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decessi totali (in migliaia)
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Table 1.1. Health status

Top third performers
Middle third performers
[ Bottom third performers

Note: Countries are listed in alphabetical order. The number in the cell indicates the position of each country among all countries
for which data is available. For the mortality indicator, the top performers are countries with the lowest rates.

Mortality from
cardiovascular
diseases**

Life expectancy Life expectancy Life expectancy Life expectancy

Indicator at birth - Men at birth - Women at65- Men* at 65 - Women*

Australia 8 T 3 7
Austria 18 13 16 13
Belgium 22 19 23 14
Canada 13 17 10 10 5
Chile
Czech Rep.
Denmark
Estonia
Finland
France
Germany
Greece
Hungary
Iceland
Ireland
Israel
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Japan B 1 [
Korea
Luxembourg
Mexico
Netherlands
New Zealand
Norway
Poland
Portugal
Slovak Rep.
Slovenia
Spain
Sweden
Switzerland 1 [ 1 5 13
Turkey

United Kingdom
United States




3.3. Life expectancy (LE) and healthy life years (HLY) at 65, by gender, 2014

[ HLY [ LE with activity limitation
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Note: Countries are ranked in descending order of life expectancy at 65 for women.

1. Three-year average (2012-14).
Source: Eurostat Database.
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Persone di 15 anni e piu e 65 anni e piu che dichiarano di essere affette da almeno una malattia

cronica grave, per ripartizione geografica. Anno 2015 (Elaborazione dati ISTAT).
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Prevalenza di multimorbosita per fasce d’eta e condizione socioeconomica (Fonte: Barnett K)
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Table 1.2. Risk factors

Top third performers
Middle third performers
[ Bottom third performers

Note: Countries are listed in alphabetical order. The number in the cell indicates the position of each country among all countries for which
data is available.

. S Alcohol L . Overweight and
Indicator Smoking in adults consumption Obesity in adults obesity in children™*
Australia 4 22 20
Austria 8 14

Belgium

15 20 g B
Canada 3} 1 21
Chile 10
Czech Rep. 20" 5
12 17 10

Denmark D

Estonia 7

Finland 17

France

Germany

Greece

Hungary

lceland 2 6 21 ]

Ireland 16

Israel sl

Italy | 24

Japan

Kaorea 19

Luxembourg g 19

Mexico 3 3

Netherlands 13 14 [ 7

New Zealand 8 16 e
Norway 7 5 3 1

Portugal 14 12 L
Slovak Rep. 18 22 16" 3

Slovenia 22 17 17 22

Spain - I 20 15 -
Sweden 1 7 7 ]

Switzerland 21 22 4 1

Turkey DA 1 22" na.

United Kingdom 20 19
United States 5 13




Table 1.3. Access to care

Top third performers (or between 95% and 100% for health care coverage)

Middle third performers (or between 30% and 95% for health care coverage)
[ Bottom third performers (or less than 90% for health care coverage)
Note: Countries are listed in alphabetical order. The number inthe cell indicates the position of each country among all countries for
which data is available. For out-of-pocket medical expenditure, unmet care needs and the waiting times indicators, the top performers

in terms of access are countries with the lowest expenditure as a share of household consumption, the lowest unmet care needs
or lowest waiting times.

Share of out of Waiting times ~ Waiting times

Indicator H::Lt:r:;;e z::::;li?lfrdeﬂi:r?l Unmet meditial Unmet dentEI for cataract for knee
houselhold care needs care needs surgery replacemem
consumption - median - median
Australia 1 n.a. n.a. 8 _
Austria 1 18 1 2 n.a. n.a.
Belgium 1 20 1 8 n.a. n.a.
Canada 91 1 n.a. n.a. 2 4
Chile 1 _ n.a. n.a. _ 8
Gzech Rep. 1 7 5 4 n.a. n.a.
Denmark 1 14 7 10 4 1
Estonia 2 12 e 1\
Finland 1 18 10 7
France 1 3 15 15 n.a n.a
Germany 1 g o 5 n.a n.a
Greece n.a n.a.
Hungary 1 1 6
lceland 1 21 n.a n.a
Ireland 1 n.a n.a
Israel 1 16 n.a. n.a. 3 3
Japan I ik =
Korea 1 n.a n.a. n.a n.a
Luxembourg 1 4 3 n.a n.a
Mexico 1 n.a n.a. n.a n.a.
Netherlands 1 1 1 n.a. n.a.
New Zealand 1 n.a. n.a. 7 5
Norway 1 8 15 10
Poland 2
Portugal 1
Slovak Rep. 2 6
Slovenia 1 7 n.a n.a. n.a. n.a
Spain : 3 e o
Sweden 1 1 14 n.a. n.a.
Switzerland 1 6 12 n.a. n.a.
Turkey 1 1 n.a. n.a. n.a. n.a.
United Kingdom 1 il ) 7 4 2

United States _ 14 n.a. n.a. n.a. n.a.




7.4. Unmet need for medical examination for financial,
geographic or waiting times reasons,
by income quintile, 2014

High income Total population Low income
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Source: Eurostat Database, based on EU-SILC.
StatLink sa=r http://dx.doi.org/10.1787/888933429732

7.5. Unmet need for dental examination for financial,
geographic or waiting times reasons,
by income quintile, 2014

High income Total population Low income
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StatLink &= http://dx.doi.org/10.1787/888933429747



Figura 5.12
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Persone che negli ultimi 12 mesi hanno rinunciato a prestazioni sanitarie (a) o all'acquisto di
farmaci a causa di motivi economici o carenze delle strutture di offerta per risorse economi-
che della famiglia e ripartizione geografica - Anno 2013 (tassi standardizzati per 100 persone)
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* “Nonostante si viva in un mondo
dominato dalle patologie croniche,
nei luoghi di cura si pratica una
medicina quasi esclusivamente per
acuti: all’alba del XXI secolo

persistono i modelli del XIX secolo”
* (R. Rozzini e M. Trabucchi, 2013)
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Paradigma dell’attesa

- 1| paradigma dell’attesa ¢ quello tipico delle

malattie acute: attesa di un evento su cui intervenire, su
cui mobilitarsi per risolvere il problema. Applicare alle
malattie croniche il paradigma assistenziale delle malattie
acute provoca danni incalcolabili. Cio significa che il
“sistema” si mobilita davvero solo quando il paziente
cronico si aggrava, si scompensa, diventa “finalmente”
un paziente acuto. Cio significa rinunciare non solo alla
prevenzione, alla rimozione dei fattori di rischio, ma
anche al trattamento adeguato della malattia cronica di
base.



Anticipatory Health Care

Twenty five years of case finding and audit in a socially deprived

community

Julian Tudor H:

urim was to improve
health in the Whole registered
population hy identifying
treatable problems at an early,
often presymptomatic stage,
and to learn from our mistakes
by looking for them

systematically.

This proactive policy
depended on practice
organisation, teamwork,

and structured records.

Margaret Jones, Fam Wwaiton

Abstract

Objective—To evaluate audit and case finding
(whole population care) in a community over 25
years.

Design—Contemporary screening for and audits
of care of chronic disease and risk factors; retro-
spective review of computerised practice records;
and comparisons of mortality and social indices with

ighbouring cc iti

Serting—One general practice in Glyncorrwg,
West Glamorgan.

Subjects—1800 people registered with the practice
in 1987 and 558 people who died from 1964 to 1987,
whose records had been retained.

Main outcome measures— Detection of high blood
pressure, smoking, airways obstruction, obesity,
diabetes, and alcohol problems in adults aged 20-79;
prevalence of smoking in this population and in
hypertensive and diabetic groups; age standardised
mortality ratios in relation to indices of social
deprivation.

1es

pR A ( ne Edwards, Mary Hart, Janet Jones,

development of structured process, may diminish
health outputs.

Introduction

For health as for commodity production, absolute
growth conceals relative decline. By 1980 the United
Kingdom ranked highest in the European Community
and Scandinavia for all causes mortality in men and
women aged 45-64.!

The close and causal relation between mortality,
morbidity, and social class for all major causes’’ is the
main explanation for the exceptionally high mortality
and morbidity in Scotland, Northern Ireland, and
parts of northern England and south Wales, for all
causes as well as for coronary disease. As inequalities in
wealth have grown so have inequalities in sickness and
death.® These differences are compounded by in-
creasing inequalities in clinical resources available to
deal with them: fed by the market, the inverse care law’
thrives. As predicted by thoughtful economists,*’ the

new general practitioner contract accelerates previous
A

- - __.:_ - : :

Results—In the population aged 20-79 (1207

s .

Interpreting the Evidence

THE existence of large social and geographical in-
equalities in mortality and morbidity in Britain is
known, and not all of them are dirninishing. Beiween
1934 and 1968, weighted mean standardised mortality
from alf causes in the Glamorgan and Monmouthshire
valleys rose from 1289%, of England and Wales rates
to 131%,. Their weighted mean infant moriality rose
from 1159 of England and Wales rates to 1249,
between 1921 and 1968.* The Registrar General’s
last Decennial Supplement on Occupational Mortality
for 1949-53 still showed combined social classes [ and
1t (wholly non-manual) with a standardised mortality
from all causes 18%, below the mean, and combined

= =
F, age and cause specific hospital mor-

Non-statistical Eviden|




Paradigma dell’iniziativa

Il Pa radigma dell’iniziativa & guello che meglio si adatta alla
gestione delle malattie croniche, perche i suoi attributi sono:

a) La valutazione dei bisogni della comunita e lI'attenzione ai
determinanti della salute (anche quelli cosiddetti “distali”, ovvero
quelli socio-economici, che sono alla base delle crescenti
diseguaglianze nella salute, anche sul versante dell’utilizzazione e
qualita dei servizi, nei portatori di malattie croniche);

b) La propensione agli interventi di prevenzione, all’utilizzo di
sistemi informativi e alla costruzione di database, alle attivita
programmate e agli interventi proattivi (es: costruzione di registri di
patologia, stratificazione del rischio, richiamo programmato dei
pazienti, etc);

c) Il coinvolgimento e la motivazione degli utenti, |'attivita di
counselling individuale e di gruppo, l'interazione con le risorse della
comunita (associazioni di volontariato, gruppi di autoaiuto, etc.).



Population management

Deciding the right approach More than care and case management
It is important to have the information and knowledge

to be able to carry out a risk-stratification on local

populations to identify those who are most at-risk.

Level 3

As people develop more than one chronic condition (co-morbidities), their care | Level 3:
becomes disproportionately more complex and difficult for them, or the health nghlgt::e%rpsplex
and social care system, to manage. This calls for case management — with a key 3 -
worker (often a nurse) actively managing and joining up care for these people. ‘ management

Level 2
Disease/care management, in which multidisciplinary teams provide
high quality evidence based care to patients, is appropriate for the
majority of people at this level. This means proactive management
of care, following agreed protocels and pathways for managing
specific diseases. It is underpinned by good information systems

— patient registries, care planning, shared electronic health
records.

Level 2:
High risk patients
Care management

Level 1
With the right support many people can learn to be
active participants in their own care, living with and
managing their conditions. This can help them to
prevent complications, slow down deterioration,
and avoid getting further conditions. The
majority of people with chronic conditions
fall into this category — so even small
improvements can have a huge impact.

Level 1:
70-809% of a Chraonic Care
Management population

Health promotion
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Chronic Care Model )



JAMA

Improving Primary Car
With Chronic lline

or Patients

Thomas Bodenheimer, MD
Edward H. Wagner, MD, MPH
Kevin Grumbach, MD

R SUGARMAN, A 64-YEAR-
old patient with diabetes,
comes for his 15-minute visit

with Dr Madden. After evaluating Mr
Sugarman’s acutely painful knee and
treating his gastroesophageal reflux dis-
ease, Dr Madden has 3 minutes left to
assess diabetic control. Having fruit-
lessly searched through Mr Sugar-

man’e modiral vorarde tA fnAd tho lact

The chronic care model is a guide to higher-quality chronic iliness manage-
ment within primary care. The model predicts that improvement in its 6 in-
terrelated components—self-management support, clinical information sys-
tems, delivery system redesign, decision support, health care organization,
and community resources—can produce system reform in which informed,
activated patients interact with prepared, proactive practice teams. Case stud-
ies are provided describing how components of the chronic care model have
been implemented in the primary care practices of 4 health care organizations.

JAMA. 2002;288:1775-1779 www.jama.com

One hundred million persons in the
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JAMA

Improving Primary C

The Chronic Care Model

for Patients

With Chronic llines
The Chronic Care Model, Part 2

Thomas Bodenheimer, MD
Edward H. Wagner, MD, MPH

_Kevin Grumbach, MD

PREVIOUS ARTICLE' DESCRIBED |
- _the chronic care model, a guide.. .

to improving the management
of chronic illness, particularly within
primary care. That article featured sev-
eral case studies of organizations that
have implemented components of the
model. This article examines research
evidence demonstrating that compo-
nents of the model can improve qual-
ity and reduce costs and examines some

This article reviews research evidence showing to what extent the chronic
care model can improve the management of chronic conditions (using dia-

“betes as'an example) and reduce health care costs. Thirty-two of 39 studies -~ -

found that interventions based on chronic care model components im-

proved-at least-1-process or outcome-measure for diabetic patients. Regard- -

ing whether chronic care model interventions can reduce costs, 18 of 27 stud-
ies concerned with 3 examples of chronic conditions (congestive heart failure,
asthma, and diabetes) demonstrated reduced health care costs or lower use
of health care services. Even though the chronic care model has the poten-
tial to improve care and reduce costs, several obstacles hinder its wide-
spread adoption.

JAMA. 2002;288:1909-1914 www.jama.com
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Chronic Care and and the Future of
Primary Care

Ed Wagner, MD, MPH



“Current care systems cannot do the
job”

 Oriented to acute illness

 Interactions not
productive of good care
or satisfying to patients
or clinical staff




THE CHRONIC CARE MODEL

Community Health System
Organization of Health Care

Resources
and policies Self-
management  Delivery  Decision Clinical
support system support information
design systems
IS \Productive 4 Prepar.ed
activated ) | proactive
patient Infe,gggctlonsﬁi practice team
S 7
/4

\

Functional and clinical outcomes



What characterizes an
“informed, activated patient”?

Informed,
Activated
Patient

They have goals and a plan to improve their
health, and the motivation, information, skills,
and confidence necessary to manage their
iliness well.
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Regione Toscana

Piano Sanitario Regionale

Aggiornamento ai sensi dell’art.18, comma 3,
e dell’art.142, comma 3 della L.R. 40/2005 2008 '2010

Parte Prima
UN PIANO BER LA SALUTE,
UNA SANITA D’INIZIATIVA
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EDITORIALE

Chronic Care Model in salsa tedesca

L'introduzione del Chronic Care Model (CCM) non ha
prodotto solo effetti positivi sulla salute della
popolazione tedesca e sul budget delle

curazioni sociali, ha anche rafforzato il sistema

as
delle cure primarie, molto debole in Germania. | vari
componenti del CCM sono stati applicati in maniera
rigorosa: dalla creazione di registri di patologia alla
proattivita degli interventi, dal supporto all'autocura

all'adesione a linee guida definite a livello centrale
Tuttc
primarie coordinate da un medico di famiglia che ha

ha richiesto 1o sviluppo di équipe di cure

12 reannnaahiliti della nresa in rarirn del naziente s

€ Internet | Modalita protetta: attivata #100% ~ ‘
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Arruolati CCM

Diabete tipo 1 29.000 156.000
Diabete tipo 2 1.948.000 3.749.000
Cancro della mammella 67.000 126.000
Cardiopatia ischemica 635.000 1.700.000
Asma 6.000 799.000
BPCO 8.000 633.000

Totale 2.693.000 7.163.000



Figura 1. Mortalita e complicanze maggiori da diabete tra pazienti arruolati (intervention)
e gruppo di controllo. 2007.

Mortality And Major Diabetic Complications In Intervention (Enrolled) And Control Groups, German Disease Management
Program, 2007

Intervention Control

Number Percent Number Percent
Mortality 458 230 935 470
DIABETIC COMPLICATIONS
Myocardial infarction (ICD: 121, 122) 165 083 219 1.10
Stroke (ICD: 163) 180 091 226 1.14
Chronic renal insufficiency (ICD: N18, N19) 71 036 94 0.74
Amputation of lower leg or foot (OPS: 5-865, 5-864) 95 048 152 0.76
Occurrence of at least one of the four complications 496 249 667 335

1. Stock S. et Al. German Diabetes Management Programs Improve Quality Of Care And Curb Costs.
Health Affairs 2010; 29(12): 2197-2205



Figura 2. Numero di pazienti per 1000 pazienti partecipanti al programma

che sono stati ricoverati almeno una volta con la diagnosi descritta (in
confronto con i pazienti non partecipanti). 2006.

Exhibit 3. Number of Patients per 1,000 Enrolled Program Participants
Who Were Hospitalized at Least Once with the Described Diagnosis, 2006

Patients per 1,000 insured

8 -
7.3
B Disease-management program

6.0  Nonparticipant

Lower extremity, Foot, male Foot or leg, male Lower extremity,  Foot, female Foot or leg,
male female female

Notes: Lower extremity = amputation below the knee; foot = amputation of whole foot or part of foot or toes; foot or leg = not

specified.
Source: Evaluation of the BARMER Sickness Fund's nationwide disease-management program for Diabetes Mellitus Type 2,

2003-2007.




Figura 3. Costi e utilizzazione dei servizi tra pazienti arruolati (intervention)

e gruppo di controllo. 2003-7.

Various Cost And Health Services Use Indicators In Intervention (Enrolled) And Control Groups, German Disease

Management Program, 2003-7

Overall cost difference, 2007-2003

Overall costs, 2007
Hospital costs, 2007
Drug costs, 2007

Length of hospitalization per insured, days, 2007 (mean/median)
Number of hospital stays per insured, 2007 (mean/median)

Intervention
USs1,443.65

USs5,273.99
USs2,664.71
USs2,609.28

497/0.00
0.55/0.00

1. Stock S. et Al. German Diabetes Management Programs Improve Quality Of Care And Curb Costs.

Health Affairs 2010; 29(12): 2197-2205

Control
USs1,890.40

USs5,896.54
USs3,292.65
USs$2,603.89

6.41/0.00
0.62/0.00



The ten characteristics of the high-performing chronic
care system

Chris Ham

Health Economics, Policy and Law / Volume 5 / Issue 01 / Janu§
DOI: 10.1017/51744133109990120, Published online: 07 Septe

The Chronic Care Model

The Chronic Care Model developed by Wagner provides a framework for
describing the elements needed in a system that aspires to provide high-quality care
for people with chronic diseases (Wagner, 1998). The Model was based on a
review of available literature about promising strategies for chronic illness man-
agement, much of which derived from experience in European health care systems.

The Chronic Care Model has been used in a range of settings to support
the reorientation from acute care to chronic care (Singh and Ham, 2006).



The ten characteristics
of the high-performing
chronic care system




1

The first and arguably most important characteristic of the high-performing
chronic care system is ‘ensuring universal coverage’, for without universal
coverage it is dithcult to act consistently on the other characteristics. Recent

2

The second characteristic is the provision of ‘care that is free at the point of
use’, or at least care that is provided at a cost that does not act as a major
deterrent to sick patients seeking medical help. The RAND study of the Health

3

The third characteristic is that ‘the delivery system should focus on the pre-
vention of ill health’ and not just the treatment of sickness. Despite progress in a




4

The tourth characteristic is that ‘priority is given to patients to self manage
their conditions with support from carers and families’. The importance of selt-

5 -

The fifth characteristic i1s that ‘priority is given to primary health care’. This
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The sixth characteristic is that ‘population management is emphasised’
through the use of tools to stratity people with chronic diseases according to
their risk and offering support commensurate with this risk.
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The seventh characteristic is that ‘care should be integrated to enable primary
health care teams to access specialist advice and support when needed’. The
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The eighth characteristic, closely linked to the last point, is ‘the need to
exploit the potential benefits of information technology in improving chronic
care’. Not least, information technology underpins effective population man-

S

The ninth characteristic is to ensure that ‘care is effectively coordinated’.
Coordination is particularly important in the care of people with multple
conditions who are at much greater risk of hospital admission than people with
single diseases (Woltf et al., 2002). The role of primary care physicians in
providing coordination has been emphasised in a number of studies (Starfield
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The tenth characteristic, alluded to in the review of the evidence above, 1s to
‘link these nine characteristics into a coherent whole as part of a strategic approach
to change’. This is important in view of evidence that it is the cumulative ettect of
different elements that explains the degree of impact of the Chronic Care Model
rather than individual components. By extension, the argument of this paper is that




Conclusion

The evidence summarised in this paper indicates that
a start has been made in
reorienting health care systems to meet the
challenge of chronic diseases.
Guided by the Chronic Care Model, policy makers
and health care leaders are beginning
to take the actions required to rise to this challenge.



Barbara Starfield (1932-2011)

“The well known but
underappreciated secret of
the value of primary care is
its person and population,
rather than disease, focus”



“It is time that primary care
physicians take leadership in moving
medical care where it needs to be: to
the care of patients and populations
and not the care of diseases. It is not
only biologically correct to do so — it
is also more effective, more efficient,

safer, and more equitable”.



