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The IOM Quality Chasm Report The IOM Quality Chasm Report 
Conclusions:Conclusions:

•• “The current care systems “The current care systems cannotcannotdo do 
the job.”the job.”
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•• “Trying harder will not work.”“Trying harder will not work.”

•• “Changing care systems will.”“Changing care systems will.”



To Change Outcomes Requires Fundamental To Change Outcomes Requires Fundamental 
Practice ChangePractice Change

Reviews of interventions in several conditions show Reviews of interventions in several conditions show 
that effective practice changes are similar across that effective practice changes are similar across 
conditions.conditions.

Integrated changes with components directed at:Integrated changes with components directed at:
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Integrated changes with components directed at:Integrated changes with components directed at:

•• influencing  influencing  physicianphysicianbehavior,behavior,

•• better use of better use of nonnon--physician team membersphysician team members,,

•• enhancements to enhancements to information systemsinformation systems,,

•• plannedplannedencountersencounters

•• modern modern selfself--management supportmanagement support, and , and 

•• care management for high risk patientscare management for high risk patients





What characterizes an “informed, activated What characterizes an “informed, activated 
patient”?patient”?

Informed,
Activated

Patient

5

Patient

They have the motivation, information, skills,They have the motivation, information, skills,
and confidence necessary to and confidence necessary to 

effectively make decisions abouteffectively make decisions about
their health and manage it.their health and manage it.



What characterizes a “prepared” What characterizes a “prepared” 
practice team?practice team?

Prepared
Practice 

Team
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At the time of the interaction they have At the time of the interaction they have 
the patient information, decision support, and the patient information, decision support, and 

resources necessary to deliver resources necessary to deliver 
highhigh--quality care. quality care. 



Informed,
Activated

Patient

Productive
Interactions

Prepared
Practice 

Team

How would I recognize aHow would I recognize a
productive interaction?productive interaction?
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•• Assessment of selfAssessment of self--management skills and confidence management skills and confidence 
as well as clinical status.as well as clinical status.

•• Tailoring of clinical management by stepped protocol.Tailoring of clinical management by stepped protocol.
•• Collaborative goalCollaborative goal--setting and problemsetting and problem--solving solving 

resulting in a shared care plan.resulting in a shared care plan.
•• Active, sustained followActive, sustained follow--up.up.



ClinicalClinical Information SystemsInformation Systems

•• Provide reminders for providers and Provide reminders for providers and 
patients. patients. 

•• Identify relevant patient subpopulations for Identify relevant patient subpopulations for 
proactive care.proactive care.
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proactive care.proactive care.

•• FacilitateFacilitate individual patient care planning.individual patient care planning.
•• Share information with providers and Share information with providers and 

patients.patients.
•• Monitor performance of team and system.Monitor performance of team and system.



Community Resources and PoliciesCommunity Resources and Policies

•• Encourage patients to participate in Encourage patients to participate in 
effective programs.effective programs.

•• Form partnerships with community Form partnerships with community 

9

•• Form partnerships with community Form partnerships with community 
organizations to support or develop organizations to support or develop 
programs.programs.

•• Advocate for policies to improve care.Advocate for policies to improve care.



Health Care OrganizationHealth Care Organization

•• Visibly support improvement at all levels, Visibly support improvement at all levels, 
starting with senior leaders.starting with senior leaders.

•• Promote effective improvement strategies Promote effective improvement strategies 
aimed at comprehensive system change.aimed at comprehensive system change.
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aimed at comprehensive system change.aimed at comprehensive system change.
•• Encourage open and systematic handling of Encourage open and systematic handling of 

problems.problems.
•• Provide incentives based on quality of care.Provide incentives based on quality of care.
•• Develop agreements for care coordination.Develop agreements for care coordination.



The Effectiveness of QI Strategies: Findings from a Recent The Effectiveness of QI Strategies: Findings from a Recent 
Review of Diabetes CareReview of Diabetes Care
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Shojania, K. G. et al. JAMA 2006;296:427Shojania, K. G. et al. JAMA 2006;296:427--440.440.



La Germania: i «Disease management Programs»



• ALD n°8 - Prise en charge du diabète de type 2

• L’objectif du guide médecinest d’expliciter pour les 
professionnels de santé la prise en charge optimale et le 
parcours de soins d’un malade admis en ALD au titre de l’ALD parcours de soins d’un malade admis en ALD au titre de l’ALD 
8 : diabète. 

• L'objectif du guide patient est d'expliquer au malade admis 
en ALD, au titre d'un diabète, les principaux éléments du 
traitement et du suivi. Il contient également une liste des 
contacts utiles. Ce guide lui est remis par le médecin traitant en 
même temps que le protocole de soins validé par le médecin 
conseil de la caisse d'Assurance maladie



Kaiser Permanente - California

• Is Kaiser The Future Of American Health 
Care?

• Studies show that the death rate from heart 
disease among this population (CHD) is 30% 
lower than the general population (of the same lower than the general population (of the same 
age). One 2002 study actually showed that after 
adjusting for age and socio-economic differences, 
health care costs per capita in Kaiser and the 
National Health System in Britain were similar 
(within 10%) but that Kaiser had significantly 
better health outcomes



Regione Toscana



Accordo tra Regione Toscana e Organizzazioni 
Sindacali rappresentative della Medicina Generale

• Il lavoro di team fra MMG, medici di continuità 
assistenziale, infermieri, operatori socio-sanitari ed altri 
professionisti nella gestione del paziente lungo l’intero 
percorso di assistenza e cura, implica l’uso delle proprie 
cartelle cliniche informatizzate dalle quali poter trarre le 
informazioni necessarie per:informazioni necessarie per:
– il monitoraggio delle patologie croniche ed il patient summary, 

ovvero un set predefinito di informazioni relative agli assistiti in 
carico, così come definito dal progetto Carta Sanitaria 
Elettronica;

– la pianificazione personalizzata degli interventi;
– l’educazione ed il supporto dei pazienti al self-management;
– lo sviluppo di competenze gestionali e l’utilizzo continuo 

dell’audit nell’ambito del team.



I moduli

• La scelta dei moduli deve essere effettuata sulla base dei seguenti 
requisiti:
– una popolazione di riferimento di circa 10.000 assistiti;
– una sede unica o principale (tra due o più sedi) per lo svolgimento 

dell’attività del team;
– la presenza di un infermiere e un operatore socio sanitario con – la presenza di un infermiere e un operatore socio sanitario con 

formazione complementare in area sanitaria in rapporto alla 
popolazione di riferimento (1/10.000);

– una infrastruttura informatica in grado di consentire la registrazione dei 
dati di attività da parte di tutti i componenti del team;

– la formazione specifica del personale di cui al punto precedente sui 
percorsi assistenziali condivisi a livello aziendale, con la partecipazione 
della Medicina Generale;

– il supporto da parte dell’azienda sanitaria di riferimento per le altre 
figure professionali coinvolte, secondo quanto previsto dai percorsi 
assistenziali.



Il sistema di remunerazione per la 
Medicina Generale

• compensi per i coordinatori dei moduli;
– € 1.500, se il numero degli assistiti del modulo è 

inferiore o uguale 15.000;
– € 2.250, se il numero degli assistiti del modulo è – € 2.250, se il numero degli assistiti del modulo è 

superiore a 15.000

• compensi per le attività dei MMG;
– Ad ogni MMG viene riconosciuto un compenso 

massimo a regime pari a € 4,5 ad assistito per anno

• collegamento ADSL



LOMBARDIA. Assistenza ai cronici: 
la regione lancia il Creg

• Si chiama Creg (Cronic related group) ed è il 
progetto che la Regione Lombardia ha lanciato in 
maniera sperimentale nel 2011 per l'assistenza sul 
territorio dei pazienti cronici.territorio dei pazienti cronici.

• In sintesi il progetto Creg profila una competizione 
tra erogatori che finirà per mettere in gara i medici 
di famiglia (organizzati in gruppi tipo Utap), gli 
ospedali (che andranno a "procacciarsi" gli assistiti 
sul territorio) e il privato no profit (che in Lombardia 
gode tradizionalmente di grande attenzione)



Regione Lombardia











Progetto «Nocchiero» Liguria



Diagnostica cardiovascolare reale e teorica secondo 
gli standard nella popolazione diabetica in Liguria
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Analisi per diagnosi accorpate regioni 
principali

Caso Totali Fuori regione LIGURIA % fuga

Diabete 12075 929 11146 7.69%

Diabete +arteriopatia 238 15 223 6.30%

Infezioni ascessi 56 1 55 1.79%

Diabete+ linfangite 2 0 2 0.00%

Angioplastiche 241 22 219 9.13%Angioplastiche 241 22 219 9.13%

Angioplastiche + by pass 19 2 17 10.53%

By pass 77 5 72 6.49%

Amputaz  gamba coscia 39 0 39 0.00%

Amputaz  piede avampiede 127 23 104 18.11%

Amputaz  piede avampiede + 

gamba coscia
11 1 10 9.09%

Totale generale 12885 998 11887 7.75%

29dicembre 2011
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LA GESTIONE INTEGRATA IN LA GESTIONE INTEGRATA IN 
PIEMONTEPIEMONTE
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Grazie per la cortese attenzione


