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Executive summary 

This document provides an overview of the synergies between the European Innovation 
Partnership on Active and Healthy Ageing (EIP on AHA) and the SmartCare, BeyondSilos and 
CareWell projects. It describes the: 

 connections made with EIP on AHA (predominantly with the B3 Action Group on 
Integrated Care); 

 synergy activities that were undertaken along with the outcomes and achievements 
to date, including the results of 10 SmartCare regions applying the B3 Maturity 
Model for Integrated Care self-assessment tool; and 

 ideas for ongoing collaborative work. 
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1 Introduction 

1.1 Purpose of this document 

This document provides an overview of the synergies between the European Innovation 
Partnership on Active and Healthy Ageing (EIP on AHA) B£ Action Group and the SmartCare, 
BeyondSilos and CareWell projects. 

1.2 Glossary 
 

CRB Committed Regions Board (in SmartCare project) 

EIP on AHA European Innovation Partnership on Active and Healthy Aging 

IADL Instrumental Activities of Daily Living 

ICT Information and Communication Technology 

SIP Strategic Implementation Plan 



D7.5 Report on the collaboration with the EIP on AHA B3 
Action Group 

 
 

Public Page 7 of 27 v1.0, 2nd August 2016 

2 Background 

2.1 EIP on AHA 

With the Innovation Union Strategy, the European Commission aims to enhance European 
competitiveness and tackle societal challenges through research and innovation. 

One way in which this is to be achieved is with Innovation Partnerships. Their unique 
strength is that they will address weaknesses in the European research and innovation 
system (notably, under investment, conditions which are not sufficiently innovation-
friendly, and fragmentation and duplication), which considerably complicate the discovery 
or exploitation of knowledge and, in many cases, ultimately prevent the entry of 
innovations into the market place. 

The European Commission has identified active and healthy ageing as a major societal 
challenge common to all European countries, and an area which presents considerable 
potential for Europe to lead the world in providing innovative responses to this challenge. 

The European Innovation Partnership on Active and Healthy Ageing (EIP on AHA) will pursue 
a triple win for Europe:  

 enabling EU citizens to lead healthy, active and independent lives while ageing; 

 improving the sustainability and efficiency of social and health care systems; 

 boosting and improving the competitiveness of the markets for innovative products 
and services, responding to the ageing challenge at both EU and global level, thus 
creating new opportunities for businesses. 

This will be realised in the three areas of: prevention and health promotion; care and 
cure; and active and independent living of elderly people.  

The overarching target of this partnership will be to increase the average healthy lifespan 
by two years by 2020. The Partnership aims to achieve this by bringing together key 
stakeholders (end users, public authorities, industry); all actors in the innovation cycle, 
from research to adoption (adaptation), along with those engaged in standardisation and 
regulation. The Partnership provides these actors with a forum in which they can 
cooperate, united around a common vision that values older people and their contribution 
to society, identify and overcome potential innovations barriers, and mobilise instruments. 

The Partnership aims to improve the framework conditions for uptake of innovation, 
leverage financing and investments in innovation, and improve coordination and coherence 
between funding for research and innovation at European, national and regional level in 
Europe. 

Altogether, this will foster innovation in products, processes and services, and in parallel 
facilitate the innovation chain and reduce the time to market for innovative solutions. 
Ultimately this will produce benefits for innovation's final users: the older people and care 
providers. 

2.2 B3 Action Group on Integrated Care 

The increasing complexity of health problems, and specifically of chronic conditions, 
demands overcoming the fragmentation of today’s systems, where different providers 
deliver separately social care and healthcare services. “Integrated care” models move the 
system a step further, by harmonising and coordinating the management, organisation and 
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delivery of social and health care services along the whole health promotion and care 
chain. 

The introduction of the integrated care approach sees a shift from reactive care to 
preventive, proactive and patient-centred care, and from institutional to community home 
based care. 

This delivers benefits such as a reduction in unnecessary hospitalisations, the potential to 
better handle chronic care needs, as well as efficiency gains, more sustainable and 
optimised use of resources, and more efficient care throughout the whole care system. 

Putting the needs of the patients in the centre implies the development of integrated care 
models that are multidisciplinary, well-coordinated and accessible, as well as anchored in 
community and home care settings. Ultimately, this will make it possible for citizens to be 
an integral part of the system, as co-producers of health and social care. The Strategic 
Implementation Plan (SIP) of the EIP on AHA recognises the need to promote people 
oriented, demand-driven innovation in smart investments, which brings tangible and 
proven benefits to end-users, helps health and care systems to contain costs, and unlocks 
business opportunities. There is a unique opportunity to bring better health to European 
citizens, to bring to market innovative products and services, and to establish more 
sustainable health and care systems. 

The largest of six EIP on AHA Action Groups formed by the European Commission in 2012, 
the B3 Action Group on Integrated Care was set up to support the implementation of SIP 
and the achievement of the triple win for Europe by addressing the Priority Action Area: 
Capacity building and replicability of successful integrated care systems based on 
innovative tools and services, under Pillar 2 “Care and Cure”. 

The B3 Action Group aims to reduce the avoidable / unnecessary hospitalisation of older 
people with chronic conditions, through the effective implementation of integrated care 
programmes and chronic disease management. The Group builds on services that are 
currently operational, and on on-going activities in pilot initiatives, programmes and 
standards, and aims for the further deployment of services in a significant number of 
regions. 

2.3 SmartCare, Beyond Silos and CareWell projects 

2.3.1 SmartCare  

The SmartCare project aims to define a common set of standard functional specifications 
for an open ICT platform enabling the delivery of integrated care to older European 
citizens. A total of 23 regions and their key stakeholders will define a comprehensive set of 
integration building blocks around the challenges of data-sharing, coordination and 
communication. 

Ten regions piloted integrated health & social care services to combat a range of 
challenges to independent living commonly faced by older people, while the others regions 
will prepare for early adoption. In a rigorous evaluation approach, the pilot will produce 
and document much needed evidence on the impact of integrated care, developing a 
common framework suitable for other regions in Europe. Guidelines and specifications for 
procuring, organising and implementing the service building blocks will be produced. The 
organisational and legal ramifications of integrated care will be analysed to support long 
term sustainability and up-scaling of the services. 

SmartCare services provide full support to cooperative delivery of care, integrated with 
self-care and across organisational silos, including essential coordination tools such as 
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shared data access, care pathway design and execution, as well as real time 
communication support for care teams and multi-organisation access to home platforms. 
The services build on advanced ICT already deployed in the pilot regions including high 
penetrations of telecare and telemonitoring home platforms. The common services allow 
efficient cooperative care delivery and empower all older people according to their mental 
faculties to take part in effective management of their health, wellness, and chronic 
conditions, and maintain their independence despite increasing frailty. 

In summary, the SmartCare project key features are: 

 Horizontal integration of health, social care and support services. 

 Implementation of two generic integrated health and social care pathways enabled 
by ICT: 

o Short term pathway to support hospital discharge. 

o Long term pathway to support long term care at home. 

 Targeting people requiring either short-term and/or long-term care and support 
from both health and social care service organisations. 

2.3.2 BeyondSilos 

The BeyondSilos project aims to further spread ICT-enabled, joined-up health and social 
care for older people by developing, piloting and evaluating integrated services based on 
two generic pathways in a multi-centric approach, making extensive use of knowledge and 
experience gained among early adopters of integrated eCare in Europe. Third sector 
organisations and family/informal carers, where appropriate, are included in the 
information loop in order to facilitate service users to self-care and live independently. 
the two generic pathways are: 

 Integrated short-term home support after an acute episode. 

This pathway addresses the need for joined-up home support arising from an older 
person experiencing an acute hospital episode or deterioration in their health and 
wellbeing, and the immediate support at home afterwards, e.g. after a hospital 
discharge or a fall. All the processes, services, information, and communication 
required to ensure service users receive appropriate treatment, rehabilitation and 
independent living enablement services at home after an acute episode are part of 
this pathway. 

 Integrated long-term home support. 

This pathway is designed to provide integrated and coordinated services for people 
living at home who have complex needs which require a flexible approach to both 
health and social care support to reflect the expected fluctuations in an individual’s 
health and wellbeing over time. 

Each pilot site is engaging with a wide range of stakeholders, including service users and 
their carers. The project will develop approaches to implement and evaluate both generic 
pathways within their system of health and social care delivery, including the third sector 
and family/informal carers wherever relevant. 

In summary, the BeyondSilos project key features are: 

 Horizontal integration of health, social care and support services. 

 Implementation of two generic integrated health and social care pathways enabled 
by ICT: 

o Short term pathway to support hospital discharge or acute exacerbation. 

o Long term pathway to support long term care at home. 
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 Targeting older people living with at least two chronic conditions and having social 
care needs according to the Barthel Index and IADL. 

2.3.3 CareWell 

The CareWell project sets out to enable the delivery of integrated healthcare to frail older 
patients through comprehensive multidisciplinary programmes and ICTs to facilitate the 
coordination and communication of healthcare professionals and support patient centred 
delivery of care at home. The project supports the integration of care in six European 
Regions. 

CareWell focuses on the provision of care and support to older people who have complex 
health needs, are at high risk of hospital or care home admission, and require a range of 
high level interventions due to their frailty and multiple chronic diseases. This is being 
achieved through ICT enabled health and social care services coordination, monitoring, 
patients’ self-management, and informal care givers' involvement. The ICT platforms and 
communication channels aim to avoid duplication of effort when dealing with patients' 
diagnostic, therapeutic, rehabilitation, or monitoring and support needs. Additionally, ICT-
based platforms can improve treatment compliance, enhance self-care and self-
management, and increase patient and carer awareness of their health status. All of this 
will improve clinical outcomes and enable people to lead fulfilled lives. In addition, 
technologies aim to support the patients' informal caregivers, highlighting when respite 
care or additional professional input is required. 

The two CareWell services are based on two pathways supported by ICT: 

 integrated care coordination; and 

 patient empowerment & home support. 

These care pathways cut across organisational boundaries and ensure that healthcare 
resources are more efficiently and effectively used. Information sharing complies with 
European and national regulations relating to consent and privacy. The ICT platforms used 
are based, whenever possible, on open standards and multi-vendor interoperability, and 
collaboration among ICT suppliers will be strongly encouraged. 

In summary, the CareWell project key features are: 

 Vertical integration of healthcare. 

 Care pathway designed to coordinate care and empower care recipients through a 
range of ICT-enabled services and interventions. 

 Targeting frail, ≥65, ≥2 chronic conditions included in the Charlson Comorbidity 
Index and meet local / national /organisational frailty criteria. 

2.4 Purpose of synergy activities 

The collaboration between EIP on AHA and the three projects was added to the SmartCare 
project as a new, separate Work Package in March 2015, although collaborative work was 
undertaken from the start of the Smartcare project. 

The main objective of the synergy activities carried out between SmartCare, BeyondSilos 
and CareWell projects and the EIP on AHA B3 Action Group on Integrated Care was to 
establish close connections between the three project teams and the B3 Action Group, 
taking full advantage of the presence of key partners in the projects and in the B3 Action 
Group to share knowledge, experience and tools to maximise the reach and impact of all 
initiatives. 

http://carewell-project.eu/regions/regions-overview.html
http://carewell-project.eu/regions/regions-overview.html
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3 Active participation of project partners in EIP on AHA 

3.1 Summary of project partners’ commitments to EIP on AHA 

Many of SmartCare, BeyondSilos and CareWell project partners have been involved in the 
EIP on AHA since its inception in 2012, both as Action Group members (many are Action 
Group co-ordinators) and as Reference Sites. 

The European Commission launched a new call for commitments to the EIP on AHA Action 
Groups and a separate call for Reference Sites in December 2015, and invited both new 
and existing EIP on AHA members to renew their existing commitments to the Action 
Groups. 

The following table lists the Reference Site and Action Group commitments, and the 
applications of some of SmartCare, Beyond Silos and CareWell partners in this 2016 call. 

Table 1: Reference Site and Action Group commitments 

Name of Partner 2016 
Reference Site 

Member 
of B3 AG 

Member of 
other AGs 

City of Badalona, Catalonia, Spain 
(BeyondSilos site)  

Yes (2 Stars) No C2 

Region South Denmark, Denmark 
(SmartCare site) 

Yes (4 stars) Yes A2, A3, D4 

Gesundes-Kinzigtal, Baden-Württemberg, 
Germany 
(BeyondSilos site; SmartCare Committed 
Region)) 

Yes (2 stars) Yes No 

Medical Delta, Netherlands 
(SmartCare) 

Yes (3 stars) No No 

NHS 24, Scotland, United Kingdom 
(SmartCare site) 

Yes (4 stars) Yes A1, A2, A3, 
C2,D4 

SCMA - Santa Casa da Misericórdia da Amadora, 
Portugal  
(BeyondSilos site; SmartCare Committed 
Region) 

No Yes No 

Spanish Red Cross, Aragon, Spain 
(SmartCare site) 

No No No 

Trikala, Thessaly, Greece  
(SmartCare Committed Region) 

No Yes No 

Valencia, Spain 
(BeyondSilos site; SmartCare Committed 
Region) 

Yes (3 stars) Yes C2 

Basque Country, Spain 
(CareWell site; SmartCare Committed Region) 

Yes (4 stars) Yes A1, A2, A3, 
C2 

Health Centre Zagreb, Croatia  
(CareWell) 

Yes (1 star) No No 

Puglia, Italy  
(CareWell site) 

Yes (2 stars) Yes C2 
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Name of Partner 2016 
Reference Site 

Member 
of B3 AG 

Member of 
other AGs 

Amadora, Portugal  
(BeyondSilos site; SmartCare Committed 
Region) 

No No A3 and D4 

CPRH - Centre for Protection of the Rights in 
the Healthcare, City of Sofia, Bulgaria 
(BeyondSilos site) 

Yes (Candidate 
Ref Site) 

No No 

Arsenàl.IT, Veneto's Research Centre for 
eHealth Innovation, Veneto, Italy  
(CareWell site; SmartCare Committed Region) 

Yes (3 stars) Yes No 

Campania, Italy  
(BeyondSilos site) 

Yes (3 stars) Yes D4 

Catalonia, Spain  
(SmartCare Committed Region 

Yes (4 stars) Yes No 

City of Kraljevo, Serbia  
(SmartCare site) 

Yes (Candidate 
Ref Site) 

No No 

Friuli Venezia Giulia, Italy  
(SmartCare site) 

Yes (3 stars) Yes C2 

Murcia, Spain  
(SmartCare Committed Region) 

Yes (2 stars) Yes No 

North Brabant Province, Netherlands  
(SmartCare site) 

Yes (3 stars) Yes C2 

Northern Ireland, United Kingdom 
(BeyondSilos site; SmartCare Committed 
Region) 

Yes (4 stars) Yes A1, A3, C2 

Olomouc, Czech Republic  
(SmartCare Committed Region) 

Yes (1 star) Yes No 

Wales, United Kingdom  
(CareWell site) 

Yes (4 stars) Yes A1, A2, A3, 
C2, D4 

This demonstrates the links between the Action Groups, Reference Sites and the three 
projects; this has laid down strong foundations for collaborative work at all levels. 

3.2 Working Group of B3 Action Group on Integrated Care 

The B3 Co-ordination Group has a key governance role in the development and 
implementation of the B3 Action Group’s Action Plan for 2012-15 and its renovated Action 
Plan for 2016-18.  The Co-ordination Group includes representation of partners from all 
three projects, as well as HIM SA, and this Group acted as the working group that held 
responsibility for planning and managing the collaborative activities undertaken between 
B3 Action Group and the projects. 

The majority of focused collaborative activities were planned and undertaken during 
Year 3 of the SmartCare project, and included: 

 Participation in the European Commission’s MAFEIP tool presentation. 

 Participation in the B3 Action Group on Integrated Care Action Group Meetings in 
November 2015 and June 2016. 
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 Participation in the 4th Conference of Partners on European Innovation Partnership 
on Active and Healthy Ageing in December 2015. 

 Organisation and participation in the meeting “Scaling-up and mentoring activities 
regarding CIP Projects and B3 Action Group”, held in January 2016. 

 Adoption of the EIPonAHA Maturity Model by the members of the Committed 
Regions Board. 

 Including a description of the B3 Maturity Model for Integrated Care in the 
SmartCare deployment Guidelines (D9.3). 

 Seven SmartCare deployment sites applying as reference sites. 

A more detailed description of the outcomes of the two main collaborative activities 
undertaken is included in the remainder of this report. 
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4 MAFEIP 

The European Commission decided to develop a tool, MAFEIP, the main purpose of which 
“… is twofold: first, to accumulate evidence on the impact of the activities carried out 
within the (EIP AHA) Partnership in terms of quality-adjusted life expectancy and health 
and care resource use within and across its six thematic Action Groups; and second, to 
provide decision relevant outcomes that are of value to developers, investors and 
implementers of innovation in the Active and Healthy Ageing arena across Europe.”1 

Although SmartCare falls outside the field of applicability of MAFEIP, and the actual 
availability of the latter was too late in the lifecycle of SmartCare to be used, its existence 
could not be ignored. 

Members of the SmartCare Consortium, and in particular a substantial representation in 
the team involved in the evaluation of the Project results, followed closely the various 
phases of the MAFEIP tool development; in particular, they gave a significant contribution 
to the MAFEIP tool workshop held on 21st September 2015 in Brussels. 

At the Project Officer’s request, the Management Team of SmartCare gave its availability 
to talk with Panaxea, the Dutch company which developed the tool, but this idea was later 
abandoned because of problems experienced by IPTS I, Seville (the arm of the Commission 
which commissioned the development of the tool) because of problems experienced with 
Panaxea during the execution of the work. 

In the Seminar on Scaling-up and mentoring organised by the SmartCare’s Project Officer 
on 20th January 2016 in Brussels, the SmartCare Management Team presented a drawing 
(see Figure 1 below) showing in a graphical way the relation between MAST and MAFEIP, 
and in particular how they can be used in the same project at different stages of the 
project’s lifecycle. 

                                                 
1  Excerpt from http://is.jrc.ec.europa.eu/pages/TFS/MAFEIP.html 
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Figure 1 – Relation of MAFEIP and MAST 

More recently, the MAST EEIG, whose members are all partners of SmartCare, has bid as 
Lead Partner for the “Support services for the Management and Utilisation of Monitoring 
and Assessment of the EIP-MAFEIP tool” showing once again the major interest that the 
SmartCare Consortium has for MAFEIP, its use, its promotion, and its further 
developments. 
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5 Testing the B3 Maturity Model with SmartCare regions 

5.1 Purpose of synergy activities 

A key achievement of the EIP on AHA B3 Action Group on Integrated Care has been the 
development of a conceptual model for regions to assess their readiness for integrated 
care: the B3 Maturity Model (B3-MM). The B3-MM was derived from interviews with 12 
European countries, or regions within a country, responsible for healthcare delivery. These 
regions / organisations are also active members of the B3 Action Group on Integrated Care. 

In the Maturity Model, the many activities that need to be managed in order to deliver 
integrated care have been grouped into 12 dimensions, each of which addresses part of the 
overall effort. These are: 

1. Readiness to change. 
2. Structure & Governance. 
3. Information & eHealth services. 
4. Standardisation & Simplification. 
5. Finance & Funding. 
6. Removal of Inhibitors. 
7. Population Approach. 
8. Citizen Empowerment. 
9. Evaluation Methods. 
10. Breadth of Ambition. 
11. Innovation Management. 
12. Capacity building. 

 

Figure 1: Dimensions of the Maturity Model for Integrated Care 
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By considering each dimension, assessing the current situation, and allocating a measure of 
maturity within that domain, it is possible for a country or region to develop a radar 
diagram which reveals areas of strengths, and also gaps in the provision of integrated care. 

As part of the collaborative work between the B3 Action Group and SmartCare project, it 
was proposed to the members of the Committed Regions Board (CRB) to participate in the 
self-assessment process for readiness in integrated care using the B3-MM. 

The aim of this activity was to assess the current situation in integrated care, and develop 
a radar diagram for each CRB Region showing how the healthcare systems are attempting 
to deliver integrated care services for their citizens, and what are their strengths and 
weaknesses. The comparison of the outcomes (radar diagrams) across the participating 
regions was not within a scope of this activity. 

5.2 Description of activities undertaken 

In order to know if the CRB members were interesting in completing the B3 Maturity Model 
activity a survey was carried out (Figure 2). The survey form is attached as Annex 2. 12 
CRB members expressed an interest in performing the maturity model in their region. 

 

Figure 2: The interest of CRB members in the Maturity Model activity 

The CRB members undertaking the activity were invited to a short “training” course 
carried out by NHS 24. The presentation given is attached as Annex 1. The objective of this 
course was to explain how the B3-MM was developed, its objectives, and how it can be 
applied in the process of self-assessment. In addition, instructions on how to use the B3-
MM, including the methods, expected outcomes and added-value for the participating 
regions, were provided (Figure 3). 
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Figure 3: Maturity Model self-assessment process 

The self-assessment process for CRB regions started with the identification of regional / 
local stakeholders who were invited to participate in the self-assessment survey. The self-
assessment survey was developed by NHS 24 and shared with the participating CRB 
members. The self-assessment survey consisted of 12 questions reflecting 12 dimensions of 
the B3-MM. The participants were asked to consider each dimension, assess the current 
situation in their organisation / region, and allocate a measure of maturity within that 
domain. Each of the dimensions was described in the survey in terms of its objectives and 
associated indicators of maturity with a score from 0 to 5.  

Based on the results of the survey, it was possible for each organisation / region to 
develop a ‘radar diagram’, which revealed areas of strength, and also gaps in the provision 
of integrated care, Please see Annex 3 for the results, and Figure 4 below for an example. 

 

Figure 4: Example of Amadora region radar diagram 
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Due to time constraints, the participating CRB members agreed it was not feasible to 
organise workshops to discuss and exploit the outcomes of the self-assessment process. In 
addition, two CRB members (Israel and Veneto) were not able to complete the survey on 
time. Therefore, the summary of the outcomes provided is based only on the results of the 
self-assessment survey from 10 CRB members. 

However, the SmartCare CRB members will continue with the self-assessment process as 
part of other European projects, namely CareWell and Beyond Silos (T9.3 “Pilot site 
networking”; WP7 Synergies with BeyondSilos and CareWell). This will also be an 
opportunity to involve the regions such as Scotland and Aragon which did not participate in 
this first round of the self-assessment exercise. Other interested regions can also 
participate in the self-assessment process, which will be conducted as part of the 
implementation of the B3 Synergy on Integrated Care. 

5.3 Outcomes 

Ten of the 12 CRB members completed the self-assessment survey, which resulted in eight 
radar diagrams illustrating the current situation in the provision of integrated care in the 
participating regions / organisations. 

Analysis of the results of the self-assessment survey shows that those regions who have 
made most progress in developing services and solutions to support integrated care have 
managed to achieve a higher level of maturity across a broad spectrum of dimensions, e.g. 
the Basque Country, Gesundes-Kinzigtal, Amadora, and Carinthia. This suggests that in 
order to solve the complex multi-factorial issue of integrating care services, successful 
planning and execution is needed across many dimensions, not simply those concerned 
with health policy, technology or change management. 

The results of the self-assessment process also highlighted that regions have mostly 
progressed with the vertical integration of services, implementation of information and 
ehealth services, standards and risk stratification models. They also demonstrate the 
readiness to change to some extent. In contrast, the areas of change management, 
funding, citizen empowerment, evaluation and organisational changes remain to be issues 
in implementing integrated care solutions. A brief summary of results for all 10 CRBs is 
provided below. The summary is organised in two parts: strengths, with the average 
scoring 3 or higher, and weaknesses, with the average scoring below 3. 

5.3.1 Strengths 

5.3.1.1 Readiness to change 

If the existing systems of care need to be re-designed to provide a more integrated set of 
services, this will require change across many levels, the creation of new roles, processes 
and working practices, and new systems to support information sharing and collaboration 
across care teams. 

The results of the self-assessment survey confirmed that there is a wider recognition of the 
need to change, and acceptance of the reality that care systems are unsustainable across 
the CRB regions. There is a dialogue and consensus-building underway on the desired 
future state of the care systems. Some regions (Basque Country, Gesundes-Kinzigtal, 
Carinthia and Valencia and Thessaly, scoring 4 and 3 retrospectively) have progressed even 
further. The vision on the future experience of care is formulated in publishable Plans with 
clear strategic goals and milestones in these regions. The Plans are embedded in national / 
regional policies, and there are emerging leaders and champions pressuring for change. In 
Amadora (scoring 5), political consensus on the vision for future healthcare has been 
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reached and supported by wider stakeholders including political leadership, management, 
care professionals, public and press. 

In summary, the results demonstrate a clear willingness and commitment of CRB regions to 
change and re-design current health and social care systems towards a more integrated 
and sustainable set of services. 

5.3.1.2 Information & eHealth services 

Integrated care requires, as a foundational capability, sharing of health information and 
care plans across diverse care teams that leads progressively to systems for enabling 
continuous collaboration, measuring and managing outcomes, and enabling citizens to take 
a more active role in their own care. This means building on existing eHealth services, 
connecting them in new ways to support integration, and augmenting them with new 
capabilities, such as enhanced security and mobility. 

Most of CRB regions scored relatively high along this dimension, demonstrating the 
existence of a unique citizen ID, regional / national electronic health records, at scale 
teleservices, and care collaboration platforms. However, there is still a difference in the 
use of these services between the regions. In case of Northern Ireland, Basque Country, 
Amadora, Thessaly and Gesundes-Kinzigtal (scoring 3 on this dimension), there is a 
voluntary use of regional / national eHealth services across the healthcare systems. On the 
other hand, regions scoring 4 and 5 on this dimension, Murcia, Valencia, Carinthia and 
Extremadura respectively, show mandated or funded use of regional / national eHealth 
infrastructure and services across the healthcare system. 

The only region where implementation of information & eHealth services is still rather in 
the form of local services or pilots is the Olomouc Region in the Czech Republic (scoring 1 
on this dimension). 

In summary, the results underline the real recognition of the participating CRB regions for 
building the infrastructure to enable sharing of information and access to digital services 
for their citizens. 

5.3.1.3 Standardisation & simplification 

When considering eHealth services and how they can support the information sharing and 
collaboration needs of integrated care, the task can be easier if the number of different 
systems in use, and the formats in which they store data, can be simplified. Practically, 
this means trying to consolidate data centres, standardising on fewer systems, and 
agreeing on what informatics standards will be used across a region or country.  

The results of the self-assessment survey show that most of the participating CRB regions 
implement various international standards (e.g. HL7, ICD, SNOMED) and profiles (e.g. IHE 
XDS, Continua Design Guidelines), and there is a trend to reduce the total number of 
applications. Moreover, in some regions e.g. the Basque Country, Extremadura, Thessaly 
and Murcia, some shared procurements of new systems at regional / national system are 
underway. In Valencia (scoring 5), a unified and mandated set of agreed standards to be 
used for system implementations is fully incorporated into the procurement processes; 
consolidated data centres and shared services (including cloud) is normal practice in the 
region. 

In contrast, there are only few local attempts towards standardisation and simplification in 
the Czech Republic, Northern Ireland and Gesundes-Kinzigtal, scoring 2 along this 
dimension. 
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In summary, the results show the attempts of the participating regions to reduce the 
number of the systems in place and standardise. 

5.3.1.4 Population approach 

Integrated care can be developed to benefit those citizens who are not thriving under 
existing systems of care, in order to help them manage their health and care needs in a 
better way, and to avoid emergency calls and hospital admissions and reduce hospital 
stays. Population health goes beyond this, and uses methods to understand where future 
health risks (and so, demands) will come from. If offers ways to act ahead of time, to 
predict and anticipate, so that citizens can maintain their health for longer and be less 
dependent on care services as they age. 

The results of the self-assessment survey show that all participating CRB regions, with the 
exception of the Czech Republic, use risk stratification models and tools to predict future 
demands, and take steps to reduce health risks through technology-enabled public health 
interventions. However, CRB regions differ in terms of scope, coverage and use of these 
tools. For example, in Valencia (scoring 5) the whole population stratification tool is 
deployed and fully implemented. On the other hand, in the regions like the Basque 
Country, Extremadura, Murcia, Amadora, Thessaly and Gesundes-Kinzigtal (scoring 3), the 
group risk stratification tools for those who are at risk of becoming frequent service users 
are being used. In case of Northern Ireland and Carinthia (scoring 4), the development of 
population-wide risk stratification tools has started, but is not fully acted on. 

In summary, the results demonstrate a commitment of the CRB regions to improve the 
resilience of their health and social care systems by using existing data on public health, 
health risks and service utilisation, and thus take stapes to divert citizens into more 
appropriate and effective care pathways based on user preferences. 

5.3.1.5 Breadth of ambition 

Integrated care requires many levels of integration, such as integration between primary 
and secondary care, of all stakeholders involved in the care process, or across many 
organisations. The broader the ambition, the more numerous and diverse the stakeholders 
who have to be engaged. Similarly, integration may include all levels of the system, or may 
be limited to clinical information sharing. 

In case of CRB regions, only two regions (Northern Ireland and Amadora, scoring 5) 
assessed themselves as very mature with fully integrated health and social care systems. 
The integration is supported at all levels within the health and social care systems: at the 
macro (policy structure), meso (organisational, professional) and micro (clinical) levels. In 
contrast, in the Basque Country and Czech Republic (scoring 1 on this dimension) the 
health and social care services are perceived in silos where the citizen and their family act 
as the integrators of services. The majority of CTB regions predominantly show maturity in 
the integration within the same level of care (e.g. primary care). 

In summary, the results confirm that there is still mostly vertical integration so far in 
place, with the ambition to integrate the services and systems across primary, community 
and acute settings. However, there is the long-term goal and commitment to fully 
integrated care services across the CRB regions. 

5.3.2 Weaknesses 

5.3.2.1 Structure & governance  

The broad set of changes needed to deliver integrated care at a regional or national level 
presents a significant challenge. It needs multi-year programmes with excellent change 
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management, funding and communications, and the power to influence and mandate new 
working practices. This means alignment of purpose across diverse organisations and 
professions, and the willingness to collaborate and put the interest of the overall care 
system above individual incentives. 

The results of the self-assessment survey demonstrate that in many of participating CRB 
regions (Extremadura, Northern Ireland, Czech Republic, Murcia and Valencia), there is a 
change underway, but very often with fragmented organisations and plans to implement 
this change. In the Basque Country, Gesundes-Kinzigtal and Thessaly in Greece, the 
formation of task forces, building alliances and other informal ways of collaborating can be 
observed. The regions such as Carinthia and Amadora show a higher level of maturity along 
this dimension. This is evidenced by a well-defined and broadly accepted roadmap for 
change management, and fully established integrated care programmes with funding and a 
clear mandate. 

In summary, the results show that the introduction of properly funded, multi-year 
transformation integrated care programmes with a clearly distributed leadership, excellent 
communication of goals, progress and successes remains a challenge across European 
regions. 

5.3.2.2 Finance & funding  

Changing systems of care so that they can offer better integration requires initial 
investment and funding; a degree of operational funding during the transition to the new 
modes of care; and on-going financial support until the new services are fully operational 
and the older ones are de-commissioned. 

The results of the self-assessment survey interestingly show that participating CRB regions 
use the full range of mechanisms from regional / national budgets to “stimulus” funds, 
European Union funding, public-private partnerships (PPP) and risk-sharing mechanisms for 
scaling-up and on-going operations (e.g. Northern Ireland, Carinthia, Valencia, Amadora, 
Murcia, Thessaly and Gesundes-Kinzigtal). In addition, in the Basque Country there is also 
innovation funding available through competitions / grants for individual care providers. In 
contrast, the Czech Republic (scoring 1) shows still rather fragmented funding for 
innovation and provision of integrated care. 

In summary, the results show that CRB regions still rely primarily on external funding 
rather than the sustained long-term investment that is absolutely crucial for the provision 
of integrated care solutions and continuous improvement of service delivery. 

5.3.2.3 Removal of inhibitors 

Even with political support, funded programmes and good eHealth infrastructure, many 
factors can still make integrated care difficult to deliver, by delaying change or limiting 
how far change can go. These include legal issues with data governance, resistance to 
change from individuals or professional bodies, cultural barriers to innovation, perverse 
financial incentives, and lack of skills. 

The results of the self-assessment survey show that only a few CRB regions (Thessaly, 
Amadora and Murcia) have a strategy in place to remove inhibitors. This allows an early 
detection of the inhibitors, and plans to minimise their impact. Carinthia seems to be the 
most mature region, with solutions to remove inhibitors developed and commonly used. 
This includes changes to the law, creation of new collaborations to encourage cross-
boundary working, training programmes for skills gaps, and changes to reimbursement to 
support behavioural change and process change. 
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In contrast, the majority of the self-assessed regions experience projects and initiatives in 
integrated care being delayed or cancelled due to inhibitors. 

In summary, the results underline that the European regions are still not mature enough 
with the actions to remove inhibitors and speed up the delivery of integrated care 
solutions.  

5.3.2.4 Citizen empowerment 

Health and social care systems are under increasing pressure to respond to demands which 
could be also handled by citizens and carers themselves. The evidence suggests that many 
individuals would be willing to do more to participate in their own care if easy-to-use 
services, such as appointment booking, self-monitoring of health status, and alternatives 
to medical appointments, were available to them. This means providing services and tools 
which enable convenience, offer choice, and encourage self-service and engagement in 
health management. 

The results of the self-assessment survey underline that involvement of citizens in 
decision-making processes and co-design of health and social care services still remains a 
challenge. The regions such as Extremadura, Czech Republic, Murcia and Valencia 
demonstrate very low maturity in this dimension. In the Basque Country, Carinthia and 
Thessaly, policies to support citizens’ empowerment and protect their rights are 
introduced and implemented, but may not reflect citizens’ real needs. The most mature 
regions seem to be Amadora and Gesundes-Kinzigtal, where citizens are motivated and 
supported to be involved in the decision-making and co-design processes, and have access 
to information and health data. However, the needs of the citizens are frequently not 
monitored and reflected in service delivery, nor in policy making. 

In summary, the results demonstrate a critical challenge with citizen empowerment across 
the participating European regions.  

5.3.2.5 Evaluation methods 

As new care pathways and services are introduced to support integrated care, there is a 
clear need to ensure that the changes are having the desired effect on quality of care, cost 
of care, access and citizens' experiences. This supports the concept of evidence-based 
investment, where the impact of change is evaluated, ideally by experts in health 
economics and health technology assessment (HTA). 

The results of the self-assessment survey indicate that in the majority of the participating 
CRB regions, only some initiatives and services are evaluated as part of a systematic 
approach. In addition, the publication of the evaluation results is rather limited. 
Gesundes-Kinzigtal region shows the highest maturity in its approach to evaluation. 
Systematic measuring of the impact of new services and pathways is in place, and the 
evaluation outcomes are published and acted upon. 

In summary, the results confirm that generating evidence that leads to faster adoption and 
scaling up of good practices / local initiatives in the area of integrated care still remains a 
challenge in Europe. 

5.3.2.6 Innovation management 

Many of the best ideas are likely to come from clinicians, nurses and social workers who 
understand where improvements can be made to existing processes. These innovations 
need to be recognised, assessed and, where possible, scaled up to provide benefit across 
the system. At the same time, universities and private sector companies are increasingly 
willing to engage in open innovation, and innovative procurement, in order to develop new 
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technologies, test process improvements and deliver new services that meet the needs of 
citizens. There is also value in looking outside system to other regions and countries that 
are dealing with the same set of challenges, to learn from their experiences. Overall, this 
means managing the innovation process to get the best results for the system of care, and 
ensuring that good ideas are encouraged and rewarded.  

The results of the self-assessment process show that many of the participating CRB regions 
are not very mature in the management of the innovation process. The regions such as 
Extremadura, Northern Ireland, Basque Country, Czech Republic, Murcia and Valencia 
experience very isolated, and not visible, innovation across the region / country. In more 
mature regions (Thessaly, Carinthia and Gesundes-Kinzigtal, scoring 3), innovations are 
captured and published as good practices, and regions are encouraged to learn from inside 
the system, as well as from other regions, to expand thinking, and speed up change and 
implementation of integrated care solutions. In Amadora, the most mature region scoring 4 
on this dimension, a formalised innovation management process is in place, involving 
universities and private sector companies. 

In summary, the results show that extensive open innovation, combined with supporting 
procurement and the diffusion of good practices, remain a great challenge for the 
European regions. 

5.3.2.7 Capacity building 

As the systems of care are transformed, many new roles will need to be created and new 
skills developed. These will range from technological expertise and project management, 
to successful change management. As demands continue to change, skills, talent and 
experience must be retained. This means ensuring that knowledge is captured and used to 
improve the next set of projects and initiatives, leading to greater productivity and 
increasing success. 

The results of the self-assessment survey indicate that most of the participating CRB 
regions have some mechanisms in place to sharing knowledge among organisations. There 
is a recognition that the systems of care need to be “learning systems” that are constantly 
striving to improve quality, cost and access. They must build their capacity so as to 
become more adaptable and resilient. In regions like Northern Ireland, Basque Country, 
Carinthia and Gesundes-Kinzigtal, more systematic learning about integrated care can be 
observed. However, this still does not mean that there is an environment where service 
improvements are continuously evaluated and improved for the benefit of their health and 
social systems. The regions still face the challenge of building skills that can bridge the 
gaps, with rather high turnover of experiences staff. There is also a lack of tools, processes 
and platforms, to allow organisations to assess themselves and build their own capacity to 
deliver successful change. 

In summary, the results demonstrate that implementation of “learning healthcare 
systems” involving reflection, building a skill base, and continuous improvement, is still a 
major difficulty for European regions. 
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6 B3 involvement in project mentoring activities 

Mentoring activities were performed within the scope of the BeyondSilos project, and 
mentoring has proven to be a successful tool in implementing a learning approach & 
interaction with other existing initiatives. 

Special interest has been expressed by the European Commission to further promote this 
activity, its methodology, and build on its results for future interaction with other 
integrated care projects / initiatives, as well as within the B3 Action Group. 

The underlying principals of mentoring have helped in many other synergy activities, in 
transferring knowledge / tools among all three projects, such as: the ASSIST tool for Cost 
Benefit analysis; RAIL (Risks, Actions, Issues, Lessons Learned) tool for collecting all 
operational deployment site details. 

The specific objectives of the mentoring activities undertaken were: 

 Identification of good practices & lessons learned among other integrated care 
projects. 

 Design and conception of guidelines to identify training needs among sites. 

 Identification of lessons learned by pilot sites. 

 Definition of training & mentoring sessions accordingly to the needs identified. 

The outcomes of these mentoring activities to date are: 

 Facilitation of a learning approach & interaction with existing initiatives. 

 Avoidance of repeating mistakes or reinventing wheel. 

 Exploitation / dissemination of learning by partners from SmartCare, BeyondSilos 
and CareWell, and other integrated care projects. 

 Exploitation / dissemination of learning within the B3 Action Group, in which many 
of the project's pilot sites participate. 

 Expansion of the European integrated care community. 
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7 MAST Evaluation Tool 

MAST was developed at the end of the first decade of the 21st century, under contract with 
the European Commission (SMART 2008/0064 - MethoTelemed contract) to build a solid 
assessment framework for telemedicine applications based on existing scientific evidence. 
MAST is based on the Health Technology Assessment Core Model of EUnetHTA but it 
extends it to cover aspects typical of telemedicine and, more specifically, of remote 
monitoring of chronic patients. 

MAST has met with remarkable success, and it has been already used in over a dozen 
different projects representing over 50 individual studies. 

For this reason, MAST was selected as the assessment framework of choice for SmartCare, 
even if the Consortium was aware that MAST, in its original form, did not encompass some 
of the domains / subdomains relevant for the assessment of ICT-enabled integrated care 
interventions. 

In SmartCare, two essential steps were carried out about MAST: on the one hand, the 
original version of the model targeted to tele-monitoring of chronic patients was formally 
validated on the basis of the experience acquired since its first introduction in 2010 (MAST 
1.0 Validation Workshop held in Brussels on 16th March 2016). On the other hand, the 
essential extensions to encompass ICT-enabled integrated care were presented and 
discussed with a group of external experts (MAST 2.0 Validation Workshop held in Brussels 
on 22nd March 2016). These extensions have become part of MAST 2.0 which, by now, is a 
tool perfectly geared to support the evaluation of ICT-enabled integrated care 
interventions in the B3 Action Group Reference Sites. 

Moreover, further extensions to MAST 2.0 have been already planned in SmartCare 
(predictive modelling and support for change management in the care sector) and in 
BeyondSilos (integration matrix) which will increase even more the value of MAST to 
whoever intends to deploy ICT-enabled integrated care. 

Members of the B3 Action Groups are quite clearly the primary candidates to be early 
adopters of MAST 2.0 and of the subsequent releases of the tool. Use of the tool is free of 
charge, and a specific organisation has been set-up (MAST EEIG) to provide training and 
support in the use of the tool. 

Promotion of MAST within the B3 Action Group has been carried out through the B3 Action 
Group's Coordinator (Donna Henderson) and the newly appointed B3 Action Group's 
Promoter within the PROEIPAHA Support Action (Leo Lewis) who are both also actively 
involved in SmartCare. This activity is meant to continue after the end of SmartCare and of 
the other two projects about ICT-enabled integrated care, and will be carried out mainly 
by the MAST EEIG of which NHS 24 and the Odense University Hospital (part of Region 
Syddanmark) are both members. 
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8 Conclusions and next steps 

8.1 Outcomes of synergy activities 

There is no doubt that the synergy activities between the three projects, SmartCare, 
BeyondSilos and CareWell, and the EIP on AHA B3 Action Group on Integrated Care has 
borne real benefits for project partners, B3 members and the wider European integrated 
care community. 

The value of linking the projects’ activities with the work of the B3 Action Group on 
Integrated Care has been evidenced in the production of key outputs from these synergy 
activities: 

 The self-assessment of maturity of integrated care (using B3 Maturity Model) in 10 
SmartCare regions. 

 Summary report of key findings / outcomes (included in this document). 

 Inclusion of the use of the B3 Maturity Model in the SmartCare Guidelines for 
Deployment (D9.3). 

 Free availability of MAST 2.0 for the B3 Action Group members wishing to evaluate 
the outcome of the ICT-enabled integrated care services that they deploy. 

8.2 Opportunities for further collaboration 

As so many project partners are also EIP on AHA Reference Sites and Action Group 
members, the opportunities for further collaboration are extensive.  They are likely to 
include: 

 Continuing liaison between the project partners and EIP on AHA to expand the use 
of project deliverables and tools, and especially of MAST 2.0 and its further 
developments. 

 Involvement of project partners in the development and expansion of the B3 
Maturity Model for Integrated Care. 

 Implementation of the integration between MAST 2.0 and MAFEIP in such a way that 
the output of MAST can be used as input to MAFEIP for “what if” exercises. 

 The development of new applications for project funding, involving other EIP on 
AHA members, to expand and further develop the learning and outcomes of the 
three projects. 

8.3 Next steps 

The final deliverables from all three projects will be disseminated via the B3 Action Group 
network to ensure that the EIP on AHA integrated care community are aware of the key 
learning and outcomes of the projects. In addition, MAST 2.0 will be promoted among the 
members of the B3 Action Group. 

Webinars will be arranged by the B3 Action Group, and will be open to all Action Groups 
and Reference Sites, on each of the three projects to promote the dissemination of 
outcomes, learning and tools.  These will also be shared via the EIP on AHA repository. 

The projects’ outcomes and learning will be incorporated into B3 Action Group’s 
contribution to the Conference of Partners programme in December 2016. 


