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More than 15 years experiences in piloting innovation in health and social care 
sector
with multisectoral and integrated care approach:
- Different funding instruments (regional, national, EU..)

- For example FVG Regional Law on Innovation 25/2006, «Abitare Possibile» 
Fund, etc

- Local partnerhsips (Health Auhtority, Municipality, University, Research center..)
- Main topics:

- Autonomy and independent living, Accessibility
- Social Housing
- Home care 

Regional past experiences in innovation in health
and social care sector for older people



1. CASA -Consortium for Assistive Solutions, CORAL network

Policy development for AAL innovation 2012-2014

2. HELPS Innovative Housing and home care solutions

for older people 2011-2014

3 SMARTCARE ICT-supported integrated care

(home care monitoring, telemedicine deployment) 2013-2016

4. HealthNET integrated care in post-discharge process and in different 

health care settings, with ICT solutions (telemonitoring mobile kit) 2017-2019

5. ASTAHG Alpine Space Governance For Active and Healthy Ageing 

2018-2021

EU Projects in FVG supporting innovation in Health and Social Care





The new paradigm of Telemedicine:
From a «reactive» to a «pro-active» approach
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• Home telemonitoring should ideally have the following key components:

• an electronic health record accessible to both patients and health 
professionals;

• trustworthy educational support for all concerned; 

• accountable health-care professionals who are actively involved in the 
patient’s care and who provide human contact when the patient needs it 
(remote monitoring should not be synonymous with impersonal health care); 

• integration across primary and secondary care providers; 

• Sensors that evaluate physiological variables to guide therapeutic practice 
incorporated into the patient’s daily routine; 

• therapeutic goals that optimise the patient’s health state rather than just 
trying to detect impending crises;

• audit of progress towards agreed goals

Telemedicina: 
personalized approach

Not  
«one-size-fits-all» program

Telehealth: delivering high-quality care for heart failure



SmartCare Project
• SmartCare was a 3-year project  funded by the European Programme ICT-

PSP (Information and Communication Technologies - Policy Support 
Programme),with 10 pilots and  30 EU partners with a twofold goal: 

• To enhance integrated, ICT-based health and social care through the 
usage of new technologies for telehealth and telemonitoring.

• To promote domiciliary care and citizen’s empowerment. People with 
complex HC and SC needs will receive integrated home assistance by the 
Regional Healthcare system together with Social Services 
(Municipalities) and with the support of the Third Sector and of formal 
and informal carers. 

• Health Authority n°1 – Triestina was the lead partner
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Design: local randomized study design (200  elderly citizens with HC/SC 
needs to be enrolled by the end of the study: 100 in usual care control 
group, 100 in ‘new ICT supported integrated care’ intervention group). 

Short and Long-Term Pathways:

• Short term home monitoring (>3 mo). Before H discharge, 
multiprofessional H team together with district nurse select eligible
care recipient according to a set of HC/SC inclusion criteria (eg Heart
Failure, COPD, diabetes, social isolation)

• Long term care (≥6 mo). Elderly individuals with chronic/stable, 
relevant health and/or social needs assessed by HC/SC staff at the 
joint point of referral (PUA).

FVG study design and enrolment inclusion criteria





Short-term Post-discharge Pathway

5.7 days saved in 3 months for 1 post-discharge intervention
patients as compared to usual care pts

p=0.048
p=NS



Telemedicine for chronic diseases
in Friuli Venezia Giulia 2020

• Our purpose is to implement a social and health care program 

through ICT tools to implement an effective, integrate and 

sustainable home care model for elderly, hospitalized for 

heart failure, diabetes, COPD.

• The project could enroll a maximum of 1000 patients/year in 

the whole FVG region.

• The multi-professional group will include patients, nurses, 

GPs, district doctors, specialists, caregivers, social workers, 

and possibly patient associations.



HealthNET (Interreg VA Italy-Austria VA 2014-2020)

The HEALTHNET project aimed at defining innovative integrated care model and at developing

policies shared at cross-border level for the wellbeing of citizens, through comparative analysis,

training and pilot activities implementing ICT-solutions and social innovation.

The partners set-up an institutional cooperation in order to develop transferable and sustainable

integrated care models with the following objectives:

- to improve the integration and continuity between hospital and primary care;

- to strengthen independent living for people with chronic diseases mainly in the post-discharge

phases through ICT-solutions (eHealth and eCare);

- to organize training activities for formal and informal carers.

Local Health Authority of Trieste developed the pilot action through home-care remote monitoring

and mobile-kit with ICT Bluetooth devices in 4 residential care facilities.

Around 125 older people were enrolled in residential care settings.



Project CaT - Centenarians in Trieste 
Coordinated by prof. Gabriella Marcon, University of Trieste

Project PANGeA- Physical Activity and Nutrition for Quality Ageing
Coordinated by prof. Gianni Biolo, University of Trieste

Other good practices promoted by UNITS 

about social innovation and active ageing




