
 L’evoluzione del modello di ospedale 
negli ultimi 10 anni 

Renzo Rozzini 

Journal Club, 23 agosto 2013 



Sommario 
• L’ospedale per acuti: scenari di ieri e attualità 

• L’ospedale e innovazioni medico-sanitarie: missione e realtà 
– L’ospedale di oggi 

• Epidemiologia nosografica  

• Territorio e prevenzione 

• DEA 

• Re-ricoveri ospedalieri 

• Riduzione dei posti letto 

• Modificazione della LOS 

• La transizione dei modelli assistenziali 

• Cosa rappresenta e rappresenterà l’ospedale (società, cittadino) 

• L’ospedale nella rete dei servizi 

• L’ospedale di domani (modelli di cambiamento) 

• Il “New Karolinska Solna 2016” 

• Il lavoro ospedaliero nell‘ospedale che cambia (EHRs) 

• Conclusioni 



Sommario 
• L’ospedale per acuti: scenari di ieri e attualità 

• L’ospedale e innovazioni medico-sanitarie: missione e realtà 
– L’ospedale di oggi 

• Epidemiologia nosografica  

• Territorio e prevenzione 

• DEA 

• Re-ricoveri ospedalieri 

• Riduzione dei posti letto 

• Modificazione della LOS 

• La transizione dei modelli assistenziali 

• Cosa rappresenta e rappresenterà l’ospedale (società, cittadino) 

• L’ospedale nella rete dei servizi 

• L’ospedale di domani (modelli di cambiamento) 

• Il “New Karolinska Solna 2016” 

• Il lavoro ospedaliero nell‘ospedale che cambia (EHRs) 

• Conclusioni 











Sommario 
• L’ospedale per acuti: scenari di ieri e attualità 

• L’ospedale e innovazioni medico-sanitarie: missione e realtà 
– L’ospedale di oggi 

• Epidemiologia nosografica  

• Territorio e prevenzione 

• DEA 

• Re-ricoveri ospedalieri 

• Riduzione dei posti letto 

• Modificazione della LOS 

• La transizione dei modelli assistenziali 

• Cosa rappresenta e rappresenterà l’ospedale (società, cittadino) 

• L’ospedale nella rete dei servizi 

• L’ospedale di domani (modelli di cambiamento) 

• Il “New Karolinska Solna 2016” 

• Il lavoro ospedaliero nell‘ospedale che cambia (EHRs) 

• Conclusioni 











Inoltre…. 
 
L'ospedale del futuro è senza carta e penna 
 
Addio alle vecchie cartelle cliniche cartacee: i dispositivi 
elettronici migliorano la qualità del servizio contenendo i costi. 



Il primo Report “The Future Hospital. The progressive case for change” (NHS-12) illustra i 

necessari cambiamenti nella rete ospedaliera, con effetti di ampia portata sulla localizzazione e 

sulle funzioni degli ospedali “distrettuali”. 

 

Gli obiettivi dell’Ospedale del futuro sono: 

 

    -l’approccio di public value: si riconosce all’Ospedale del NHS un public value, vale a dire un 

valore che riguarda sia il momento attuale che per le generazioni future. Esempi di public value 

sono lo sfruttamento di un terreno di proprietà collettiva, oppure la televisione pubblica (BBC), 

espressione dell’equilibrio fra gli interessi immediati dell’ascoltatore, i costi sostenuti dal 

cittadino che paga le tasse e la funzione educativa rispetto alla popolazione. 

    -I risultati in termini di salute (outcome), attraverso il soccorso, l’azione vera e propria del 

“salvare” vite umane, il miglioramento dei risultati dei trattamenti, l’aumento dell’efficienza e 

dell’appropriatezza clinica e la necessità di affrontare i bisogni futuri adattandosi al mutamento 

degli scenari socio-demografici ed epidemiologici. 

    -La qualità e l’accessibilità dei servizi, la possibilità di scegliere e di personalizzare 

l’assistenza. 

    -L’equità e la fiducia: nonostante il NHS si basi sul principio di eguaglianza ed equità, è noto, 

anche nel nostro paese, come il livello socio-economico e culturale sia ancora determinante in 

termini di accesso ai servizi sanitari; inoltre potersi “fidare” ed “essere soddisfatti” del NHS 

contribuisce ad inserire il sistema sanitario in un ambito più ampio che ha a che fare con 

l’identità nazionale e locale, con le alleanze socio-politiche, con il coinvolgimento e le aspettative 

dei cittadini, dei pazienti e degli operatori. 

 

Pertanto i cambiamenti che il sistema deve affrontare sono relativi al miglioramento della 

sicurezza e dell’accesso, all’aumento dell’efficienza e della responsabilità, al rafforzamento della 

prevenzione, alla riduzione dell’iniquità e delle disuguaglianze. 
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Kane, R. L. JAMA 2011;305:284-293 



• Manage underlying medical conditions, considering patient goals, life 

expectancy, and comorbid conditions.  

• Consider the functional implications of the patient's medical conditions 

(Table 1).  

• Communicate with those working in supportive roles (eg, home care 

and nursing home staff). 

• Communicate with families and patients. Use family conferences to 

discuss end-of-life decisions.  

• Assess whenever an older person is making a major care transition. Are 

there any conditions that can be controlled better, any medications that 

can be reduced or discontinued?  

• Advocate for patients and families getting an opportunity to make 

thoughtful decisions.  

• Facilitate families getting access to their own advocates/case 

managers.  

• Be alert for signs of neglect and abuse.  

• Appreciate the high-risk nature of caregiving. 

Box 1. The Physician's Role in Managing Care Transitions and 

Addressing Placement Options 



Kane, R. L. JAMA 2011;305:284-293 



Kane, R. L. JAMA 2011;305:284-293 
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The challenge for the New Karolinska Solna University Hospital, which opens for the first 
patients in 2016, is to offer highly specialized and specialized medical care and to carry 
out research and educational training on a significant scale and at highest quality. The 
new Karolinska University Hospital will be a center in the Stockholm region's renewed 
medical care system and will contribute to the effective collaboration with other 
hospitals and healthcare providers in the region. 

The New Karolinska Solna 2016 





The new University hospital will have: 
 
• Clear focus on the patient’s safety and integrity 
• Secure single rooms to reduce the risk of spreading infection 
• Efficient and process-oriented approach, to minimize having to move the 
 patient, for example 
• Good collaboration and logistics between the different units   
• Care which is organized under medical themes 
• Increased proximity of care, research and training that will enhance advances 
 in healthcare 
• Appropriate environment that stimulates the healing process 
• Stimulating environment for staff, researchers and students 
• An energy-efficient and sustainable hospital 
• A University hospital in the city, close to residents  

Patients at the New Karolinska Solna will be investigated and treated without waiting times and 
setup times. The goal is that most of the investigations and decisions about treatment should be 
done on the same day.  

The New Karolinska Solna 2016 



What does ”patients first” mean within the NKS? 

“Patients First” means that great emphasis is placed on areas concerning healthcare 
associated infections (VRI), medication, falls and nutrition.  
The following are examples of how the NKS plans to ensure "Patients First", all of 
which contribute to the increased safety of the patient: 
 
-Single rooms contribute to reducing the risk of the spreading of diseases and mean 
that patients can be cared for in their rooms in general and can also have relatives with 
them throughout the whole of their stay in hospital 
 

Conceptual layout: Single rooms with a private shower and toilet and space for relatives to stay overnight.  
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For physicians who were residents in the 1970s (like we were), it was a simpler era for care.  
A relatively small number of medications were available for treatment and prevention of illness. All 
patients with acute myocardial infarctions received lidocaine because physicians mistakenly 
thought it prevented arrhythmic death.  
The powerful cardiovascular benefits of aspirin were unknown.  
Blood work and plain radiographs could be ordered (computed tomography was just arriving on the 
scene), but physicians had to go to the radiology department to view the images. Information was 
exchanged by synchronous face-to-face and telephone communication or by written notes and 
letters. 
Physicians and surgeons worked in teams, whose members shared responsibility for the territory of 
specific patient wards. In most teaching hospitals, each resident was responsible for a roster of 
patients, and the work ethic was clear: complete all clinical tasks before leaving for the night. 
Even if a resident had been on call the night before, if one of his or her patients was unstable, he or 
she stayed late until the clinical issues were resolved.  
Signing over an unstable patient to a coresident was considered bad form.  
Residents showed their investment in the well-being of patients by taking responsibility for them 
during the full length of time those patients were hospitalized, starting with their admission. 
Attending physicians typically served for 1 month at a time.  
After patients were discharged, residents often saw them in ambulatory settings—“continuity 
clinic,” sometimes for as long as they trained at that hospital. 
When those residents left the hospital training program, they passed their clinic patients on as a 
group to incoming residents.  
Continuity was a key ingredient, allowing physicians of that era to translate their good intentions 
and commitment into care. 



In 2013, inpatient medical care in teaching hospitals is different: far more complex, 

more intense, and, simply put, faster. The arsenal of diagnostic tests, medical 

therapies, interventional technologies, and health care professionals is much 

larger.  

Attending staff have shorter rotations, often 1 or 2 weeks. For good reasons, 

resident work schedules have fewer total and consecutive hours.  

A large proportion of the patients cared for by a primary team are admitted by 

other residents, handed off to them as “holdovers.” 

Team schedules seem less synchronized, and turnover of members seems more 

frequent.  

As a consequence of these scheduling changes, a hospitalized patient is now 

often cared for by many more and different physicians. 

The length of time a single physician bears responsibility for a patient may be as 

short as a few hours.  

The inevitable result is an increase in the proportion of time a hospitalized patient 

is cared for by physicians who neither initiated a care plan nor will be responsible 

for (or perhaps even aware of ) the final outcome.  

Inpatient care in teaching hospitals has become a relay race for the responsible 

physicians and consultants, and patients are the batons. 

 



Communication patterns are now fundamentally different from those of the earlier 
era, due to technological progress in electronic and mobile communication.  
These technologies have brought efficiency, but have also vastly increased the total 
volume of communication and the frequency of interruptions, even during 
important tasks.  
The electronic health record (EHR) has pulled both the resident and attending 
physicians’ focus toward the computer instead of the patient, and the contemporary 
EHR has become a series of often unrelated notes.  
For all these reasons and more, the job of a resident and attending staff is far more 
stressful today than in previous times, and continuity—a hallmark of schedules in 
earlier eras—has decreased.  
It is worth asking what the effects of such speed, complexity, and continual handoffs 
may be on the perspectives of the physicians involved—both for trainees and 
attending physicians.  
As physicians near the end of their time of responsibility, priorities can change, as 
they do for a lameduck president or congressman.  
Additionally, do residents who care for patients for short periods really know each 
patient’s full history?  
Can the broader sense of commitment, responsibility, and command of patients’ 
details that we recall (albeit through the distorting lens of nostalgia) from our own 
training years endure? 



It is easy to conjure up specific, hypothetical examples. 
 
Will a surgeon, on call for just 1 week and caring for a patient who needs a difficult 
or risky procedure, delay the surgery until the next surgeon takes over?  
 
Will an internist nearing the end of an attending stint, faced with a family who is 
demanding futile care of a patient who is not in imminent danger of dying, put off 
that difficult conversation until the next attending takes over?  
 
These examples are not raised to impugn the motivation or ethical compass of 
today’s residents and their teachers, but only to point out that rapid turnovers and 
short time horizons likely have consequences for who takes responsibility for what.  
 
 
Few other industries that depend on effective workforce cooperation would choose 
to be organized in this chaotic way. 
 
 







Pleas for improvement in patient health records date back to Florence Nightingale 
and have persisted well into the 21st century.  
 
Computer based records, currently referred to as electronic health records (EHRs), 
have been proposed as a means for improving availability, legibility, and 
completeness of patient information. 
 
There is no question that computerization has made patients’ records more 
available and legible. With respect to completeness, however, there are now 
complaints that the record is too complete: electronic notes are deemed by many 
clinicians as being full of extraneous details and obscuring important aspects of a 
patient’s condition. 
 



The documentation functions are, in a way, automated versions of an antiquated model.  
 
The documentation functions in EHRs are designed to replicate problem-based medical records. 
Accomplishing this on paper requires finding information from other parts of the patient’s chart, such 
as diagnostic reports, flow sheets, and other clinicians’ notes, and then reentering this information 
into the new note.  
 
Computer-based documentation, while more legible, requires more time and effort, reducing 
flexibility. When the time required for the task exceeds the time available, appropriate completeness 
is bound to decline. 
 
As EHRs have evolved, attempts have been made to improve the efficiency of electronic 
documentation. User interface features, like check boxes and shortcut functions, allow rapid inclusion 
of standard phrases and even boilerplate paragraphs. Such methods are less effective for capturing 
the complex concepts related to patient conditions and decision making.  
 
Clinical notes are filled with “pertinent negatives” (whether actually pertinent or not), obscuring the 
more clinically relevant details.  
 
EHRs also are intended to help with the insertion of previously recorded data into the new note, 
through functions such as automated inclusion of laboratory results, or cut-and paste. 
 
When used injudiciously, such features only serve to further complicate “note bloat” and to 
perpetuate inclusion of irrelevant or even erroneous information. 



On the positive side, EHRs offer clinicians functions that could never be 

achieved with paper records. For example, computer-based clinical 

decision support systems that provide warnings about drug interactions, 

monitor the emergence of dangerous data trends, and provide reminders 

about health maintenance tasks have been available for decades. 

 

But the potential for EHRs to truly improve patient-care processes still 

remains relatively untapped. The call for problem oriented records was at 

least partially realized in the pre- EHR era, and the vision was that 

computers would assist physicians in capturing clinical reasoning and 

make it available to other members of the extended care team, not that 

computers would lead to overdocumentation.  

 

So how can the EHR be improved? 
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