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An Overview
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• innovation for tackling societal challenges, e.g. ageing and health
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• innovation for addressing the weaknesses & removing obstacles in the European innovation system

• ICTs for tackling societal issues - ageing, health care delivery
• sustainable healthcare & ICT-based support for dignified & independent living

European Innovation Partnership on Active and Healthy Ageing

Political added value of the EIP
inspire for policy action
support from the ground
identify good practices working in real life

Joint Action on Chronic Diseases and
Healthy Ageing (28 countries + 5
networks)
High level conferences (e-health,
Gastein Forum, Conference of Partners,
Frailty and Adherence Conferences)

EC: facilitator & supporter
develop policy on active & healthy ageing

Alignment of priorities in Horizon
2020, CIP 2013, PHP 2013 etc.

align policy priorities with funding
mobilise efforts & resources

Reflection process of the MS: Towards
modern, responsive and sustainable
health systems

Building up EIP scale and critical mass
1,000 regions &
municipalities

1 billion euro
mobilised

30 mio citizens,
>2 mio patients

> 500 commitments

3,000 partners

Marketplace
>30,000 visits >650
registered users
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Stronger network of partners
-

10 submissions expand existing commitments
30 submissions involve existing AG member

Focus on Implementation
-

close to half of the committed organisations are care providers
over half of the commitments are directly contributing to the implementation of integrated
health and care systems

European Innovation Partnership
on Active and Healthy Ageing

B3 Action Group
‘Replicating and tutoring integrated care for
chronic diseases, including remote
monitoring at regional levels’

B3 Objective (Operational Plan 11/11)
• Reducing avoidable / unnecessary
hospitalisation of older people with chronic
conditions, through the effective
implementation of integrated care
programmes and chronic disease
management models that should ultimately
contribute to the improved efficiency of
health systems.

B3 Integrated Care Collaborative
Regions, delivery organisations, patient / carers organisations, academia, industry

iterative,
flexible
process

provide input –
expertise, best
practice

collect experience, evidence
to support policy-making

inspiration
synergies

scale up
innovative
solutions

+2 HEALTHY LIFE YEARS by 2020
A triple win for Europe

B3 Action Group Membership

135 EIP commitments received from:
• Regions
• Delivery organisations
• Patient / carer representative organisations
• Academia
• Industry

199 individual stakeholders from committed
regions / organisations and growing……

EIP AHA B3 Action Plan
Increase the average number of healthy life yrs by 2 in the EU by 2020
Health status and quality of life । Supporting the long term sustainability and efficiency of health and social systems । Enhancing competitiveness of EU industry

Chronic Conditions
By 2015
Chronic Conditions’ Programmes available at
least 10% of target population in at least 50
regions

Integrated Care
By 2015 - 2020

SIP
TARGETS

Integrated Care Programmes serving older people,
supported by innovative tools and services, in at least
20 regions
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B3: Integrated Care Collaborative
B3 Good Practices

B3 Good Practices
• Objective: to gather an initial map of current
integrated care activities relating to the B3
Action Areas
• Who: All B3 members were invited to
complete the B3 Good Practice template
• What: 37 regions / organisations completed
the template by the end of April 2013

Collection of good practices
March-April 2013

•
•
•
•

37 good practices
29 organisations
16 regions
8 action areas

… and the collection
is still on-going

Thematic coverage of the good practices
- B3 Action Areas
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Organisational Models
Change Management
Workforce Development
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Care Pathway
Patient / user empowerment
Electronic Care Records / ICT / Teleservices
Finance, Funding

Coverage of the good practices
14
12
10
8
6
4
2
0
under 10,000

10,000-50,000

50,000-1000000
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- Size of the target population varies from 50 patients to 7,5
million citizens
- Total: over 13 million people

Themes
50% of the good practices target one or
more chronic disease (cardiovascular
diseases, COPD, diabetes, etc)
Numerous examples of comprehensive
regional programmes for chronicity
Wide range of issues, incl. insurance, social
security, housing, independent living,
volunteering, impact on competitiveness
Innovation in technologies, delivery of
services and organisation
Patient-centered
Strong focus on implementation

….. A few examples
ParkinsonNet, Radboud University Nijmegen Medical Centre
Successfully improved Parkinson care in the Netherlands by:
1.
2.
3.
4.

Developing regional networks of primary and secondary Parkinson care around general
hospitals
Selecting and training physiotherapists to work according to evidence-based guidelines
Boosting patient volumes per therapist by stimulating selective referral to ParkinsonNet
therapists
Supporting these networks with online tools to enhance information exchange and
communication and therefore collaboration between allied health professionals, neurologists,
and empowered patients.

The model demonstrates:
1.
2.
3.
4.

An improvement in the quality of care for those patients
Prevention of disease complications (including a 50% reduction in hip fractures)
A reduction in hospitalization
A substantial cost reduction (€20 million annually in the Netherlands alone)

SUSTAINABILITY

Good Practice in AA7 –
ICT and Teleservices
NHS24, Scotland: ICT for prediction of risk improves planning
healthcare and better address of resources .
Puglia, Italy: Telecardiology - Over 550.000 ECG performed,
significant
reduction of avoidable death, 60% underwent
appropriate treatment and no hospitalization unless urgent (only
11%)
Lombardia, Italy: Homebase telesurveillance programme COPD
PTS. 60% of PTS didn’t occur hospitalization.
Fondazione B.Kessler Trentino, Italy: Access to personal HER a
key element for empowerment. Best practice in the field of PubPriv partnerhip for e-health procurment

Good Practice in AA7 –
ICT and Teleservices
NHS24 Scotland: ICT to support learning network – to share knowledge
and foster peer to peer review.
Catalonia NEXES Project: ICT Platform for health information sharing,
Patient self-management, Electronic Health Record.
Basque Country TelBil: ICT telemonitoring resulted in significant
reduction in hospital admissions for patients with Heart Failure and COPD
Saxony, Germany: ICT for Diabetic patients, management of patients
data, networking among stakeholders, real time monitoring of related
costs
Lombardia Fondazione Maugeri, Italy: Telesurveillance programme for
Heart Failure patients demonstrated reduction of hospitalisation and
improved access to appropriate care
SIPE, Emilia Romagna, Italy: R.A. financed Industrial District, creating
partnership between enterprises and Universities to foster R&D processes
followed by technology transfer

Next steps...
• An analysis of good practices will be
undertaken to determine:
– Success factors – why initiative worked well
– Lessons learned – what didn’t work / what could
be done better / differently
– Transferability to other regions / organisations – to
promote scale up of integrated care

• Will inform the development of the B3 toolkits
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B3: Integrated Care Collaborative
Action Area 6 : Patient/user empowerment, health
education and health promotion
Francesca Avolio
Regional Healthcare Agency of Puglia-Italy

B3 Action Area 6
Patient/user empowerment, health education
and health promotion
 Objectives/activities

Support patients/users to actively participate and
demand more responsive and integrated care
programme for chronic diseases (Action Plan, 2012)

B3 Action Area 6 Deliverable-WP 2013
WP6-1 Mapping of coaching, education or approaches to support
patient/user empowerment and improve patient adherence and compliance
Task description:
1.Design a template to collate Case Studies on approaches used to support health education
processes and patient/users empowerment to improve patients self management, adherence and
compliance and to collate “definitions” used for those processes and initiatives.

Sub activities:
1.Design a template to collate Case Studies (CS) for mapping activities carried out and
definitions adopted by Organisations/Institutions/Regions for each of the following :
a. empowerment (coaching) of patients (organizational model: structural analysis),
b. health education processes (procedures and tools, process analysis);
c. evaluation of patients to guarantee an equal level of delivery (equity processes)
according to a mix of clinical indicators and social indicators: complexity of patient,
intensity of care required personalised approach, level of integrated approach
needed;
d. Integrated approach (welfare system structure) and involvement of communities

B3 Action Area 6 Deliverable-WP 2013
Sub activities:
2.Testing template completing it by two different delivery organisations (one
region, one association, etc.) and defining a dissemination plan (agree on the
tool to use to send the case study template around and collect feedback)
3.Disseminate the CS template, together with the two completed examples to
all EIP on AHA members

Task description
2:Analysis of Case Studies
Sub activities:
1. Data collation from completed Case Studies on:
a. empowerment
b. education processes
c. evaluation of patients
d. integrated approach and involvement of communities

B3 Action Area 6 Deliverable-WP 2013
Sub activities:
2. Group data: geographically, thematically, healthcare /welfare systems
structure.

Task description
3:Develop indicators to monitor coaching , education and/or approaches that support
patients empowerment, self management changes (adherence, compliance, and
others), impact of health education on the population
Sub activities:
1. Define common indicators to evaluate the changes per pathology (clinical outcome,
clinical process: adherence, compliance, follow up, )
2. Define and select indicators to monitor self management ability (improvement of 3.
3.Define and select indicators to monitor education processes (health literacy)
4. Define indicators to monitor integration processes an community involvement;
5. Define common indicators to evaluate patient satisfaction

Time to get involved!

How can we better work together to
support and promote health education and
patient empowerment to foster the scale
up of integrated care in Europe?
How could EIP and the B3 Action Group
help?

Time to get involved!

Are you currently working on the projects
where the outcomes of which can help to
achieve the objectives of AA6?
Would you like to contribute and share
the outcomes with AA6 Group?

