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L’esperienza della CdS di Querceta

L’esperienza delle Case della Salute: punti di
forza e di debolezza"



Number of conditions by AgeNumber of conditions by Age

Salisbury C et Al. Br J Gen Pract 2011



Distribution of the number of individuals with 
multimorbidity in Ontario

Distribution of the number of individuals with 
multimorbidity in Ontario

Konè Befoyo et Al. BMC Pub Health 2015



Mortalità a 30 giorni e 1 anno dopo IMA 1984 and 2008

Schmidt et Al. BMJ 2012



Years after PCI

36%

64%

Spoon et Al,  Circulation 2014



Declino della Mortalità Cardiovascolare

Mensa et al. Circ Res. 2017 





CHF  – Readmissions are common

Maggioni et Al. European Journal of Heart Failure  2016



Elementi di complessità

• Anemia

• Fibrillazione atriale

• Insufficienza renale

• Diabete Mellito

• Valvulopatie associate

• Demenza

• Malattie oncologiche

• Scarsa aspettativa di vita

• Fragilità



Problemi

• Cambiamento epidemiologico della popolazione

• Necessità di cambiare la propria organizzazione

• Rimodulare la visione di continuità assistenziale

• Ampliare le competenze

• Visione proattiva 

• Lavorare in team multiprofessionali e multispecialistici



Hirco Onoda



Opportunità offerte dal lavoro in Team 
presso le Case della Salute

Prossimità del paziente al proprio domicilio e care givers

Accesso a molteplici  elementi relativi alla salute 

Pazienti indirizzati partendo dalle necessità cliniche

Possibilità di eseguire un follow-up programmato e ragionato 

Interazione con il Medico di Famiglia

Opportunità di miglioramento 



Audit
• Prevalenza delle malattie non conosciuta o scarsamente nota

• Tracciabilità della traiettoria dei pazienti



Prevalence of non valvular atrial fibrillation and 
anticoagulation treatment in a large outpatient

population. Analysys of the
personal health records from different General

Practicioner Groups

G. Casolo, G. Cavirani, M. Pardini, PL. Franceschi, F. Vivaldi, 
F. Michelotti, C. Ciabattoni – Versilia Hospital, Department of Cardiology, 

Aft 1 e 3, Società della Salute Versilia, Italy



PREVALENZA DELLA FA NELLA 
POPOLAZIONE ESAMINATA

Prevalenza di FA

Popolazione totale

Pazienti con FA

2.96%

97%
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Proporzione di Pazienti con FA non parossistica 

che assumo TAO (2015-2016)

non TAO

TAO

75.8%

24.2%

non TAO

TAO

83.7%

16.3%

2015 2016



Prevalence of non Prevalence of non valvularvalvular atrialatrial fibrillation and anticoagulation fibrillation and anticoagulation 

treatment in a large outpatient population. treatment in a large outpatient population. AnalysysAnalysys of the personal of the personal 

health records from different General health records from different General PractionerPractioner GroupsGroups
G. Casolo, G. Cavirani, M. Pardini , PL. Franceschi

Versilia Hospital, Department of Cardiology and Terr itorial Functional Aggregate 1-3-6   
Lido di Camaiore - Italy

Background : Non Valvular Atrial Fibrillation (NVAF) is a common condition in the general population. The prevalence of NAVF is reported to be about 2% in several
studies. However, prevalence varies with age and sex, and  there is evidence of significant regional heterogeneity . Data on prevalence are scarse and availability of
population-based data are poor. In our area General Practicioners (GPs) are organized in groupscalled Territorial Functional Aggregates (TFA) and work with a common 
medical practice management software (Millewin). All clinical information from patients are prospectively recorded and collected in a common data-base. Aim of this
survey was to evaluate the prevalence, age distribution and therapeutic choices from the data base offered by the common informatic platform of the GPs

Methods : We identified 33 GPs from 3 different Groups with a sufficient quality of data recording and a large number of assisted patients. Data recording quality was
checked by veryfying the adherence to a program of proactive assistance which included the assessment of the cardiovascular risk in their patients. Only those GPs
reaching a target >90% of adherence to the protocol were invited to the data collection of this survey.

Results : Data from  42.545  pts >16 years were collected and analysed.  NVAF was found in 1260 thus resulting in a prevalence in this population of  2.96%. The 
prevalence differed among TFA  ranging from 2.5% to 3.7%. This difference was mainly due to variations in the registration of  paroxismal NVAF which was 32.6% in the 
TFA with the highest prevalence and 18% in the one  with the lowest. NVAF was observed to increase with advancing age with the majority of cases found in the  age 
group  80-85 y (21.4%) and  over 85 y (21%).  The gender distribution wa similar (52,4% Males, 47.6% Females).  Overall, fifty-two percent of these NVAF patients were 
on treatment with oral anticoagulation (VKA and DOAC). The percentage of treated patients increased when considering only permanent NVAF patients with wide 
differences among TFA (83.7% of patients in the best group).

Conclusions : The prevalence of NVAF in this population-based cohort is higher than that reported in previous studies.  One source of variability  appears to be a low  
recording rate of paroxysmal NVAF compared to permanent or persistent forms.  In the real world more than 40% of NVAF  patients still do not receive an adeguate
antithrombotic therapy although with wide variations among GP teams.  Access to EHR allow to analyse, and evaluate medical practice.  Quality  programs can be 
implemented and monitored by higlighting those sources of variability that can potentially be relevant for both diagnosis and therapy. EHR represent a powerful tool for 
public health interventions.  TFA organization of GP practice appear to offer a chanceof improvement in NVAF patients.
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NVAF Age and sex distribution of NVAF
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Proportion of Patients by Age
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83.7%

Proportion of patients with NVAF (non-PAF) 
taking OAT (green) vs no OAT (red) and 
belonging to TFA 6 . The first survery (2014)
refers to the first survey. The present (2015)
survey shows a significant improvement in
therapeutic coverage with OAT.
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Assistiti (AFT 6) 30.000 
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My Diagnostik



Risultati

63%63% 37%

+ 3.7%

7,8%7,8%

Prevalenza

9,5%



Rischio CV in Versilia







Nel paziente complesso

Opportunità

Individuazione del problema principale
Pianificazione interventi
Scelta trattamenti
Eventuale ricovero

Limiti

Risorse tecnologiche e professionali
Sanità digitale
Supporto all’autocura



Paziente Complesso




