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Dal 2000 al 2014 l’età di 
insorgenza delle malattie 
croniche è diminuita 
mediamente di 3 anni  
(da 56.5 a 53.5 anni) 

Fonte: Meridiano Sanità, Le coordinate della 
Salute Rapporto 2016. The European House 
– Ambrosetti su dati Eurostat, 2016 

The “Double Expansion of Morbidity” Hypothesis: 
Evidence from Italy. CEIS Tor Vergata. Research Paper 
Series Vol. 15, Issue 1, No. 396 pag 15-16– February 
2017 

Il numero di anni  non in 
buona salute è aumentato 
per due cause: aumento 
dell’aspettativa di vita e 
anticipo dell’insorgenza di 
malattie. 



…the supply of primary care physicians 
significantly reduced the effects of income 
inequality on self-reported health status  

Primary care was found to be associated with 
better health outcome therefore  improving 
the ratio of primary care to population could 
improve health outcomes 

Counties with high income inequality 
experienced between 11% and 13% higher 
mortality than counties with less inequality  

Primary care reduces disparities in health 
across major population subgroups 
(including racial and ethnic minorities) as 
well as socially deprived adults and children 



Nano Level 

Concerne le decisioni che riguardano il rapporto  

diretto tra paziente/caregiver e professionisti e 
organizzazione sanitaria 



Il paziente è una risorsa 
poco valorizzata ma 

essenziale per migliorare 
l’efficacia e la 

sostenibilità dei processi 
di cura. 

Patient engagement:                      
una possibile risposta 



Collins, Lauren G., and Kristine Swartz. (2011) 

Evidence  Authors 

Patients who are more active 
and engaged in their care 
more frequently reports 
better clinical outcomes  

Hibbard & Greene, 
2013 

Higher satisfaction with their 
care relationships  

Becker & Roblin, 2008 
Alegría et al., 2009 

Higher quality of life   Barello & Graffigna, 
2014a 

Healthier behaviours  Hibbard et al., 2007 

More effective self-
management skills  

Skolasky et al., 2008 

Treatment adherence  Green & Hibbard, 2012 

Reduction of healthcare 
costs and to better 
economically sustainable 
organizational processes  

Coulter & Ellins, 2007 
Berwick et al., 2008 
Hibbard et al., 2013 

Evidence of success:  

Engaged patient  Engaged caregiver  



The 8 basic priority for self-
management 

2. Learn about 
the disease and 
setting goals 

6.Changing 
lifestyles in order 
to reduce the risks 

1. Know how and 
when to seek 
medical advice 

3. Take 
medication 
properly 

4. Perform 
examinations and 
recommended 
controls 

5. Know how to 
keep the jumping 
control disease 

7. Changing 
lifestyles in order 
to reduce the risks 

8. Carry out 
specialist visits 
and follow-up 



AN ALTERNATIVE VISION FOR PRIMARY HEALTHCARE 
AGREEING ON COMMON IMPROVEMENT PRIORITIES 

WITH PATIENTS AND PROFESSIONALS 

⁺⁺ p<0,01 
Boivin, 2014 

Intervention (Patients and professionals)  

Control  (professionals only) 



Caregiver engagement 

Collins, Lauren G., and Kristine Swartz. "Caregiver care." American family physician 83.11 

(2011): 1309. 



Micro 
Level 

Concerne le decisioni  che riguardano i professionisti 
e gli operatori socio-sanitari 



Interprofessional Education  

The World Health Organization (2010) defines 
interprofessional  collaborative practice CP as “multiple 
health workers from different professional backgrounds 
working together with patients, families, caregivers and 
communities to deliver the highest quality of care”  

 
Organization (2010). Framework for action on interprofessional education and collaborative practice. Geneva, 
Switzerland: World Health Organization.  

WHO defines IPE as “students from two or more 
professions learn[ing] about, from, and with each other to 
enable effective collaboration and improve health 
outcomes”  

Interprofessional Collaborative Practice 



There is now sufficient evidence to conclude that effective 
interprofessional education (IPE) enables effective CP                    

(Blackwell et al. 2011; Frenk et al. 2010; Reeves et al. 2009;  
Yan et al. 2007).  

 



Definizione di Primary Care  
(European Commission Expert Panel) 

Erogazione di servizi sanitari e comunitari, 
universalmente accessibili, integrati, esaustivi ed 
orientati alla persona, forniti da un team di 
professionisti responsabili nel dare risposte a gran 
parte dei bisogni di salute delle persone.  

 

Questi servizi sono erogati attraverso una partnership 
con pazienti e caregiver informali, nel contesto 
familiare e comunitario, e giocano un ruolo centrale 
nel generale coordinamento e continuità 
dell’assistenza alle persone. 

         

         De Maeseneer, Jan. "European Expert Panel on effective ways of investing in Health: opinion on primary care." Primary 
health care research & development 16.02 (2015): 109-110. 



Skill mix definizione 

Buchan, James, and Mario R. Dal Poz. (2002): 575-580. 

The term ‘‘skill mix’’ is usually used to describe the mix of posts, grades or 
occupations in an organization (strictly speaking, this is more accurately referred 
to as ‘‘grade mix’’).  
 

It may also refer to the combinations of activities or skills needed for each job 
within the organization  

Skill mix caratteristiche 





Meso 
Level 

Concerne le decisioni che riguardano i modelli di 
organizzazione dell’erogazione dell'assistenza 



It is an organizational approach to caring for people with chronic 
disease in a primary care setting.  
 
The system is population-based and creates practical, supportive, 
evidence-based interactions between an informed, activated 
patient and a prepared, proactive practice team. 

The Chronic Care Model (CCM) 







A model for care provided by physician practices aimed at strengthening the physician-
patient relationship  by replacing episodic care based on illnesses and patient 
complaints with coordinated care and long-term healing relationship  

Patient Centered Medical Home (PCMH)  



Nielsen, M., Buelt, L., Patel, K, & Nichols, L.(2016).  
The Patient-Centered Medical Home's Impact on Cost 
and Quality, Review of Evidence, 2014-15 

Riassunto delle pubblicazioni 2014-2015 

JAMA. 
2014; 
311(8):815-
825.  

Impatto Patient-Centered Medical Home 



…We must deconstruct primary 
care, which is not a single set of 
services but a group of services 
delivered to meet the different 
needs of multiple subgroups of 
patients…primary care teams 
should be organized around 
serving distinct subgroups of 
patients with similar primary care 
needs… 





Department of Health. Supporting people with long-term conditions: an NHS and social care model to support local innovation and 
integration. London: Department of Health; 2005.  



VENETO 

Cacciapuoti. 2015;  Lorenzo Roti 2017, Maria Chiara Corti 2014;  Quotidiano Sanità 30.01.2017 

TOSCANA 

EMILIA 
ROMAGNA 

LOMBARDIA 





Richard V. Milani, Carl J. Lavie. Health Care 2020: Reengineering Health Care Delivery to Combat Chronic Disease 
  

“gatekeeping di medici del territorio” con “referral” ad un team 
di assistenza di professionisti, che agisce con il patiente 
“coinvolto” nelle attività quotidiane, e che ingaggia l’assistito  
avvalendosi anche di tecnologie centrate sul paziente   

http://www.sciencedirect.com/science/article/pii/S0002934314010353
http://www.sciencedirect.com/science/article/pii/S0002934314010353
http://www.sciencedirect.com/science/article/pii/S0002934314010353
http://www.sciencedirect.com/science/article/pii/S0002934314010353
http://www.sciencedirect.com/science/article/pii/S0002934314010353


Hoovering: Impatto 



Macro 

Level 

Concerne le decisioni riguardanti le policy da intraprendere 



"...good governance and public policy implication with the maximum 

achievable effectiveness and efficiency (not to be confused with mere 

savings), and the same standards of transparency, accountability and 

responsibility required from health professionals.."  
Ortún Vicente Primary care at the crossroads. Gac Sanit. 2013;27(3):193–195. 

Bisogni 
Finanziamento 

 Servizi 

Appropriatezza (clinica ed organizzativa),  
Esiti clinici, Esperienza dell’assistito 

Programmazione 
integrata di servizi di 
comunità 

Piano assistenza individuale 

Dati con valenza 
informativa 

Necessità di programmazione e monitoraggio di comunità (programmi di comunità) 

 

 

Necessità di programmazione e monitoraggio a livello individuale (piani di assistenza 
individuali) 



 



Governare l’Assistenza Primaria. Manuale per operatori sanitari. Gruppo di Lavoro S.It.I. (2016) 
https://www.aprirenetwork.it/2016/11/10/che-cosa-e-la-assistenza-primaria/ 



“QUADRUPLE AIM” PER LA 
POPOLAZIONE 

Bodenheimer, Thomas, and Christine Sinsky. "From triple to quadruple aim: care of the patient requires 

care of the provider." The Annals of Family Medicine 12.6 (2014): 573-576. 



• Sviluppare policy ed investimenti per  consentire le 
innovazione suddette (forte commitment) 
 

•  Fornire risorse adeguate e creare sistemi di incentivi che 
incoraggino il coordinamento tra di diversi fornitori e  settori 
 

• Bilanciare rapporti tra governo centrale e autonomia locale e 
fornendo messaggi coerenti tra riforme e prassi assistenziale 
 

• Coinvolgere tutti gli stakeholder 
 

• Imparare dall'esperienza: policy informate sulla base evidenza 
scientifica (modelli di organizzazione e finanziamento,barriere 
e elementi di facilitazione nel contesto locale) 

NOLTE -Eurohealth incorporating Euro Observer -European Forum Gastein— Vol.21 | No.3 | 2015  

PRIMARY HEALTH CARE: DAGLI “ESPERIMENTI” 
ALLA ROUTINE 


