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SCALING-UP THE USE OF PATIENT SUMMARIES

What are the challenges to be addressed to improve coordinated-integrated,
holistic services when caring for frail older citizens?
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In case of Emergency, the patient summary is there in our mobile
phone and can be understood anywhere in the world
Emergency response teams can use the patient summaries to capture
accurately the aggregate and individual needs of a community hampered
by disaster.

What do current tools and approaches to standards do to support the flow of
information of a frail person on a health-illness trajectory?
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What actions are necessary to create an information infrastructure for frail people
to navigate their complex life?
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ADVANCING STANDARDS AND PROFILES

How critical is integrated dashboard based presentation of summary information
assembled from different sources?

Today:
Massive health data accumulated in silo EHR systems serving
documentation.
We need to move from passive documentation to active use of
information and knowledge creation: activation!
Patient summaries defined at the macro level: cross-border
exchange for emergency or unplanned care at government level.
Move to meso and micro level to address communities and
individuals.
Shaping the future: Focus on the top level: systems of innovation.

THE PROJECT
FOCUS, Frailty management Optimisation

What kind of data should the patient summary provide to optimize care in
emergency, planned and every day settings? How should this data be visualized?

through EIP AHA Commitments and
Utilisation of Stakeholders input, is a

AIM OF THE PROJECT

three-year project launched on May 1st

FOCUS aims to critically reduce the

2015, co-ﬁnanced by the Consumers,

burden of frailty in Europe by developing

Can an augmented or extended patient summary be linked to indicators and help
coordinate, orient, and evaluate health and care in the daily life of frail people?

Health, Agriculture and Food Executive

methodologies and tools to assist

Agency (CHAFEA), under the power

entities focusing on early diagnosis,

delegated by the European Commission.

screening and management of
frailty to achieve scalability.

Should we capture frailty in the patient summary?
How? means
When? update
Who? Source, target?
Use? Verification means?

FOCUS in the context of the EIPAHA
The FOCUS project is working with th commitments

How do we unpack the patient summary for elderly patients?
What are the relevant sections?
What is the source of the information?
What is the need addressed?

in EIPAHA that deal with frailty screening or management and
contribute to increase the average healthy lifespan in Europe by 2020.
The European Innovation Partnership on Active Healthy Ageing is pursuing a
triple win for Europe: healthier, independent lives for seniors; sustainability
and efﬁciency of social and health care systems and competitiveness of the EU
markets for innovative products and services.
Action Group A3 is speciﬁcally focused on the prevention of functional decline
and frailty.

FACTS

the case FoR extended patient summarIES

Frailty is a multidimensional dynamic condition and frail people experience
frequent and complex care transitions, involving multiple health and care
professionals of different specialties in different settings.
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“To support an innovative collaborative community of
public- and private-sector entities working toward
developing, deploying, and using eHealth science &
technology:
to empower individuals
to support care
to advance clinical outcomes
to enhance patient safety, and to improve the health
of populations.”

Consider the patient summary as
Active window to a person's health data across locations and jurisdictions,
Entry point with key information related to the current situation for navigation
to more detailed data to improve the health of populations.”

security preferences
identification
allergies

vaccinations
PALIATIVE CARE

health team

medications

implantable devices

encounters
Care coordination would help ensure that the
patient's needs and preferences for health
services and information sharing across people,
functions, and sites are met over time, in the best
interest of patients, carers and health and social
care systems.

social history

problems
Transition types include transfers from
service-to-service inside the same facility,
home-to-hospital, hospital-to-home, hospital-to-skilled care facility (e.g. rehabilitation unit),
and skilled care facility-to-home and/or homecare.

health team

JOHN SMITH

PROBLEM STATEMENT

OPPORTUNITIES IN CARE TRANSITIONS

A TALE IN SEVERAL ACTS

In practice, there are many barriers to care transitions and failures in care transitions.
John Smith is 80 years old. He lives with his wife Ann
in a small house in the suburb of a small city.
The house has two floors, and the bedroom and bathroom
are on the 2nd floor. There is a small toilet on the 1st floor.

TRADITIONAL CARE TRANSITIONS

Mr. Smith is 1.80 m tall and has weighed around 70 Kg for
the last few years. He is almost autonomous in the activity
of daily living (ADL 5/6; -1 because of urinary incontinence)
and in the instrumental activities of daily living (IADL 4/5; -1
because his drugs are prepared by his wife).

HOME

Patients perceive failures in terms of unreasonable
levels of effort required on themselves or their informal
caregivers in order to meet care needs during transitions among health care entities.

Care professionals notice failures in coordination particularly when the patient is directed to the "wrong" place in
the care system or has a poor health outcome as a
result of poor handoffs or inadequate information
exchanges. They also perceive failures in terms of unreasonable levels of effort required on their part during the
transitions.

Systems notice failures in coordination when financial
performance is affected and when a patient experiences
a clinically significant mishap resulting from fragmentation of care.

Polypharmacy
Regular check-up
examinations

Signiﬁcant weight lost
Feeling tired
Refuses to leave the house and preform everyday activities
Very frequent falls

Physiotherapy from
Rehab Unit

Carried to Hospital after severe collapse
Very weak, very confused, unable to stand up
Strong pain in the left leg

EMERGENCY
AMBULANCE

OPERATING
ROOM

INTERNAL
MEDICINE

REHAB UNIT

-

reduction in hospital LOS and reduced emergency re-admission rate, high quality of life
restoration or maintenance of function in keeping with increasing age
reduction of family/carer burden
delayed transfer for nursing home care.

Medications
Wheelchair and cane

FOCUS Framework of indicators FOR
assessing frailty interventions in old age
Follow Up
Appoitement

GP PRACTICE

SURGICAL
DEPARTMENT

We need measures of effective care transitions, example of a comprehensive and short list below:

1 Month in Residential Home
waiting for renovations
and Home service

RESIDENTIAL
CARE

EMERGENCY
DEPARTMENT

We need multilevel program evaluation
of implementation strategies to truly
understand intervention effectiveness
and adjust effort and resources utilization.

We need methods and tools to support transitional care implementation and evaluation.

Some three months
after Hospitalization
for removal of a
Prostatic adenoma

Courtesy of Jeff Greenwald, MD, SFHM
| Modified from Reason, J. Human error: models and management. BMJ. 2000 Mar 18; 320(7237): 768–770.

Effective communication and smooth transfer
of relevant information are crucial, with relatives,
carers and community service providers including
the primary care physician.

Hydration
Pain control drugs
Antihypertensive drugs
Sedatives
X-Ray

High blood pressure
Dehydratation
Rhabdomyolysis
Left femur fracture

Sedatives
Contact with Dr. Care for Medical history
list of medications and Urologist contact
Record with Hospital stay information
sent to Dr. Care

STRUCTURE INDICATORS
Very confused agitated
Cannot recall medications or doses
Unable to refer his medical history

Anti-delirium
therapy

IMPORTANT

IMPORTANT

Demand: #4

Participants’ inclusion and
delivery process: #6

Frailty specific: #2

Human resources: #7
Organizational attributes: #4
FEASIBLE (median>=7)
SD01 Number of frail and
pre-frail people accessing the
centre ..

Hip Replacement
With Prosthesis

SD02 Percentage (on average)
of frail and pre-frail people
among the total population
accessing the centre ..

Pneumonia
Always in bed
Better cognitive status

Specialist rehabilitation
Geriatric rehabilitation

Walk with cane and
only for short sections

OUTCOME INdicators

IMPORTANT

Material resources: #5

Cannot recall medications or doses
Always very agitated

Process indicators

SHR02 Total number of hours
worked by care professionals
involved ...

Staff training: #3
Monitoring and stakeholders’
involvement: #5
FEASIBLE (median>=7)
PST01 Percentage of involved
professionals who received
specific training for the
intervention ..
PMS04 Number of meetings/workshops/seminars/conferences to disseminate
the intervention or its
outcomes ..

Person-centred: #10
Mortality and use of
services: #5
Costs and cost-effectiveness: #5
Others: #3
FEASIBLE (median>=7)
OPC01 Quality of Life
OPC02 Functional status
OPC09 Satisfaction
OMS02 Institutionalization
OMS04 % admissions to
emergency ..
OMS05 % hospitalization

OPC01 Quality of Life (QoL)
OPC02 Functional status
OPC03 Falls
OPC04 Nutritional status
OPC05 Cognitive status
OPC06 Mood status
OPC07 Multimorbidity
OPC08 Polypharmacy
OPC09 Satisfaction
OPC10 Participation in social
activities/relationships

