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DEAS BOP 

Paziente con frattura di femore 

Riabilitazione Territorio - MMG 



 

medico   -------------  paziente 

patologia ------------- specialista 

malattia   ------------- reparto di degenza 



Relazioni  di causalità lineare  
 - sistema non complesso - 

B succede ad A 
C succede a B 
D succede a C 
ecc… 
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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 

•Inspirational physical surroundings 

•Considered and consistent communication 

•Secure personal integrity 

•Effective collaboration across departments 

•Healthy food  
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Must-Do Strategies  

Ten must-do strategies were identified for the hospital field to implement; however, the first four were identified as major priorities.  

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  

5. Joining and growing integrated provider networks and care systems  

6. Educating and engaging employees and physicians to create leaders  

7. Strengthening finances to facilitate reinvestment and innovation  

8. Partnering with payers  

9. Advancing an organization through scenario-based strategic, financial, and operational planning  

10. Seeking population health improvement through pursuit of the ―triple aim‖  



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

-Number of aligned and engaged physicians  

-Percentage of physician and provider contracts with quality and efficiency incentives 
aligned with ACO-type incentives  

-Availability of nonacute services  

-Distribution of shared savings/performance bonuses/gains to aligned physicians and 
clinicians  

-Number of covered lives accountable for population health—e.g., ACO/medical home-
covered lives  

-Number of providers in leadership  



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



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

Addressing Placement Options 



Identifying the Most Suitable Type of Care 
 

• What goal are you trying to maximize?  
• What options are available? (see Table 2).  
• How well does each option achieve the desired outcomes?  
• 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?  
• What are the costs involved in each option? Will third parties pay for some options but not 

others?  
Choosing the Best Vendor 

 
• Where is it located? Will relatives be more inclined to visit?  
• 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?  
• Are there policies that restrict the residents from doing what they want? How much risk is 

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

 
Specific Tasks for the Physician 

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

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



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



Kane, R. L. JAMA 2011;305:284-293 
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Utilizing evidenced-based practices to improve quality and patient safety  

-Effective measurement and management of care transitions  

-Management of utilization variation  

-Preventable admissions, readmissions, ED visits, and mortality  

-Reliable patient care processes  

-Active patient engagement in design and improvement  







Improving efficiency through productivity and financial management  

-Expense per episode of care  

-Shared savings or financial gains from performance-based contracts  

-Targeted cost reduction goals  

-Management to Medicare margin  



Developing integrated information systems  

-Integrated data warehouse  

-Lag time between analysis and availability of results  

-Understanding of population disease patterns  

-Use of health information across the continuum of care and community  

-Real-time information exchange  

-Active use of patient health records  
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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 
• Secure single rooms to reduce the risk of spreading infection 
• Efficient and process-oriented approach, to minimize having to move the 
 patient, for example 
• Good collaboration and logistics between the different units   
• Care which is organized under medical themes 
• Increased proximity of care, research and training that will enhance advances 
 in healthcare 
• 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 2016 



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 

quality.  

-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.  



- 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. 

 

What does ”patients first” mean within the NKS? 
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Verso nuovi ruoli 

 

• Superamento dell’organigramma consolidato 

• Riorganizzazione e differenziazione delle responsabilità 
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 necessità del paziente secondo 
criteri di continuità di cura ed intensità assistenziale 



Case management 
ruoli  e livelli complementari 

Medico “Case Manager” 

• Pianificare la cura 

• Coordinare i “consultants” 

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

 

 

Infermiere “Case Manager” 

• Valutare il bisogno 

• Garantire i supporti 
assistenziali 

• Coordinarsi con i servizi di 
assistenza  e supporto 

• Istruzione ed educazione 
sanitaria 
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