Learning from the hard reality of trying to create
integrated care: reflections from implementation

“Our Catalan experience of navigating the rough seas”
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CATALONIA

Main features: r?;\i’ &
B A Y
e 8 Million inhabitants 4@_! f%‘

* Decentralized and own responsibility for both organizing health

and social care services

* Universal health coverage, funded through general taxation

Pla de salut
de Catalunya
2021-2025

» Separated functions: commissioning/purchasing from provision

PLA
ESTRATEGIC
DE SERVEIS
SOCIALS
2021-2024

* Access to social care services is means-tested with variable co-

payments by users. Organized by Local Governments
* No complete aligned boundaries between health and social care

services

ESTRATEGIA 3:
INTEGRACIO DE
L’ATENCIO A LA

\ SALUT




1. Where did we start our integrated care journey?

A very intensive ageing process and increasing number of
people with multimorbidity (MM) and complex needs
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«™™2050: > 1/3 population over 65y. and > 12% pop. over 80y.

%
z0
g3

Healthy
33%

Evolution from starting in a “disease management”
orientation towards a “care management” orientation for MM

and complex needs -
*More clinical component .—_a.‘

cH @) SELFCARE
() CURATIVE APPROAS @ COLLABORATIVE CARE

@ Early IDENTIFICATION

Introduction of Palliative care orientation for people with
all Advanced Chronic illnesses

New conceptualization of earlier palliative care for advanced chronic
conditions

“CLASSIC”
PALLIATIVE
CARE




1. Where did we start our integrated care journey?

Lots of repetition of legislative elections and “ups and downs and stops” with
different waves of transformation

5 elections in 12 years

2 Consolidation of well developed Primary Health Care (PHC) involved in
¢ this agenda.

: iy Almost 400 Primary Health Care areas with multidisciplinary composition

Multimorbidity / Frailty /
. Severity / Progression

Initial self-awareness at DoH that some people has concurrent c:,::."::,:‘.:)/ ]
health & social care needs and we are called to create an 4
Integrated Health and Social Care agenda Bwmpary | contloiy

Social determinats / Great “fragmentation”:

Comprehensive complexity (+social component) beyond “clinical” complexity =™'"*" S



INTEGRATED CARE (Health + social care) WHY IT IS NECESSARY?

HEALTH NEEDS
(provided by health

services)
MM / High intensive hospit
and A&E users

69

CLINICAL Q SOCIAL |
| ﬂ/IPLEXITI ' ( i ) COMPLEXITY
SOCIAL CARE NEEDS
% (provided by social
services)

Disability / People who need
support in ADL / Living alone
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Constructing an Agency of Integrated Care

Integrated
Care

CATALONIA .
PREVIOUS ATTEMPTS

P PAISS

PROE

1986 2014

Vipa 2005 2019

ALS ANYS @'SS 2024-2025




2. Main events and signposts over the journey

National and comprehensive ICT solutions and digital transformation strategy for
people with complex needs (health + social)

. Severity / Progression

°‘f*""5=°***'_) - Intersociety agreement on
T multidimensional assessment / Rapid
’ . =T Assessment Tool (eHR version)

Define a comprehensive model of care
for people with complex needs
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2. Main events and signposts over the journey

|dentify people with complex needs (both health and social)

Need of incorporation of social care data to
identify future high intensive users of home

Creating an algorithms to identify people with complex needs care or admissions in nursing home
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2. Main events and signposts over the journey

Identification in eHR of people with complex needs creating digital shared care plan and
customized “viewers” accessible by hospital and A&E care and 112 emergency services
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2. Main events and signposts over the journey

/@’,
Progressive availability of population base indicators for target population: =
people with complex needs, home care and residential care Source: SISAP, October 2024

NEW indicators:

[FRegit Sarnilécia Sw® | Tz [ |

S e = wn—am [ RO ==~ * Expected prevalence people with complex
== Foeait Mo oerornaior needs and elaboration of care plans
et e = *In a population base: region / county /
______________ - ..,_. primary health care centre
— i —— * Rate of visits by Primary Health Care
== == » Utilization of health services: emergency
= R — admissions, A&E visits, ...
- - - * Pharmacy: quality prescription, cost
T — * Coverage of “multidimensional assessment
TR - + plan” for this population
S m— = * Monthly edition calculated based on last 12
T — months (Catalunya / Health Region / County
E i — / Primary Health Care Area)

S e * Comparative vision and temporal evolution
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2. Main events and signposts over the journey

Progressive availability of population base indicators for target population: people with
complex needs, home care and residential care

A

Proportion of people with complex needs (PCC) Rate of emergency admissions per 100 people with complex needs
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DATA D'ACTUALITZACIO: 31.12.2023

>

Prevalence of people with complex
needs

Visites per part de I'EAP

Mitjana de visites presencials realitzades en els dltims 12 mesos per infermer| 529 3,78 4,18 4,69 5,47 4,52 719 4,05

Percentatge de pacients visitats presencialment en els dltims 12 mesos perin| 97,48 95,34 87,99 93,62 98,05 9591 91,83 . .

Mitjana de visites presencials realitzades en els dltims 12 mesos per MFiC 2,84 4,13 2,99 4,05 3,79 10,07 B R a t e Of e m e rge n Cy a d m I SS I O n S X 1 O O
Percentatge de pacients visitats presencialment en els Ultims 12 mesos per M| 61,54 67,56 63,32 59,57 65,17 72,39 82,49 .

Cronicitat

Percentatge pacients PCC 62,6 72,53 50,1 65,89 63,55 61,53 70,98 66,72 H

= people with complex needs

Percentatge PCC amb PIIC 91,3 88,85 85,37 88,93 50,01 87,32 92,52 86,11

Percentatge pacients MACA amb PIIC 93,81 98,34 95,9 97,31 98,36 92,53 97,44 91,51 C S .

corecards t tor key perf

. - . O monltor Ke errormance
Polifarmacia >10 farmacs 6,28 4.4 . . .

Us de

Taxa d'urgéncies hospitalaries o CUAP o PAC dels pacients en residéncia 0,66 0,6 I n d I Cato rS ( re g I O n / CO u nty / P H C a re a )
Taxa de visites d’urgéncies hospitalaries per pacient en residéncia 0,57

Taxa de visites d’'urgéncies CUAP o PAC per pacient en residéncia 0,51 0,24 SO urce: SISAP October 2024
Taxa d'ingressos hospitalaris per pacient en residéncia | 0,33 | 035 ’




Current PRIORITIES inINTEGRATED CARE

)lb:, tg Deployment of | PRIORITISED PROJECTS OF INTEGRATED CARE I

-

o Integrated Care in RESIDENTIAL CARE
"E Integrated HOME CARE (involving health and social care)
‘”,ﬂ integrated Care in MENTAL HEALTH

& Integrated INFORMATION AND COMMUNICATION SYSTEMS

MIDIERV " Creation of | OF HEALTH AND SOCIAL INTEGRATED CARE AGENCY

RIDT&ERI
/AJS]’(C participated both by Department of Health and Department of Social Rights

TIC _ Ii Generalitat
Salut Social MY de Catalunya



3. Where are we now?

Strategy in 1) VIEWERS: Access from Health to the information held by Department of
Integrated Social Services through access to the viewer of WSocial for Health +
Information Health Viewer for Social Care services.
Systems
2) DATA SERVICE: Provide a data service from W Social and from Health IS to
incorporate the data into the tools for the work of the Integrated
Care team.
3) DATA REPOSITORY: for population data analysis Health + Social,

evaluation, planning, management and creation of predictive models /

algorithms



3. Where are we now?

HEALT
B — @ o .
E ] AN HITg New transformation at Department of

T —— e 5 Social Services: data set + services

eSocial

eCA P uSocial tSocial
managing social emergencies . benefits processor
AN AT ARG S - B o | - i . re
. uSocial tSocial pre .
vSocial Social preSocial

assessment system (disability, dependency) social risk prevention

sSocial
service management (managing, places, waiting lists)

dSocial
data management

vSociaI(l dSocial )sSociaI

HISTORIA C C

ecoSocial pSocial

5L BRTdsA Cc LECHC NG AP financial and budgetary management ® service provision and accreditation
ML € ecoSocial hSocial pSocial

wSocial o hSocial

social intervention (Héstia) social record strongly dependent on Health

ISocial

wSociaI(l ISocial pla plaSocial
relationship with local authorities (Contract Programme)

Social . ) .
& service scheduling, planning and assessment

@ Generate a interoperability environment between Health data set and new
sonsmo  Social Rights' data set

ACTIONS



3. Where are we now?

VIEWERS - Sharing information between Health & Social

Viewer Health for Social Care Viewer Social Care for Health

- CA v = (53
Salut + Social @ B el  cma A2 mscbax @ P complet s Equip Gatendé primaria ©
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Escale de Lavnon | Brody Escats Mini Nutritions! Assessment Test de Pleiffer Escala de Yesavage (versid de 5 fems) Excaln de Zarit Excala de Braden 2] 2 <€ S @ o © # i
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8 s 1 - 3 - 2 i 100 . 21 %
[ Ultimes gestions de la ciutadana per producte Veure totes les gestions
index de Barthel Escala Mini Nutritional Assessment complert | | Mini Examen Cognitiu de LOBO Escala de Zarit reduit Get up & Go fremps en segan)
s slnutricia 6 llew armilior Mederadam ¢ Producte C Inici vigéncia ¢ Fivigéncia ¢ situacié  Motiu
99 s 20 - 21 - 35 . 20
— - = . Gestié d'expedient - Dependéncia 15/09/2011 22/12/2011 Finalizat v
© Valoracit de simptomes v (& Qualitat de vida v Gestio d'expedient - Invalidesa (PNC) 15/09/2011 22/12/20m Final v
Diagnostics A Gestio d'expedient - PUA 0170272011 v
Actius  Mostrant 19 resultats Inactius  Mostrant & Gestié dexpedient - Prestacio econdmica
15/09/20 2/12/20 zat Resolucié denegatoria
pel complement de la pensi6 no contributiva 202201 el a1 Finaliza Resaluciddencgatdria | '+
N — - Gestié d'expedient - PUA 01/02/2011 01/02/2020 Finalizat — A~
v ds 2 ny @ Informacié ampliada
(aprassiu re * Gestié d'expedient - PUA - Assisténcia personal, Suport social i relacié amb l'entorn (Exp. 4/0/19941/08) Més Info.
* Gestié d'expedient - PUA - Assisténcia personal, Suport social i relacié amb l'entorn (Exp. 8/12/20941/10) Més info.

I 5/pagina v de 10 elements 01 v deles02pagines [TF
https://youtu.be/J57 9wfS3ZQ?si=W53Ke7eyj755T-L) https://youtu.be/nsATFmirwiY?si=cxOLZLMNhgvid2tG



https://youtu.be/J57_9wfS3ZQ?si=W53Ke7eyj75ST-LJ
https://youtu.be/nsATFmirwiY?si=cxOLZLMNhqvid2tG

3. Where are we now?

BIIEWERS - Sharing information between Health & Social \]
6) o o
Viewer “Social for Health” a2 .~ Viewer “Health for Social”
'%'_- 1 ¥
©" e
Acces from Health.to Social Care services Access from Social Services to Health Viewer
Viewer 5000 4557
140000 128853
120000 107211 4000
100000
3000
80000
60000 47156 2000 1586
40000 893
20000 . 1000 .
: o I
Access Professionals Citizens Access Professionals Citizens

Source: Dep of Health, November 2024 (data from 15th July till 30" November 2024)



3. Where are we now?

ADM ITgé SiSS My Shared Care Plan

AN CAU atenci6 assistencial i técnica unificat (24x7)
EINES TECNOLOGIQUES DE SUPORT AL MODEL ASSISTENCIAL DEFINIT
(+ eficiencia global del sistema, optimitzacié de costos, - temps de resposta, + temps transcorregut al domicili, - estrés al sistema) ESQUEMA D’INTEGRACIO DE LA TECNOLOGIA SiSS MANRESA
Informacié i dispositius accessibles per 'usuari i la seva unitat familiar
webs, sensors, apps, weareables, bots, dispositius médics amb protocols oberts, 1oT...) || @ v 4 crirvia
S _| [ ©)) Robbie Al pUTle o= S fis s
PLATAFORMA TECNOLOGICA D’ATENCIO INTEGRADA (multi usuari) E 3| 5 : La Intel-ligéncia Artificial (1A) en un software
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& E <§t Integracié de @) O © Analisi predictiu
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Integrat
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case management
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diSCharge fOIde r:'é):lftrtwo control their CAR E P LAN




3. Where are we now?

NO available international social care problems codes !!!

https://ticsalutsocial.cat/en/project/intersocial/

Hierarchy relationships

INTERSOCIAL SNOMED CT |-°

-

Concept Id

Concept
[81877007] Wousing problems (finding)

Fully Specified Name

pusing problems (finding)

504820019] Hpusing problems

commadation unsuitable
ing conditions unsatisfactory

=

291191016] Housing unsatisfactory

I “I VRN SR I ST ST VR ST I ST SRR S SR ¥

504820019] Housing problems
250539013] Housing unsuited to needs

250532016] House liable to vandalism

26455200107 Lack of cooling in house

250531011] House infested

453151017] Slum housing

26455370151 Housing contains structural barriers to movement

250518018] Lack of space in house
26455190161 Housing structurally unsound
1777647018] Damp in house

337257017] Hazards in the home
337248011] Mould growth in home
398074012] Inadeguate housing

285908013] House fumigated
291291013] Lack of heat in house

3372560141 Home subject to flooding

Description Ids

Terminology standard chosen to codify the InterSocial dictionary concepts is SNOMED which includes
social and health concepts and enables interoperability between social services and others


https://ticsalutsocial.cat/en/project/intersocial/

4. Looking forward towards a better digital health & care future!

My Shared Care Plan

Update and calibrate algorithms to identify people with
complex needs adding progressively social care data

-

‘

Design and customize tools to insert a “Joint Multimensional Assessment +
Unique Care Plan” + “Key Information Summary” (KIS) + communication tools

. — = Customize friendly information services as “Key Information
N 8 = Summary” for professionals who should assess and take quick
decisions

Build a repository of joint health and social care
data to offer an Integrated Care Scorecard services

Consolidate a Minimum Data Set of taxonomy of “social care
PR 1 () blems / needs”




Thank
you!

@conteljc
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