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state or ,0/7 y5/ca/ menz‘a/

ia . social wellbeing

= _no’ ot merely the absence
= of a/sease or infirmity
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(WHO)

= lCT and advanced equipments could reduce
A the fragmentation of social and health care
A the geographical dispersion of the actors
at an increasingly accessible cost.




Boliciesa Q”verticalgeﬁ‘gt—

I|C|es on health and social care
‘mostly based on a fverticalofocus

_.. m.‘

pecmc sub-populations:
= hronic disease management,
| AISk control for the frail elderly,

ﬁsupport the independent living
of those with disabilities

current eHealth roadmaps are horizontal é
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| ~th solutions could assist the move
~ towe /ards more sustainable care systems,

| " to éffectlvely transform the care provision
{owards the territory,

supporting home care and
reducing improper hospitalisations.
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y fragmented eHealth solutions
) already exist across Europe .
f~- re is still a lack of a framework

= - . _}. -

..':’- = [0 put systematically together :

F

Athe technology-driven horizontal approach
of e-booking, e-prescribing, etc

Athe problem-driven vertical approach
of health policies
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allze actors objectives, roles, tasks,
4=act|on points and information needs

“the context for clinical, social,
_— = rganlzatlonal managerial, educational,
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= admlnlstratlve practical functions:

Awork out eHealth roadmaps
compatible with health and social policies,
funding models, demographic changes
and needs for care




o nome cae -

only healthcare
only ICT services

a pparently) low-tech tools,
~  e.g. weelchairs and contact lenses

Aserwces based on equipments, e.g.
survelllance, home measurement devices

trend on synergy among technologies
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"Iagies support daily life activities
Al JJ snrich quality of life,

ety (e.q., falls, wandering),

S ‘“" DL and self-care activities

——

= /._;:, (e g. for bathing, mobility, medication),
Acommunlcatlon (e.qg., social interaction),

Aentertainment (e.g., recreation, leisure).
[Tak 2010]
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nSTcdifficulty’to measure™
| ext:dep_@_ndem‘aﬂm
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partial functional recovery,
= satisfactory for adaptation
to work or social life

of a particular individual

area of intervention:
self, carers,
technologies

Impaired function
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tially restored abilities
no e authonomy, less dependency
e -"’ Ore people able to remain at home
Aless need for an informal carer

; A ess burden for informal carers
A ess workload for formal carers
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lated equipments and ICT solutions
""ctly acquired by the consumer

- or prowded by the care providers)

= cannot change the context

- ——

f\mnovatlve care models are required
- to face sustainability and equity
e.g. chronic disease management

Aaccording to new rules of the game
g
(regulations, incentives)
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ut the detalled requirements
ructured information:

=t ;,. approprlate clinical data

-;:3 m 0 be captured and exchanged,

}_;— Athe level of coding actually needed
“for further processing,

Athe timely indicators
for governance and other secondary uses
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" al Health Record systems

ders with a high organizational cohesion
. Kaiser, Veterans, Maccabi)

:unt on high-quality, care-related

==ﬁ grated information systems.
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~ Several other PHRs are artifacts that do not
correspond to an integrated care ecosystem;
the citizen seems not to be able or willing to "unify"
In that PHR his/her disparate care experiences.
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stemlc pervaswe effect
. v,o ked by authorities and payers,

| ed to shift attention from technology
:;_ = eol) to organization

— Anew professions (care manager, a nurse)

Anew forms of payment to provoke
an aggregation of care providers
(e.g. Accountable Care)
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Lie! % Systemlc) technologles arena
'.r.'r 2imain driver of change,
t jUSt a factor or maybe a catalyser

i Ihey offer in fact the opportunities
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= toenable, amplify or support
~ relevant organizational changes

Aperhaps endorsed and made possible
by new approaches to regulations
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- U "4- up a framework to foresee
if nfluence of technologies
n the Long-Term Care milieu
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_' 7 1mpact on the autonomy of the recipient,
fi_; ~— on the need of professional activities,
- on the distribution between
residential and home care,

and on the burden of care helpers
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AIWEIEN\WP4: the case studies
RSENRg 4. the cas
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ntla diabetes and obesity
nfy the subjects according to
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= | estages of the long-term condition
f";’f"?i prevention / onset,

- 2. stable phase,

3. complex consequences




