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Original list of components, identified by a 

systematic review  

  

Delivery of system design: 

V Regular comprehensive assessment  

V Multidisciplinary team 

V Individualized care plans 

V Appointment of a case manager  

 
Decision support: 

V Implementation of evidence-based medicine 

V Team training  

  

 

Self-management support : 

V Training of care providers to tailor self-management support for patients  

V Providing options for patients to improve their health literacy 

V Patient education 

V Involving family members and family education  

V Offering approaches to strengthen patientsô self-management  

      and self-efficacy 

V Involving patients in decision-making 

V Training patients to use medical devices, supportive aids and  

V health monitoring tools correctly   

 
Clinical information system : 

V Electronic patient records and computerized  

       clinical charts  

V Exchange of patient information  

V Uniform coding of patientsô health problems 

V Patient platforms allowing patients to exchange  

V Information with their care providers  

 

 

Community resources:  

V Access to community resources  

V Involvement of social network  

V Psychosocial support  
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Regular comprehensive 
assessment 

Mul4disciplinary, 
coordinated team 

Professional appointed as 

coordinator of the 
individualized care plan and 
contact person for pa4ent 

and family (άcase managerέ) 

Individualized care plans  

Delivery of 
care 

Electronic pa4ent records and 

computerized clinical charts 

Exchange of pa4ent informa4on between 
care providers and sectors by compa4ble 

clinical informa4on systems. 

Uniform coding of pa4entsΩ health 

problems 

Pa4entπoperated technology allowing 

pa4ents to send informa4on to their 
healthcare providers. 

Informa0on systems 
and technology 

Suppor4ng access to communityπ and 
socialπresources 

Involvement of the informal social network, 
including friends, pa4ent associa4ons, 

family, neighbours. 

Social and community 
resources 

Training of care providers to 
tailor selfπmanagement 

support 

 Providing op4ons for 

pa4ents and families to 
improve their selfπ

management. 

 Shared decision making 

(among care providers and 
pa4ents) 

Self 
management 

support 

Implementa4on of evidence 
based prac4ce 

Training members of the 
mul4disciplinary team 

Developing a consulta4on 

system to consult 
professional experts outside 

of the core team 

Decision 
support 
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DELIVERY OF THE CARE MODEL SYSTEM  

 

ÅRegular comprehensive assessment of patients  

ÅMultidisciplinary, coordinated team  

ÅProfessional appointed as coordinator of the 

individualized care plan and contact person for patient 

and family (“case manager”)  

Å Individualized Care Plans  
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DECISION SUPPORT 

Å Implementation of evidence based practice  

ÅTraining members of the multidisciplinary team  

ÅDeveloping a consultation system to consult professional 

experts  
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SELF MANAGEMENT SUPPORT  

ÅTraining of care providers to tailor self-management 

support based on patient preferences and competencies  

ÅProviding options for patients and families to 

improve their self-management  

ÅShared decision making (care provider and patients)  
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INFORMATION SYSTEMS AND TECHNOLOGY  

ÅElectronic patient records and computerized clinical 

charts  

ÅExchange of patient information (with permission of 

patient) between care providers and sectors by 

compatible clinical information systems  

ÅUniform coding of patients’ health problems where 

possible  

ÅPatient-operated technology allowing patients to send 

information to their care providers  
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SOCIAL AND COMMUNITY RESOURCES  

ÅSupporting access to community- and social- 

resources  

Å Involvement of social network (informal), including 

friends, patient associations, family, neighbours  
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Suppor4ng access to communityπ and 
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Assessment geographical distribution 
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Results (I) 

Å 23 responses (3 of them – anonymous and were excluded).  

Å 15 countries: Belgium, Bulgaria, Cyprus, Croatia, Estonia, Finland, 

Germany, Greece, Iceland, Italy, Luxembourg, Netherlands, Norway, 

Portugal and France. 

Å 4 GB responses (Cyprus,Coratia, Belgium and Estonia) 

Å All countries (apart Cyprus, Bulgaria and Greece) did not report non 

applicable components 
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Results (II) 

Å Average scorings: 

 - max 7 

 - min 5 

Å Almost a half of responded countries (Belgium, Estonia, France, Italy, 

Luxembourg, Norway and Finland) stated the whole MM care model 

as highly applicable with the applicability scores more than 4 given 

for every component. 

Å The highest applicability scores were received from Norway. 
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The Joint Action on Chronic Diseases and Promoting 

Healthy Ageing across the Life Cycle (JA-CHRODIS)* 

* This presentation arises from the Joint Action addressing chronic 

diseases and healthy ageing across the life cycle (JA-CHRODIS), which 

has received funding from the European Union, under the framework of 

the Health Programme (2008-2013). 

Thanks for your attention! 


