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National and International Trends

Patients with multiple long term conditions (multi-
LTC) typically face multiple care processes, care
providers, organizations and specialties over longer
periods.! Current care systems both internationally
and in Norway are profession centric, re-active and
characterized by a disintegration of both respon-
sibility and information flow.23 This is especially
challenging to the quality of care for multi-LTC
patients.'*> Multi-LTC patients dominate the top
10%-spenders who account for 2/3 of all specialist
healthcare resources.®” Suboptimal quality of care
is not only a source of human suffering; it also drives
health care costs for this patient group.>®

Rising costs, increased proportion of patients

with multi-LTCs and longevity are threatening the
sustainability of our health care systems.® Current
ICT infrastructures tend to mirror and solidify organi-
zational fragmentation. Unfortunately, national and
international publications show the same system
failures across western care for this patient group.'2

Current literature points to the Chronic Care Model
(CCM) as the best-documented and most widely
studied model of care for patients with multi-LTCs.

It has both a systems, a clinical, and a patient
perspective,® and a growing evidence base for
effects on both care-processes, health outcomes and
cost-effectiveness.™ The CCM builds on two pillars:
“The informed active patient” and “The pro-active
prepared health care team” engaging in “productive
interactions” for “health and functional outcomes”.

Although the CCM is both intuitive and well accepted,
it does not specify how to operationalize these

ideas. International recommendations call for a
transformation from profession to person centric,
from episodic to process oriented, from re-active to
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pro-active and from single-disease to coordinated
team-based care* The Norwegian context is in

no way unique, as care systems struggle to reform
care all over the globe*" ICT is a key strategic
component of CCM-success. In an ambitious white
paper, “One citizen, one EHR”, the Norwegian health
authorities recognize ICT as a strategic tool not only
for improved workflow and quality of care, but also
vital to health policy objectives of user involvement,
self-care and self-determination.

In pursuit of more tangible strategies, researchers
recommend transformation of care, leveraged by
digital tools, that has three main characteristics:
Person-centred, Integrated and Pro-active
care'®'
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Step 1: The Person-centred care: the PCC
component is the basic foundation for a partnership
between professionals and persons. A person-
centred service elicits, responds to and is loyal to the
patients answer to the question: “What is important
to you?”. Based on this, individual realistic goals for
care can be formulated. Such goals are the starting
points for coordinated plans, and patient driven
evaluation and adjustment of care.
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Step 2: Integrated care team: When goals are clear,
it is easier to prioritize the types of competency that
is needed to design and implement a patient pathway
aligned with the goals. The professional team all
work together with complementary skills towards a
common goal. Note — without a common goal from
step 1, the team coordination falls apart.

Step 3: Proactive and planned care: Pro-active
care starts by patient self-management support,
which allows the person who has the most to gain
from early low-level intervention to do his/her job
effectively. In addition, the care plan should include
both elective and emergency care components of
evidence based guidelines, when these are available,
and they are aligned with the individual patient goals.
Finally, for a small proportion of patients, remote
follow-up with sensors and/ or self-report may

help identify situations marked by increased risk of
preventable crises. Note — without an identified
team from step 2, the pro-active integrated care plan
cannot be assembled.
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