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Primary Health Care
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…the provision of universally accessible, person-centered, comprehensive health 
and community services provided by a 

team of professionals 

accountable for addressing a large majority of personal health needs. 

These services are delivered 

in a sustained partnership 

with patients and informal caregivers, 

in the context of family and community, 

and play a central role in the overall coordination and continuity 

of people’s care…

http://ec.europa.eu/health/expert_panel/experts/working_groups/index_en.htm

http://ec.europa.eu/health/expert_panel/experts/working_groups/index_en.htm


Community Health Centers

• single point of access for citizens

• continuity of care,

• coordination of responses for citizens

• integration with the hospital

• integrated handling of patients with mental health problems

• prevention programs 

• promotion of citizens’ participation

• ongoing education and training for healthcare workers



84 Community Health Centers
(Casa della Salute)

1.9 million residents
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13  Nurse managed Community Hospitals
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Community Hospital
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• unique model
• nurse managed
• limited number of beds (usually less than 30)
• clinical responsibility with GPs or Local Health Unit physician
• involvement of physiotherapists and careworkers

Type of care
• nursing care
• rehabilitation (physical, respiratory and cognitive)
• promotion of patient empowerment and self-management
• care giver training



Integrated Care 

Multidisciplinary, Integrated, and 
Participated Pathways of Care

All in One…



Care Continuum Alliance: Implementation 

and Evaluation: A Population Health Guide 

for Primary Care Models. Washington, 2012

Population Health Management



A Regional Predictive Model

• predictive model to identify patients at high risk of  
hospitalization and Frailty

• ‘patient risk profiles’ providing information on high-risk patients 
to the general practitioners (GPs) and nurses  in the Case della 
Salute (Community Health Centers-CHC). 

• assessment of the extent to which this model provides 
additional information useful for  identification of patients who 
may benefit for case management or disease management 
purposes



A Regional Predictive Model (II)

• risk of hospitalization

• adult population of the Region 

• use of regional health/administrative data

• calculate the Risk Score

• high level of statistic accuracy (C= 0.85)



 Care allowances for elderly and disabled
 Residential Long-term care
 Care for severely disabled
 Social service

 Hospital care

 Home care service

 Mental Health Care  

 Pharmaceutical Prescriptions

 Outpatient specialist care

 Intermediate care 

 Hospice

 Emergency services

 Death registry

Social Care 

Demographics

Patient Registry 

GPs

Emilia-Romagna clinical-administrative database

Health Care 



84%

10%

3.3%

2.8
%

Low Risk(< 6%)                          3,354,702 

Moderate Risk (6-14%)              379,524

High Risk (15-24%)                     132,426 

Very high Risk (≥25%)                   110,946

Population  18 y.o. - N= 3,977,598

Risk Score - 2015
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Primary Prevention



ANNO 2015
Very high risk

N= 110,946

High risk

N=132,426

N % N %

Sex

Males 50,880 45.9 59,546 45.0

Females 60,066 54.1 72,880 55.0

Age

14-24 38 0.0 142 0.1

25-34 133 0.1 286 0.2

35-44 647 0.6 710 0.5

45-54 1,961 1.8 2,146 1.6

55-64 4,152 3.7 4,206 3.2

65-74 10,118 9.1 11,403 8.6

75-84 29,631 26.7 41,460 31.3

85+ 64,266 57.9 72,073 54.4



2,7% patients with 5+ diseases



Profiles of Risk 





 Risk Profiles provided to GPs

 Activation of Professional Teams
 GPs, specialists, nurses, physioterapists, social workers 

 a proactive response…

 Interdisciplinary Paths
 prevention, clinical appropriateness and adherence, health education…

 Participation of Community, 
 Patients, Caregivers, Associations



Evaluation of disease management programs in the 
profile risk test sites

Health care team point-of-view focus-group:              
GPs, nurses, social workers, ambulatory specialists, Primary Care 
Department)

Patients point-of-view in cooperation with patients’ 
associations (CHF, diabetes, COPD, ESRD) 

Assessment Chronic Illness Care- ACIC

Patient Assessment Chronic Illness Care-PACIC



Asthma, COPD, 

Rheumatology, 

Diabetes, 

ESRD, 

Hyperlipidemia , 

Iperplasia prostatica, 

Hypertension, 

Parkinson, 

CHF

Open data

http://salute.regione.emilia-romagna.it/siseps/sanita/prim/analisi-

statistica/reportistica-predefinita-nuclei-cure-primarie



http://salute.regione.emilia-

romagna.it/documentazione/multimedia/video/the-one-stop-home-

for-healthcare

http://salute.regione.emilia-romagna.it/documentazione/multimedia/video/the-one-stop-home-for-healthcare


Casa della Salute Bomporto (MO)

27.305 assistiti 23 MMG

598 High Risk 447 Very high Risk



18.858 assistiti 15 MMG

459 pazienti a rischio alto 295 pazienti a rischio molto 

alto

Interventi nella Casa della Salute Forlimpopoli 

(FC) 



Interventi nella Casa della Salute Russi (RA)

16.510 assistiti 10 MMG

456 pazienti a rischio alto 316 pazienti a rischio molto 

alto



Interventi nella Casa della Salute San Secondo (PR)

15.000 assistiti 8 MMG

525 pazienti a rischio alto 357 pazienti a rischio molto 

alto


