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L' ospedale per intensita di cura: un
progetto utile?
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e L’ospedale per acuti: scenari di ieri e attualita

e Due parole sulla modificazione dei modelli

e L’ospedale per intensita di cure

e Che morte fa la geriatria nell’ospedale per intensita di cure?
e Alternative all’ospedale?

e La centralita dell’ospedale (il paziente Osp-dipendente)

e Conclusioni
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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.
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Inoltre....
-L'ospedale del futuro e senza carta e penna
-Addio alle vecchie cartelle cliniche: i dispositivi elettronici

migliorano la qualita del servizio contenendo i costi (e
cambiano le modalita assistenzali).



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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v’ medico paziente

v patologia specialista

v’ malattia reparto di degenza




Relazioni di causalita lineare
- sistema non complesso -

B succede ad A
Csuccede a B
D succedea C
ecc...



La via

-

_/ Perl'avvenire

. dell'umanita

Nella sua lotta contro le malattie infettive, la medicina
occidentale ha a lungo privilegiato I'idea che il male provenisse
dal nemico esterno (agente patogeno) piuttosto che dalla
debolezza delle difese interne. Se il nemico esterno penetra nella
fortezza e perché ci sono debolezze che gli permettono di entrare

"La via. Per I’avvenire dell’'umanita". Edgar Morin.
Raffaello Cortina Editore. Milano, 2012
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#3 appropriatezza
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benefici attesi superiori ~ INtervento erogato in
alle eventuali condizioni tali da

’ .
conseguenze negative Consumare unappropriata
quantita di risorse




previsione inlzale percorso e dimissione

6 revisione tming




H2

H3

H5 nella rete spontanea l'ospedale ‘hub’

attrae molti pazienti senza selezione
gli altri ospedali si svuotano




nella rete gestita I'ospedale *hub’
seleziona i casi di alta complessita
e restituisce pazienti agli altri ospedali




coerente con le capacka espressione dela
espresse domanda
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Speclakzzazione Epidemobgia
Professionisti  ** Tecnologie Risposta al bacino diutenza ovvero
a bacini di utenza differenziati per
Limtazione del campo di intervento le vare strutture

Specializzazioni differenti in ospedali confrontabili per caratteristiche strutturali e logistiche
determinano la diversificazione del network ospedaliero
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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
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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.



La dimissione ospedaliera:
e e un atto medico (non solo, ovviamente; chi la fa?)

« Ha ache fare con la qualita delle cure (processo,
valutazione, verifica continua)




Verso l'ospedale per intensita di cure

L' obiettivo e di mettere al centro della struttura il
paziente e organizzare l'assistenza per intensita di
cura: ciascun paziente indirizzato verso un
percorso unico con riferimenti sanitari certi
(Medico tutor/Infermiere referente), per favorire
I’'appropriatezza nell’uso delle strutture ed
un’assistenza continua e personalizzata.



| nuovi equilibri

e L’orientamento alla persona e alla soddisfazione del
cittadino comprendente anche la eventuale risoluzione
dei conflitti d’interesse a favore del paziente

e La disponibilita al confronto tra professionisti che si
interfacciano nel percorso assistenziale deve favorire il
riconoscimento della pari dignita tra le professioni
sanitarie

e Condivisione da parte di tutti (amministratori,
professionisti, cittadini) del principio etico del “corretto
utilizzo delle risorse”



Perché nuovi ruoli?

e Le tradizionali modalita organizzative, di presa in carico
del paziente, di prassi medica ed assistenziale appaiono
insufficienti a rispondere in modo efficace al
cambiamento in atto

e Organizzazione e ruoli che favorisce il passaggio dal
principio di “hosting” al principio di “case management”
per una presa in carico personalizzata ed univoca,
globale ed integrata attraverso tutti i livelli di intensita di
cure



Verso nuovi ruoli

Superamento dell’organigramma consolidato

Riorganizzazione e differenziazione delle responsabilita
clinico-assistenziali-gestionali sia in ambito medico che
infermieristico

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



Per gli infermieri

Sviluppo professionale e autonomia

Sviluppo di specializzazione

Crescita delle possibilita di impiego

Acquisizione di una nuova capacita di gestione delle risorse
Pari dignita della professione



Utenti/clienti

Centralita di chi esprime il bisogno domanda,
rispetto a che esprime l'offerta

Presain carico e continuita assistenziale
Trasparenza nella gestione delle risorse
Migliore utilizzo delle risorse

Percorsi personalizzati (maggiore qualita)

Standardizzazione dei processi (maggiore
qualita)



Graduare l'intensita’ di cure

Per rispondere in modo diverso

e per tecnologie

e per competenze

e per quantita e qualita del personale assegnato

Ai diversi gradi di
e instabilita’ clinica e di complessita’ assistenziale

che presentano i pazienti



Frattura di femore

92 anni, cardiopatico, diabetico, AD+VD .......

Ospedale organizzato per funzioni
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Cure “graduate”

A partire dagli anni 60 I’'OMS e altri organismi scientifici
hanno suggerito lI'introduzione di un sistema basato sulle
“cure graduate o progressive”. Tale suggerimento e stato
ripreso anche dalla Direttiva C.E.E. 21.2.1977 e prevede
I'introduzione di settori differenziati di cura secondo il

modello sperimentato negli U.S.A. da Haldeman e Thomas
fin dal 1959.



L.R. Toscana n° 40/2005

e Entro tre anni dall’entrata in vigore della presente legge... le
aziende unita sanitarie locali procedono...alla
riorganizzazione del presidio ospedaliero di zona sulla base
dei seguenti principi:

— mantenimento a livello aziendale dell’organizzazione
funzionale secondo settori specialistici omogenei,
garantendo alla direzione aziendale i necessari livelli di
coordinamento dipartimentale e di assistenza

— strutturazione delle attivita ospedaliere in aree
differenziate secondo le modalita assistenziali, I'intensita
delle cure, la durata della degenza ed il regime di
ricovero, superando gradualmente I'articolazione per
reparti differenziati secondo la disciplina specialistica




Perché cambiare?

Cambia la popolazione e la patologia
* (+ anziani,+soli,+cronici,+complessi)
Cambiano le tecniche di risposta
e (+ diagnostica,- vincoli prossimita e durata)
Cambiano i rapporti tra cittadino e S.S.N.
* (aspettative crescenti,+informati,+”impazienti”)
Cambiano le professioni
* (specialita ed integrazione)

Cambiano le strutture (e-health, comfort)

Cambiano i rapporti tra risorse disponibili e bisogni
(efficienza, etica utilizzo risorse)




. Modello assistenziale perintensita di cure
OSpedaIe Galllera Livello1 - alta intensita di cure

Modello assistenziale per intensita di cure - revisione luglio 2013 coordinatore dott. Francasco Nicasla

Presidenza e Direzione Generale

Ufficio di Segreteria generale
Collegio di Direzione
Direzione Generale
Dipartimento di Staff
S.C. Controllo di gestione
S.C. Prevenzione e protezione
S.C. Qualita e comunicazione
Ufficio relazioni con il pubblico (URP)

S.C. Informatica e Telecomunicazioni
S.S.C. Applicazioni e flussi
S.S.C. Automazione
S.S.C. Infrastrutture e sistemi
Centro Innovazione & sviluppo
Comitato scientifico
Ufficio del Coordinatore Scientifico
Comitato unico di garanzia (CUG)
Farmacia Galliera

Ufficio dell'Esperto Responsabile della sicurezza per le apparecchiature di RM

Ufficio del Medico autorizzato e dell'Esperto qualificato
Ufficio del Medico competente
Ufficio Stampa
Direzione Amministrativa
Segreteria direzionale
S.S. Organizzazione, costi, monitoraggio obiettivi

Dipartimento gestione risorse umane, organizzazione, affari generali e legali

S.C. Gestione risorse umane
S.S.C. Formazione

S.C. Affari generali

S.S.D. Affari legali

Dipartimento gestione opere edili, manutenzioni, grandi progettualita

S.C. Macroarea tecnico-contrattualistica
S.C. Gestione tecnica e programmazione lavori

S.S.C. Gestione manutenzione e conduzione servizi tecnici

S.C. Ingegneria Clinica
S.C. RUP - Nuovo Galliera

Dipartimento gestione economico finanziaria, risorse strumentali, logistica

S.C. Bilancio e contabilita
S.S.C. Bilancio e programmazione
S.C. Economale e alberghiero

S.S.C. Logistica e S.C. Approvvigionamento e gestione risorse

S.S.C. Gare e contratti
Direzione Sanitaria

Segreteria direzionale
S.C. Farmacia
S.C. Macroarea amministrativa

Centro prenotazioni Galliera
Servizio infermieristico e tecnico
Comitato per la lotta alle infezioni ospedaliere (C.1.0.)
Staff della Direzione Sanitaria

Archivio cartelle cliniche

Centrale di Sterilizzazione, Gruppo operativo CIO

Dipartimento: area delle terapie intensive
5.C. Anestesia e rlanimazione - TIPO e terapia sub intensiva
responsabilith gestionale e clinico professionale:5.5.C. Blocco
operatorio centrale (BOC
§.5.C. Daysurgery
S.C. Cardiologia - livello U.T.I.C.
Centro Terapia antalgica

Livello2 - mediaintensitadi cure
coordinatore dott. Giuliano Lo Pinto

Dipartimento: area di chirurgia generale e delle malattie dell'apparato digerente
S.C. Chirurgia generale ed epatobiliopancreatica
5.C. Gastroenterologia
Centro Cura dell'obesitd
Centrodella Tiroide
Centrodi Chirurgia toraco - mediastinica
Centro Proctologico
Dipartimento: area delle chirurgie specialistiche
5.C. Chirurgia maxillo facciale
S.C. Chirurgia vascolare
5.C. Neurochirurgia
5.C. Qculistica oncologica
5.C. Odontostomatologia
S.C. Otorinolaringoiatria
5.8.D. Oculistica
Centro di Chirurgia oncologica e ricostruttiva del distretto cervico-facciale
Centroperla diagnosie la cura delle Labiopalatoschisi e delle malformazioni
cranio-facciali

Centro Diagnosi e cura delle ulcere difficili di origine vascolare
Centro Prevenzione chirurgica lctus ischemico
Dipartimento: area di uro-ginecologia
5.C. Ginecologia e ostetricia - livello ginecologia
5.C.Urologia
Centro multidisciplinare per le p-*ologie 1 «ecologica, urologica maschile e del
pavimento pelvico
Dipartimento: area di ortogeriatria
5.C. Geriatria
5.C. Ortopediadelle articolazioni
5.C. Ortopedia e traumatologia
5.5.0. Ortogeriatria perintensita di cure - livello 2
Centrodi chirurgia della mano
Centro osteopatie metaboliche e di oriogeriatria
Dipartimento: area di medicina
5.C. Cardiologia
§.5.C. Emodinamica
5.C. Dermatologia
5.C. Malattie infettive
5.C. Medicina e chirurgia d'accettazione e d'urgenza (Pronto soccorso)
S.5.C. Osservazione breveintensiva (OBl) e degenza breve
5.C. Medicina interna
5.C. Neurologia

5.5.C. Neurofisiopatologia
5.C. Oncologia medica
5.5.0. Degenzaareacritica di medicina
5.5.0. Ematologia
5.5.0. Endocrinologia
Centro della microcitemia e delle anemie congenite
Centrotrombosi

Dipartimento: area materno infantile

5.C.Ginecologia e ostetricia - livello ostetricia
5.C. Neonatologia

5.5.0. Fisiopatologia preconcezionale e prenatale
Ambulatorio Neuropsichiatria infantile

Servizio Assistenti Sanitarie e Sociali Livello3 - bassa intensita di cure

Ufficio Cartelle cliniche, Ufficio SDO coordinatore dott. Ernesto Palummeri
Unita per la Gestione del Rischio (U.G.R.) Dipartimento: area di riabilitazione e stabilizzazione
Funzioni di coordinamento dei percorsi chirurgici 5.C. Recupero e riabilitazione funzionale

5.5.0. Cure domiciliari

Piastra interventistica 5. Cure intermedie

S.S.C. Blocco operatorio centrale (BOC) 5.5.0. Cure palliative

S.S.C. Day surgery 5.5.0. Ortogeriatria perintensitd di cure - livello 3
5.5.0.RSA Galliera
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La medicina del
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Cambiamenti nella
struttura della
Popolazione ( + anziani,
= + ammalati) Variazione delle situazioni
di complessita nel
Singolo paziente

Cambiamenti nella
Epidemiologia delle

Malattie (+ patologie Revisione delle
cronico-degenerative) er
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assistenziali




Lospedale per intensita’ di cure

Accesso
urgente

Dipartimento
Emergenza
Urgenza

Accesso
Programmato

Ambulatorio
pre-ricovero;
CUP;

MMG
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Postacuzie

Day Surgery, Day Hospital, Day Service

Prestazioni ambulatoriali




E’ necessario condividere tra i professionisti

i criteri

clinici (evidence-based) di accesso ai 3 Livelli

ESEMPIO

adattamento da
“Critical Care”,
Guidance on
Comprehensive
Critical Care for
Adults in
Independent Sector
Acute Hospitals,
September 2002.

LIVELLO 1 TERAPIA SUBINTENSIVA 1

Pazienti che richiedono un sistema di
monitoraggio o di supporto di
un solo organo (*)

Respirazione: FiO2 > 0.50, entro 24 da una
tracheotomia, ventilazione non invasiva o CPAP;
fisioterapia e aspirazione almeno ogni 2 ore
(rapporto PO2/FiO2 =< 200)
App. Cardiovascolare: instabile, monitorizza
zione ECG e pressione, instabilita emodinami
ca per ipovolemia, emorragia e sepsi, richieden
te l'uso di una sola sostanza vasoattiva
SNC: depressione SNC che pregiudica le vie
aeree e i riflessi di protezione
Altro: insufficienza renale acuta, grave disio
nia
Scompenso cardiaco Classe Killip IV
Shock ipovolemico classe ATLS ITI-IV.
Shock settico SOFA score => 3-4
Dopo trattamento emorragia GI: Rockall score
7-8
Pancreatite Acuta:

Ranson => 4

Balthazar > 6
Polmoniti classe Fine IV-V

Paziente che necessita di ottimizzazione
preoperatoria

Monitoraggio invasivo o trattamento
finalizzato al supporto di un organo




In Chirurgia rafforzare I'esperienza del ciclo settimanale
(week surgery)

Degenza media come indicatore proxy di complessita, riservando una parte
degli interventi e dei letti di degenza a casi che e possibile risolvere entro 4 gg
dall’intervento e consentendo la chiusura nel fine settimana della relativa
area.

e il modello implica una forte revisione della programmazione, della
preospedalizzazione, dell’utilizzo delle sale operatorie

e vi e il rischio di inefficienza nell’utilizzo delle SO, da mitigare mettendo
insieme anche le attivita a ricovero diurno (DS)

® ¢ necessario prevedere un reparto di degenza ordinaria vicina per assorbire
imprevisti

® necessario monitoraggio attraverso indicatori ad hoc.



Cambiamento dei ruoli lungo le linee gestionali e professionali
Le tradizionali figure di gestione sia mediche (Direttore UO) che infermieristiche
(Coordinatore) rafforzeranno conseguentemente la propria funzione sulla linea

professionale (garanzia e sviluppo delle competenze cliniche, presidio dei percorsi e di
una pratica evidence-based).

_n_ —
| I:I I:I Resp.Area

-“Gestionale”

Direttore UO I Infermiere -Integrazione

Setting 1

Coordinatore di
Setting
- + assistenza!

-“Professionale”
-Qualita
-Competenze

—

Setting 2

La UO ha un numero di letti

Inf.Coord.Area
come riferimento, flessibile, -gestionale
distribuiti tra i vari setting

-risorse, letti

Setting 3

Area funzionale




Cambiamento dei ruoli lungo le linee gestionali e professionali

A livello dell’interfaccia diretta con il paziente emerge la necessita’ che vi siano due
figure nuove che realizzino una effettiva presa in carico: il medico tutor e
I'infermiere referente.

[ ] Direttore UO Primary

Primary
Nurse 2
" -~*Professionale” Nurse 1 \
-Qualita [ )
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-
(=)
c
. —_ £
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Medico Tutor 2 ng -“Gestionale”
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SRR [ IS I (S U S g L] -gestionale
e —————————— |:| |:| — -risorse, letti

Medico Tutor 1

Setting 2

Setting 3
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La figura del Medico Tutor

Il medico tutor prende in carico il paziente quanto prima (entro 24h)
dopo 'accettazione dello stesso, stende il piano clinico ed e
responsabile del singolo percorso sul singolo paziente; si interfaccia
con il MMG di cui e il principale interlocutore per il vissuto del
paziente nell’'ospedale. Il medico Tutor ¢ il referente informativo del
paziente e della sua famiglia. Date le sue responsabilita, il medico
tutor deve possedere una adeguata esperienza e competenza rispetto
alla comunicazione con i pazienti ed alla gestione dei percorsi
assistenziali, da supportare attraverso percorsi formativi e da valutare
e mantenere nel tempo.

[

Primary
Nurse 1

Medico Tutor 1 I




Modelli di assistenza personalizzata e figura dell’ Infermiere
Referente

L'infermiere referente e responsabile dell’assistenza al paziente affidatogli
e dei risultati del progetto assistenziale. | casi, dopo una attenta
valutazione (non tutti richiedono assistenza avanzata) sono assegnati
all’'infermiere referente in base alla sua competenza clinica e/o di
pianificazione. Gli altri infermieri svolgono il ruolo di “associati”: erogano
prestazioni secondo programma e garantiscono la continuita assistenziale
in assenza dell’Infermiere referente. |l modello presuppone l'inserimento e
la rivalutazione degli operatori socio sanitari a cui trasferire attivita
alberghiere.

[

Primary
Nurse 1

Medico Tutor 1 I




Necessario presidiare i meccanismi di coordinamento
interprofessionali

Il cosiddetto “giro medico”, ad esempio, rappresenta un momento
importante di scambio e confronto tra le professioni coinvolte, e d’altra
parte diventa critico nella nuova organizzazione per Aree che
comportera necessariamente un’assegnazione di letti limitrofi a
specialita diverse — questo comporta la necessita di una forte
standardizzazione degli strumenti informativi e delle modalita
organizzative ed una stretta programmazione dei tempi;

| briefing giornalieri a livello di setting, oltre a favorire una migliore
comunicazione ed un miglior clima tra gli operatori, potrebbero snellire
d’altra parte il carico di coordinamento associato al giro medico,
limitando |la necessita della presenza contemporanea di piu figure
professionali ai casi selezionati come piu complessi. E’ infine importante
capire a livello operativo come dovra avvenire I’integrazione e il
coordinamento tra la figura dell’'Infermiere Referente e la figura del
Medico Tutor (ad esempio ai fini della dimissione).



Sviluppare la cartella clinica integrata
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La Cartella clinica integrata accompagnera il
paziente in tutte le fasi dell’intensita di cura;
rappresenta uno dei presupposti della continuita e
della personalizzazione dell’assistenza.Tale
strumento deve essere costruito in modo da essere
fruibile da tutti gli operatori coinvolti nel processo
assistenziale, e deve fornire I'informazione che
serve, dove serve, nel modo adeguato ed
esclusivamente a chi € deputato a farne uso.
Contiene tutte le informazioni anagrafiche e socio-
sanitarie utili nonché i dati sintetici del ricovero e
favorisce la visione immediata degli interventi di
tutte le figure coinvolte (medici, infermieri,
consulenti) evitando al medico di riscrivere la
stessa terapia e, di conseguenza, facendo
diminuire il rischio di possibili errori di trascrizione.



Un presupposto di fondo:
consolidare i Percorsi Assistenziali- Percorsi clinici
integrati

Se il filo conduttore che anima la riorganizzazione dell’'ospedale per
intensita di cura e la centralita del paziente i percorsi clinici integrati
consentono la realizzazione di tale obiettivo tramite lI'integrazione delle
competenze professionali e l'uniformita dei processi di cura alle migliori
evidenze cliniche, consentendo una presa in carico unica del paziente. Si
favoriscono inoltre outcome di salute positivi, poco soggetti alla variabilita
di comportamenti professionali, rendendo piu efficace 'organizzazione. Il
paziente stesso, grazie ad un’accurata comunicazione, sara maggiormente
coinvolto nel processo di cura che lo vede protagonista.

Idem per e attraverso il territorio



Il coinvolgimento del paziente come “partner” del
cambiamento organizzativo

Perché l'utente si senta partecipe e soggetto di tale cambiamento e
necessario, in fase di progettazione, individuare strumenti di coinvolgimento
che vadano nel duplice senso della partecipazione attiva e della
comunicazione. Se adeguatamente informato, orientato, responsabilizzato,
ascoltato, rassicurato ed accolto, il paziente puo essere il piu grande alleato
dell’organizzazione per affrontare il cambiamento e superare le resistenze
culturali interne.

INFORMATO
\ EDUCATO

ASCOLTATO |«— | PUTENTE deve essere

——
h ACCOLTO
/N

RESPONSABILIZZATO ORIENTATO




& The New England
=9 Journal of Medicine

Post-Hospital Syndrome — An Acquired, Transient Condition
of Generalized Risk

Harlan M. Krumheolz, M.D.

Nearly one fifth patients discharged from a hospital have an acute medical

problem within the subsequent 30 days that necessitates another hospitalization.
These recently discharged patients have heightened risks of myriad conditions, many
of which appear to have little in common with the initial diagnosis.

How might the post-hospital syndrome emerge? Hospitalized patients are not only
enduring an acute illness, which can markedly perturb physiological systems, but are
experiencing substantial stress. During hospitalization, patients are commonly
deprived of sleep, experience disruption of normal circadian rhythms, are nourished
poorly, have pain and discomfort, confront a baffling array of mentally challenging
situations, receive medications that can alter cognition and physical function, and
become deconditioned by bed rest or inactivity.

'w-IEHG.I'-'IE:-_:IEhEZ: HEIM.ORC JAMUARY 10, 2013



6% The New England
sy Journal of Medicine

Post-Hospital Syndrome — An Acquired, Transient Condition
of Generalized Risk

Harlan M. Krumhelz, M.D.
During hospitalization,

clinicians should not only address
the urgencies of the acute illness
but also seek to promote health
actively by strengthening patients

100 . . . "
o] [0 709 &8 783 0 Resémission and contributing to their physio-
20 g logical reserve. Attention to sleep,
70 2admission - R
F ol for same nutrition, activity, strength, and
_E s0- judicious symptom management
5 a0 s
- may pay great dividends. Many
= l interventions may be akin to those
10+ . . .
o developed for reducing delirium.
Heart failure  Pneumonia COPD  Gastrointestinal
problems Shorter lengths of stay put an
Condition at Initial Discharge .
even greater premium on prepar-

Proportions of Rehospitalz ations for Causes Other Than the Condition at Initial Discharge.

Data are from Jencks et al ing patients for a successful con-
M ENGL) MED 3682 NEJM.ORG JANUARY 18, 2013 valescence from the first day



Traiettorie ipotetiche di declino funzionale per il signor R.
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Traiettorie ipotetiche di declino funzionale per il signor R. Traiettoria A: stato di salute buono; buona spettanza di vita. Traiettoria B:
il paziente ha una malattia cronica degenerativa (ad es., malattia di Alzheimer, malattia di Parkinson): declino funzionale costante
con un periodo di dipendenza funzionale prolungato. Traiettoria C: evento catastrofico improvviso (ad es , frattura di femore, stroke,
sepsi, polmonite) con qualche miglioramento funzionale, ma senza tornare allo stato di partenza, riduzione della spettanza di vita.




SPECIAL ARTICLE

Rehospitalizations among Patients
in the Medicare Fee-for-Service Program

Stephen F. Jencks, M.D., M.P.H., Mark V. Williams, M.D.,
and Eric A. Coleman, M.D., M.P.H.

ABSTRACT

BACKGROUND
Reducing rates of rehospitalization has attracted attention from policymakers as a
way to improve quality of care and reduce costs. However, we have limited informa-
tion on the frequency and patterns of rehospitalization in the United States to aid
in planning the necessary changes.

N Engl ] Med 2009;360:1418-28.
Copyright © 2009 Massachusetts Medical Society.



Rehospitalizations After Discharge from the Hospital
Among Patients in Medicare Fee-for-Service Programs

Percent of patients rehospitalized (cumulative)
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Source: Adapted from S. F. Jencks, M. V. Williams, and E. A. Coleman, “Rehospitalizations Among Patients
in the Medicare Fee-for-Service Program,” New England Joumal of Medicine, Apr. 2, 2009 360(14):1418-28.




Risk Prediction Models for Hospital Readmission
A Systematic Review

Devan Kansagara, MD, MCR
Honora Englander. MD

Amanda Salanitro, MD, MS, MSPH
David Kagen, MD

Cecelia Theobald, MD

Michele Freeman, MPH

Sunil Kripalani, MD, MSe

N INCREASING BODY OF LIT-

erature attempts to describe

and validate hospital read-

mission risk prediction tools.
Interest in such models has grown for
2 reasons. First, transitional care inter-
ventions may reduce readmissions
among chronically ill adults.!? Read-
mission risk assessment could be used
to help target the delivery of these re-
source-intensive interventions to the pa-
tients at greatest risk. Ideally, models
designed for this purpose would pro-
vide clinically relevant stratification of
readmission risk and give information
early enough during the hospitaliza-
tion to trigger a transitional care inter-
vention, many of which involve dis-
charge planning and begin well before
hospital discharge. Second, there is in-
terest in using readmission rates as a
quality metric. The Centers for Medi-

Context Predicting hospital readmission risk is of great interest to identify which pa-
tients would benefit most from care transition interventions, as well as to risk-adjust
readmission rates for the purposes of hospital comparison.

Objective To summarize validated readmission risk prediction models, describe their
performance, and assess suitability for clinical or administrative use.

Data Sources and Study Selection The databases of MEDLINE, CINAHL, and
the Cochrane Library were searched from inception through March 2011, the EMBASE
database was searched through August 2011, and hand searches were performed of
the retrieved reference lists. Dual review was conducted to identify studies published
in the English language of prediction models tested with medical patients in both deri-
vation and validation cohorts.

Data Extraction Data were extracted on the population, setting, sample size, fol-
low-up interval, readmission rate, model discrimination and calibration, type of data
used, and timing of data collection.

Data Synthesis Of 7843 citations reviewed, 30 studies of 26 unique models met
the inclusion criteria. The most common outcome used was 30-day readmission; only
1 model specifically addressed preventable readmissions. Fourteen models that r&mea.
On retrospective aaministrative data could be potentially used to risk-adjust readmis-
sion rates for hospital comparison; of these, 9 were tested in large US populations and
had poor discriminative ability (c statistic range: 0.55-0.65). Seven models could po-
tentially be used to identify high-risk patients for intervention early during a hospital-
ization (c statistic range: 0.56-0.72), and 5 could be used at hospital discharge (c sta-
tistic range: 0.68-0.83). Six studies compared different models in the same population
and 2 of these found that functional and social variables improved model discrimina-
tion. Although most models incorporated variables for medical comorbidity and use
of prior medical services, few examined variables associated with overall health and
function, illness severity, or social determinants of health.

Conclusions Most current readmission risk prediction models that were designed
for either comparative or clinical purposes perform poorly. Although in certain set-
tings such models may prove useful, efforts to improve their performance are needed
as use becomes more widespread.

JAMA. 2011,306(15):1688-1698 WWW.jama.com
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Thirty-Day Readmissions — Truth and Consequences
Karen E. Joynt, M.D., M.P.H., and Ashish K. Jha, M.D., M.P.H.

N Engl J Med 2012; 366:1366-1369
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National Trends in 30-Day Readmission Rates, 2002-2009.
Rates are authors’ calculations based on Medicare data.

Given that readmissions result from a complex interplay among patients, hospitals, and
communities, asking hospitals to focus their effort on this measure will lead them to
expend substantial energy yet have little effect. We suspect this is the reason that, despite

the tremendous focus on readmissions, we have seen little improvement over the past
decade

The growing body of evidence suggests that the primary drivers of variability in 30-day
readmission rates are the composition of a hospital's patient population and the

resources of the community in which it is located — factors that are difficult for hospitals
to change.




La riospedalizzazione:

 E un evento frequente

e E strutturale al processo di cura (prendiamone atto)

* Non é sempre un evento negativo




-L'ospedale produce fragilita

-La riospedalizzazione:
* E un evento frequente
* E strutturale al processo di cura (prendiamone atto)
* Non e sempre un evento negativo

-La dimissione ospedaliera:

e & un atto medico (non solo ovviamente; chi la fa?)

* Ha a che fare con la qualita delle cure (processo, valutazione, verifica
continua)

-L'efficacia degli interventi di formazione alla dimissione
tuttora non e definita

-E’ necessario conoscere il paziente e i servizi disponibili

-Ora che sappiamo tutto e necessario essere assennati nei
colloqui con i familiari



EDGAR
MORIN

dell'umanita

—

Nella sua lotta contro le malattie infettive, la medicina occidentale
ha a lungo privilegiato I'idea che il male provenisse dal nemico
esterno (agente patogeno) piuttosto che dalla debolezza delle
difese interne. Se il nemico esterno penetra nella fortezza e perché
ci sono debolezze che gli permettono di entrare

"La via. Per I'avvenire dell’'umanita". Edgar Morin.
Raffaello Cortina Editore. Milano, 2012



Annals of Internal Medicine IDEAS AND OPINIONS

When Frail Elderly Adults Get Sick: Alternatives to Hospitalization

Muriel R. Gillick, MD

Prmriding high-quality, cost-effective medical care to the
sickest, oldest, and frailest patients remains a formida-
ble challenge. The 18 million people older than 65 years
with chronic conditions and limitations in their ability to
carry out basic daily activities make up 6% of the nonin-
stitutionalized U.S. population but consume 25% of total
health care spending (1). The lion’s share of these resources
go to hospital care: 63% of Medicare patients with 6 or
more chronic conditions are hospitalized each year (vs.
13% of those with 2 to 3 chronic conditions) and account
for 70% of Medicare 30-day rehospitalizations (2). Al-
though the hospital offers sophisticated and often life-
prolonging diagnostic and treatment methods, it can also
be a dangerous environment for frail elderly patients.
Providing safe and excellent care for this population
will probably require developing viable alternatives to
hospiralization.

Ann Intern Med, 2014;160:201-202.



CaN Acute MebicaL ProBLEMS BE AVOIDED IN
FraiL ELDERLY ADULTS?

Frail patients are at high risk for exacerbations of the
conditions that make them frail. Frailty, by definition, en-
tails a heightened suscepribility to acute illness, disability,
and death (3).

Clinicians have devoted considerable effort to trying to
stave oft acute illness, but the propensity of frail adults to
become ill remains stubbornly high. Although comprehen-
sive geriatric assessment has improved physician prescrib-
ing practices, increased patient satisfaction, and enabled
patients to avoid nursing home placement, it has not pre-
vented acute illness that is severe enough to warrant hos-
pitalization (4). Programs to prevent geriatric syndromes
(for example, falls or delirium) have similarly provided
only modest benefits.

Ann Intern Med, 2014;160:201-202.



WHAT ARE THE HAZARDS OF HOSPITALIZATION IN
FrAIL PATIENTS?

The hazards of hospitalization in elderly patients in-
clude falls, incontinence, delirium, and adverse drug reac-
tions. Although some of these problems arise from the
patients’ underlying conditions and others are treatment-
related, many stem from the hospital environment itself
(5). Awareness of these risks has led to the creation of
specialized “acute care for elders” units to provide state-of-
the-art treatment for high-risk elderly patients. Unfortu-
nately, the risks for delirium, falls, and functional decline
remain high even in these units (6).

Despite the well-documented adverse outcomes asso-
ciated with hospitalization, physicians do not routinely dis-
cuss its risks and benefits with elderly patients—even
though proposing such treatments as chemotherapy or sur-
gery without informed consent would be considered unac-
ceptable. When physicians recommend hospitalization for
treatment of acute illness without offering alternatives, they

imply and patients assume that it is the only safe and ef-
fective choice.

Ann Intern Med, 2014;160:201-202.



WHAT ARE THE GOALS OF CARE OF FRAIL PATIENTS?

Whether frail patients are willing to face the risks of
hospital care depends, in part, on their goals. Some pa-
tients are primarily interested in prolonging life regardless
of the consequences, others in maintaining quality of life,
and still others in focusing exclusively on comfort. Al-
though some patients with multimorbidity or advanced
illness primarily favor life prolongation, the evidence sug-
gests that maximizing quality of life is the primary goal for
many (7). In a study of 25 000 patients in Oregon with
advanced illness who completed a Physician Orders for
Life-Sustaining Treatment form, 18 000 selected a do-not-
resuscitate status; of these, half wanted comfort measures
only and half wanted a somewhat higher level of treatment,
including antibiotics or feeding tubes (8).

Ann Intern Med, 2014;160:201-202.



ARE THERE VIABLE ALTERNATIVES TO HOSPITALIZATION
FOR FRAIL ELDERLY PATIENTS?

Once patients understand that they are frail, learn the
risks of hospitalization, and define their goals, they might
choose to forgo hospital treatment it they have a viable
alternative. Currently, only a few alternatives to hospital-
ization exist, and many are not widely available. Hospice
care is one option but is restricted to patients who have a
short life expectancy and are willing to forgo all treatment
except palliative measures, such as oxygen and opioids.
Many frail elderly patients are interested in a more aggres-
sive approach to illness than the intensive comfort-based
approach of hospice care.

The home hospital program developed at Johns Hop-
kins University is another option: It brings technology,
nursing, and medical care to the patient in his own home
by providing nurses who visit once or twice a day as well as
regular physician visits. This program has demonstrated
lower costs than hospital care but with similar outcomes
(9). The Program of All-Inclusive Care for the Elderly
(PACE) offers interdisciplinary team care to older patients
who are eligible for Medicare, Medicaid, and nursing home
placement. Using adult day care, case management, home
services, and physician care, PACE decreases hospitaliza-
tion rates while maintaining high levels of satisfaction (10).

Ann Intern Med, 2014;160:201-202.



ARE THERE VIABLE ALTERNATIVES TO HOSPITALIZATION
FOR FRAIL ELDERLY PATIENTS?

sometimes be provided most efficiently in an emergency
department. However, if they have been diagnosed with a
condition, such as pneumonia or congestive heart failure,
and are responding to initial treatment, they could, with
the necessary resources, be cared for outside of the hospital.

Ann Intern Med, 2014;160:201-202.



BARRIERS TO IMPLEMENTING ALTERNATIVES TO
HosPITALIZATION

Several important barriers stand in the way of further
disseminating promising alternatives to hospitalization and
designing new ones. Patients may favor hospitalization be-
cause it avoids burdening their families. Primary care phy-

sicians find it far simpler to transfer a patient to the hos-
pital than to orchestrate comprehensive home care, and

emergency department physicians find it easier to hospital-
ize a patient than to arrange an alternative treatment site.
The Medicare program requires a 3-night hospital stay for
skilled nursing facility eligibility, thus mitigating wide-
spread use of this lower-intensity site for care; in addition,
Medicare currently is focusing on trying to prevent acute
illnesses to decrease rehospitalization rates and would have
to develop a new set of incentives to promote alternatives
to hospitalization.

Ann Intern Med, 2014;160:201-202.



THE WAY FORWARD

Because frail patients will continue to develop acute
illnesses, avoiding hospitalization cannot depend exclu-
sively on keeping them well. Achieving high-quality geri-
atric care and minimizing the need for hospitalization will
require good transitional care; optimum management of
geriatric syndromes; and an integrated, coordinated system
of care. It will also necessitate eliciting patients’ goals, en-
suring that they understand the risks of hospitalization,
creating a plan that reflects their goals, and providing at-
tractive alternatives to hospirtalization.
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pproximately 20% of Medi-

care patients who have been
hospitalized are readmitted with-
in 30 days,* with substantial im-
plications for outcomes and costs
of care. Many reasons have been
identified, including poor tran-
sitions from the hospital setting,
lack of medication reconciliation,
inadequate access to medical ser-
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vices after discharge (e.g., timely
postdischarge appointments with
primary care physicians and spe-
cialists), and lack of account-
ability regarding which clinician
is responsible after discharge.?
The problem has been conceptu-
alized as a failure of the health
care system to fulfill its respon-
sibility to provide comprehensive,

coordinated, and continuous care.

Accordingly, the Centers for
Medicare and Medicaid Services
began to invoke penalties for re-
admissions of patients who have
been discharged after hospital-
izations for selected diagnoses.
Hospitals and health systems
are responding with innovations
such as care coordinators, post-
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discharge pharmacists, care-
transition coaches, and after-
hours clinics. Although these
efforts aimed at system-level
problems do reduce the rate of
preventable readmissions, there
remains another more intracta-
ble cause of readmissions
hospital-dependent patients.
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Hospital-dependent patients
differ from those with chronic
critical illness, many of whom
require ventilators to sustain
life,® in that they may be precari-
ously and transiently compensat-
ed while hospitalized. They are
often comfortable and may have
an acceptable quality of life
(e.g., interactions with family and
friends) in the hospital when
supported and comforted by high
nurse-to-patient ratios, available
monitoring and diagnostic capa-
bilities, and on-site physicians
and therapists who can respond
quickly to changes in their con-
dition. Yet they are unable to
make it outside the hospital set-
ting when the response is not
quick enough or the necessary
treatments are not available. Such
patients are usually old, almost
always have multiple chronic
conditions, and have minimal
physiological reserve to compen-
sate for acute stress or Iinjury.

They develop pulmonary edema,
flares of chronic obstructive pul-
monary disease, orthostatic hypo-
tension, myocardial ischemia,
acute kidney injury, fevers, and
sudden delirium and may expe-
rience falls, often without identi-
fiable precipitants.

Usually, hospital-dependent pa-
tients are not recognizable as such
at the time of the first admis-
sion. During almost all index ad-
missions, the patient, family mem-
the patient will be restored to
usual health. This optimism is
generally justified, since none of
the many prognostic indicators
are accurate enough to predict the
trajectory of an individual patient.

Hospital-dependent patients
are readmitted not because of in-
adequate hospital discharge, care
transitions, or post-hospital care,
but because their medical prob-
lems cannot be managed outside
the hospital. The amount of med-
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ical and instrumental support
that can be mounted is simply
not enough. It is tempting to
conclude that these patients are
discharged to the wrong location
and that they should be sent to
skilled nursing facilities (SNFs),
but most SNFs cannot or do not
provide the needed level of treat-
ment and support for them, and

the readmission rates from SNFs

are similar to those from home.*

These patients are often re-
lieved to be back in the hospital
because they feel more secure
than they do at home or in nurs-
ing facilities. Many have estab-
lished relationships with hospital
staff and clinicians who remem-
ber them from prior admissions,
and these familiar faces provide
reassurance.

Hospital-dependent patients
tend to follow a course of re-
admissions with progressive de-
terioration in functional status
and loss of resilience over a pe-
riod of months to years. Usual-
ly, each rehospitalization finds
them worse than when they were
discharged a few weeks (or days)
earlier, and treatments become
less effective. The final period of
life is often characterized by a
and discomfort until a decision

to switch to hospice care is made
or the patient dies in the hospital
despite the fact that “everything”
was done.
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In many ways, the existence
of hospital-dependent patients is
a direct product of the successes

and advances of medicine. Dur-

ing our training in the 1970s and
1980s, such patients died quick-
ly. There was little we could offer
once their conditions progressed
to end-stage. With the advance of
technology and new medications,
such patients now survive longer;
acute decompensations can be
corrected with acute care inter-
ventions.

The phenomenon of the hos-
pital-dependent patient has not
been studied systematically, even

though most clinicians will rec-
ognize patients who meet the
profile (see table). Little is known

about the prevalence of hospital-
dependent patients, the percent-
age of readmissions that they
account for, and whether they
cluster at specific types of hos-
pitals. Although such patients
have existed for many years, they
have assumed increasing impor-
tance in the current frenzy over
hospital readmissions. These pa-
tients’ readmissions are counted
In readmission rates, and their

cases may erroneously be con-

sidered to represent failures of

the transition process. However,
the underlying causes of these
readmissions are not failed tran-
sitions and the approaches to
their management must be tai-
lored accordingly.

N ENGLJ MED 370;8 NEJM.ORG

FEBRUARY 20, 2014



PERSPECTIVE THE HOSPITAL-DEPENDENT PATIENT

Characteristics of Patients Who Are Readmitted to Hospitals.*

Hospital-Dependent Patients with Failed Patients with Chronic
Characteristic Patients Transitions Critical lllness
Continuous need for life-sustaining - - +
equipment

Precipitous flares + +/- +/-

Multiple chronic conditions + +/- +
Decreased physiological reserve + +/- +/-

Need for close monitoring by nursing staff + - +/-

Need for immediate medical response + - +/-

* A plus sign denotes usually present, a plus—minus sign sometimes present, and a minus sign usually absent.
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A necessary first step is en-
suring that treatment in the hos-
pital is commensurate with hos-
pital-dependent patients’ goals
and preferences. Clinicians may
mistakenly assume that contin-
ued acute care is what patients
want. Conversely, some of these
patients may be unaware that
hospice care is available. There-
fore, it i1s crucial to discuss the
goals of care. Nevertheless, after
informed discussion, there re-
main many people who opt for
continued acute care. Although
these patients may be in the last
months of life, they simply are
not ready to make the switch to
an end-of-life approach to their
care. They want to live, and they
believe that they can maintain
an acceptable quality of life.
Ironically, while they remain in
the hospital, they may be able
to do so.

Beyond addressing hospital-
dependent patients on a case-by-
case basis, there must be a more

systematic approach. Medicine
has yet to acknowledge the ethi-
cal and practical predicament of
having created a population of
incurable, fragile, but not yet ter-
minally ill patients without con-
currently developing a health
care system that can meet their
needs. By default, frequent, un-

planned readmissions to the acute
care hospital have become the
fail-safe backup.

Developing appropriate and
cost-effective approaches for pa-
tients who have complex condi-
tions and whose goals of care
require continuous or frequent
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hospital-level support will not
be easy. The existing venues for
providing post-hospital care —
home health services, SNFs, long-
term acute care facilities, and
“hospital at home” — do not
have the capability or capacity to
care for these patients, and it is
unlikely that they could easily
gear up to do so. Health care
systems need to recognize this
unmet need and begin planning
ways of providing this level of
care as well and as efficiently as
possible.

With each new lifesaving ad-
vance, some of the lives saved
will remain dependent on an on-
going acute level of care. For
these patients, the systemic “con-
tinuity of care” fixes that assume
that patients can return to the
community with existing re-
sources will not work. Alterna-
tive long-term acute care solu-

tions will be necessary. We must
recognize that the cost of provid-
ing this care outside of the hos-
pital may approach that of care
provided in the hospital. If we
are to continue developing life-
saving interventions for the most
advanced illnesses, this is a cost
we must be willing to bear.
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