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Premessa




INTEGRATED CASE MANAGEMENT MODEL
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Adapted from a model presented in Planning Handbook
Community Based Long-Term Care, tment
of Aging, sacramento, (alffornif, December 1982.




PIRAMIDE
DELLA
CRONICITA

© Disease Management

Lifestyle Programs

\c,}' Prevention and Wellness Programs
&

14

Framework per la presa in carico delle “long-term conditions
attraverso tre tipologie di approccio per migliorare la cura e

I'assistenza:

e case management: piano di cura personalizzato, garantito

al 3-5% della popolazione a maggior rischio di ricovero

o disease management: percorsi definiti secondo evidenza
scientifica, monitoraggio e rivalutazione costante di quei

pazienti che presentano sintomi clinici meno sever;

o supporto per il self-management: per il 70% delle
persone che convivono con condizioni patologiche

croniche la cui sintomatologia e prevalentemente stabile



TIPOLOGIE DI CASE MANAGEMENT

Nome del Modello  Figura Centrale Breve Descrizione

Una persona dedicata (care manager) fornisce un
approccio imparziale e trasversale per lo sviluppo di un

Care Manager  piano di cure personalizzato, facilitando e favorendo
il coordinamento e l'utilizzo appropriato dei diversi
servizi

Brokerage
Model

Punto di Forza

Efficienza e
contenimento
dei costi

Il case manager lavora per I'empowerment di quei
pazienti che sono dotati di un sufficiente livello di

Umanizzazione

Self-Managed | conoscenza e autoconsapevolgzza, gl fine d.i renderli delle curee
Care Model Paziente PARTECIPI E RESPONSABILI di molti aspetti del loro empowerment
percorso di cura. Tale empowerment permette il miglior del paziente
utilizzo e coordinamento delle risorse disponibili in
collaborazione con I'infermiere case manager
Combina il “case management” e il “care provision”;
Integrated Case Professionista  lavoro in team tra i diversi professionisti in un‘ottica di
Management Sanitario coordinazione tra figure e servizi coinvolti nel percorso Lavoroin team
Model “Team Leader” di cura: il professionista team leader designato e

responsabile del coordinamento delle cure

Tutti questi modelli possono essere presenti da soli o combinati!



TALKING 10 your CASE MANAGER

HELP YOUR CASE MANAGER TO HELP YOU

An

interactive resource for people and their health practitioners

FRAMEWORK CASE-MANAGEMENT

Case manager

MIGLIORAMENTO DI

Pazienti

con

condizioni
cronichee —
bisogni di
salute
complessi

:

Esiti di salute:

PROCESSI
Aderenza/compliance
alla terapia
Visite programmate
Self management del
paziente
Cambiamento negli
stili di viva
Processi specifici per
la malattia (es:
gestione delle crisi)

—

Mortalita
Outcome clinici
specifici di malattia

- Qualita di vita
- Stato funzionale

Soddisfazione del
cliente

Utilizzo di risorse:
- Cure primarie

Accessi al PS

- Ospedalizzazioni

Re-ospedalizzazioni

- Costi




OBIETTIVI




U Fornire un’evidenza scientifica per rispondere ai seguenti quesiti di
ricerca
|.  Nei pazienti adulti/anziani affetti con bisogni di salute complessi e/o ad a
rischio di elevato consumo di risorse, il CM e efficace nel migliorare:

1. GLIESITI DI SALUTE DEL PAZIENTE, come ad esempio la mortalita,
gli outcome clinici specifici delle diverse patologie, la salute
mentale/depressione, la qualita di vita, lo stato funzionale, la
soddisfazione per le cure e la percezione del proprio stato di salute da
parte del paziente stesso?

T 7
""l '"W[ W '“ 2. LA QUALITA DELLE CURE, intesi come aderenza del percorso di cura
{mn" THE IIIIl[S alle evidenze scientifiche e la compliance dei pazienti all'assunzione
2 della terapia?
m ““ mm nm e 3. LUTILIZZO DELLE RISORSE, ossia l'utilizzo dei servizi delle cure
““" Wll HIIVEII primarie, gli accessi al PS, i tassi di ospedalizzazione, la durata della
degenza e i costi?
va Bmm !,“m Il. L'efficacia del CM cambia in relazione alle caratteristiche dell'intervento, ad
n“n"[ HS[ - Allert Cinstein esempio la durata o le componenti adottate o il ruolo assunto dal case
manager?

lll.  Qual e l'efficacia [come sopra descritta] del CM in pazienti selezionati per una
specifica patologia cronica (demenza, diabete, tumore, scompenso cardiaco,
patologie psichiatriche)?

1 Raccogliere i «consiqgli pratici» per la organizzazione e gestione del case
management




Metodi




« UMBRELLA REVIEW: Revisione sistematica della
letteratura scientifica internazionale delle fonti
secondarie (revisioni sistematiche, meta-analisi)

Evidence of efficacy or
effectivness

Case

Management

* Revisione non sistematica della letteratura grigia

Pratical advice




» Banche dati:

UMBRELLA

PubMed, Cochrane Database of Systematic Reviews
REVIEW /

» Ricerca parole chiave:

«case manag*» OR «care manag*», filtro «review»
» 2000 - 2017
» Linguainglese

» Consultate le citazioni bibliografiche degli articoli inclusi




459 reviews found in Pubmed 14 reviews identified by
5 reviews found in Cochrane hand searching the
Database of Systematic Reviews references

CRITERI DI INCLUSIONE:

448 excluded for screening
C : ¥ of titles and abstracts
ret=len SI_St_ematIChel 16 included (specific disease, duplicate,
meta-analisi; unrelated topic, obviously

not relevant paper)

CM destinati a malati !
cronici con bisogni 30 potentially relevant

complessi e/o rischio di alto |REGHEEEE ;Ugtf}ejl a—
uso di risorse; screened Dy Tull text 7 reviews did not meet inclusion criteria:

- 2 not systematic reviews

e T : * -1 not review of single studies

scritte in lmgua mglesei v - 2 unspecific interventions with no conclusions for CM
23 review included - 2 not relevant to research objective

200-2018 for analysis

\ 4

4 meta-analysis

\ 4

19 systematic reviews




PRISMA CHEKLIST

QUALITA degli studi

Section/Topic #  Checklist Item Page #

TITLE
Title 1 Identify the report as a systematic review, meta-analysis, or both,
ABSTRACT

Structured summary 2 Provide a structured summary including, as applicable: background; objectives; data sources; study eligibility
criteria, participants, and interventions; study appraisal and synthesis methods; results; limitations; conclusions
and implications of key findings; systematic review registration number.

INTRODUCTION
Rationale 3 Describe the rationale for the review in the context of what is already known,

Objectives 4 Provide an explicit statement of questions being addressed with reference to participants, interventions,
comparisons, outcomes, and study design (PICOS).

METHODS

Protocol and registration 5 Indicate if a review protocol exists, if and where it can be accessed (e.g, Web address), and, if available, provide
{ ion including ion number.

Eligibility criteria 6 Specify study characteristics (e.g,, PICOS, length of follow-up) and report characteristics (e.g, years considered,
language, publication status) used as criteria for eligibility, giving rationale.

Information sources 7 Describe all information sources (e, databases with dates of coverage, contact with study authors to identify

additional studies) in the search and date last searched.

Search 8  Present full electronic search strategy for at least one database, including any limits used, such that it could be
repeated.
Study selection 9 State the process for selecting studies (i, screening, eligibility, included in systematic review, and, if applicable,

included in the meta-analysis).

Data collection process 10 Describe method of data extraction from reports (e.g, piloted forms, independently, in duplicate) and any
processes for obtaining and confirming data from investigators.

Data items List and define all variables for which data were sought (e.g, PICOS, funding sources) and any assumptions and

UALITA DEGLI
TUDI:

>80%
60-80%

EVIDENZA EMERSA DAGLI STUDI

* FORTE EVIDENZA: tutte le revisioni definiscono
concordemente |’ efficacia/non efficacia del case
mMmanagement

- MODERATA EVIDENZA: la maggior parte delle
revisioni concludono nel dimostrare efficacia/non
efficacia del case management

* CONTRASTANTE EVIDENZA: bilancio tra le
revisioni che concludono per una efficacia del case
management e quelle che non la dimostrano



RISULTATI

QUESITO 1
EFFICACIA DEL CM NEI PAZIENTI CRONICI COMPLESSI




Qualit Source Title

v | FORTE EVIDENZA che il case management
aumenti la probabilita di PRESCRIZIONI
secondo le linee guida basate sull'evidenza

tion use and adherence with half the studies

enefit. Proportions adherent to medication
bants with ranges in absolute difference of 10%

_ e data had small effect sizes.
A | CONTRASTANTE EVIDENZA che il case in medication management. 1/3 studies

managment aumenti 'ADERENZA dei pazienti pn management.
alle linee guida (monitoraggio e terapia)

A Agency Outpatient Case . . . .
i ErearoaT A Only 1 study assess this outcome in older adults with one or more chronic

Healthcar With Medical lllnessand - (Jisegse. |t found no difference in self-management understanding and

e Research Complex Care Needs
and adherence.
Quality,
Hickam,
2013

C Journal of Structured review:

e Whilst none of the studies reported differences in compliance with taking
Nursing, _effectivenessofnurse  madications, 3 studies found that patients receiving case management

Sutherlan case managers in

d, improving health interventions were more likely to be receiving recommended vasodilators and
2009 outcomes in three major . . . . . . .
chronic diseases lipid lowering therapy in line with evidence based treatment guidelines

C Journal of Successful Models of

e Comprehensive Carefor 4114+ Studies found positive results in a set of compliance measures (1 use of
American Older Adults with Chronic 3 hhropriate meds; T quideline adherence; T care quality; 1 self-care behaviour).

Geriatric Conditions: Evidence for



Guality Source QUALITY OF CARE (outcome intermedi)

M  Cochrane Database of Interventions for improving outcomes

Systematic Reviews, in patients with multimorbidity in R fthe 18 Organizati0na| type StUdieS reportEd Clinical

St 2028 e chel  ltcomes. These studies had a range of standardized
VIDENZ x 3 . . .
ASTA EE . liori \a qua\\"-a ct sizes (SES) varying from 0.01 to 1.6. Interventions
\CO B ent MigH di) ed at improving management of risk factors in
| case man intermMe

comorbid conditions were more likely to have larger effect
sizes.

The glicemic control mean difference (MD) was 0.02 (95%
Cl -0.21t0 0.25).

The blood pressure has MD was -3.10 (95% Cl -7.26 to

1.06).
A BMCHealth Services A systematic review of different . . . .
Research, Low, 2011 models of home and community care 1/1 StUdy found d rEdUCtlon IN paln among CM patlents

services for older persons

f Ith i f . . . .
N Reeemhand ualit, Adutawith ——eoementir - ghservational study having a pre-post design examined
Hickam, 2013 Neody oo endcomplexeare - changes in physiological measures with 3 months of CM.

Blood pressure, glucose, and cholesterol levels decreased
moderately, compared with the pre-CM values. However,
there was no non-CM comparison group in this study.




Quality Source

M

Plos one,

Title

Effectiveness of Case

Stokes, 2015 Management for 'At Risk'

Patients in Primary Care: A
Systematic Review and Meta-
Analysis

PATIENT SATISFACTION

Patient satisfaction showed a statistically significant beneficial
effect in the case management group in the short-term (0.26, 95%
Cl0.16 t0 0.36, I12 = 0.0%, p = 0.465, 8 studies), increasing in the
long-term (0.35, 95% Cl 0.04 t0 0.66, 12 = 88.3%, p<0.001, 4
studies).

Agency for
Healthcare
Research
and Quality,
Hickam,
2013

Outpatient Case Management
for Adults With Medical lliness
and Complex Care Needs

CM programs that serve patients with one or more chronic diseases
increase patients’ perceptions that their care is better coordinated
and of higher quality (strength of evidence: high).

Annals of
Emergency
Medicine,
Althaus,
2011

Effectiveness of Interventions
Targeting Frequent Users of
Emergency Departments: A
Systematic Review

Only 1 study assessed patient satisfaction. It reported no
significant difference before and after the intervention

Nursing
Research
and
Practice,
Thomas,
2014

Examining End-of-Life Case
Management: Systematic
Review

In 1 study was found that palliative-educated case managers were
able to improve both client and family satisfaction. Head et al. also
found an increased client satisfaction with care one month after
the onset of EOL case management. Similarly, Pfeifer et al. studied
the added value of EOL case management and found that case-
managed clients were very positive about the case management
help they received



Sty S PATIENT SATISFACTION

B Journal of Nurse-led case management for

Peychosomati ambulatory complex patients in 3 StUdi€S measured patient satisfaction. 2 studies, one of high quality and
SIS, A e one of low quality, reported a positive result in favour of case
atour, 2007 systematic review . _ _ _
management. Th~ = ""fer study, which was of high quality, found no
Sie—e etween the intervention and the control group.

v F S . : : : :
® ol o 9”t°\°’m‘°DENzA Ch_e i\ Cadd'\sfaz\one Ne€l Lier patient satisfaction among CM clients. 2/5
\:oRTE'E ! mighor \a SO rence in patient satisfaction.
en
anag€ . ——
c J,m Jienti < NO effect on patient satisfaction was reported (van Achterberg et al.,
N pa gementstudies  1996; Gagnon et al., 1999) as well as that the study group was more

2004 satisfied than the controls (Fick et al., 2000; Tappen et al., 2001) or a more
satisfied control group (Marshall et al., 1999).

C Journal of Structured review: evaluating

e the effectivennes of noreaene. 1 he 3 studies that did measure levels of patient satisfaction reported
Nursing, — managersinimproving health  hjgher |evels of satisfaction among CM patients.

Sutherland, outcomes in three major

2009 chronic diseases
C International An integrative review of nurse- :
Nursing  led community-basedcase  OVErall, community-based CM done by nurse case managers enhanced

Review, Joo, management effectiveness  natjients’ satisfaction.

2013

C Journal of ‘We're just not getting it right'— | ;: . . . . .
Clinical . howshould we provide careto 1119 levels of satisfaction with the nurses and their delivery of the case

Nursing, — theolderpersonwithmulti- — anagement intervention for the complex patients is evident.

Lupari, 2012 morbid chronic conditions?




Quali Source Title DEPRESSION

ty
M Cochrane Interventions for improving

Databaseof  outeomes in patiento with There are improved depression-related outcomes in studies targeting
Systematic ~ multimorbidity inprimary care comorbid -~ {itions that include depression with a range of

Reviews, Smith, and community settings (Review)

2016 che i\ case fect sizes from 0.09 to 2.24 with 4 of 7 studies having
TA EV! EN _A N e effect sizes (> 0.5) . Standardised mean difference of
MObD RA t m'\g\'\of\\ > .63 to -0.20) was calculated from combining data
anageme . paz'\en'\'.\

mentfr The MCCD trial also examined psychological measures in the 10-month

srcmand  With Medical lliness and Complex h 3 rtjcipant survey (older adults with one or more chronic disease): CM
Quality, Hickam, Care Needs

2013 was not associated with better scores on a depression screen in any of

the programs.
B Healthand Outcomes of coordinated and : : . .
Social Care in the integrated interventions 2/4 studies showed improvements in a range of depression measures.

Community,  targeting frail elderly people:a 5/, stydies reported no difference in depression outcomes.

Eklund systematic review of randomised
2009 controlled trials
C Journal of Structured review: evaluating the

AT i vl N The studies included seem to be consistent in improve mental health
Sutherland, managers in improving health and depression status

2009 outcomes in three major chronic
diseases
C Journalof the  Successful Models of . . .
o Comprehensive Care for Older The only 1 study that assessed this outcome found a reduction in
Geriatric Society, Adults with Chronic Conditions: i
Boult, Evidence for the Institute of dePreSSlon status.
2009 Medicine's

“Retooling for an Aging America”
Renort



S ST e QUALITY OF LIFE

A Agency for Healthcare Outpatient Case Managementfor  (Qn]y 1 study assess the quality of life in older adults with one or more chronic
Research and Quality, Adults With Medical Iliness and

Hickam, 2013 Complex Care Needs disease and it found no difference between the study and the control group.
B International Nursing  Case management effectivenessin | 5toyr et al. (2007) showed no difference in quality-of-life scores between the
Review, Joo, 2017 reducing hospital use: a systematic ) )
review CM aroyp and the control group after 6 months of CM implementation. In
i\ case after 2 years of nurse-led CM intervention with older adults with
\I\DENZA che . ita nesses, Chow & Wong (2014) did find significant positive effects on
ASTANTE E . Ua\'\'\',‘a diV! life for the intervention group (P = 0,005; P = 0.001).
CONTR t m‘\g\'\Of\ \aq easured quality of life. 3 of these studies presented insufficient
manageme“ aata, one was of high and two were of low quality, but none found any
. az“en'\'_\ difference between the intervention and the control group. The fourth study
de\ P reported a significant difference in favour of the intervention group, but this

study was considered to be of low quality.

B Healthand Social Care Outcomes of coordinatedand 5 /3 stydies reported no difference in quality of life. 1/3 studies showed
in the Community, integrated interventions targeting frail . . . .
Eklund, 2009 elderly people: a systematic review of lmPFOVementS Ina CIUa|ItY of life.
randomised controlled trials
C  JournalofClinical  — Structured review: evaluatingthe gt 3| studies reported improvements in quality of life measures.
Nursing, Sutherland, effectiveness of nurse case managers in
2009 improving health outcomes in three
major chronic diseases
C  Journalofthe successful Models of Comprehensive /8 stydies found positive results in a set of quality of life measures (less
American Geriatric Care for Older Adults with Chronic _ _ _ _ ]
Society, Boult, Conditions: Evidence for the Institute ~ decline in SF-36 social function; 1 Control of fatigue and mastery; 1 SF-36, 1
2009 of Medicine’s “Retooling for an Aging

e —— social support; T SF-36; T Minnesota Living with Heart Failure scores).

C International Nursing An integrative review of nurse-led Overall CBCM done by NCMs enhanced patients’ quaIity of life
Review, Joo, community-based case management !
2013 effectiveness




Quality Source

FUNCTIONAL STATUS

A BMC Health Services
Research, Low,
2011

A systematic review of different models of 5/~ ot Jjes showed improvements in functional status (ADLs/IADLSs)

home and community care services for older

B 2/5 studies reported no difference in functional status (ADLs/IADLS)

A Agency for Healthca-re
Research and Qua-lity,
Hickam, 2013

Outpatient Case Management for Adults : . . . . ..
With Medical liness and Complexcare . CM programs that serve patients with one or more chronic diseases do not result in clinically

blezel important impnroygements in functional status (strength of evidence: high).

B Journal of Psychosomatic
Research, Latour, 2007

ma\'\ageme.

del paz\e“t‘

Nurse-led case management for ambulatory ~ *

complex patients in general health ~- he “\ Case

systematic review

sured functional status. One study, which was of high quality, presented

E ) \e t did not find significant difference between intervention and control group.

-\'E E\"D X0 funZ\O\’\a ich was of low quality, also found no significant difference. |
3 \ OT‘\ \o sta no difference in functional status (ADL), 2/6 studies showed improvements

migh _cats (ADL)

FIck et al. (2000) reported no effect on functional ability and Gagnon et al. (1999) found no

effect on ADL, IADL. Bernabei et al. (1998) found less consistent changes in ADL and PADL in

the study group than in the control group. Tappen et al. (2001) reported the study group to have

higher ability to manage overall function and IADL. Marshall et al. (1999) found that the study

group had less impairment in ADL and IADL functions than the control group after 2 y.

C King's Fund, Hutt, 2004

Case-managing Long-term Conditions 6 RCTs reported functional ability as an outcome. 4 showed positive results for case
management patients compared with patients not receiving case management, in terms of
either reduced decline in functional ability or an improvement in function (one did not reach
statistical significance). 2 studies revealed no differences between control and intervention. Of
the non-RCTs reporting functional status, one before-and-after study showed a positive effect
associated with case management.

C Journal of the American
Geriatric Society, Boult,
2009

e o e« Weak evidence demonstrated better functional autonomy (1/4 studies).

Older Adults with Chronic Conditions: Evidence
for the Institute of Medicine’s
“Retooling for an Aging America” Report

C International Nursing
Review, Joo, 2013

?:r:\r::iari:;i-‘;;::\g?::vs:fr::r:zeg;i:ljent Hammer (2001) found that after 1 year of follow-up with community-dwelling elderly patients, '
effectiveness ADL and IADL deteriorated in the control group while ADL and IADL for those in the

intervention group increased.
Brokel et al. (2012), however, could not find an improvement in ADL and IADL




Quality Source Title S U RVIVAL

M Plos one, Stokes, Enffe“i"e"esi ?fc':ieR' . No significant effect was found for mortality (short-term: 0.08, 95% Cl -0.03t0 0.19, |2
2015 anagement ror IS .
Patients in Primary Care: A = 63.6%, p = 0.001, 12 studies; long-term: 0.03, 95% Cl -0.04 to 0.09, I2 = 40.0%, p =
Systematic Review and Meta- 0_067 13 studies)
Analysis !
AL LGERTTIED Outpatient Case Management  C\| programs that serve patients with multiple chronic diseases do not reduce overall
Healthcare for Adults With Medical lliness . Ll .
Research and and Complex Care Needs mortahty (strenﬂ ence: h'g h)
Quality, Hickam, - ity in frail elders (strength of evidence: low).
2013 "\ caSe
B Health>~"" ENZA che - rila — . :
ree) ORTE E\I\D N m-‘g\\or\ tion in the risk of mortality
Com F en‘\'_ NO —-arrrerence in the risk of mortality
Eklu manage
yvivenza . — . .
& ot sop\’a Few trials explicitly state the death rates for the intervention groups and the control
Manag sted Case Management to } )
Chiu, 2065 Improve Hospital Discharge groups, but such rates could be calculated from the follow-up data. Doing this, we
E:"SI"“" Outcomesforthe  foynd that most trials had comparable death rates between the intervention subjects
erly .
and the control subjects.
& emmleiiie Sl e 4/8 studies reported positive results for mortality.
American Comprehensive Care for Older
Geriatric Society, Adults with Chronic Conditions:
Boult, 2009 Evidence for the Institute of

Medicine’s “Retooling for an
Aging America” Report




Quality

Source

PRIMARY CARE (nursing home admission)

M Plosone, Stokes, EffectivenessofCase = N g effect on utilization of primary and non-specialist care was found (short-term: -0.08, 95% Cl -0.22
2015 Management for 'At Risk ) !
Patients in Primary Care: A £0 0.05, 12 = 79.2%, p<0.001, 16 studies; long-term: -0.10, 95% Cl -0.29 to 0.09, 12 = 78.6%, p<0.001, 7
Systematic Review and .
Meta-Analysis StUd IES) .
A Journal of Aging  Case Managed Community ; ; ; ; ;
i o i R vy e There is moderate gv@gnce supportlng the conclusion that Case I\/Iarllaged Communlty Aged Care
2013 EvidenceforEffectson  interventions can significantly improve clients’ use of some community care services (greater
Service Use and Costs? . . . . . . . . .
likelihood, higher intensity, higher frequency, and earlier use). We also found moderate evidence in
regard to improving the use of case management services, delaying nursing home placement,
reducing nursing home admission, and shortening the length of nursing home stay due to CMCAC
interventions.
A BMCHealth Asystematicreviewof 5 /5 ot)djes found an increased use of community services.
ervices Research, different models of home _ _ _ _ _ o _ _
Low, 2011 and community care services 4[5 studied found a reduction in the risk of nursing home admission among CM patients, while the
or older persons . .
P fifth study found no difference.
A Agency for Health-

care Research and
Quality, Hickam,
2013

Outpatient Case + A . . . . ; i
ManagementforAduItsWithCM does nn ursing home admissions in the frail elderly (strength of evidence: low).

Medical Iliness and Cor~~'

che il @€

Annals of

Care No»‘E E\’ \DENZA

as evaluated in 6 studies, but only 2 studies confirmed a benefit of the
ported an increase in primary care (19%; P .003) and community care

el pa r.001), whereas another described a significant increase in the median number of

swedical outpatient visits (1; P .01) and a significant reduction in the number of patients lacking a

primary care practitioner (-74%; P .01).

search,
Oeseburg, 2009

Effects of Case Management Three stydies (Bernabei et al., 1998; Eloniemi-Sulkava et al., 2001; Newcomer et al., 2004) reported

for Frail Older People or

Those With Chroniclliness A results on nursing home admissions. None of the studies showed a change in the number of nursing
Systematic Review .
home admissions.

Health and Social
Carein the
Community,
Eklund, 2009

Outcomes of coordinated  Tha ;50 of home- and health-services showed results both in favour of the intervention (1/5 studies)

and integrated interventions i o _ _ . _ . .
targeting frail elderly people: and the control (2/5 studies). The remaining 2 studies found no difference in primary care utilization.
a systematic review of

randomised controlled trials



Quality Source

Title

EMERGENCY DEPT. VISITS

A PlosOne, ReducingFrequent  Compared to the control groups, one RCT reported no change in the mean number of ED visits following
Soril, 2015 Visits to the . . . .. .
E e CM, whereas the second RCT reported a minor decrease in median ED visits among those in the
Department: A intervention group.
Systematic Review of . . . . . . :
e 0" Of the 10 comparative cohort studies evaluating a CM intervention, nine studies reported outcomes
related to the change in ED visits: eight studies observed a decrease in the mean (between -0.66 and -37
ED visits) or median number of ED visits (between -2.28 and -20 ED visits) compared to the controls or
before CM; and 1 study reported an increase of 2.79 median ED visits post-intervention.
A= Annalsiof SEffectivenessiof All 8 selected studies reported comparisons of ED use in the intervention and control groups (or before-
Emergen- Interventions d-after i . ] di h d d . . d d . . d
- Targeting Frequent  @Nd-after intervention); 5 studies showed a reduction in ED use, 1 demonstrated an increase in ED use an
Medicine, Users of 2 revealed no significant changes. The magnitude of decrease or increase was documented in 5 studies;
Althaus,  Emergency the effect of intervention on ED use was large in all these studies, with a decrease or increase in the mean
2011 Departments: A _ - _ !
Systematic Review or median number of ED visits, ranging from 28% to 75%.
B :U“ingh fnf:‘;‘a";:;gzﬁor . Bernabeietal. (1998) reported a small but clinically relevant reduction in visits, whereas Schore et al.
esearch, . . C
Oeseburg, OlderPeopleor Those  (1999) reported an increase in the number of emergency department visits in one of the three
With Chronic Illness A ;
2009 Systematic Raviae experimental groups.
B Internatio Case management

nal
Nursing
Review,
Joo, 2017

effectiveness in
reducing hospital use:
a systematic review

Six studies reported the number of ED visits as an outcome. Five studies found a statistically significant
reduction in the number of ED visits in pre- and post-CM intervention analysis. Among low-income African
Americans undergoing 2 years of CM intervention (n = 253), Gary et al. (2009) reported significant reductions
in ED visits (P < 0.05) by 23%. After 18 months, Sadowski et al. (2009) identified 24% fewer ED visits in their
CM group compared to the usual care group (P = 0.03). Sandberg et al. (2014) and Shumway et al. (2007)
reported similar significant reductions in the number of ED visits (P = 0.03; P = 0.016; P < 0.01) for the
intervention group. Shumway et al. (2007) applied CM to participants with chronic illnesses who were
frequent ED users and also found reductions in the number of ED visits.

Although the sixth study, Farris et al. (2014), found reductions in 30- or go-day ED visit rates for the CM group
over the control group, the results were not siagnificant.



quality Souree — Title EMERGENCY DEPT. VISITS

B :,2‘;?'1‘;‘1natic L“n‘:fjl::r;a:smmpa::;%z:::;‘sff: Of the four studies that measured the number of ED visits, two were of high quality and
Research, general health care: A systematic two were of low qua\lity. None of these studies reported a positive effect on the number of
Latour, 2007 review ED vicit~

¢ JE°”ma' of Effec"i".e"?ss,fj.ca-s oS N che i\ case reporting ED use outcomes, eight reported reduction in ED use, two
M"QS.?.EZCY Pl \I\DE gnificant reduction, and one study reported an increase in ED use.

ca
C M In some studies no effect on ED visits (Lim et al., 2003) were found. More ED visits in the
\ iew of recent case
i ' Management studies study group was reported (Gagnon et al., 1999; Marshall et al., 1999) as well as fewer ED
Hallberg, 2004 visits in the study group (Boyd et al., 1996; Bernabei et al., 1998).
< Eil:‘tﬁé'sz';‘;:dr Case-managing Long-term Conditions 8 RCTs reported outcomes that included emergency department (ED) visits. Only one
' (Bernebei et al) reported a statistically significant decrease in the use of the ED following
case-management intervention (relative risk of attendance 0.64, 95 per cent confidence
interval 0.48 to 0.85).Six studies reported no difference or no statistically significant
differences between study and control groups. A significant increase in ED use was
reported in one RCT and in one of three intervention groups in the study by Schore et al.
Of the non-RCT studies, the Evercare evaluation and one small RCT showed a statistically
significant reduction in the number of visits in the intervention group. However, the lack
of randomization makes interpretation of these findings problematic, given the number of
well-designed RCTs that have failed to repeat them.
C Journalof ~ ‘'We'rejustnotgettingitright'~how The more robust quantitative data does not demonstrate a significant impact on

Clinical Nursing, should we provide care to the older person o
Lupari, 2011 with multi-morbid chronic conditions? emergency admissions.

C  Professional A Systematic Review of Nurse-Assisted 44 tria|s collected data on ED use, but only 3 studies found significant reductions in
Case Case Management to Improve Hospital

Management, Discharge Transition Outcomes for the presentations toan ED.
Chiu, 2007 Elderly




Quality Source Title HOSPITAL ADMISSIONS

M Eaml'}' 'Sf;ass m?"agjm?"tth 9 of the 11 RCTs showed no significant benefit in terms of reduction of unplanned hospital
ractice, errective In reaucing theris . . . . .
Huntley, 2013 of unplanned hospital admissions with case management compared with usual care. The Naylor study, which

st“;;izi;r;ii'?:e“’,'i::”g:gp'e-’ showed a signification reduction in hospital readmissions, recruited >50% electively
meta-analysis admitted patients. These are likely to have been a different patient group from the other
studies and this, possibly in combination with high-intensity care during the 4 weeks of case

management, may have affected the rate of readmission.

Case management initiated in hospital (or on discharge) versus usual care in the older
population: relative rate of readmissions = 0,71(95%IC 0,49-1,03) Heterogeneity: Tau2 = 0,08;
Chi2=7,13; df=2 (P=0,03); 12= 72%. n studies=3

Case management initiated in the community versus usual care in the older population:
mean difference in admissions 0,05 (-0,04 + 0,15) Heterogeneity: Chi2=1,44; df=2 (P=0,49);
12=0%. n studies=3 |
M  Plosone, Effectiveness of Case _ . 0 _ — 0
s s o oy LTS No effect on secondary care was found (short-term: 0.04, 95% Cl -0.02 t0 0.10, 12 = 39.6%, p

Patients in Primary Care: A = 0.027, 23 studies; long-term: -0.02, 95% Cl -0.08 t0 0.04, 12 = 22.8%, p = 0.194, 16 studies)
Systematic Review and
Meta-Analysis

M Nursing  AMeta-Analysisofthe — Tha gyerall OR for readmission for 10 studies was 0.87 with a 95% Cl of 0.69 to 1.04. It can be I
Research, Effect of Hospital-Based ] o ] o o
Kim, 2015  Case Management on concluded that the effect of CM on decreasing readmissions is not statistically significant at
::;5::;;2:9"*"°f'5tay and the 5% level. In terms of a Binominal Effect Size Display (Cooper & Hedges, 1994), the effect
size can be interpreted as a 6% decrease in readmission for patients who received a CM
intervention. No evidence of heterogeneity was found among the studies (QT=13.24, df=8,

p>0.10)




Quality Source Title HOSPITAL ADMISSIONS

M Cochrane Interventions forimproving Sommers (2000) reported improvements for intervention group participants across a variety
Database of outcomes in patients with ] ) o
Systematic multimorbidity in primary O Measures relating to hospital admissions, whereas Boult (2011), Hogg (2009), Katon
Ze"_ﬁl‘”sl ; Ca::_a“d(‘:m_m”;"ty (2010) and Krska (2001) found no difference in admission-related outcomes, although
mith, 2016 settings (Review L . .
numbers of admissions in most of these studies were very small.

A Fundedby lnterventionstoreduce  (Cz5e management initiated in hospital or on discharge versus usual care in the older

National unplanned hospital ) ) .

Institute for admission: a series of population: relative rate of readmissions 0,71 (95%IC 0.49;1,03). There were 2 RCTs

:::g:ch systematic reviews describing case management initiated in hospital, one demonstrated a reduction of

Purdy, 2012 readmission and another no reduction There were 4 RCTs that evaluated case management

initiated on discharge from hospital of which three showed no significant difference in
unplanned hospital admissions between case management and usual care {Avlund 2002}
fLim 2003} {Melin1992} and one showed a reduction in admissions. {Caplan 2004};

Case management initiated in the community versus usual care in the older population:
mean difference in admissions 0.05 (95%IC -0,04;0,15) There were 5 RCTs which described
case management initiated in the community versus usual care for the reduction of
unplanned hospital admissions. 4 of these RCTs showed no advantage of case management
over usual care. The remaining one RCT described case management compared with usual
care for 200 home dwelling people (mean age 81 yrs) who after an initial assessment were
visited every 2 months for one year led by GP and supported by a multi-disciplinary team.
This study showed a small non-significant reduction in relative rate of unplanned hospital
admissions at 12 months with GP led case management compared with usual care;

COPD: None of the four RCTs showed any effect on unplanned hospital admissions or
readmissions compared to usual care.




Quality Source Title HOSPITAL ADMISSIONS

A Joumnalof  Case Managed Community \\/e did not find evidence showing that CMCAC interventions can significantly influence
Aging and Aged Care: What Is the ) ]
Health, You, Evidence for Effects on clients’ use of hospltal care.
2013 Service Use and Costs?
A BMCHealth A systematic review of 2/3 studies found a reduction in the risk of hospital admission among CM patients, while the
Services different models of homeand = - )
Research, community care services for third StUdy found no difference.
Low, 2011 older persons
6y GEEIEARD ORI . » CM programs that serve patients with one or more chronic diseases do not reduce overall
Healthcare Management for Adults With o ) )
Researchand Medical lllness and Complex rates of hospitalization (strength of evidence: moderate).
e ro13 Care Needs e CM is more effective for reducing hospitalization rates among patients with greater
disease burden (strength of evidence: low).
e CM is more effective for preventing hospitalizations when case managers have greater
personal contact with patients and physicians (strength of evidence: low).
e CM does not decrease acute hospitalizations in the frail elderly (strength of evidence: low)
A Annalsof  Effectiveness of Interventions \| o ne of the 4 studies assessing hospitalization identified significant differences among the
Emergency  Targeting Frequent Users of
Medicine, Emergency Departments: A StUdy and the control group.
Althaus, 2011 Systematic Review
B  Nursing Effects of Case Management : i i
Research, for Frail Older People or Bernabei et.a.l. (1998) performed a stgdy of good me’thdolqg|caI quality apd reportgd a
Oeseburg,  Those With Chroniclliness A small but clinically relevant decrease in hospital admissions in favor of the intervention
2009 >ystematic Review group, whereas one of the three projects (project H) in the study by Schore et al. (1999), a
study with weak methodological quality, showed a trivial increase in hospital admissions in
the experimental group
B  Journal of Nurse-led case management

. 3 studies, all of relatively high quality and one study of low quality, reported a positive result
Psychosomatic for ambulatory complex : _ _ ) ) ) )
Research,  patientsin in favour of the intervention group. However, 4 studies two which were of high quality,

Latour, 2007 general health care: A . .
systematic review could not demonstrate significantly better outcomes for case management.




Quality Source Title HOSPITAL ADMISSIONS

B L";e’“atb Cma;:agement 3 studies reported statistically significant reductions in hospital readmissions. In Melton et al. (2012) a
Nursing effectiveness Nurse-led CM intervention group demonstrated lower 30-day and 60-day hospital readmission rates
f:(‘)’iez";"n L"O’;?;’aclizge:a among participants with multiple chronic illnesses than among participants in the control group (P < 0.05;

' systematic | = 0.01). Sadowski et al. (2009) found a 29% reduction in readmission rates for participants with chronic
T conditions in the intervention group over the usual care group (P = 0.005) by the end of the 18-month
follow-up. Chow & Wong (2014), which was a nurse-led CM focused on older adults with chronic illnesses
in China, demonstrated a significant reduction in hospital readmission rates in the intervention group
over the control group (P = 0.018). 3 other studies (Gary et al. 2009; Meisinger et al. 2013; Shumway et al.
2007) reported reduced readmissions but no statistically significant results. The remaining studies (Farris
et al. 2014; Latour et al. 2007; Reinius et al. 2013; Sandberg et al. 2014) reported no effect on readmission

rates.

2 studies reported the total number of hospital visits for each participant. Compared to the usual care
group in Reinius et al. (2013), the CM group was 20% less likely to visit the hospital (RR 0.80; 95% Cl 0.75—
0.84). Similarly, Sandberg et al. (2014) found reductions in the number of hospital visits were statistically
significant for the intervention group over the control group 6—12 months from the beginning of the
study (P = 0.047).

B E‘:;:L"rgh E’;Z“;}":_’:?e Naylor et al. found that seniors who received EOL case management for four weeks following hospital
and Case discharge were less likely to be hospitalized in the subsequent six month study period as compared to a
?Lao‘::z SM;S’:?:::;““ control group. In contrast, Long and Marshall’s study found that case-managed elderly persons were
, avew more likely to be hospitalized and to use other health services during the last month of life as compared

to those who did not receive EOL case management.

Furthermore, Twyman and Libbus found no difference in hospital use between persons diagnosed with
AIDS who had or had not received EOL case management over the last six months of life.




Title

Quality Source

HOSPITAL ADMISSIONS

C Journal of Effectiveness of case

Studies show disappointine

Emergency management strategies
Medicine, Ln reducing emergency a large m"‘_\’:’A A\—\S‘ E
0 SOLO MET L v A
\ON\
Che ‘\ ca-Se- r\
E E\"DE‘:xZoAN riduca’! ricove
n
geme

Elderly

esults in regards to the effect of CM on hospital admission rates. In

Y

SE CONSIDERIAMO TUTTE LE METANALISI
E REVISIONI SISTEMATICHE

MODERATA EVIDENZA che il case
management NON riduca i ricoveri
ospedalieri.

n
S

patients. Of the studies reviewed, 5 (only two of which were
uctions in admissions, 7 found no difference, and 4 found
t reach statistical significance. 2 showed non-significant

and 1-year follow-up (Debusk et al., 2004; Naylor et al., 2004). Statistically significant
differences were observed in the remaining 8 trials. Here the intervention cases showed
differences of at least one-third fewer readmissions than the control cases.




Quality Source

Title LENGTH OF STAY

M Nursing  AMeta-Analysis of the Effectof  The gyerall average weighted effect size (AWES) of LOS for 10 studies was 0.094 (Z
Research,  Hospital-Based Case Management ) ) o
Kim, 2005 on Hospital Length-of-Stayand  1.46, p .07) based on N 2,666 with a 95% Cl of —0.032 to 0.220. This result indicates
Readmission that the CM intervention across the 10 studies was not effective in reducing hospital
LOS.
The AWES for the frail elder was 0.126 (Z 1.242, p .11) with a 95% Cl of —0.073 t0 0.324.
The AWES for the stroke group was —0.226 (Z —1.404, p .08) with a 95% Cl of —0.542 to
0.089.
A Journalof  Case Managed Community Aged \\/e did not find evidence showing that Case Managed Community Aged Care
Agingand Care: What Is the Evidence for ) i o ) . .
Health, You, Effects on Service Use and Costs? interventions can significantly influence clients’ use of hospital care.
2013
A Fundedby Interventions toreduce unplanned ' C356 management initiated in hospital or on discharge (n=6): it is important to point out
National hospital admission: a series of R ) .
Institute for systematic reviews that 3 of 6 RCTs significantly reduced length of stay during the study period. {Naylor
:::;hrch 1999} {Nikolaus 1999}{Lim 2003} The remaining three did not give these data although
Purdy, 2012 one study showed a significant increase in the number of days before first readmission
with case management compared to usual care. {Caplan 2004}
B Nursing  Effects of Case Management for [ ffectjveness of case management regarding hospital length of stay was reported in 5
Research,  Frail Older People or Those With ) ]
Oeseburg, Chronic lliness A Systematic Review Studies (Bernabei et al., 1998; Fordyce et al., 1997; Gagnon et al., 1999; Long, 2002;
2009 Newcomer et al., 2004). Among them, only Bernabei et al. (1998) reported a trivial
reduction in number of days per year spent in a hospital in the intervention group.
B Healthand Outcomesofcoordinatedand —, /5 stydjes showed a reduction in hospital/institution days between CM-patients and
Social Care integrated interventions targeting )
in the frail elderly people: a systematic ~ N0N-CM-patients.

‘E:;m“:j”“ityl :e_"ile"" of randomised controlled 3/ stydies reported no difference in hospital/institution days between the two groups.
und, 2009 trials




Quality Source Title

LENGTH OF STAY

B Nursing  Effects of Case Management for P ffectjveness of case management regarding hospital length of stay was reported in 5
Research,  Frail Older People or Those With . ]
Oeseburg, Chronic lliness A Systematic Review Studies (Bernabei et al., 1998; Fordyce et al., 1997; Gagnon et al., 1999; Long, 2002;
2009 Newcomer et al., 2004). Among them, only Bernabei et al. (1998) reported a trivial
reduction in number of days per year spent in a hospital in the intervention group.
€ ’C‘I’_”’_"al' @i Preventive home care °f:’a“ older |n some studies no effect on length of stay, number of hospital days (Gagnon et al.,
Inica peopie: a review or recent case i i i
Nursing,  management studies 1999; Marshall et al., 1999) were found. In other studies the intervention group was
HElerag, reported to have shorter lengths of stay (Bernabei et al., 1998; Allen, 1999; Landi et al.,
2004 .
1 2001; Schifalacqua et al., 2000).
L / L
C King's Fund, Case-managing Long-term

Hutt, 2004 Conditions

10 RCTs assessed lengths of stay in hospital or number of hospital days used following
the implementation of case management. 2 RCT studies evidenced a reduction of LoS,
The remaining 8 RCTs found no statistically significant effects on overall length of stay
associated with case management. Of the non-randomised studies, Kane et al
demonstrated a significant difference in mean length of hospital stay (5.5 days in case-
managed patients and 6.7 days in controls). The overall combined hospital and intensive
nursing days used by Evercare patients was 45 per cent lower than in controls, owing to
lower hospital admission rates. Landi et al also showed an overall reduction of ten
hospital days per person and four days per admission in the six months after case
management compared with the previous six months. 4 other non- RCTs did not find
any significant differences associated with case management.




Quality Source Title LENGTH OF STAY

& demneler  Eibsenesciess No significant reduction in medical inpatient days or psychiatric inpatient days was
Emergency management strategies in

Medicine, reducing emergency department noted with CM intervention

Kumar, 2013  visits in frequent user patient
populations: a systematic review

C International ~Anintegrative review of nurse- ke (2005) observed that LOS decreased by 22% after 1 year of community-based CM

Nursing led ] ] . ] ] o
Review, Joo, community-based case interventiop with frail elderly patients. Hammer (2001) also reported positive outcomes
2013 management effectiveness -

hity-based CM programme in rural areas. Compared with the previous non-
d year, LOS dropped by g% after 12 months of CM. Lim et al. (2003)

spital bed-days between intervention and control groups. Participants who
ervices had statistically significantly fewer hospital bed-days than control

manage™
c i eda \Z The more robust quantitative data does not demonstrate a significant impact on bed
g, the older person with multi- days.

Lupari, 2012 morbid chronic conditions?

€ Professional A Systematic Review of Nurse- g trja|s collected data on hospital days of care following a readmission. In most studies,

Case Assisted Case Management to . ) Ly - ) . . .

Management, Improve Hospital Discharge this was compiled by length of stay (LOS) within a single hospitalization, but a few

Chiy, 2007 E:Z::;ion Outcomesforthe st djes totaled all hospital days within the observation period (e.g., 6 months). 7 of
these studies showed statistically significant reductions in the number of hospital
readmission days or (LOS). The differences in mean LOS days were in the magnitude of
at least 2 days (ranging up to 4 days), and reflective of a difference of at least a one-third
fewer days by treatment cases. Significant effects were observed among the range of

target groups and settings.




Qua Source Title CO ST

lity
Al ey Is case managemnt effective o f the 11 RCTs (Table 1) presented cost—outcome descriptions (partial evaluations)
ractice, in reducing the risk of ) ) ) .
Huntley, 2013 unpluanned hospital as opposed to full economic evaluations. The Naylor study that showed significantly

admissions for older people? A

systematic review and meta- reduced admissions with case management reported cost data showing that the
analysis intervention significantly reduces costs, in addition to significantly reducing per-
patient imputed reimbursements. The remaining four RCTs also reported
favorable cost-outcome descriptions for case management compared with usual
care. .
M Plosone, Effectiveness of Case No significant effect was found for total cost of services (short-term: -0.00, 95% CI -

Stokes, 2015 Management for 'At Risk'

Patients in Primary Care: A 0.07 10 0.06, 12 = 0.0%, p = 0.784, 8 studies; long-term: -0.03, 95% Cl -0.26 to 0.10, I2
Systematic Review and Meta-

Analysis = £46.0%, p = 0.116, 5 studies)

A Joumalof - Case flanaged community  We did not find evidence indicating that CM Community Aged Care interventions
ging and Aged Care: What Is the

Health, You, Evidence for Effects on Service cOU|d Significantly cha nge costs.

2013 Use and Costs? |
A Tundeddy Inteventionstoreduce . The one RCT that showed significantly reduced admissions with case management
ational unplanned hospital admission: _
Institute for a series of systematic reviews compared to usual care reported cost data showing the case management
Healt . . . . . . .- . .
Research, intervention significantly reducing costs as well as significantly reducing per patient
Purdy, 2017 imputed reimbursements. The remaining four RCTs also reported favourable

cost-outcome descriptions for case management compared with usual care.

A Agency for Outpatient Case Management : ; ; :
o o eewith Mediaineee M programs that serve patients with one or more chronic diseases do not reduce

Research.and . and Complex Care Needs Medicare expenditures (strength of evidence: high).
Quality,
Hickam, 2013




QualiSource Title COST

ty
A PlosOne, Reducing = The 2 RCTs specifically assessed the costs of CM programs from a health system perspective.

Soril, Frequent Visits

2015 Ec;:Erzjency Shumway et al. reported increases in the cost of care for all participants in the 12-month follow-
pepartment: A UP period. This increase in cost, however, was significantly less among those exposed to the CM
oystematic intervention compared to those in the control group (CM: $3116 added costs per-patient vs.
Interventions  control: $6659 added costs per-patient; p<o.01). The specific cost of the CM intervention was

also reported as $606,711, or $3,633 per-patient. The RCT conducted by Reinius et al. only
reported the health system costs following a telephone-based CM intervention (i.e. direct cost
of implementing the CM intervention was not reported). The total costs per-patient were
reported as €6,355 for the intervention group and €19,044 for the control group; this estimated
4,5% decrease in cost was found to be statistically significant (p = 0.004).

4, comparative cohort studies also evaluated the cost of CM from a health system perspective.
Broadly, all 4 studies reported reduced hospital costs (i.e. ED and in-patient charges) per patient
inthe 12-months following a CM intervention. The Shah et al. study reported a modest decrease
of $671 in hospital charges per patient. Whereas the greatest reduction in median per-patient
hospital costs was $7,473, reported by the Okin et al. study; this resulted in a cost savings of
$429,464 in the hospital charges for the entire intervention group (n = 53). This study also
reported a net cost savings (i.e. the cost of the intervention was subtracted from the
savings due to the intervention) of $132,726. Lastly, costs specifically related to the
implementation of the CM programmes were reported by 4 studies (1 RCT; 3 comparative
cohort studies) and ranged from $66,000 (or $1,833 per patient) to $606,711 ($3,633 per patient)

for CM.




Quality Source Title

A

Annals of Effectiveness of

Emergency Interventions Targeting

Medicine, Frequent Users of

Althaus, 2011 Emergency Departments:
A Systematic Review

COST

Cost analysis was performed in 3 studies; all 3 evaluations were based on the
perspective of the hospital and showed a reduction in ED costs either in the
intervention group or after intervention for the 2 non-controlled before-and-after
studies. Case management was the tested intervention in all 3 studies and cost of the
intervention was not included in ED costs. In the randomized controlled trial

conducted by Shumway et al, total hospital costs were similar in the case
management and the usual care groups when the costs of the intervention were
considered. Compared with usual care, case management was described as more
cost-effective because it brought an improvement in clinical and social outcomes
without additional costs overall. In 2 before-and-after studies, the reduction in
hospital costs was larger than the cost of the case management team; the
intervention was therefore described as cost saving from the hospital perspective.
Okin et al reported a median reduction per patient of US $2,406 (95% confidence
interval —$6,361 to —$430; P .06) after intervention (from $21,022 to $14,910) for all
hospital services costs and a median reduction in ED costs per patient of US $1,938
(95% confidence interval —=$2,459 to —$1,013; P .01), from $4,124 to $2,195. The
magnitude of effect was evaluated in only 1 study, with the potential cost savings at
US $10 million per year for the 157 patients enrolled for 2 years.




Quality Source Title

COST

B ::Sr::'rgh fnf:‘;;t;:;g::‘;or Healthcare costs were calculated in three studies (Bernabei et al., 1998; Long, 2002; Newcomer et
Oeseburg,  Frail Older People al., 1999). Newcomer et al. (1999) performed an extensive study with a good methodological quality
2009 ‘C’LI::IF;‘*”‘:‘:I:';A and found statistically significant but trivial savings in the first year of the case management

Systematic intervention and over the total intervention period of 3 years. Bernabei et al. (1998) found extensive
Review savings mainly from a substantial decrease in nursing home (j48%) and hospital expenses (j34%) but
also for community health services costs (j19%); however, data were insufficient to calculate a
)4 J P
value or ES. Long (2002) and Long and Marshall (2000) performed a study with a good
g g P y g
methodological quality and found that the average total costs per person were higher for the case-
gical g Y g Perp g
managed group, but this difference was not statistically significant.

5 Insmeiiens] G2 Cost analysis was reported by two studies. Reinius et al. (2013) reported significant reductions in the
Nursing management Y P Y P 9
Review, Joo, effectivenessin tOtal healthcare costs — costs were 45% less per person (P = 0.004) — for the intervention group. On
2017 Lesi“:':)?:t‘:;P;:f‘c' the other hand, Shumway et al. (2007) demonstrated mixed results in cost analysis. The cost of ED

review services decreased for the CM intervention group over the control group (P < 0.01); however, the
total hospital costs showed no difference between two groups.

B Nursing  BExaminingEnd- The findings from these studies are contradictory; four studies found economic benefit while two did
Research and of-Life Case
Practice, Management: ~ NOt.

Thomas, 2014 Systematic
Review
B Healthand Outcomes of

Social Care in coordinated and
the integrated
Community, interventions
Eklund, 2009 targeting frail
elderly people: a
systematic review
of randomized
controlled trials

1/4 studies showed a reduction in costs among CM clients.
3/4 studies reported no difference in cost between the study and the control group.




Quality Source Title CO ST

€ J;::;‘;ngy f:::::;::‘:sr:;s:f:g";::r%‘z::;t Of the four stydies that reported cost outcomes, all cited a reduction in ED cost
Medicine, Kumar, department visits in frequent user na+- - ~ a\,z"a\'\ s enrolled in CM interventions. In three pre- and post-intervention
2013 LTI e ono iche P ant reductions in ED costs were noted.
C i?Uml‘mcC“hir\:;'\“.)‘\\'\ ana\\s‘ ec RASTANTE viewgd here does suggest that nurses Workin.g .in a ‘case |
Gono disp dotto CON yle with LTC are value for money as well as clinically effective.
ro . ase .
he hann xto hel . ione d owed the impact of community-based CM and its cost
E\"D termi ndenning-Napoli et al. (2012) found that post-intervention
t de —==were reduced compared to pre-intervention costs (P = 0.004). Reducing

eme
ma“ag hospital utilization with significant reductions in readmissions and
hospitalizations my result in total healthcare cost effectiveness (Glendenning-
Napoli et al. 2012). Lim et al. (2003) found that there were no differences in
community services costs between groups; however, the intervention group’s
hospitalization costs were significantly lower than the control group. Therefore,
CM produced total cost effectiveness. |
€ Trofessional Case A Systematic Review of Hurse-Assisted  Healthcare expenditure comparisons were included in 6 of the case management
anagement, Case Management to Improve Hospital ) . . ] . .
Chiu, 2007 Discharge Transition Outcomes forthe ~ Studies. All of these studies showed lower expenditures in the intervention
e group. In most studies, comparisons were for hospital expenditures, but a few
included community service expenditures (e.g., home health nursing, personal
care, and Meals on Wheels) and the cost of the intervention.
€ Journalofthe  Successful Models of Comprehensive Care 4 3 ot(;djes found that CM was less expensive than usual care.

American for Older Adults with Chronic Conditions: ) ) ]
Geriatric Society, Evidence for the Institute of Medicine’s  2/3 Studies reported no difference in cost between CM and usual care.

Boult, 2009 “"Retooling for an Aging America” Report




QUALITA DELLE CURE FORZA DELLE EVIDENZE

Aderenza alle linee-guida FORTI evidenze che il CM aumenti la probabilita del paziente di essere trattato in linea con le
migliori evidenze scientifiche

Compliance dei pazienti CONTRASTANTI evidenze che il CM migliori la compliance dei pazienti

ESITI DI SALUTE FORZA DELLE EVIDENZE

Soddisfazione del paziente ~ FORTI evidenze che il CM aumenti la soddisfazione dei pazienti

Depressione MODERATE evidenze che il CM riduca la depressione dei pazienti

Qualita di vita CONTRASTANTI evidenze che il CM migliori la qualita di vita dei pazienti

Outcome intermedi CONTRASTANTI evidenze che il CM migliori gli outcome intermedi dei pazienti

Stato funzionale CONTRASTANTI evidenze che il CM migliori lo stato funzionale dei pazienti
Sopravvivenza FORTI evidenze che il CM NON aumenti la sopravvivenza dei pazienti

Cure primarie CONTRASTANTI evidenze che il CM modifichi o ritardi l'istituzionalizzazione dei pazienti
(istituzionalizzazione)

Accessi al PS CONTRASTANTI evidenze che il CM riduca gli accessi al PS

Durata della degenza CONTRASTANTI evidenze che il CM riduca i giorni di ospedalizzazione

Costi CONTRASTANTI evidenze che il CM riduca i costi

Ospedalizzazione FORTI evidenze che il CM NON riduca i ricoveri ospedalieri (maggiore efficacia se vengono

selezionati pazienti ad alto rischio e se I'intervento & piu intenso)



RISULTATI

Quesito 2)

L’EFFICACIA DEL CM CAMBIA IN FUNZIONE
DELLE CARATTERISTICHE DELLINTERVENTO?
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Effectiveness of Case Management for "At
Risk’ Patients in Primary Care: A Systematic
Review and Meta-Analysis

Jonathan Stokes'*, Maria Panagioti®, Rahul Alam’, Kath Checkland®, Sudeh Cheraghi-
Sohi', Peter Bower'

1 NHR Greate rManchester Primary Care Patient Safety Translational Ressarch Cantre, Manchasisr
Academic Health Science Centre, Unive rsity of Man chester, Manchester, Uniied Kingdom, 2 NIHR School
for Primary Care Research, Centra for Primary Care, Manchester Acsdemic Health Science Centre,
University of Manchester, Manchaster, United Kingdom

Abstract

Background
An ageing population with multimorbidity is putting pressure on health systems. A popular
method of managingthis pressura is identification of patients in primary care ‘at-isk of hos-

pitalisation g andavoid
However, he effectiven ess of this model has not baen subjactad to rigorous quantitafive
synthesis.

Methods and Findings

W d out a systematic review and m lysis of th i manage-
ment for ‘at-risk’ patients in primary care. Six bibliographic databases were searched using
terms for ‘case management, primary care’, and a mathodology fiter (Cochrane EPOC

group). Effactiveness compared to usual care was measured across a number of relevant
outcomes: Health - seif-assessed health status, mortality; Cost - fotalcost of care, health-
cam utilisation (primary and non-specialist care and secondary cam separately), and; Sat-
isfaction - patient satisfaction. We conducted secondary subgroup analyses to assass
whether wasm the particular model of case management, con-
text, and study design. Atotal of 15,327 titles and abstracts were screened, 36 unique stud-
ies were included. Mela-analyses shawed no significant differences in total cost, mortality.
utiisation of primary or sacondary care. A very small significant eflect favouring case man-
‘agement was found for salf-reported health status in the short-term (0.07, 85% CI 0.00to
0.14). A small signficant effactfavouring case management was found for pationt safisfac-
tion in the short- (0.26, 0.16 to 0.36) and long-term (0.35, 0.04 o 0.66). Secondary subgroup
i f d when deliv-
ras involved, and when delivered in

analyses may b
eredbyam team, when a
a setting rated as low in initial ‘strength of primary care.

& A favore del case managment

- A favore dell’ ‘usual care’

Mortality
short-term)

Mortality
(long-term)

Self-rated health
(short-term)

Utilisation of
primary care
(short-term)

Utilisation of
secondary care
(short-term)

Utilisation of
secondary care
(long-term)

MDT/

Single case
manager

Low/
Intermediate
high PHC

Social worker
included/
Modelling | Not included




CARATTERISTICHE DEGLI INTERVENTI

|l setting in cui viene realizzato il CM NON sembra
influire sull'efficacia dell'intervento

Formazione e Ci sono alcune evidenze che la formazione degli
SHechee Heahhﬁ;ﬁﬁﬁﬁ? competenze del infermieri-case managers, l'uso di protocolli di
"N Ccase manager gestione clinica e la collaborazione fra il case manager
e un medico (o un team multidisciplinare) specialista
Outpatient Case nella patologia specifica dei pazienti, determinino in una
m?r:“az';i:; :;TI:EASZIL(’III:SCI maggior efficacia degli interventi
Complex Care Needs Intensita e durata Studi condotti su diversi gruppi di pazienti suggeriscono
del Case che interventi di CM piu intensi (maggior tempo di
Management contatto coi pazienti, maggior durata dell’intervento,

contatto diretto piuttosto che telefonico) producono
risultati migliori, soprattutto riguardo al miglioramento
del functional status e alla riduzione dei tassi di
ospedalizzazione

Compiti del Case La maggior parte degli studi non misura il carico di

manager lavoro che i case managers dedicano a ciascuna delle
loro diverse funzioni, rendendo difficile comprendere su
quali funzioni sia piu utile investire per aumentare
I'efficacia degli interventi di CM




RISULTATI

QUESITO 3)

EFFICACIA DEL CM NEI PAZIENTI SELEZIONATI PER
SPECIFICA PATOLOGIA CRONICA




QUALITA DELLE CURE FORZA DELLE EVIDENZE DEMENZA

Aderenza alle linee-guida FORTI evidenze che il CM aumenti la probabilita del paziente di essere trattato in linea con le
migliori evidenze scientifiche

ESITI DI SALUTE FORZA DELLE EVIDENZE
Soddisfazione del paziente = MODERATE-FORTI evidenze che il CM aumenti la soddisfazione dei pazienti

Salute mentale e CONTRASTANTI evidenze che il CM migliori la salute mentale e riduca la depressione dei
depressione pazienti (migliori risultati con I'allungamento del follow-up oltre I'anno)
Qualita di vita CONTRASTANTI evidenze che il CM migliori la qualita di vita dei pazienti

Stato funzionale

Percezione della propria
salute

Sopravvivenza

UTILIZZO DI RISORSE FORZA DELLE EVIDENZE

Cure primarie CONTRASTANTI evidenze che il CM modifichi o ritardi l'istituzionalizzazione dei pazienti
(ISTITUZIONALIZZAZIONE)

Accessi al PS

Durata della degenza CONTRASTANTI evidenze che il CM riduca i giorni di ospedalizzazione
Costi CONTRASTANTI evidenze che il CM riduca i costi

Ospedalizzazione




FORZA DELLE EVIDENZE DISORDINI MENTALI

Compliance dei pazienti FORTI evidenze che il CM aumenti la compliance dei pazienti e riduca il tasso di
abbandono delle cure

ESITI DI SALUTE FORZA DELLE EVIDENZE

Soddisfazione del paziente ~ FORTI evidenze che il CM aumenti la soddisfazione dei pazienti

Depressione e salute MODERATE-FORTI evidenze che il CM migliori la salute mentale e riduca la
mentale depressione e i sintomi dei pazienti

UTILIZZO DI RISORSE FORZA DELLE EVIDENZE

Cure primarie MODERATE-FORTI evidenze che il CM aumenti i contatti con i servizi di salute
mentale

Durata della degenza CONTRASTANTI evidenze che il CM riduca i giorni di ospedalizzazione

Costi CONTRASTANTI evidenze che il CM riduca i costi

Ospedalizzazione



QUALITA DELLE CURE FORZA DELLE EVIDENZE DIABETE

Aderenza alle linee-quidae = MODERATE-FORTI evidenze che il CM aumenti I'aderenza alle linee-guida e la

compliance dei pazienti compliance dei pazienti

ESITI DI SALUTE FORZA DELLE EVIDENZE

Qualita di vita FORTI evidenze che il CM migliori la qualita di vita dei pazienti
Outcome clinici FORTI evidenze che il CM migliori il controllo glicemico,

mentre sono CONTRASTANTI per lipidemia, pressione sanguigna e peso corporeo
Soddisfazione del paziente =~ CONTRASTANTI evidenze che il CM aumenti la soddisfazione dei pazienti

Sopravvivenza

UTILIZZO DI RISORSE

Costi

FORZA DELLE EVIDENZE

Ospedalizzazione



QUALITA DELLE CURE FORZA DELLE EVIDENZE CANCRO

Aderenza alle linee-guida FORTI evidenze che il CM aumenti 'aderenza alle linee-guida
Qualita di vita FORTI evidenze che il CM migliori la qualita di vita dei pazienti
Outcome clinici FORTI evidenze che il CM migliori il controllo di sintomi

Soddisfazione del paziente ~ FORTI evidenze che il CM aumenti la soddisfazione dei pazienti

FORZA DELLE EVIDENZE

Ospedalizzazione FORTE evidenza che il CM riduca i ricoveri ospedalieri

Sopravvivenza

UTILIZZO DI RISORSE

Costi



FORZA DELLE EVIDENZE SCOMPENSO CARDIACO

Aderenza alle linee-guida FORTI evidenze che il CM aumenti 'aderenza ai corretti comportamenti di self
management

ESITI DI SALUTE FORZA DELLE EVIDENZE

Qualita di vita FORTI evidenze che il CM migliori la qualita di vita dei pazienti

Soddisfazione del paziente  FORTI evidenze che il CM aumenti la soddisfazione dei pazienti

Sopravvivenza FORTEevidenza che iICMNON aumentilasoprawvivenza
UTILIZZO DI RISORSE FORZA DELLE EVIDENZE

Ospedalizzazione Moderata evidenza che il CM riduca i ricoveri ospedalieri




LIMITI DELLA REVISIONE

Stay away from
negative people.
They have a

"Things should be made
as simple as possible,
but no simpler.”
problem for

= every solution. " o % ; A -- Albert Einstein




LIMITI DELLE REVISIONI CONSIDERATE (1/3)

REGRESSION TO THE MEAN

selected
group’s
pretest
mean

population Nel caso dei pazienti complessi, scelti come i
— N pazienti ad esempio che hanno avuto un alto
whore i numero di ospedalizzazioni l'anno precedente (0 i
would . . . . \
po /\ pazienti a piu alto costo), una parte di loro avra
been . .
with no _ una tendenza normale alla regressione verso i
regression population . . . . , i
mean valori medi. L'importante e non attribuire questo

et . r
fenomeno all’intervento ma alla naturale

regression to the mean = Where their

posttest regressione del fenomeni verso la loro media.

meanis




LIMITI DELLE REVISIONI CONSIDERATE (2/3)

} * Differenti paesi con diversa » Case manager (singolo
VARIABILITA tipologia di sistema sanitarioin cui ~ professionista o di team)
DELL'OUTCOME PUO viene erogato l'intervento « Differente istruzione e background
ESSERE SPIEGATA « Differenti tipologie di finanziamento formativo del case manager
DALLA VARIABILITA * Differenti obiettivi del case * Differente tipologia di case manager
DEGLI INTERVENTI management coinvolti (medici o infermieri).
INCLUSI * Pazienti individuati attraverso * Differente composizione del team

diverse tecniche di stratificazione e. pifferenti tempistiche nel follow-up
reclutamento (registri, database e nella misurazione degli outcome

mministrativi, etc... . . .
. > ! ) * Differenti scale utilizzate per la

e "' ‘ ' M - Differentitipologie di pazienti misurazione degli outcome
' * Modalita di erogazione

|
|
\ )
’ :

dell'intervento (contatto telefonico,
visite domiciliari, etc..)

* Differenti componenti
dell'intervento

* Differenti componenti delle
componenti dell'intervento



IDENTIFICAZIONE E SELEZIONE DEI PAZIENTI

* Identificazione dei pazienti che possono beneficiare di un servizio di case management.

Predictive Model

Sviluppato utilizzando una combinazione di “leading and lagging indicator” per
evidenziare i pazienti a rischio di sviluppare complicazioni. “Leading indicators":
possono predire un cambiamento/peggioramento delle condizioni cliniche (es.
variazione della terapia). "Lagging indicators": indicatori che compaiono dopo un
evento (es. ospedalizzazione).

Functional Impairment

Basato su un numero di attivita della vita quotidiana che richiedono assistenza. Il
grado di dipendenza e utilizzato per individuare quei pazienti che possono
beneficiare di interventi di case management.

Recent Resource Selected for
Case Management Following
Recent Usage

Utilizza le ospedalizzazioni e le dimissioni dall’'ospedale (generalmente riferite
a specifiche condizioni cliniche) per individuare i paziente che possono entrare in
un percorso di case management.

Population Programme

| servizi di case management sono costruiti in funzione dei bisogni ( e.g
portatore di PEG).

Combination Model

Utilizza una combinazione degli approcci sopra descritti, combinando l'utilizzo
delle risorse, il grado di dipendenza e il numero di condizioni croniche di cui un
paziente e affetto.




STRUMENTI DIIDENTIFICAZIONE DISPONIBILI

Integrazione tra Primary Care e Acute Setting:

* Hospital Admission Risk Prediction (HARP)

* Victorian HARP

» John Hopkins ACG tool

- PARR (Patients at Risk of Readmission), the
SPARRA (Scottish-Patients at risk of Re-admission
and the SPARRAMH (SPARRA Mental Health)

* Combined Predictive Model

- CHADS (Congestive heart failure, Hypertension,
Age >75 years and Diabetes, prior Stroke)

- LACE

* PRISM (Canadian)

* Health numerics-RISC

* Charlson Index

Solo Primary Care:

= Qadmissions15

= EARLI (Emergency Admission Risk
Likelihood Index): This is a UK tool for
use in Primary Care. It is a 6 item
guestionnaire developed from data
from patients aged over 75 years.

= PEONY (Predicting Emergency
Admissions over the next year): this is
a UK tool for use in Primary Care for
those aged 40-65 years.



DIFFERENTICOMPONENTI INCLUSE NEL CASE MANAGEMENT

I 5 - F ] e e el R P
2000 pXolok§ 200 200 2006 2008 2008 2000 2000 2001 2002 200 200
Sructured intervention X X X X X X X X X X X

Team training in intervention X X X X X

Comprehensive geriatric X X X X X X
assessment

Multi-disciplinary collaboration X X X X X X X -

Patient education X X X X X X X
- x X x o oxx
Treatment in hospital prior to X X X X

discharge

Post-discharqge treatment onl X X X X X
Treated in clinic setting X X X X X X -
Home treatment X X X X X X X X

Long-term intervention > 3 X X X X X X
months

Short-term intervention < 3 . X X X X
months
On call service X X

Medications management X X X X X X




DIFFERENTI « COMPONENTI» DELLE COMPONENTI

Table 2.12 Section three: components of self-care support interventions and outcomes in nurse case management studies

Study Components of self-care support Delivery of Outcome measures with direction of effect

IR :
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Aadalen, 1998’
Allen, 1999

Blue et al., 2001™,
Stewart & Blue 2001"
etal,

Sargent et al_, 2007"
Gravelle et al , 2006™

& Fisher, 1996
Brown et al., 2004 .
Brown et al, 2007“'
Challis et al . 2002"
Dorr et al_, 2005

Enw'?anosetal..

Fltzgemldetal
1994™

Gagnon et al , 1999 -
Schein et al , 2005

Kemper, 1988
Camg\o & Kempet.
1988




LIMITI delle revisioni considerate (3/3)
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DIFFERENTITEMPISTICHE DEL FOLLOW-UP
PER LA MISURAZIONE DEGLIOUTCOME

Gli studi introdotti nella review hanno un follow-up

compreso tra 3 mesi e 3 anni



PRATICAL ISSUE




- Center for Care Innovations. Karen W. Linkins, Jennifer J. Brya,
Sheryl Goldberg. Health Home Innovation Fund: Strategies
and Models for Care Coordination and Complex Care
Management. 2013

- Thomas Bodenheimer, Rachel Berry-Millett. Robert Wood
Johnson Foundation. Care management of patients with
complex health care needs. Research Synthesis Report No. 19
December 200g9.

* Centre for Reviews and Dissemination. University of York.
Interventions to reduce unplanned admissions from care
home settings funded by the NIHR Health Services and
Delivery Research Programme (Project ref: 12/5002/18).

- Case Management Society of America. Standards of Practice
for Case Management. Revised 2010

* Giovanna Giuliani Director, California Quality Collaborative.
Complex Care Management Toolkit. April 2012. Available at:
http://www.calquality.org/storage/documents/cqc_complexca
remanagement_toolkit_final.pdf




STRATEGIE
PER
MIGLIORARE

L'EFFICACIA/
EFFICIENZA

DEL CM

Una delle caratteristiche di interventi di successo ( in
termini di riduzione dei tassi di riammissione ) era che
' intervento fosse chiaramente strutturato e definito e
fosse prevista una riunione del team condotta
regolarmente per la discussione dei casi.

La presenza della Collaborazione multidisciplinare
era  un elemento che si presentava piu
frequentemente negli interventi efficaci (es. social
workers, psichiatri, psicologi, geriatri etc.)

| piani di assistenza individualizzato era presente in
tutti gli interventi di successo.

Valutare pazienti in casa sembra migliorare il
successo dell'intervento

La valutazione geriatrica complessiva era piu
frequente usata negli interventi efficaci.



QUtilizzare sistemi di tele-health visits (Tortajada, Case
Management for Patients with Complex Multimorbidity:
Development and Validation of a Coordinated Intervention

STRATEGIE PER between Primary and Hospital Care)

MIGLIORARE d Ut_ili_zzare sistemi di geo-localizzazione per pianificare
L’EFF'CAC'A le visite domiciliari

EFFICIENZA DEL
CM

1 Sviluppare un sistema a scalini per programmare la
frequenza dei contatti (ed eventuali criteri di uscita dal
programma)

1 Analizzare i dati di popolazione per monitorare
I'utilizzo dei servizi




» Coinvolgimento dei Health Coaches (educatori professionali),
STRATEGIE opportunamente formati, possono essere molto efficaci nel
PER migliorare le capacita di self-care del paziente

» Utilizzare tecniche di coaching per rafforzare la capacita dei
MIGLIORARE pazienti/familiari per notare segni o sintomi che richiedono

L’EFF'CAC'A un intervento

w » Collaborare attivamente con gli assistenti sociali

DEL CM » Sostenere formazione continua per rafforzare e migliorare le
competenze

» Individuare obiettivi a breve termine e a lungo termine




ASSECSCMENTEIDENTIEICAZIONE DICDITICITA'E

OHR Misurazioni all'ingresso e (per alcune) di valutazione delle performance:
Il cas : : Iti di case
manl  ° Stato funzionale * Aspetto sociale:
. * Condizioni fisiche: * Supporto familiare o di altro tipo
Il pi _ . oy Qs s atto,
Anc « Parametri metabolici: diabete, * Capacita e disponibilita di k<turbi
. . pressione arteriosa, profilo caregivers
VISl . . .
lipidico * Aspetto finanziario
Pos . . : : :
* Stato di salute e qualita della * Recreational/leisure pursuits
- vita (SF-12)  Possibilita di trasporto e limitazioni pza della
e Patient experience  Performance congnitive e culturali: lla
=] °* Comportamenti psico-sociali: * Compliance terapeutica
. * Depressione (PHQ-9g) * Patient Activation Measure (PAM) ali:
 Storia di abuso, violenza o * Utilizzo della tecnologia
C g e del
trauma » Capacita di self-care
 Storia di abuso di sostanze * Health literacy

 Aspettative disalute erenza al

rajylvll\.v i A rJVIl—I\—II\\_I I AL T IIIINAL IIMMI\— vlv\—l - i1

personale sanitario dei servizi di cura rispetto ai
problemi identificati e alle opportunita di intervento




IDENTIFICAZIONE E SELEZIONE DEI PAZIENTI

Stratificando la popolazione rispetto al potenziale beneficio € fondamentale sia per
massimizzare |'efficacia degli interventi (qualita) che per migliorare l'efficienza (costi)

MAGGIOR BENEFICIO MINOR BENEFICIO

Pazienti affetti da piu condizioni Pazienti che non presentano un elevato
croniche, e quindi ad alto rischio di  rischio di incorrere in un peggioramento
cure costose delle condizioni cliniche (ospedalizzazione,

accessi in pronto soccorso, visite
specialistiche urgenti, etc.)

Pazienti in condizioni cliniche meno  Pazienti in condizioni cliniche troppo
severe (no fine-vita) ma con un carico compromesse (altri modelli di cura, ad es.
di bisogni socio-sanitari importante cure palliative, hospice, etc.)




.....NOT ....THE END
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The Social Network: a concept to

improve the quality of life for an

ageing population while reducing
loading on the NHS

Efioanwan Andah,’ Maheen Ahsan,! Roy Lee,? Edward Brewin,? Kasim

Ahmed'
Lacal integrated ] e Education and
TR involvement and i
activities transport links health promotion
Local healthcare
| input

Improved quality
of life

Figure 1 Simplified outline of the proposal for The Social
Metwork.




