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I Question
I -In frail, elderly people living in the com-
* nity, does the integration of medical

social services -with case rnanage-
i: rhent programmes improve outcomes
(and decrease costs?

Design
1.1-year randomised controlled trial.

Setting
•Atown (Rovereto) in northern Italy.

Patients
200 adults (mean age 81 y, 71 % women)

|. who were>65 years of age and received
?:• home health services or home assistance

programmes.

Intervention
I Patients were allocated either to inte-
{• grated care (i.e., general practitioners

[GPs] and a community geriatric evalu-
ation unit used case management and
care planning to integrate the provision
of social and medical services) (n - 100)
or to standard care (n = 100), which in-

I eluded GP ambulatory and home vis-
its, nursing and soda! services, home
aids, and Meals on Wheels.
Commentary

Main outcome measures
Physical and cognitive function, admis-
sion to an institution, and use and costs
of health services.

Main results
After results were adjusted for baseline
values (i.e., sex, marital status, living
alone, financial status, physical and cog-
nitive function, medical conditions, and
medications used), integrated care led
to better functional outcomes than did
standard care (activities of daily living
[ADL] adjusted mean score 2.0 vs 2.6,
P < 0.001; instrumental ADL adjusted
mean score 4.1 vs 4.4, P < 0.05; Short
Portable Mental Status questionnaire
adjusted mean score 2.8 vs 3.4, P< 0.05;
and geriatric depression scale adjusted
mean score 10.9 vs 12.8, P < 0.05). In-
tegrated care led to fewer admissions to
an acute care hospital (P < 0.05), nursing
home or hospital (P < 0.01), or emer-
gency room than did standard care
(P < 0.03); no effect was seen for admis-
sions to a nursing home (P=0.3) (Table).

Older people who received integrated
care had a shorter length of stay in a
nursing home (1087 vs 2121 d) or acute
care hospital (894 vs 1376 days) than did
those who received standard care. Inte-
grated care led to a 23% saving in total
per-capita health care costs compared
with standard care.

Conclusion
In frail, elderly people living in. the com-
munity, the integration of social and medi-
cal services reduced functional decline,
admissions to institutions, and costs.
Sources of funding: Progetto Pitmlizzato
hwecchiavimto and National Research Council.
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Admissions to institutions duiing 1 year for integrated care (IC) vs standard
care (SC) in frail, elderly people living in the community*

Institution

Nursing home or hospital

Acute care hospital
Emergency room

Nursing home

IC

38%

36%
6%

10%

SC

58%
51%

17%
15%

RRR (95% CI)

66% (49 to 89)
29% (2 to 49)

64% (16 to 85)
33% (-40 to 68)

NNT(CI)

6 (4 to 18)

7 (4 to 123)

10 (5 to 47)

Not significant

* Abbreviations denned in Glossary; RRR, NNT, and CI calculated from data in article.

The question is frequently raised of how
best to provide health care that is beneficial
and cost-effective for older adults. Bernabei
and colleagues report on a topic that is often
speculated upon rather than researched sys-
tematically; it is difficult to collect sound
quantitative data that reflect service effects
as opposed to, for example, specific treat-
ment effects.

The authors took advantage of changes in
national health policy to evaluate a new inte-
grated social and medical care and case man-
agement package. Perhaps it was an omission
that they did not give more detail about die
setting (other than the town's name and the
population of 35 000) to enable the reader co
compare such factors as referral rates or num-

ber of clinical staff employed in specific set-
tings with data for meir own clinical catch-
ment area. In addition, not all patients re-
quired mental health input; although the
authors indicate mat their patients required
services because of "multiple geriatric condi-
tions . . . dementia, immobility, incontinence,
and stroke deficits."

The authors succeeded in conducting a
randomised controlled study of die model
of integrated care and case management,
This involved liaison between GPs, 2 case
managers, and a "community geriatric
evaluation unit," which included a geriatri-
cian, a social worker, and several nurses.
For many persons who work in mental
health services with older adults, this inte-

grated model may not be new, but it is
encouraging to see data that suggest that
such an approach may be effective.

The reduction in cognitive decline may
have resulted from the reduction of psycho-
logical deficits in depressed or anxious pa-
tients who felt better supported by the inte-
grated system rather than from a real delay in
decline of actual cognitive function in patients
with dementia. Nonetheless, the feet that
such an improvement was brought about
simply by a different approach to the provi-
sion of services could be useful for mental
health clinicians working with all older adults.
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