitation.
Long-term care Facility certified by Medicare to handle Medicara Vanration of hospital 1500-3000 Hospitalist
hospital complex care (eg, ventilator cara payment DRG
and weaning) of patients
discharged from hospitals.
Home health care Medicare-certified care supervised by Medicare Payment per episode 100-300 Primary care clinician
registered nurses. Other core staff, Medicaid (limited) based on case mix
physical, cocupational, and speach
therapists, and social workers,
Outpatient May be certified to conduct active Medicara Paymeant per visit 100-200 Primary care clinician
rehakbilitation rehabilitation. Medicaid
Hospica! Intended for those at terminal phase of  Medicare (hospice; Payment per day 200-300 Primary care clinician
palliative cara life with expected prognosis =6 palliative cara or palliative care
mo. Hospica care is a specific options vary) specialist

benefit under Medicare; as such, it
is predicated on primarily
nonhospital care.

Palliative care provides active support
like hospice care but without the
expectation of avoiding cther
medical care.

Kane, R. L. JAMA 2011;305:284-293

JAMA
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Table 2. Types of Long-term Care

Long-term care

Home care/
personal care

Senvices to support frail person who
neads assistance in meaeting
various ADL or |JADL care.

Medicaid (state
plan and
waivars)

Payment per hour
(sometimes

minimum number

of hours)

75-150

Primary care clinician

Mursing home

Cartified to provide long-term care;
some offer specialized units for
persons with dementia.

Medicaid

Paymant per day

75-300

Primary cara clinician
(physician, nurse
practitioner, bothy),
medical director

Assisted living

Institutional care with self-contained
units including living quarters, a
private bathroom, and some
modest cooking and food storage
facilities; heterogenaous and
minimally regulated. Serve less
disabled clientele than nursing
homes. Some offer specialized
units for persons with dementia.

Medicaid in some
states (waivers)

Payment per day or
maonth

60-300

Primary care clinician

Day care or adult
day health center

Care provided in centralized facilities for
varous periods of the day. Some
also have medical or nursing
sarvicas (ie, adult day health care
vs social adult day cara).

Medicaid (in some
states)

Payment per use

60-120

Primary care clinician

Adult foster care

Small group living settings with care by
nonprofessionals; more homelike
than larger institutions.

Medicaid in some
states (waivers)

Paymeant per month

50-100

Primary care clinician

Independant living

Room and board and somea
housekesping; may have social
activities and amenities.

Mone

50-100

Primary cara clinician

Board and care

Variant of independent living, with room
and some meals.

Mone

50-75

Primary care clinician

Abbreviations: ACL, activities of daily living; DRG, diagnosis-related group; IADL, instrumental activities of daily lving; OT, occupational therapy; PT, physical therapy.

Kane, R. L. JAMA 2011;305:284-293

JAMA



eFigure. Levels of Posthospital Care

Post-Acute Care (PAC) Long-Term Care (LTC)

Congmgnta / Inatitution Cammunity / Hame Cangragata / Institution Cammumity / Homa

“Intensity of Care”

Different levels of care meet different personal needs. Levels of care are classified according to three domains: Acuity of Care. Post-Acute Care (PAC: ie., after
hospitalization) or Long-Term Care (LTC): Site of Care. in a congregate setting or institution. or in the community or a home: and the Intensity of Care. from
care for vital functions such as ventilation to care for activities of daily living and instrumental activities of daily living. to care to prevent injury because of cognitive
impairment to care to promote social interaction and function. In this schematic, the location of a specific level of care along the spectrum from more care to less
care 1s representative and may differ in individual cases. For example. a person receiving 3 hours of inpatient rehabilitation daily may receive more paid care than a
person receiving intravenous antibiotics in a skilled nursing facility after hospitalization for pneumonia. Continuing Care Retirement Communities are organizations
that provide a broad spectrum of levels of care in congregate living, usually from independent living to skilled nursing facility.

The goals of care may also differ from rapid rehabilitation to more gradual restoration to maintenance to palliation. Hospice and palliative care can be provided at
virtually every level of care.

Note that some of the hierarchy is open to question. For example, day care does not necessarily provide more intensive care than home care.

Source: Created by Seth Landefeld and Lisa Leiva.

© 2011 American Medical Association. All rights reserved.
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Table 3. Studies of Postacute Care Outcomes

Source/Study Design, Years of
Study/Sample

Rehabilitation Attributes
Studied/Outcomes

Results

Buntin, 2010*

Design: cross-sectional analysis of Medicare
administrative data, 2002-2003

Sample: elderly Medicare patients enrolled in
the fee-for-service Medicare program and
discharged from an acute care hospital
between January 2002 and June 2003:
233 986 with hip fracture and 287 115
with stroke

Attributes: IRFs, SNFs

QOutcomes: mortality, retum to community
residence, and total Medicare postacute
payments by 120 d after acute care
discharge among patients for whom there
is the greatest clinical uncertainty
regarding optimal postacute care

Hip fracture: IRFs vs retuming home reduced
mortality by 5.1% (P < .001)at 120 d
postdischarge; SNF vs retuming home reduced
mortality by 6.3% ( P < .001) among patients
with hip fracture.

Stroke: IRFs vs retumning home reduced mortality by
2.7% (P < .001) at 120 d postdischarge;
patients in SNFs vs IRFs were 9.3%

(P < .002) more likely to have died or been
institutionalized at 120 d.

Chudyk, 2009*

Design: systematic review of studies
published 1980-2007

Sample: 30 randomized and 25
nonrandomized trials

Attributes: 6 categories of rehabilitation (care
pathways, early rehabilitation,
interdisciplinary care, occupational and
physical therapy, exercise); 3 settings
(acute care hospital, postacute
care/rehabilitation, postrehabilitation)

Qutcomes of hip fracture rehabilitation in
elderly: mortality, functional recovery,
length of stay, hospital readmission,
placement in nursing home

Measures and methods for characterizing
rehabilitation interventions and settings not well
standardized, hampering conclusions about best
practices in hip fracture rehabilitation in elderly
patients.

Interactions between patient characteristics (eg, sex
and psychologic factors) and functional recovery
were not consistently reported and may be
important. The most frequently reported positive
outcomes were associated with measures of
ambulatory ability.

Deutsch, 2006%

Design: cross-sectional, 1996-1997

Sample: Medicare claims for 58 724 Medicare
beneficiaries with recent stroke

Attributes: IRFs and SNF subacute
rehabilitation programs

Outcomes: community discharges, discharge
FIM scores, Medicare Part A
reimbursement

Rehabilitation in IRFs associated with higher
functional outcomes and higher cost.

Patients in IRFs had higher adjusted ORs for
community discharge among those with mild
motor or no cognitive disabilties (2.19 [95% ClI,
1.52-3.14)), moderate motor disabilities (1.98
[95% Cl, 1.49-2.61), significant motor disabilities
(1.26 [95% ClI, 1.01-1.57]), and severe motor
disabilities (age <82 y) (1.43 [95% ClI, 1.25-1.64]).

Deutsch, 2005%

Design: cross-sectional, 1996-1997

Sample: Medicare claims for 29 793 Medicare
fee-for-service beneficiaries with recent
hip fracture

Attributes: IRFs and SNF subacute
rehabilitation programs

Qutcomes: community discharges, discharge
FIM scores, Medicare Part A
reimbursement

SNF subacute rehabilitation programs less costly with
similar or better outcomes.

Patients with moderate-to-severe and severe
disabilities in inpatient rehabilitation facilities
discharged to the community less often (adjusted
OR, 0.71 [95% Cl, 0.55-0.92]). After controling
for covariates, including baseline FIM scores,
procedure, prior living arrangement, comorbidity,
age, and sex, the difference in change in motor
FIM score was not different in IRFs vs SNFs.

Kane, 1998

Design: prospective with 1y of follow-up,
1988-1989

Sample: 487 patients with stroke and 606
with hip fracture

Attributes: posthospital care at home, in
rehabilitation programs, and in nursing
homes

Outcomes: mortality, rehospitalization,
discharge to nursing homes, functional
improvement

Rehospitalization rates lowest in patients with stroke
discharged to home; highest adjusted
rehospitalization rates were in patients with hip
fracture discharged to home health care, lowest
in those discharged to nursing homes. For
patients with stroke, posthospital care in
rehabilitation facilities or home health care
associated with significantly better functional
improvement initially, but not at 1 y. For patients
with hip fracture, those discharged to
rehabilitation facilities experienced the most
functional improvement.

Kramer, 1997%

Design: prospective with 6 mo of follow-up,
1991-1994

Sample: 485 randomly selected patients with
stroke and 518 with hip fracture

Attributes: rehabilitation hospitals, subacute
nursing homes, and traditional nursing
homes

QOutcomes: community residence, recovery to
premorbid levels in 5 ADLs, Medicare
costs, number of therapy and physician
visits

Patients with stroke treated in rehabilitation hospitals
had better outcomes; more patients with stroke
were discharged to the community after
treatment in subacute nursing homes vs
traditional nursing homes. For patients with hip
fracture, ORs of community discharge were
4.3 (95% Cl, 2.5-7.4) for IRFs vs SNFs, 2.8 (95%
Cl, 1.6-5.1) for IRFs vs subacute SNFs, and
3.0 (95% Cl, 1.7-5.0) for subacute vs traditional
SNFs.

Abbreviations: ADL, activities of daily living; Cl, confidence interval; FIM, Functional Independence Measure; IRF, inpatient rehabilitation facility; OR, odds ratio; SNF, skilled nursing facility.

Kane, R. L. JAMA 2011;305:284-293

JAMA
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CRITICALLY ILL PATIENT

Long-term Acute Care Hospital Utilization
After Critical lllness
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PPROXIMATELY 10% TO 20%
of patients recovering from
critical illness experience per-
sistent organ failures neces-
sitating complex care for a prolonged
period of time.! Traditionally these
patients spent their entire acute care
episode in a general medical-surgical
hospital. However, in recent years long-
term acute care hospitals have emerged
as a novel care model for patients re-
covering from severe acute illness.”
Long-term acute care hospitals are
defined by the Centers for Medicare &
Medicaid Services (CMS) as acute care
hospitals with a mean length of stay
equal to or greater than 23 days.? Ty pi-
cally these hospitals provide care for pa-
tients who do not require all of the ser-
vices of a short-stay hospital but still
have significant ongoing care needs. In

ST T

Context Long-term acute care hospitals have emerged as a novel approach for the
care of patients recovering from severe acute illness, but the extent and increases in
their activity at the national level are unknown.

Objective To examine temporal trends in long-term acute care hospital utilization
after an episode of critical illness among fee-for-service Medicare beneficiaries aged
65 years or older.

Design, Setting, and Patients Retrospective cohort study using the Medicare Pro-
vider Analysis and Review files from 1297 to 2006. We included all Medicare hospi-
talizations involving admission to an intensive care unit of an acute care, nonfederal
hospital within the continental United States.

Main Qutcome Measures Overall long-term acute care utilization, associated costs,
and survival following transfer.

Results The number of long-term acute care hospitals in the United States in-
creased at a mean rate of 8. 8% per year, from 192 in 1997 to 408 in 2006. During
that time, the annual number of long-term acute care admissions after critical illness
increased from 13 732 to 40353, with annual costs increasing from $4824 million to
$1.325 billion. The age-standardized population incidence of long-term acute care uti-
lization after critical illness increased from 38.1 per 100 000 in 1997 to 99.7 per 100000
in 2006, with greater use among male individuals and black individuals in all periods.
Over time, transferred patients had higher numbers of comorbidities (5.0 in 1997-
2000vs 5.8 in 2004-2006, P< .001) and were more likely to receive mechanical ven-
tilation at the long-term acute care hospital (16.4% in 1997-2000 vs 29.8% in 2004-
2006, P<.001). One-year mortality after long-term acute care hospital admission was
high throughout the study period: 50.7% in 1997-2000 and 52.2% in 2004-2006.

Conclusions Long-term acute care hospital utilization after critical illness is com-
mon and increasing. Survival among Medicare beneficiaries transferred to long-term
acute care after critical illness is poor.

JAMA. 20710;303(22):2253-2259 www.jama.com




Utilizing evidenced-based practices to improve quality and patient safety



NICE clinical guideline 50 — Acutely ill patients in hospital

1.2.3 Care pathway

Assessment and monitoring

Patient in acute hospital setting: Initial assessment Routine monitoring
» at the time of admission to the s Record at least: Use physiological track and trigger systems to monitor patients.
ward — heart rate — level of consciousness + Monitor physiological observations at least every 12 hours,
« in the emergency department — respiratory rate — oxygen saturation unless decided at a senior level to increase or decrease the
isi i _ i _ “—>» frequency for an individual patient.
after a decision to admit has systolic blood pressure temperature. qJ C? P _ |
been made « Write a clear monitoring plan specifying the physiological + Use multiple-parameter or aggregate weighted scoring
» transferred to a general ward observations to be recorded and how often. Take into systems, which allow a graded response. The systems should:
from a critical care area. account: — define the parameters to be measured and the frequency
— diagnosis — the agreed treatment plan. of observations
—  comorbidities — state the parameters, cut-off points or scores that should
-------------------------------------------------------------------------------------------------- i trigger a response
Res ponse Patients at risk of deterioration —  monitor:
*| Follow locally agreed graded response strategy if: |« > ¢ heart rate o level of consciousness
+ alerted by frack and trigger score ¢ respiratory rate © oxygen saturation
+ there is clinical concemn. ¢ systolic blood pressure O temperature.

+ Set thresholds locally, and review regulary to optimise

! {

sensitivity and specificity.
Low score Medium score High score
Increase frequency Urgent call fo: Emergency call to team with critical care Consider monitoring:
of observations and = patient's primary medical team competencies and diagnostic skills. The + Dbiochemistry (for example, lactate, blood glucose, base deficit,
alert the nurse in « locally agreed personnel with core team should: arterial pH)
charge. competencies for acute iliness. « include a medical practitioner skilled + hourly urine output
— BExamples include a critical in assessing critically ill patients and * pain.

care outreach team, a with advanced airway management oo

hospital-at-night team or a and resuscitation skills -

specialist frainee in an acute « provide an immediate response. Clinical emergency

medical or surgical specialty. (excluding cardiac arrests).

i to next page t



from previous page

+ [nitiate appropriate interventions.
* Assess response.

+ Formulate a management plan, including location and level of

care.
Critical care
r
Admission to a critical care area Transfers from a critical care area
The decision to admit should Transfers to general wards should be as early in the day as possible.
involve both the patient’s consultant > . Avoid transfers between 22 00 and 0700 wherever possible. Document as an adverse
and the consultant in critical care. incident if they occur.

The critical care and ward teams have shared responsibility for the patient’s care. They should:

+ use a formal structured handover (including both medical and nursing staff), supported by a
written plan, to ensure continuity of care

« ensure the ward can deliver the plan, with support from critical care if required.

The handover of care should include:

+ asummary of the critical care stay including diagnosis and freatment

+ amonitoring and investigation plan

+ a plan for ongoing treatment including drugs and therapies, nutrition plan, infection status and
any agreed limitations of treatment

+ physical and rehabilitation needs

» psychological and emotional needs

» specific communication or language needs.

Staff should offer patients information about their condition and encourage them to participate in
decisions that relate to their recovery.




Improving efficiency through productivity and financial management



Developing integrated information systems




Hospitals of the Future — Ubiquitous Computing
support for Medical Work in Hospitals

Jakob E. Bardram

Centre for Pervasive Healthcare
Department of Computer Science, University of Aarhus
Aabogade 34, 8200 Arhus N, Denmark
bardram(@daimi.au.dk

Abstract. This paper describes the visions and on-going research within creat-
ing ubiquitous computing support for medical work in the hospitals of the future.
Today, clinical computer systems seldom play any role in in the execution of
climcal work as such. Electronic Patient Records (EPR) are more often located
in offices at a hospital rather than at patients’ bedside, or in operating theaters.
The are a number of challenges to the hardware and software design of contem-
porary computer systems that make them unsuitable for clinical work. It 1s, for
example, difficult to operate a keyboard and a mouse while operating a patient.
Research within UbiComp provides a range of new conceptual and technologi-
cal possibilities, which enable us to move clinical computer support closer to the
climical work setting. An important branch of the research at the Danish Center
for Pervasive Healthcare is to design and develop such new ubicomp computer
technologies for climical work.



2 Vision — The Hospital of the Future

The Hospital of the Future 1s a vision of a highly inferactive hospital, where clinicians
can access relevant medical information and can collaborate with colleagues and patient
independent of time, place, and whatever they are doing. Other researchers have used
the term ’intelligent hospitals’ [11]. We prefer, however, the term ’interactive hospital’,
because it in a better way covers the goals we are pursuing, and because we are not
embedding any kind of artificial intelligence in the hospital. The vision of an interactive
hospital can be divided into different research themes, of which we will consider some
here. Examples from our vision videos can be seen in figure 1.



Fig. 1. Two frames from our vision video. The left-hand side showing the interactive bed and the
right-hand side showing a remote radiology conference on a wall-sized interactive display.



Fig. 2. The current implmentation of the vision shown in figure 1. Left-hand side: The interac-
tive bed. Right-hand side: A prototype on a public wall-display. A nurse is having a real-time
conference with a radiologist.



Adoption of Must-Do
Strategies

. Clinician-hospital alignment

. Quality and patient safety

. Efficiency through productivity
and financial management

. Integrated information systems
. Integrated provider networks

. Engaged employees & physicians

. Strengthening finances

. Payer-provider partnerships

. Scenario-based planning

10.Population health improvement

Organizational culture enables
strategy execution

Metrics to Evaluate Progress

Development of Core
Competencies

1. Design and implementation of

patient-centered, integrated care

. Creation of accountable governance

& leadership

. Strategic planning in an unstable

environment

. Internal & external collaboration
. Financial stewardship and enterprise

risk management

. Engagement of employees’ full

potential

. Utilization of electronic data for

performance improvement

Self-Assessment Questions
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La medicina del
presente/futuro

Cambiamenti nella
struttura della
Popolazione ( + anziani,

. Variazione delle situazioni
= + ammalati)

di complessita nel
Singolo paziente

Cambiamenti nella
Epidemiologia delle

Malattie (+ patologie Revisione delle
cronico-degenerative) Modalita

assistenziali
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92 anni, cardiopatico, diabetico, AD+VD

Ospedale organizzato per funzioni
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THE BASK STRUCTURE OF NEW KAROLINSKA SOLNA IS FOUNDED
ON A THREE-DIMENSIONAL SCHEME WHICH SHALL SATEFY

THE REQUIREMENTS OF CARE, RESEARCH AND TRAINING TO
COORDINATE AND BE CLOSE TO ONE ANCTHER.



L'OSPEDALE PER INTENSITA’ DI CURE

AREA DEGENZA

SETTING ASSISTENZIALE 3

DESEENNEEER

Accesso Terapie Intensive e subintensive
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Accesso Postacuzie
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. —] CICLO

Ambulatorio DIURNO Day Surgery, Day Hospital, Day Service

pre-ricovero;

CUP; MMG

\ Prestazioni ambulatoriali
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The New Karolinska Solna 2016

The challenge for the New Karolinska Solna University Hospital, which opens for the first
patients in 2016, is to offer highly specialized and specialized medical care and to carry
out research and educational training on a significant scale and at highest quality. The
new Karolinska University Hospital will be a center in the Stockholm region's renewed
medical care system and will contribute to the effective collaboration with other
hospitals and healthcare providers in the region.



The New Karolinska Solna 2016

An important key term in planning the New Karolinska Solna's activities
is "patient first", which means being able to provide right care to the
right patient at the right time. The NKS is being created to provide more
patient-centered care, where patient safety, privacy and comfort come
first.

A very important task is to strengthen collaboration between medical
care, clinical research, basic research and training (at the Karolinska
Institute) to better contribute to the development of medical care so
that new research can be more rapidly transformed into new methods
and medicine.

The new Karolinska Solna is of utmost importance in the realization of

the vision of making the Stockholm region the world's leading region in
life sciences. Basic research and clinical research in the NKS will be

world class.



The New Karolinska Solna 2016

The new University hospital will have:

¢ Clear focus on the patient’s safety and integrity

e Secure single rooms to reduce the risk of spreading infection

e Efficient and process-oriented approach, to minimize having to move the
patient, for example

¢ Good collaboration and logistics between the different units

e Care which is organized under medical themes

¢ Increased proximity of care, research and training that will enhance advances
in healthcare

e Appropriate environment that stimulates the healing process

¢ Stimulating environment for staff, researchers and students

¢ An energy-efficient and sustainable hospital

¢ A University hospital in the city, close to residents

Patients at the New Karolinska Solna will be investigated and treated without waiting times and
setup times. The goal is that most of the investigations and decisions about treatment should be
done on the same day.



The New Karolinska Solna University Hospital (NKS-Nya

Karolinska Solna)

Is the new university hospital to be built in Stockholm, Sweden, replacing the present Karolinska
University Hospital. Estimated completion is December 2015.

NKS is also Sweden's first public-private partnership (PPP) project in healthcare.
The New Karolinska Solna is being built as a PPP-project.

This means that not only construction of the building, but also facility management,
maintenance, and service is to be provided for a period of approximately 25 years following the
completion of the building. Also, financing of the project is to be included in the project that is
procured by the Stockholm County Council.

A number of reports and decisions from 2001 and forward established the need for a new
university hospital, to replace the present Karolinska University Hospital in Stockholm.

To construct a new hospital has been considered to be more cost effective, compared to
renovating and refurbishing the present facilities, spread over a large area in more than 40
buildings. Building a new hospital will also facilitate a new approach to healthcare implementing
modern ideas and practices.

In April 2008, the decision was made by the Stockholm County Council to build a new university
hospital in Stockholm. It was also decided that the operations of the hospital shall be carefully
evaluated, and a new modern approach to healthcare be applied. In June 2008, it was decided
that the new university hospital will be built using the PPP (or PFI) model which includes also
financing as well as management of the building after the completion.

Organization

The procurement and planning of the New Karolinska Solna University Hospital is managed by
the Stockholm County Council and the New Karolinska Solna Administration.

Head of the project is Professor Lennart Persson. Professor of neuro-surgery at the Uppsala
University in Uppsala, Sweden.



Mission of the New Karolinska Solna University Hospital

The objectives of the New Karolinska Solna are:

-to provide healthcare, research and education of excellent
qguality.

-to provide a hub of a national and international competitive
university medical care system.

-to provide specialized and highly specialized healthcare.

-to assume a central role in the development of the Stockholm
region into a leading bio-medical center.

These objectives are being addressed by creating a university
hospital where specialized healthcare, education and clinical
research is closely integrated.



What does "patients first” mean within the NKS?

“Patients First” means that great emphasis is placed on areas concerning healthcare
associated infections (VRI), medication, falls and nutrition.

The following are examples of how the NKS plans to ensure "Patients First", all of
which contribute to the increased safety of the patient:

-Single rooms contribute to reducing the risk of the spreading of diseases and mean
that patients can be cared for in their rooms in general and can also have relatives with
them throughout the whole of their stay in hospital

Conceptual layout: Single rooms with a private shower and toilet and space for relatives to stay overnight.



What does "patients first” mean within the NKS?

- If necessary collaborative facilities can be located next to each other to
reduce the extent to which patients need to be moved around, which also
gives rise to a better overview.

- Patients are placed in a strong position enabling them to participate in and
make demands on the health care they are given, which is characterized by
safety, flexibility and a respectful approach

- General facilities with a standardized design makes it easier to apply the
standardized approach

- Safe, attractive and peaceful environments, both for patients and staff

- Separate flows, as far as possible, for adults/children, inpatient/outpatient,
emergency/elective care and professional/public areas

-Concept solutions relating to the highest standards of safety and integrity
-High reliability of technological systems

- Good accessibility of the physical building and of communications with
signposts and information.
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IL CONFRONTO INTERDISCIPLINARE PARTE IN TOSCANA

Le societa scientifiche studiano
[ospedale “per intensita di cure”

E' un progetto che elimina 'organizzazione per reparti differenziati, rivoluziona
Fapproccio allacuzie e valorizza al massimo le equipes di specialisti.
Nello stesso tempo presuppone anche il rilancio dell'assistenza territoriale.



EVOLUZIONE E RIORGANIZZAZIONE DEL SISTEMA OSPEDALIERO

Mutate condizioni
demografiche
della popolazione

’ Variahilita sociale

antropologica
della popolazione

Popolazione
anziana

Ridotto potenziale
di assistenza informale

Pazienti Patologie e da parte dei nuclei
con como:lﬂﬁltlélmultiple cronico-degenerative Mu_t:te ‘.’“I“d'.z'l':“' familiari
o epidemiologiche
coﬂ'::ssi'ta delle malattie

Sviluppo scientifico »~  AMssistenza per acuti
tecnologico ed evoluzione con livelli sempre piii spinti

delle hiotecnologie di specializzazione
e di tecnologia

Cambiamenti legislativi
‘\eomanizzativi
Personale sanitario
Organizzazione dell'ospedale

Riduzione dei tempi
di degenza

Aspettative prestazioni
sanitarie di alto livello

——/
Evoluzione ©  Attesa differenziata
della domanda alla domanda di salute
di salute

Liaborazione Carie Nozzofi (Fadoi Toscans)




| TRE LIVELLI DEL “MODELLO TOSCANO”

Accesso
urgente

Stahilizza
e stratifica
clinicamente
il paziente

LIVELLO Terapie intensive
1 Subintensive

LIVELLO Degenza ad alta
9 intensita di cura

LIVELLO Degenza a hassa
9 intensita di cura

Haborarione Garlo Nozzofi (Fader Toscana)
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Verso nuovi ruoli

Superamento dell’organigramma consolidato

Riorganizzazione e differenziazione delle responsabilita
clinico-assistenziali-gestionali sia in ambito medico che
infermieristico ( logica dei “privileges” nei medici)
Integrazione intraprofessionale ed interprofessionale

Introduzione di modello di lavoro multidisciplinari, per
processi ed obiettivi, con definizione di linee guida e
protocolli condivisi

Focalizzazione sulle necessita del paziente secondo
criteri di continuita di cura ed intensita assistenziale



Case management

ruoli e livelli complementari

Medico “Case Manager”
¢ Pianificare la cura
e Coordinarei “consultants”

e Definire i tempi dei
trasferimenti (interni ed
esterni) - stabilire criteri
ingresso “high care”

Infermiere “Case Manager”
e Valutare il bisogno

e Garantire i supporti
assistenziali

e Coordinarsi con i servizi di
assistenza e supporto

e |struzione ed educazione
sanitaria



— &N~ A

=

DAY
g <:> HOSPITAL/SURGERY
S
~~
5 gt
S
S SUB ACUTI/
E, < IN DIMISSIONE

DEGENZA ORDINARIA
tipo 1

Area dei

“case manager”

TERAPIA
INTENSIVA

DEGENZA ORDINARIA
tipo 2

1111t

“

Area specialistica dei “consultants”

Ospedale organizzato per funzioni



