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Agenda

e The “Chronic Care Model”
e Specific implementation for COPD patients
e Model evaluation

e The way forward




Trends
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— Noncomunicable diseases
Communicable, perinatal, maternal and nutritional conditions
— Injuries
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e The Chronic Care model
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Better Outcomes for Chronic Conditions

Innovative care for chronic conditions: building blocks for actions: global report. Epping-Jordan J, editor.
2002. Geneva, Switzerland : Noncommunicable Diseases and Mental Health, World Health Organization.
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Integrated care in chronic patients
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Integrated care: role redesign
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Integrated care in chronic patients
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Platform / services

Primary
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Chronic Care @ Patient’s

Management center home

Hospital

CC — Call center

PM — Patient Management Application
HV — Home Visiting Application

PA — Patient’s Application



Integrated care: Process redesign
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RCT pilots

Discharge: ER Re-assessment Accessibility

AN

Home Hospitalisation in COPD patients (HH) > 8 wk

Prevention in COPD patients (PE) yr

Discharge:
Case manager
Therapy strategy
Social assessment
Education

SN

Re-assessment at home: Accessibility / optional visits

Case manager Monitoring questionnaires
Therapy strategy

Social assessment

Education
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Clinical efficacy (HH)
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Cost containment (HH)
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Usual care

Change in behaviour (HH)

Rehabilitation*

Knowledge disease*
Compliance Oxygen regime
Compliance inhal Technique*
Compliance inhal therapy

Compliance Oral treatment

Integrated care



Clinical efficacy (PE)

Patients free from admission
100%

52% (p=0.026)

33%

0 365 days




Summary of pilots’ results

Efficacy and safety

Decrease In direct costs

|dentification of clusters of risk factors defining
patterns of care

Validation of health care services based on
Integrated Care

AN N N NI

Patient centred management




The way forward

e Practical developments of the Chronic Care
model

o New applications
— Condition oriented (CHF, DM, AIDS,...)
— At risk population
— Palliative care — end of life

o Technology

e Extensive deployment of currently successful IT
pilots

e Evolving to/from telemedicine to e-Health




Platform / services
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Chronic Care @ Patient’s

Management center home

CC — Call center

PM — Patient Management Application
HV — Home Visiting Application

PA — Patient’s Application
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