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En guise d’introduction : une solution pertinente aux nombreux défis des systèmes de santé Le terme de e-santé (e-health en anglais) - avec ses équivalents : télésanté, santé numérique, santé connectée - désigne tous les domaines où les technologies de l’information et de la communication (TIC) sont mises au service de la santé, telle qu’elle a été définie par l’Organisation mondiale de la santé (OMS) en 1945 : « La santé est un état de complet bien-être physique, mental et social, et ne consiste pas seulement en une absence de maladie ou d’infirmité ». Cela concerne des domaines comme la télémédecine, la prévention, le maintien à domicile, le suivi d’une maladie chronique à distance (diabète, hypertension, insuffisance cardiaque …), les dossiers médicaux électroniques ainsi que les applications et la domotique. La e-santé apparaît de plus en plus comme une solution pertinente pour répondre aux défis que doivent relever les systèmes de santé : évolution de la démographie médicale, inégalités territoriales d’accès aux soins, hausse de la prévalence des maladies chroniques ou encore vieillissement de la population et prise en charge de la dépendance. En revanche, une incertitude demeure quant à sa capacité à réduire les coûts, du moins dans un premier temps : si elle laisse espérer plus d’efficience, elle pourrait aussi offrir de nouveaux services, entraînant des dépenses supplémentaires. L’enjeu du déploiement de la télésanté est donc moins économique que qualitatif. Toutefois, malgré l’intérêt suscité, la e-santé est longtemps demeurée sous -exploitée. Ce constat est vrai pour l’ensemble des pays de l’OCDE, 1même si certains pays nordiques disposaient d’un système d’ordonnances électroniques, d’un portail national d’information sur la santé en ligne et d’un dossier patient numérisé au début des années 2000. En France, de nombreux programmes informatiques ont fait l’objet d’investissements dans les hôpitaux dans le cadre d’une modernisation du fonctionnement administratif, qui ne concourait pas directement à la qualité des soins. 2 Le contexte a beaucoup évolué ces dernières années, et la santé numérique semble être la solution alliant l’efficacité des soins apportés à la maîtrise des dépenses de santé, mais sa généralisation implique de trouver des réponses à des questions de tous ordres telles que : la confidentialité des données personnelles, la gestion du déploiement des solutions techniques pour couvrir l’ensemble de la population, le basculement vers le numérique des services de santé actuels, la responsabilisation, la formation, l’autonomie, le suivi des patients lorsque les solutions de e-santé leur permettront de rester à domicile pour leur traitement. En France, l’outil technologique n’est certes pas la réponse unique aux difficultés de prise en charge du patient. Toutefois, correctement mise au service du décloisonnement des secteurs sanitaire et médico-social, hospitalier et ambulatoire, médical et paramédical, la e-santé pourra servir de levier pour encourager la prévention et les soins primaires, tout en garantissant un principe constitutif du système de santé français depuis 1945 : l’accès à des soins de qualité pour tous grâce à un maillage effectif du territoire. De plus, la télésanté permettra de replacer l’usager au cœur du dispositif et de répondre à sa volonté d’autonomie, désormais reconnue comme un droit des malades. 3 Longtemps considérée comme un pays à la traîne en matière de e-santé, la France semble avoir pris la mesure, depuis les années 2010, de l’utilité d’une véritable politique de santé numérique. Il est à noter également que le marché de la e-santé grandit principalement en dehors de l’hôpital (plutôt orienté vers la future mise en place du dossier médical personnel), au plus près des patients dans leur lieu de 1



OCDE (2009). Obtenir un meilleur qualité-prix dans les soins de santé. OCDE (2010). Améliorer l’efficacité du secteur de la santé : le rôle des technologies de l’information et de la communication. 3 D’après la note du Centre d’analyse stratégique. Quelles opportunités pour l’offre de soins de demain : la télésanté. (N° 255, décembre 2011). 2
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domicile, avec deux cibles clairement identifiées qui sont : les patients atteints de maladies chroniques (diabète, insuffisance cardiaque,…), les séniors ou les personnes handicapées vivant à domicile et nécessitant une assistance spécifique. Si les attentes sont nombreuses, les défis le sont aussi. Les TIC vont-elles permettre de mieux protéger les données médicales ou vont-elles au contraire, en donnant la possibilité d’accroître la mobilité de l’information et des services, rendre ces données plus vulnérables ? Est-ce qu’il existe des méthodologies d’évaluation de la e-santé ? Quel cadre législatif supplémentaire pour son développement ? Quelles sont les nouvelles responsabilités des professionnels de santé ? Une mobilisation de tous les acteurs et une nouvelle coordination de leurs actions au niveau régional, national, européen semblent indispensable pour que la e-santé remplisse ses promesses, ainsi qu’une bonne intégration de ces nouvelles technologies dans la politique de santé globale. L’objectif de cette bibliographie est de recenser des sources d’information (ouvrages, rapports, articles scientifiques, littérature grise, sites institutionnels…) dans le domaine de la e-santé pour la période s’étendant de 2000 à 2016/07. Le périmètre géographique retenu concerne la France, l’Europe, les Etats-Unis, le Canada et l’Australie. Les recherches bibliographiques ont été réalisées sur les bases suivantes : Base bibliographique de l’Irdes, Banque de données santé publique (BDSP), Medline. Lorsque les requêtes de recherches rapportaient plus de 1 000 références dans la littérature scientifique notamment anglo-saxonne, la sélection s'est orientée vers les revues de la littérature (review, systematic review, literature review, scopus review) et les documents accompagnés de résumé. Les références sont présentées par types de documents, puis par ordre alphabétique de titres et/ou d’auteurs. Elles sont précédées d’une définition de la e-santé, ainsi que d’une délimitation de ses domaines d’action. Nombre de références sélectionnées Thèmes/ Champs géographiques Définition Etudes d’ensemble sur la e-santé Télémédecine Systèmes d’information en santé



France



Pays étrangers



94 121 210



52 124 134



Un essai de définition La littérature regorge d’expressions consacrées à la santé numérique ou connectée. Les professionnels de santé parlent essentiellement de télémédecine, alors que les ingénieurs informaticiens ou du numérique parlent surtout d’e-santé. Beaucoup de termes français sont la traduction de mots utilisés dans la littérature anglo-saxonne. E-health se traduit en français par « esanté », telehealth par « télésanté ». En France, le terme télésanté intègre tous les domaines de la
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santé numérique, mais dans les pays anglo-saxons, telehealth est surtout utilisé pour décrire les services de la télémédecine informative.4 Elle est aussi nommée : TIC santé et, depuis plus de dix ans, l’utilisation des TIC dans le domaine de la santé est abordée dans de nombreux travaux académiques et institutionnels. Le premier usage du terme « e-santé » remonte vraisemblablement à 1999. Lors d’une présentation au 7e congrès international de la télémédecine – ou médecine à distance – John Mitchell, un consultant australien dans le domaine de la santé, le définit comme « l’usage combiné de l’internet et des technologies de l’information à des fins cliniques, éducationnelles et administratives, à la fois localement et à distance ».5 Selon l’Organisation mondiale de la santé (OMS), la e-santé se définit comme « les services du numérique au service du bien-être de la personne » c’est-à-dire comme l’application des technologies de l’information et de la communication (TIC) au domaine de la santé et du bien-être. La télémédecine est une activité professionnelle qui met en œuvre des moyens de télécommunications numériques permettant à des médecins et à d’autres membres du corps médical de réaliser à distance des actes médicaux, alors que la télésanté concerne l’utilisation des systèmes de communication pour protéger et promouvoir la santé. Le périmètre de la e-santé Pour pallier à cette large définition de la e-santé, il est nécessaire d’en déterminer les frontières en faisant l’inventaire des disciplines et concepts qui s’en réclament.6 Premier domaine majeur : les systèmes d’information de santé (SIS) ou hospitaliers (SIH), qui forment le socle sur lequel repose la e-santé : ils organisent, au niveau informatique, les échanges d’informations entre la médecine de ville et l’hôpital, ou entre services au sein d’un même hôpital. C’est sur ces systèmes que reposent le dossier médical partagé (DMP), le système de carte vitale… Deuxième domaine : la télésanté qui reproupe notamment la télémédecine et la m-santé. En France, la télémédecine a été définie par la loi Hôpital Patients Santé Territoire (HPST) n° 2009879 du 21 juillet 2009 comme une pratique médicale à distance faisant intervenir au moins un médecin. Sa définition et sa mise en œuvre sont précisées par le décret n° 2010-1229 du 19 octobre 2010 (Journal officiel du 21 octobre). La télémédecine se détermine comme les actes médicaux réalisés à distance au moyen d’un dispositif utilisant les technologies de l’information et de la communication. Cinq types d’actes sont ainsi concernés : -



la téléconsultation : un médecin donne une consultation à distance à un patient, un professionnel de santé ou un psychologue peut être présent auprès du patient et, le cas échéant, assister le médecin au cours de cet acte ;



4



Simon P. (2016). Télémédecine et enjeux pratiques E-santé : la médecine à l’ère du numérique. Science & Santé, n° 29, 2016 6 E-santé : la médecine à l’ère du numérique. Science & Santé, n° 29, 2016 5
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la télé-expertise : un médecin sollicite à distance l’avis d’un ou de plusieurs de ses confrères en raison de leurs formations ou de leurs compétences particulières, sur la base des informations liées à la prise en charge d’un patient ; la télésurveillance médicale : un médecin interprète à distance les données nécessaires au suivi médical d’un patient et, le cas échéant, prend des décisions relatives à sa prise en charge. L’enregistrement et la transmission des données peuvent être automatisés ou réalisés par le patient lui-même, ou par un professionnel de santé ; la télé-assistance médicale : un médecin assiste à distance un autre professionnel de santé au cours de la réalisation d’un acte ; la réponse médicale apportée dans le cadre de la régulation médicale des urgences ou de la permanence des soins.



La France reprend ainsi la définition formulée par l’OMS. Le juriste Jean-Michel Croels va plus loin en différenciant la télémédecine médicale et la télémédecine informative, qui ne relèvent pas du même droit. Les services de la télémédecine informative sont des prestations du système de la société de l’information, régies par le droit de la concurrence (directives européennes de 1998 et 2000 sur le ecommerce), alors que la télémédecine médicale relève du droit de la santé et est inscrite au Code de la santé publique.7 La télémédecine médicale permet aux professions de santé de réaliser à distance des actes médicaux pour des patients. La télémédecine informative organise la diffusion du savoir médical et des protocoles de prise en charge des malades et des soins dans le but de soutenir et d’améliorer l’activité médicale. Quant à la m-santé (pour mobile-santé), il s’agit de la santé via les smartphones, domaine le plus connu du grand public. Ainsi, en France, selon un sondage réalisé par Odoxa en janvier 2015, un tiers de la population possède un appareil connecté permettant de mesurer des données physiologiques ou l’activité physique. Toutefois, l’automesure est un phénomène bien antérieur à l’arrivée de la connexion puisque, si trois Français sur quatre possédaient un objet de mesure chez eux en 2013, seulement 11 % disposent d’une version connectée en 2015. Un document de la Communauté européenne décrit un périmètre assez proche de celui-ci.8 La esanté comprend : -



-



Les réseaux régionaux et nationaux d’information pour la santé et les systèmes de dossier électronique distribués y compris les systèmes d’information pour les professionnels de santé et les hôpitaux, les services en ligne tels que la prescription électronique, les bases de données, portails et les systèmes de promotion en ligne pour la santé. Les systèmes de télémédecine et les services associés (téléconsultation, téléradiologie, télésurveillance…) Les outils spécialisés pour les professionnels de santé et les chercheurs (robotique et environnements avancés pour le diagnostic et la chirurgie, outils pour la simulation et la modélisation, grilles pour la santé, outils de formation.



Il s’agit donc d’un ensemble très vaste de techniques et de services, impliquant un large éventail d’acteurs et couvrant de nombreux domaines relevant de la santé ; un marché à fort potentiel de 7 8



Croels J. (2006). Le droit des obligations à l’épreuve de la télémédecine. Presses universitaires de Marseille La e-santé, une solution pour les systèmes de santé européens. Les dossiers européens, n° 17, 2009
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croissance qui pèse environ 20 milliards d’euros au niveau européen, ce qui le porte au troisième rang des marchés de la santé.



Le périmètre de la e-santé Extrait de : Télémédecine : enjeux et pratiques / Simon P. (2015) – Editions Le Coudrier
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La e- santé : Une vision d’ensemble Etudes françaises Ouvrages Reynaudi, M. et Sauneron, S. (2011). "Quelles opportunités pour l'offre de soins de demain ? (volet 2). La télésanté." Note D'analyse (La)(255): 11 , graph. http://archives.strategie.gouv.fr/content/la-telesante-note-danalyse-255-decembre-2011 A quoi ressemblera l’offre de santé en France dans vingt ans ? Les défis sanitaires sont nombreux : hausse des maladies chroniques, vieillissement de la population, évolution de la démographie médicale, etc. Pour y répondre, deux leviers d’action sont disponibles. D’une part, le développement des coopérations entre professionnels de santé, sujet traité dans le premier volet de ce mini-dossier consacré à la santé demain. D’autre part, la production de soins à distance grâce aux technologies de l’information et de la communication (TIC) : on parle alors de télésanté. Aujourd’hui, son potentiel reste à exploiter. Elle demeure un secteur émergent, confronté à des freins juridiques, économiques et culturels. Lever ces obstacles permettra de passer d’expériences éparses, nées sous l’impulsion de quelques acteurs, à un déploiement plus ambitieux. Dans un schéma idéal, l’apport de la télésanté ne se cantonnera pas à la dématérialisation des procédures existantes. Elle sera aussi à l’origine d’un saut qualitatif en engendrant de nouveaux services, des pratiques plus collégiales et une réorganisation des structures sanitaires selon leur degré de spécialisation. Ainsi, la télésanté donnera corps à un continuum de soins, contribuant à l’orientation optimale du patient dans un système intégré couvrant domicile, soins primaires et aigus, soins de suite et médico-sociaux. Enfin, les TIC contribueront à faire de l’usager un coproducteur de santé. (2010). Résultats de questionnaire. Technologies médicales : quels regards des patients et des médecins sur l'innovation, Courbevoie : Snitem http://www.annuaire-secu.com/pdf/Rapport-enquete-RPM2-snitem.pdf Ce questionnaire a été réalisé par le SNITEM au mois de novembre 2010 auprès d'acteurs de santé renommés : médecins, présidents de sociétés savantes et présidents d?associations de patients, réunis lors des RPM2 du 30 novembre 2010. Ces derniers ont été interrogés sur l'apport des technologies médicales à la prise en charge de maladies qui représentent des enjeux de santé publique importants : maladies cardiovasculaires, diabète, obésité, cancer, maladies neurologiques (en particulier la maladie de Parkinson), insuffisance rénale chronique. Brechat, P. H., et al. (2016). Sauvons notre système de santé et d'assurance maladiehttp://www.presses.ehesp.fr/produit/sauvons-systeme-de-sante-dassurance-maladie/ Cet ouvrage est né d’un constat accablant : si le système de santé et d’assurance maladie français était l’un des meilleurs au monde au début des années 2000, aujourd’hui il semble avoir perdu de vue sa mission première qui est l’accès à tous et partout à la santé et à des soins de haute qualité au meilleur coût. Augmentation des inégalités d’accès aux soins et à la santé, faiblesse des politiques de prévention, « déconstruction » du secteur médico-social, remise en cause des principes d’égalité, de solidarité et de fraternité… Les motifs d’inquiétude s’accroissent. Un autre système de santé est possible : c’est ce que démontre Pierre-Henri Bréchat en s’appuyant sur des réussites étrangères et de nombreuses données socio-économiques, politiques et juridiques. Autour de 34 axes, il propose des réformes structurelles et législatives conciliant impératifs économiques, amélioration de l’état de santé de la population, accroissement continu de la qualité des soins et satisfaction des usagers et des soignants. Degos, L., et al. (2011). Les nouveaux patients. Rôles et responsabilités des usagers du système de santé en 2025. Rapport 2011, Paris : Editions de santé ; Paris : Les Presses de Sciences Po Cet ouvrage se penche sur la place, le rôle et les responsabilités des patients dans les évolutions du secteur de la santé. Quatre tendances lourdes structurent l'avenir dans le champ de la santé : le progrès technique, les évolutions démographiques et épidémiologiques, les transformations sociales et les enjeux du financement. Le patient, usager du système de santé, consommateur de soins, Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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cotisant, est, sous ses diverses figures, au coeur des évolutions. Cet ouvrage livre une analyse prospective qui a pour objet d'identifier quelques tendances susceptibles d'éclairer ce que seront les patients en 2025 et d'analyser les enjeux des changements en perspective (d'après l'intro). Venot, A. (2013). Information médicale, e-santé. Fondements et applications, Paris : Springer-Verlag France L’informatique médicale est devenue au fil des années une vraie discipline scientifique dont les bases et applications sont enseignées non seulement dans tous les domaines de santé (médecine, odontologie, pharmacie, maïeutique, sciences sanitaires et sociales, école de soins infirmiers et de kinésithérapie, écoles de santé publique) mais également dans de nombreux autres cursus (Sciences de la vie, Écoles d’ingénieur et d’économie, etc.). Ce livre est le fruit du travail collectif de nombreux auteurs appartenant principalement au Collège français des enseignants chercheurs de cette discipline. Il est composé de 19 chapitres qui comportent tous des objectifs pédagogiques, des conseils pour approfondir les connaissances dans le domaine et des exercices. Vigneron, E., et al. (2003). Santé et territoires, une nouvelle donne, La Tour d'Aigues : Editions de l'Aube Paris : Datar L'actualité politique sur la décentralisation et la " régionalisation expérimentale" a une incidence sur la recomposition territoriale de l'offre de soins. Cette approche territoriale de la santé est abordée sous les aspects suivants : démographie médicale, intercommunalité hospitalière, politique du médicament, démarche qualité, transport sanitaire, réseaux de soins, télémédecine, systèmes d'information, développement de grands pôles régionaux de recherche et valorisation en biotechnologies.



Articles (1999). "Santé et nouvelles technologies de l'information et de la communication. Internet, RSS, télématique et télémédecine." Technologie Et Sante(36): 144. [BDSP. Notice produite par ORS-MIP rR0x20e8. Diffusion soumise à autorisation]. Nouvelles technologies de l'information et de communication : enjeux et perspectives ; télémédecine et télématique de santé : les expériences ; les enjeux juridiques et déontologiques ; le réseau santé social ; les critères de qualité de l'information de santé. (2012). "Technologies et avancée en âge." Gerontologie Et Societe(141): 219. [BDSP. Notice produite par FNG kR0xsplt. Diffusion soumise à autorisation]. Alors que l'introduction des aides techniques au domicile des personnes âgées en perte d'autonomie continue de rencontrer de nombreux obstacles, les technologies de l'information et de la communication (TIC) ont largement pénétré au coeur des usages de presque toutes les tranches d'âge de la population. Cette révolution a pu se faire grâce à la fiabilité des équipements, à leur large distribution et à la satisfaction de besoins anciens et nouveaux qu'elles permettent. Toutefois, la déclinaison de ces technologies grand public pour des personnes aux besoins physiologiques ou cognitifs spécifiques en reste encore trop souvent au stade de l'expérimentation et du prototype et sans réflexion approfondie des industriels sur les utilisateurs finaux et leurs modes de vie. Dans le champ de la gérontologie, les TIC connaissent depuis quelques années des développements importants centrés sur les enjeux de sécurité du malade âgé et de son parcours de vie. Les réticences commencent à se lever en partie grâce à une réflexion éthique qui inclut l'ensemble des acteurs de la démarche. (extrait du RA). (2015). "La e-santé." Gestions Hospitalieres(551): 594-623. [BDSP. Notice produite par EHESP R0xrmIo9. Diffusion soumise à autorisation]. Le dossier propose plusieurs témoignages d'expériences réussies en e-santé : celle du réseau Vigilance, créé en 2007 dans les Deux-Sèvres, pour l'aide au maintien à domicile des personnes dépendantes ; celle du Réseau Vercors Santé, lancé en 2001 et destiné à pallier la pénurie de professionnels de santé sur le territoire Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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du Vercors ; celle du réseau de santé gérontologique Cormadom Lyon, créé en 2004, ou bien encore celles du projet Infomed dans le canton du Valais en Suisse ; des plateformes Medaviz et MesVaccins. net. Toutes ces expériences ont en commun le fait d'être assez anciennes et de perdurer, et d'avoir été initiées par des professionnels déjà sensibilisés par leur pratique et leur engagement aux problématiques de coopération et de coordination. Ces professionnels ont su s'approprier les outils adéquats pour améliorer les situations existantes. Cependant, malgré la volonté des acteurs de terrain, certains obstacles demeurent à la mise en oeuvre de projets de e-santé, comme les clivages institutionnels, le fonctionnement bureaucratique de l'offre de soins. Alajouanine, G. (2010). "Tic et Territoires. Un label Haute Sécurité Santé." Gestions Hospitalieres(495): 222-. [BDSP. Notice produite par EHESP HR0xoItG. Diffusion soumise à autorisation]. Ghislaine ALAJOUANINE, Présidente de la commission Galien, Haut Conseil pour la télésanté et des coopérations francophones, décrit la télésanté en sept vertus : 1. Un enjeu, une ambition ; 2. Une force de mobilisation ; 3. La croissance pour faire de la France un leader mondial dans le domaine de la télésanté au service du citoyen ; 4. Un développement durable pour une prise en charge et des soins sûrs, sains et durables via le concept du HS2 ; 5. La réponse à une meilleure prise en charge, un mieux être du patient et 6/7 L'équilibre entre vie sociale et vie économique. Astier, K. (2010). "Tic et Territoires. Projet Hôpital virtuel." Gestions Hospitalieres(495): 230. [BDSP. Notice produite par EHESP m8R0x9mn. Diffusion soumise à autorisation]. Cet article présente brièvement le projet Hôpital virtuel réalisé dans le cadre du programme d'éducation et de formation tout au long de la vie de l'Union européenne (LLL2007-2013). Cette plateforme d'e-learning est une véritable innovation technique pour la formation initiale des infirmiers. Identification des enjeux pédagogiques et professionnels pour ce nouvel outil arrivé à l'IFSI. Baratta, N. (2001). "E-Santé : comment contrôler les informations véhiculées par les réseaux informatiques ?" Decision Sante(171): 31-34. [BDSP. Notice produite par ENSP rfROR0x5. Diffusion soumise à autorisation]. Qu'elles soient transmises par Intranet dans le cadre des réseaux de soins territoriaux et par l'intermédiaire de la CPS, ou mises à disposition du grand public via internet, les informations médicales circulant sur les NTIC soulèvent de plus en plus de questions liées à la confidentialité, à la sécurisation et la traçabilité des données, à la qualité de l'information et à la responsabilité des professionnels de santé participant aux réseaux ou aux sites santé Internet. Si les réflexions concernant la sécurité des informations médicales en Intranet sont déjà bien avancées - sinon résolues - il apparaît à une majorité d'experts du secteur que toute démarche de labellisation des sites santé sur Internet semble pour l'heure illusoire. Une problématique que l'Association des élèves de l'Ecole centrale de Paris a tenu à explorer lors d'un récent colloque. Dans ce numéro : la sécurisation des données médicales circulant dans un réseau de soins. Beau, P. et Marceau, J. (2014). "Santé et numérique, le passage à l'acte !" Espace Social Europeen(1058): 4-7. [BDSP. Notice produite par EHESP nAR0xHGC. Diffusion soumise à autorisation]. La France va t-elle s'investir, enfin, dans la transformation numérique de son économie ? Le secteur de la santé, 12% du PIB, prendra-t-il sa part dans cette mutation majeure ? Celle-ci détient des atouts considérables comme la personnalisation, l'autonomie et l'efficience des soins, mais comporte également des risques dont l'emploi, la sécurité des données et les missions des professionnels ne sont pas les moindres. Beguin-Kerboul, M., et al. (2014). "Numérique en santé. Dans l'océan Indien, des applications diversifiées." Revue Hospitaliere De France(561): 28-33. [BDSP. Notice produite par EHESP AR0xJ89m. Diffusion soumise à autorisation]. Petit tour d'horizon des différentes applications de la télémédecine dans l'océan indien, et plus particulièrement sur l'Ile de la Réunion : le déploiement de la télémédecine répond à une problématique récurrente du secteur Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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géographique, qui est celui de l'accès aux soins en territoire montagneux. Elle permet également de renforcer le système de soins par le développement de la télésurveillance dans la prévention des maladies chroniques telles que le diabète. Le CHU de La Réunion et d'autres établissements hospitaliers témoignent des expériences mises en place. Beranger, J. (2015). "E-santé, m-health, big data médicaux : Vers une hiérarchisation des données médicales." Revue Hospitaliere De France(562): 70-74. [BDSP. Notice produite par EHESP 8R0x79l8. Diffusion soumise à autorisation]. Face à la déferlante des données médicales numériques via les objets connectés (e-santé), les applications mobiles (m-health), la télémédecine et les big data médicaux, il importe de rester vigilant. Où sont stockées les données médicales personnelles ? Sont-elle sécurisées ? Quelles données sont accessibles au patient ? La solution de hiérarchisation sélective des données de santé vue à travers le prisme éthique permet de mieux appréhender l'équilibre instable entre la disponibilité et la protection des données. Bergeron, S. (2005). "Le bracelet anti-disparition Columba pour personnes avec déficits cognitifs et le système d'alarme cardiaque portable VPS - des percées dans le domaine de la télésécurité médicale personnelle." Gerontologie Et Societe(113): 71-81, fig. [BDSP. Notice produite par FNG zR0xHyZk. Diffusion soumise à autorisation]. Les percées technologiques dans le domaine de la miniaturisation permettent l'arrivée d'une nouvelle vague en télémédecine : la télésécurité médicale personnelle. Ce nouveau domaine en émergence est fondé sur l'utilisation d'appareils médicaux portables de monitoring pour utilisation à domicile, comportant des logiciels intelligents d'analyse, et permettant la transmission automatisée d'alertes à des centrales d'assistance médicalisées lors de la reconnaissance d'anomalies sérieuses, sans intervention de la part du patient. Les premiers domaines visés par les entreprises qui oeuvrent dans ce secteur touchent principalement les personnes âgées, et les premiers appareils de la compagnie Medical Intelligence, le VPS - un système d'alarme cardiaque portable à ECG 12 dérivations, et le Columba - un bracelet antidisparition pour personne présentant des déficits cognitifs, devraient être disponibles dans les prochains mois en France. Boudy, J. (2007). "Recherche et développement. Technologies de l'information, handicap et gérontologie." Revue Hospitaliere De France(515): 54-59, graph. [BDSP. Notice produite par ENSP 5R0xpraW. Diffusion soumise à autorisation]. Face au double défi du vieillissement de la population et de la montée en charge des dépenses de santé, l'emploi des technologies de l'information et de la communication ouvre un champ d'applications nouvelles dans l'assistance et le suivi de personnes malades, dépendantes, handicapées ou à mobilité réduite. Le Groupe des écoles des télécommunications (GET) a développé une très forte compétence en systèmes électroniques, réseaux, traitement de signal et d'images et en sociologie des TIC. Plusieurs projets de recherche sont pilotés par ses laboratoires dans les domaines de l'assistance : télémédecine et télésurveillance médicale, assistance au handicap, maintien du lien social. Le développement de ces systèmes exige un partenariat étroit entre les équipes médicales (INSERM, hôpitaux, CHU...), les laboratoires et les industriels. Il soulève, outre les problèmes techniques, des questions d'acceptabilité, de confidentialité, de modèles économiques et de régulation. Ses chercheurs présentent à titre d'exemple, l'application des TIC à la télévigilance (ou télésurveillance médicale). Bubien, Y., et al. (2015). "E-santé : Groupe de recherche et d'applications hospitalières (Graph) Méditerranée Octobre 2015." Gestions Hospitalieres(551): 624-633. [BDSP. Notice produite par EHESP pR0x8n7o. Diffusion soumise à autorisation]. Le séminaire du Groupe de recherche et d'applications hospitalières (Graph) Méditerranée qui s'est tenu du 15 au 17 octobre 2015 avait pour thématique le développement et les usages de l'e-santé en France. Les trois articles de ce dossier rendent compte de façon synthétique des réflexions qui ont animé cette rencontre : la santé connectée porte de nombreux progrès et réponses face aux évolutions épidémiologiques, démographiques et sociétales, et transforme le rôle des acteurs traditionnels de santé, cependant elle se heurte à des obstacles d'ordre éthiques, ou bien culturels et économiques. Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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Chambaud, L. (2016). "Le système de santé français à l’épreuve des transitions." Socio : La Nouvelle Revue Des Sciences Sociales(6): 157-170. https://socio.revues.org/2300 Cet article s’intéresse au concept d’integrated care, traduit par la notion d’ « intégration des soins et des services » qui tend à s’imposer dans la littérature des études sur la santé, la maladie, les soins. Ce concept, qui peut être rapproché de la notion de parcours de soins actuellement prôné en France, aide à dépasser le clivage habituel entre le cure et le care, entre le soin et l’accompagnement. Sa mise en œuvre s’appuie sur un changement paradigmatique en cours à partir d’un phénomène de transition combinant cinq domaines : transition épidémiologique – avec la chronicisation de la plupart des maladies graves ; transition démographique, qui promeut la notion de service à la personne, préventif/curatif, accompagnement ; transition professionnelle, qui passe par les jeunes professionnels de santé ; transition technologique, non spécifique au monde de la santé mais qui la réalise, ne serait-ce qu’avec les technologies qui bousculent les prises en charge, ou le dépistage ; transition démocratique, dont on retrouve la trace dans le droit des malades des années 2000 et lors de l’émergence de concepts nouveaux comme le malade-expert ou l’éducation thérapeutique. Les enjeux actuels et les obstacles à cette évolution de notre système de santé sont discutés. [BDSP. Notice produite par EHESP R0xrF7mG. Diffusion soumise à autorisation]. Illustration du rôle que peut jouer la télémédecine dans la gradation des soins avec le cas du traitement par dialyse du patient en insuffisance rénale chronique. L'article présente également l'expérience développée en Franche-Comté et Midi-Pyrénées dans le champ de la neurologie. Chevallaz-Perrier, C. et Blouet, P. (2012). "L'engagement d'une entreprise dans le champ de la santé et des nouvelles technologies." Gerontologie Et Societe(141): 147-162, fig. [BDSP. Notice produite par FNG mrsR0xAp. Diffusion soumise à autorisation]. L'évolution des technologies est une formidable opportunité pour offrir des solutions innovantes pour permettre d'accompagner de façon efficace et humaine les populations vieillissantes. Les sociétés de haute technologie se mettent de plus en plus à l'écoute des différents acteurs des mondes médicaux et médico-sociaux pour offrir des solutions intégrables et adaptées. Cette volonté sociétale et industrielle s'accompagne d'une recherche d'efficacité en réutilisant les expériences et les produits du marché grand public tout en s'intégrant à un nouvel écosystème où les différents acteurs apprennent à travailler ensemble. (R.A.). Comyn, G. (2009). "La e-santé : une solution pour les systèmes de santé européens." Dossiers Europeens (Les)(17). Après une définition du champ de la santé numérique, ce dossier aborde ces multiples applications dans le domaine médical, les attentes ainsi que les défis suscités par ces nouvelles technologies. Cornet, G. (2005). "Technologies au service du soin." Gerontologie Et Societe(113): 160. [BDSP. Notice produite par FNG rR5R0xrx. Diffusion soumise à autorisation]. Les technologies au service du soin et de l'autonomie des personnes âgées, et leur potentiel de développement, offrent à une population vieillissante des perspectives pour une meilleure qualité de vie au quotidien. Ce fascicule fait le point sur certaines technologies disponibles et émergentes et éclaire le débat sur ses différents aspects. Conçu à partir de la journée universitaire organisée, en mai 2004, à la Pitié Salpêtrière, sous l'égide de l'Institut Universitaire de Gérontologie Yves Mémin, de la Société Française de Gériatrie et de Gérontologie et de l'Université Paris-VI, il reprend et complète l'essentiel des contributions. Dahan, C. et Benzaken, S. (2015). "Accompagner la révolution numérique : Former les professionnels et les patients." Gestions Hospitalieres(544): 137-139. [BDSP. Notice produite par EHESP 9ooR0xGl. Diffusion soumise à autorisation]. L'environnement numérique dans le domaine de la santé bouleverse les pratiques des professionnels. Cette révolution Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub



Page 12 sur 254



www.irdes.fr E-santé : télésanté, santé numérique et santé connectée



Septembre 2016



des outils, des modes de raisonnement et des modèles relationnels nécessite un accompagnement. En 2014, la communauté interhospitalière PACA-Est a organisé des formations sur la "e-santé" ouvert à un public large réunissant professionnels de santé hospitaliers ou libéraux, personnels hospitaliers administratifs ou techniques, patients, représentants d'usagers. Trois thèmes ont été abordés au cours de modules d'une demi-journée organisés au CHU de Nice : la e-santé dans la relation thérapeutique, la sécurité et la confidentialité des données numériques en santé, l'hôpital numérique dans le processus de certification dans les établissements de santé. Dangaix, D. et Rolland, C. (2012). "La téléphonie-santé est un outil qui fait partie d'un ensemble Interview." Sante De L'homme (La)(422): 26-. [BDSP. Notice produite par INPES ntsBR0xE. Diffusion soumise à autorisation]. Au service d'écoute téléphonique de l'association Asthme & Allergies, les patients appellent pour en savoir plus sur leur maladie et être conseillés et orientés quant à leur prise en charge thérapeutique. Des patients souvent déboussolés, en manque d'information. Entretien avec Christine Rolland, directrice de l'association. Darracq, J.-P. et Blanchard, S. (2011). "Dispositif de soins. Télésanté en prison." Gestions Hospitalieres(506): 334-335. [BDSP. Notice produite par EHESP j8tsqR0x. Diffusion soumise à autorisation]. Présentation du projet'Télésanté en prison'développé dans les trois unités de consultations et de soins ambulatoires (Ucsa) de la Dordogne et dans leurs centres hospitaliers de référence sur le plan somatique et psychiatrique. Ce projet, qui s'est appuyé sur la plateforme Télésanté Aquitaine, a permis d'informatiser certaines fonctions et de faciliter les échanges d'informations, confidentielles, de manière sécurisée, entre professionnels de santé. De, Block, C. K. M. (2015). "Optimipstic. Une stratégie territoriale e-santé." Revue Hospitaliere De France(567): 14-16. [BDSP. Notice produite par EHESP oR0xJIG8. Diffusion soumise à autorisation]. Les apports de la télémédecine à la lutte contre les déserts médicaux sont aujourd'hui reconnus par les médias spécialisés et un grand public informé. Les stratégies communément dénommées "e-santé" sont-elles, pour autant, une évidence pour les établissements de santé ? L'expérience du centre hospitalier de Troyes (CHT) illustre l'importance des prérequis, et d'un processus d'évolution, pour le déploiement de ces stratégies. Dunand, J. M. et Dreyer, P. (2012). "Faciliter l'usage des nouvelles technologies pour tous et dans la e-santé." Gerontologie Et Societe(141): 163-170. [BDSP. Notice produite par FNG InGR0xD7. Diffusion soumise à autorisation]. Opérateur connu de téléphonie mobile ou fixe, SFR est aussi un opérateur de services Internet et de nouvelles technologies. Comptant un Français sur deux client de l'entreprise, cette dernière se doit de décrypter les nouvelles technologies, d'en faciliter les usages et de les rendre accessibles au plus grand nombre (technophiles ou non, individus en bonne santé ou fragilisés, jeunes ou moins jeunes, etc.) et ce, dans tous les domaines, y compris celui de la santé. Présente sur les différents marchés, Grand Public, Pro et TPE, PME et Grandes Entreprises, Institutionnels et Collectivités, l'entreprise cherche constamment à apporter à chacun de ses clients des solutions adaptées. (R.A.). Durand--Salmon, F. et Le, Tallec, L. (2016). "La E-santé, quels nouveaux usages ?" Problemes Economiques(3127): 33-37, tab., graph. Cet article est une reprise partielle d'un article paru dans les Annales des Mines - Réalités industrielles de novembre 2014. La santé mobile englobe l'ensemble des technologies individuelles en matière de santé. Elle bénéficie du développement des réseaux, des nouvelles solutions de communication et de la création de nombreux objets connectés. Le vieillissement de la population et l'augmentation des maladies chroniques relèguent désormais au second rang les traditionnelles maladies transmissibles infectieuses, obligeant à modifier l'approche en santé publique. Cette nouvelle approche replace Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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l'individu-patient au coeur de la prévention et du soin et réclame de ce dernier une participation active. Elle modifie également la relation entre le patient et les professionnels de santé qui l'accompagnent. Durousseaud, J.-C. (2014). "Numérique en santé. Télémédecine. Homo connectus." Revue Hospitaliere De France(561): 26-27. [BDSP. Notice produite par EHESP qFR0xpkA. Diffusion soumise à autorisation]. Les entretiens médicaux d'Enghien réunissent chaque année les acteurs du monde de la santé, de l'innovation et les décideurs de la sphère politique. L'édition 2014 était consacrée à la télémédecine et a été l'occasion de débats entre les "pour" et les "contre" - Freins, opportunités et évolutions sont résumés ici et laissent au final une vision optimiste et positive du développement de la télémédecine pour le système de santé français. Favereau, E., et al. (2006). "Information et santé : dossier." Seve : Les Tribunes De La Sante(9): 21-91. La société de l'information submerge le système de santé. Les digues édifiées sur le secret médical et le colloque singulier menacent de céder sous le déferlement de l'information sanitaire. L'e-santé est un des moteurs du développement d'internet, la presse santé envahit les kiosques, l'informatisation des dossiers médicaux se généralise dans de nombreux pays. L'évolution se fait non sans mal : la carte vitale a mis douze ans à s'imposer, l'accès direct au dossier médical date de 2002. Séve souhaite, dans ce numéro, apporter sa contribution à l'indispensable analyse critique des enjeux et des effets de la transformation qui s'accomplit depuis plusieurs années. La société d'Hippocrate pourra-t-elle cohabiter avec la société de l'information. Gagneux, M., et al. (2010). "Construire l'hôpital numérique." Gestions Hospitalieres(495): 200-275, tabl., fig., carte. [BDSP. Notice produite par EHESP B9R0x9DC. Diffusion soumise à autorisation]. Depuis la mise en place en avril 2009 du Programme de relance du DMP et des systèmes d'information partagés de santé, la modernisation et le développement des systèmes d'information de santé sont devenus des priorités nationales. C'est dans ce contexte que la réforme de la gouvernance des systèmes d'information de santé a alors commencé. Elle a notamment permis la création de l'Agence des systèmes partagés de santé (ASIP santé) et de l'Agence Nationale d'appui à la performance hospitalière (ANAP), toutes deux chargées de la maîtrise d'ouvrage publique du développement des ces nouveaux systèmes. Depuis le 14 avril 2010, cette nouvelle politique publique est lancée. La première réunion du comité stratégique du programme "hôpital numérique" a fixé les priorités d'action pour la mise en oeuvre de ce plan dont les enjeux pour le soin deviennent capitaux : organisation et gestion des établissements de santé, performance du système de soins, partage des données médicales, coordination des différents acteurs santé, qualité et sécurité du soins.... Ce dossier présente une vingtaine d'articles organisés en trois thématiques. Le premier thème "Tic et territoires" revient sur les enjeux de la mise en place des systèmes d'information de santé au niveau régional. Ceci notamment à travers le Dossier Médical Personnel et le développement de la télé médecine. Le deuxième thème "Tic et Hôpital" s'attache à identifier les enjeux de l'utilisation des nouvelles technologies de l'information au sein des hôpitaux sur différents angles de vue : conception architecturale, investissement, formation du personnel, évaluation de la performance, droit médical... Le dernier thème "Tic et Gouvernance" porte sur la gouvernance du risque liée à l'utilisation des nouvelles technologies de l'information en santé. Gharbi, L., et al. (2015). "Ouverture de la journée "Enjeux et opportunités du numérique". Dossier." Regards De La Fhp(34): 6-37, ill. [BDSP. Notice produite par EHESP 88R0xtCr. Diffusion soumise à autorisation]. Ce dossier est consacré à la journée d'information sur les "Enjeux et opportunités du numérique". Il fait le bilan à mi-parcours du programme Hôpital numérique. Girault, D., et al. (2013). "Dossier. L'hôpital numérique." Gestions Hospitalieres(526): 272-316. Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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[BDSP. Notice produite par EHESP A897AR0x. Diffusion soumise à autorisation]. La bonne santé de l'économie constitue un facteur clé de l'amélioration de la santé de la population. Le séminaire organisé conjointement par le centre hospitalier de l'université de Montréal et "Gestions hospitalières" les 10 et 11 juin traitera de l'évolution du modèle économique de référence et de la création de richesse, notamment du coût de la santé et de sa valorisation économique. Les articles de ce numéro font une large place au développement de l'e. santé, vécu à la fois comme une opportunité de développement économique et une réponse à la désertification de certains territoires et à la progression des pathologies chroniques de populations vieillissantes. Gouget, B., et al. (2004). "TIC, télésanté et e-santé : hôpital expo-intermédica 2004." Techniques Hospitalieres(688): 9-22, phot. [BDSP. Notice produite par APHPDOC jZ5R0xhq. Diffusion soumise à autorisation]. "Parmi les innovations réussies de l'e-santé en ligne figurent notamment les réseaux d'information médicale, les dossiers médicaux électroniques, les cartes de soins de santé, les services de télémédecine, les systèmes portables et ambulatoires dotés de fonctions de communication qui fournissent des outils d'assistance à la prévention, au diagnostic, au traitement, au monitorage de la santé et à la gestion du mode de vie, et les portails sur la santé." Ce dossier comporte les thèmes suivants : - E-santé, enjeu de santé publique, - l'observatoire des réseaux de télésanté, - domotique et technologies de téléassistance médico-sociale au domicile : une vision d'avenir, - révolution ou évolution : le mobile urgence médicale. Gros, J. (2002). "Santé et nouvelles technologies de l'information." Avis Et Rapports Du Conseil Economique Et Social(5): 92 , ann. Les nouvelles technologies de l'information - télémédecine, e-santé, cartes à puces - bouleversent profondément les pratiques dans le secteur de la santé. Cette évolution est riche de potentialités pour tous les acteurs, mais suscite aussi des appréhensions. Les moyens à mettre en oeuvre pour encourager ces progrès, le respect des droits de la personne, la sécurité informatique, la qualité des services proposés sur le web, la finalité même de ces outils constituent autant d'interrogations. Le Conseil économique et social définit huit axes de propositions, afin que les NTIC contribuent pleinement à l'amélioration de la santé. Hagenmuller, J. B., et al. (2008). "L'hospitalisation à domicile : 50 ans de liens entre l'hôpital et la ville." Gestions Hospitalieres(478): 479-511. Ce cahier spécial rassemble les communications d'un colloque organisé à l'Assistance publique de Paris sur les cinquante ans de l'hospitalisation à domicile, en avril 2008. Après un aperçu historique, ces commuciations abordent les principales problèmatiques liées à l'had : organisation des soins, articulation avec la ville et l'hopital, formation des acteurs... Hansske, A. (2013). "Tendances et stratégies en systèmes d'information de santé." Revue Hospitaliere De France(550): 14-15. [BDSP. Notice produite par EHESP R0xqBptr. Diffusion soumise à autorisation]. L'autre présente quelques axes et principes en matière de "e-mutation" en santé et revient sur les stratégies et tendances observées à travers les thématiques et communications proposées par les salons internationaux du secteur des technologies et systèmes d'information en santé. Hansske, A. et Boutet-Rixe, C. (2013). "Innovations et numérique en santé." Revue Hospitaliere De France(552): 30-35. [BDSP. Notice produite par EHESP CGR0x8Bk. Diffusion soumise à autorisation]. L'agence régionale de santé de Picardie a retenu le déploiement de la télémédecine comme axe prioritaire de son programme régional de télémédecine. Ce chantier est confié au groupement de coopération sanitaire e-santé Picardie, qui déploie la plateforme urbanisée de télémédecine Comedi-e (coopération Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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médicale innovante en e-santé). Lancée en décembre 2011, Comedi-e est une plateforme de services e-santé qui s'adresse aux établissements sanitaires et médico-sociaux, professionnels de santé et patients dont l'accès aux soins est fragilisé par l'isolement, ou le manque de praticiens. Hermesse, J., et al. (2002). "Accessibilité aux soins et nouvelles technologies." Sante Et Systemique 6(1-2-3): 347. Ce fascicule présente des contributions originales sur quatre problèmes qui sont actuellement au centre des préoccupations de tous ceux qui travaillent sur le thème du système de santé, quel que soit leur champ disciplinaire principal, qu'ils soient producteurs de soins, gestionnaires, économistes, juristes ou sociologues : accessibilité aux soins et nouvelles technologies, sécurité et qualité des soins, place du patient dans le système de santé, économie des nouvelles technologies en santé. En amont se situe le problème de l'accessibilité aux soins. Contrairement à ce qu'on pourrait penser, même aujourd'hui dans les pays développés, l'égalité d'accès aux soins est loin d'être acquise et il est tout à fait possible de mettre en évidence certains des facteurs limitatifs de cet accès. Kleinebreil, L., et al. (2010). "Tic et Territoires. Le programme e-Diabète." Gestions Hospitalieres(495): 228-229. [BDSP. Notice produite par EHESP GlR0x8Hp. Diffusion soumise à autorisation]. Développé par l'Université numérique francophone mondiale (UNFM), le programme e-diabète vise à combler le déficit de formation des professionnels de santé en Afrique, où le diabète constitue un nouveau fardeau à prendre compte. Comme l'ensemble des maladies chroniques, l'incidence du diabète ne cesse d'augmenter en Afrique, et il est urgent que les professionnels de santé soient en mesure de le diagnostiquer et de le traiter, quel que soit leur niveau dans la pyramide sanitaire. L'enjeu est la réduction de la mortalité par diabète, ainsi que ses conséquences les plus sévères comme l'amputation ou les maladies cardio-vasculaires. Pour répondre à cette urgence sanitaire, l'UNFM s'est associée au Réseau en Afrique francophone pour la télémédecine (Raft) dont la couverture s'étend à une quinzaine de pays, pour mettre en place un cycle de téléconférences mensuelles pouvant être suivies par les professionnels de santé. (R.A.). Le, Calve, L. (2010). "Tic et Hôpital. Le droit médical sous l'angle de la télémédecine." Gestions Hospitalieres(495): 264-266. [BDSP. Notice produite par EHESP 8HmR0x8J. Diffusion soumise à autorisation]. Depuis la loi n°2009279 du 21 juillet 2009, Hôpital, Patients, Santé, Territoires, la télémédecine est rentrée officiellement dans le code de la santé publique. Le télémédecine, un acte de médecine réalisé à distance, reste comme tout acte médical assujettie à des règles déontologiques et des obligations appliquées aux professionnels de santé. Cet article rappelle les principes de la relation patient-médecin : Secret médical, information et consentement du patient qui, au-delà de la virtualisation des données médicales, restent les fondamentaux de la pratiques médicales. Le, Guen, T., et al. (2010). "Place et perspectives de la télémédecine en Guyane." Revue Hospitaliere De France(532): 32-34, tabl. [BDSP. Notice produite par EHESP 9nnn8R0x. Diffusion soumise à autorisation]. Le développement de la télémédecine dans les départements et territoires d'outre-mer fait partie des priorités du plan Santé outre-mer, dont les dispositions sont parues en juillet 2009. La Guyane peut se prévaloir d'une expérience dans ce domaine depuis 2001 : sa distribution géographique particulière, aux nombreux sites isolés, implique une démarche volontariste pour offrir aux populations un meilleur accès aux soins. Tandis que les applications de télécardiologie, télédialyse et téléradiologie fait l'objet d'un projet ambitieux : des robots d'échographie seront bientôt installés sur des sites distants de plus de 450 km du centre hospitalier du Cayenne, permettant de dater une grossesse ou de donner un avis sur l'évacuation sanitaire héliportée. Lestienne, A., et al. (2001). "Santé 2020 : l'apport des technologies nouvelles dans le système de soins." Technologie Et Sante(44): 96 , tabl. Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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[BDSP. Notice produite par ENSP 2WR0xAE6. Diffusion soumise à autorisation]. Ce numéro "Technologie de Santé" apporte des éléments sur ce que pourrait être la médecine de 2020 grâce à la collaboration de courageux experts. Messner, L., et al. (2013). "Système d'information en santé. Dossier." Revue Hospitaliere De France(550): 10-25, fig. [BDSP. Notice produite par EHESP E7mER0xq. Diffusion soumise à autorisation]. Programme "hôpital numérique" piloté par la direction générale des soins, plan européen e-santé 2012-2020, projet Mines-Télécom relatif aux équipements e-santé dans les EHPAD. ce dossier présente les différents projets nationaux ou européens en cours dans le domaine des systèmes d'information en santé, se penche sur les freins aux partages d'information entre secteurs sanitaire et médico-social et offre également un regard sur une expérience étrangère à la pointe : la mise en place d'un dossier patient informatisé de territoire au Danemark. Pinaud, F. (2014). "E-santé : mieux soigner les malades et… la Sécu." Tribune (La)(73): 14-19, tabl., graph., fig. http://www.lesiss.org/offres/file_inline_src/445/445_P_31543_1.pdf Cet article de la Tribune, solidement documenté, dresse un tableau panoramique du numérique de santé. Astucieusement intitulé « E-santé : Mieux soigner le malade … et la sécu », son auteure y rappelle la situation économique du système de santé, évoque les déboires des grands projets en cours ou prévus annoncés par les pouvoirs publiques, mais également les formidables opportunités portées par le savoir-faire des entreprises françaises. En outre, si plus de la moitié des Français voient dans les outils technologiques un levier pour mieux gérer leur santé, les obstacles ne manquent pas, entre autres concernant l’inefficacité de la gouvernance et l’inertie de certains des acteurs concernés. Heureusement le ciel commence à se dégager, sous la pression combinée d’une mobilisation croissante des patients et des réalités économiques. Avec l’appui de la capacité d’innovation des entreprises françaises. Puech, M. (2012). "E-santé : De l'innovation "TIC" à l'innovation éthique." Revue Hospitaliere De France(546): 76-77. [BDSP. Notice produite par EHESP 9HGCR0x8. Diffusion soumise à autorisation]. Ce texte propose d'apporter une contribution sur les questions de l'e-santé en interrogeant la part éthique et philosophique de ces innovations technologiques. Si nous innovons technologiquement, nous devons aussi innover éthiquement, or souvent, nous sous-estimons la dimension "philosophique" de l'innovation technologique. L'auteur prône une "alliance souhaitable entre Hippocrate et e-Socrate". Salengro, B. (2011). "La révolution industrielle du traitement de l'information à la Caisse nationale d'Assurance maladie'." Regards(40): 10-19. http://www.en3s.fr/spip.php?rubrique93 Cet article présente le bilan et les projets de la Caisse nationale d'Assurance maladie en matière de traitement de l'information. Savoldelli, M. et Lareng, L. (2010). "Télémédecine et pratique médicale collaborative : enjeux et préalables." Revue Hospitaliere De France(532): 19-24, carte. [BDSP. Notice produite par EHESP qR0xn8k8. Diffusion soumise à autorisation]. Enjeux et préalables de la télémédecine dans l'exercice médical : En quoi impacte-t-elle les pratiques et cultures médicales, mais aussi paramédicales ? L'organisation de l'offre de soins ? La relation au patient ? Quelles sont ses modalités opérationnelles ? Les missions et activités de support ? Sa place dans les futurs espaces numériques régionaux de santé ? Scala, B. (2016). "E-santé : la médecine à l'ère du numérique." Science & Santé(29): 33-33, tab., graph., fig. Pour le grand public, la e-santé - pour "santé électronique" - évoque essentiellement la santé connectée, celle qui fait appel à l'internet des objets et aux applications pour smartphones. Et pour cause, ces nouvelles technologies sont majoritairement destinées au grand public, en bonne santé, et Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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non aux malades. Cependant, c'est aussi par ce biais que ce même grand public se familiarise avec un pan plus médical de la e-santé. Ce dossier fait le point sur ce sujet. Simon, P., et al. (2011). "HIT Paris 2011. Systèmes d'information en santé et TIC." Revue Hospitaliere De France(539): 64-93, ill., graph. [BDSP. Notice produite par EHESP mJR0xnFA. Diffusion soumise à autorisation]. Le dossier propose six interventions à l'occasion du congrès HIT 2011 qui a cette année pour thème'Les systèmes d'information de santé et coopérations'Systèmes d'information et gestion de projet, télémédecine, esanté, mutualisation et coopération entre établissements dans le déploiement de systèmes d'information sont les thèmes abordés ici. Tarriere, J. (2010). "Tic et Territoires. La télésanté." Gestions Hospitalieres(495): 219-221. [BDSP. Notice produite par EHESP oIq8R0xk. Diffusion soumise à autorisation]. Constatant que "malgré l'arrivée à maturité d'un certain nombre de technologies et de services, le développement de la télésanté reste en deçà des besoins et des attentes", le premier ministre a confié, en juin 2009, à Pierre Lasbordes, député et vice-président de l'Office parlementaire d'évaluation des choix scientifiques et technologiques, auteur du rapport sur le Dossier Médical Personnel, une mission pour mettre en place les conditions de déploiements de ce types de services. Cet article présente brièvement les engagements pris par le plan quinquennal 2010-2014 pour développer la télésanté : recommandations, maladies prioritaires, déploiement pluriannuel régional de projets pilotes et type de gouvernance. Vallin, X., et al. (2014). "Dossier Territoires, systèmes d'information et e-santé." Revue Hospitaliere De France(557): 40-55, fig. [BDSP. Notice produite par EHESP sDG7R0xG. Diffusion soumise à autorisation]. Afin d'assurer une meilleure qualité et sécurité des soins, de nombreux projets dans le domaine des nouvelles technologies de l'information et de la communication se développent actuellement au niveau national ou local. Après avoir abordé de façon générale les enjeux et problématiques de ces projets, notamment pour favoriser l'échange d'information et passer d'un système d'information hospitalier à un système d'information de santé, ce dossier présente plusieurs réalisations en cours : la mise en place d'un dossier patient partagé au sein des communautés hospitalières de territoire Hôpital NordOuest et Centre Manche, le projet IRIS bâti par le CHU de Bordeaux visant l'interconnexion de réseaux d'images entre plusieurs établissements aquitains, le projet MSSanté porté par l'ASIP visant à réunir toutes les messageries sécurisées et leurs utilisateurs au sein d'un même espace de confiance, le terminal multimédia déployé par le centre hospitalier de Calais dans l'objectif d'une meilleure information du patient, le dispositif de vidéo-assistance développé à la Rochelle pour sécuriser la préparation des chimiothérapies. Vayssette, P. (2013). "GCS e-santé : un appui e-santé dans 23 régions sur 26." Reseaux Sante & Territoire(50): 14-23, graph. [BDSP. Notice produite par EHESP 7m8kR0xD. Diffusion soumise à autorisation]. Dans presque toutes les régions, des groupements de coopération sanitaire (GCS) en système d'information en santé (SIS) se sont créés et proposent un appui à la mise en oeuvre de services numériques de santé à leurs membres. Ces GCS sont adossés aux ARS qui assurent près de la moitié de leur financement. Un exemple présenté ici est le GCS Télésanté Aquitaine, qui assure la maîtrise d'ouvrage en e-santé auprès de différents acteurs de la santé. L'Asip Santé a lancé plusieurs appels à projets ces dernières années pour développer l'e-santé en régions. Quatre axes sont visés : le DMP, la maîtrise d'ouvrage régionale, la télémédecine et les logiciels de bureautique des établissements médico-sociaux. Vercaemer, J., et al. (2012). "A la croisée des télécoms et de la santé. M-Health, un marché en pleine éclosion." Techniques Hospitalieres(732): 55-72. [BDSP. Notice produite par EHESP 8BR0xkBm. Diffusion soumise à autorisation]. Ce dossier réunit les Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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résumés des interventions de la première édition de "M-Health, le rendez-vous des télécoms et de la santé", qui a proposé en 2011 un tour d'horizon sur l'état de la recherche, les solutions techniques et les projets en cours dans le domaine de la santé mobile. En effet, le marché de la santé mobile est en plein développement. A titre d'exemple, depuis 2008, dix-sept mille applications de "m-santé" ont déjà été créées pour les smartphones. Face au vieillissement de la population, à la forte évolution des maladies chroniques et à l'augmentation du coût des soins, le développement des services de m-santé apporte des réponses concrètes aux attentes des patients et des professionnels.



Rapports (2003). Rapport annuel 2002. Paris Editions des journaux officiels: 240. Ce rapport annuel rend compte des activités du Conseil Economique et Social pour l'année 2002, soit 17 avis et trois études. L'activité de ses deux délégations : "pour l'Union européenne" et "aux droits des femmes et à l'égalité des chances entre hommes et femmes" s'est particulièrement intensifiée cette année. En outre, le Conseil a engagé une réflexion sur la représentation instituionnelle de la société civile et a organisé un certain nombre de forums et manifestations. En ce qui concerne la section des affaires sociales, la thématique portait sur la santé et les nouvelles technologies de l'information. (2007). Évaluation de la qualité des sites e-santé et de la qualité de l'information de santé diffusée sur Internet. Revue de la littérature des outils d'évaluation. Enquêtes et études.: 87. http://www.has-sante.fr/portail/upload/docs/application/pdf/evaluation_qualite_site_sante_internet.pdf [BDSP. Notice produite par HAS H7FR0xHk. Diffusion soumise à autorisation]. Ce document est un catalogue non exhaustif des "outils" et critères d'évaluation de la qualité des sites e-santé. Il différencie schématiquement les outils comme suit : - les recommandations et/ou codes de bonne conduite destinés essentiellement aux promoteurs de sites Web dans le cadre d'un processus d'attribution d'un label ou d'une procédure de certification ; - les codes de bonne conduite et recommandations destinés a priori aux promoteurs de sites et aux professionnels de santé ; - les grilles d'évaluation donnant lieu à une cotation et des recommandations destinées à l'internaute ou au promoteur d'un site ou encore aux étudiants et professionnels de santé. (2008). L'informatisation de la santé. Le livre blanc du Conseil national de l'Ordre des médecins. Paris CNOM: 16. http://www.web.ordre.medecin.fr/presse/cnomlivreblancinformatisation.pdf Les technologies de l’information participent aujourd’hui à l’amélioration de la qualité des soins. En jouant de manière positive sur la tenue des dossiers médicaux, en facilitant l’échange et le partage des données utiles à la décision médicale, en augmentant la disponibilité et la rapidité d’accès à ces informations, ces technologies contribueront de plus en plus aux progrès de la médecine. Elles ne doivent pas pour autant être mises en œuvre sans la réflexion éthique qu’imposent les risques qu’elles feraient peser sur les données individuelles de santé et, partant de là, sur la confiance accordée aux médecins, garants de leur confidentialité. Par son rôle de fédérateur des médecins, de toutes disciplines et de tous secteurs, réunis autour des mêmes principes déontologiques, le CNOM a la responsabilité de s’engager dans les projets de système d’information de santé au nom de l’avenir scientifique, mais dans le respect absolu des libertés individuelles. Il se mobilise aujourd’hui totalement et concrètement. Totalement : en soulignant que sa coopération passe nécessairement par une association étroite au dispositif rénové de gouvernance des systèmes d’information qui se mettra en place. Concrètement : en apportant sa vision des éléments fondateurs aptes à faire entrer les médecins dans un système communicant à la hauteur des enjeux de la société de l’information. C’est par cette double implication que l’ordre entend soutenir une relance du projet de dossier médical électronique sécurisé orientée dans une voie conforme à la relation médecin- patient et à la réalité des pratiques professionnelles. L’architecture proposée par l’ordre des médecins est fondée sur le respect des droits des patients : droit d’accès aux données partagées, droit de choisir les professionnels autorisés à partager ces données, droit à l’oubli. Elle est également conçue de façon à favoriser l’appropriation des technologies de l’information par les médecins. La réussite du dossier médical électronique exige qu’il soit réalisé pour les patients, par les médecins. Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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(2010). Rapport d'activité d'ASIP Santé 2009. Paris ASIP Santé: 81. http://www.asipsante.fr/docs/ASIP_Sante_Rapport_d_activite_2009.pdf Dans son premier rapport d'activité, l'ASIP Santé fait état des missions de l'agence pour répondre aux enjeux de développement des systèmes d'information de santé, et dresse le bilan des actions menées au cours de l'année 2009. Ce document établit également le paysage de la e-santé en France, au regard de la nouvelle gouvernance instituée, des attentes des patients et des besoins des professionnels de santé, et met en lumière le travail mené par les acteurs qui œuvrent aujourd'hui à son développement. (2012). Direction générale de l'offre de soins. Rapport d'activité 2011. Paris DGOS: 116. http://www.sante.gouv.fr/IMG/pdf/ra_dgos_2011_version_finale.pdf Ce rapport présente les domaines d'activités et le bilan des actions menées par la Direction générale de l'offre de soins (DGOS). L'année 2011 restera la première année de mise en oeuvre de la nouvelle organisation sanitaire régionale, avec la signature de l'ensemble des contrats pluriannuels d'objectifs et de moyens qui tracent la feuille de route des ARS jusqu'en 2013, ainsi que la fixation de leurs territoires de santé, qui en découlent. Elle marque aussi la poursuite des efforts de décloisonnement entre le monde hospitalier et le monde libéral, d'amélioration de la qualité et de la sécurité des soins, sans oublier les premiers signes du développement tangible de prises en charge alternatives comme la chirurgie ambulatoire et la télémédecine, selon le directeur général de l'offre de soins. Cette édition 2011 accorde une place récurrente aux témoignages de quelques agences régionales de santé dans des domaines structurants : promotion des droits des usagers de la santé, respect de l'égal accès aux soins pour tous, renforcement de la qualité et de la sécurité des soins, valorisation des professionnels de santé, amélioration de la performance des acteurs et, pour l'essentiel, des établissements de santé. (2012). Rapport d'activité 2011. Paris ASIP: 108, tabl., graph., fig. http://esante.gouv.fr/sites/default/files/ASIP_Sante_rapport_d_activite_2011.pdf L'Agence des systèmes d'informations partagés de santé (ASIP Santé) publie son 3e rapport d'activité consacré à l?année 2011. En 2011, l'ASIP Santé s'est attachée à favoriser le déploiement des outils nécessaires à une appropriation par les patients comme par les professionnels de santé des possibilités offertes par la e-santé. Mise en oeuvre du DMP, développement de la télémédecine, services numériques pour la santé et l'autonomie, simplification administrative, autant de thèmes prioritaires qui participent tous d'une même volonté : déployer des services de e-santé favorisant une prise en charge de qualité, pour chacun et partout en France. Sont proposés dans ce document, les témoignages et points de vue de 25 personnalités du secteur sur le développement de la e-santé. (2013). Accès aux soins : en finir avec la fracture territoriale. Paris Institut Montaigne: 73 , tabl., fig. http://www.institutmontaigne.org/fr/publications/acces-aux-soins-en-finir-avec-la-fracture-territoriale Très onéreux, d'une grande complexité institutionnelle et administrative, le système de soins français pèche également par l'archaïsme de son organisation, caractérisé par de forts cloisonnements entre ville et hôpital comme entre professionnels de santé. Au-delà des problèmes évidents de répartition sur le territoire des professionnels de santé, la question est sans doute plutôt celle du modèle d'organisation des soins en France, qui ne correspond plus aux exigences sociales, démographiques et technologiques de notre pays. Face à ces défis et dans un contexte de finances publiques contraint, comment adapter notre système de santé ? C'est vers une organisation décloisonnée, régionalisée, construite autour des besoins des patients qu'il faut s'orienter. Le système de santé doit également s'adapter aux exigences des nouvelles générations de professionnels de santé et leur offrir les moyens d'exercer leur métier de façon regroupée, en bénéficiant de l'apport des nouvelles technologies. (2013). Direction générale de l'offre de soins. Rapport d'activité 2012. Paris DGOS: 88. http://www.sante.gouv.fr/IMG/pdf/DGOS_RA_2012.pdf Ce rapport retrace la mise en oeuvre des nombreuses actions conduites par la Direction générale de l'offre de soins (DGOS) dans le champ de l'offre de soins en 2012. Il apporte un éclairage utile et précis sur la diversité des missions qui sont remplies au quotidien par cette direction et ses quelque 300 agents au service de la santé des Français. (2014). Préconisations e-santé 2014. Livre blanc du Catel. Paris CATEL: 72. Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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http://www.catel.pro/documents/LivreBlanc/livre-blanc-version-completeV2.pdf http://www.catel.pro/documents/LivreBlanc/livre-blanc-version-synthetique.pdf Cet ouvrage constitue une synthèse de réflexions collectives et de préconisations pour le développement de la e-santé, identifiées entre janvier et décembre 2013 par le groupe de travail multidisciplinaire coordonné par le Club des acteurs de la télésanté (CATEL) et constitué d’institutionnels, de chercheurs, d’associations, de professionnels de santé et d’industriels. 12 préconisations résultent des analyses détaillées. Elles ont été élaborées à partir des 5 thématiques suivantes : La e-santé: un concept global et évolutif ; La e-santé: un paradigme nouveau centré sur les usages ; La e-santé: un cadre législatif, réglementaire et économique à compléter ; Une gouvernance et une méthode adaptées à la e-santé ; Innovation et industrialisation pour une e-santé ouverte et internationale. (2014). Vade-Mecum des objets connectés: 102. http://www.apssis.com/#/publications-apssis/4395697 Ce document, publié par l'Association pour la promotion de la sécurité des systèmes d'information de santé (APSSIS), est composé de 12 chapitres. Il rappelle d'abord le contexte législatif et réglementaire du marché, donne la parole à quatre experts sur le sujet : le Dr Jacques Lucas, vice-président du Conseil national de l'Ordre des médecins, Gérard Peliks et Hervé Lehning, de l'Association des réservistes du chiffre et de la sécurité de l'information (ARCSI), et Uwe Diegel, vice-président de la société iHealthLabs. Sont présentées ensuite 120 applications destinées aux professionnels de santé ou au grand public, détaillées dans quatre chapitres : "Welcome dans la e-santé", "Sport et santé: le emariage", "La e-santé de nos enfants" et "La e-santé de nos seniors". Une partie paroles d'experts, de médecins, chiffres, statistiques et tendances complète ce document. (2015). GT 33 CSIS---CSF : Permettre l’émergence d’une stratégie industrielle en matière de e-santé, En soutien de la politique de santé publique, en associant les industriels. Lever les freins au déploiement de la télémédecine. Paris CSIS: (261), annexes. Le Contrat de Filière Industries et Technologies de Santé, conclu en juillet 2013 entre l’Etat et les représentants de fédérations industrielles, comporte une mesure (dite « mesure 33 ») dédiée à faciliter le développement de la e-santé, reconnue comme filière d’avenir stratégique à fort potentiel de développement. Le groupe de travail mixte (« GT 33 »), chargé de la mise en œuvre de ces engagements a associé les représentants des pouvoirs publics (DGOS, DSSIS, DGE, DGRI, ASIP Santé, ANAP, HAS, CNAMTS, ANSM) et des syndicats industriels (SNITEM, Syntec Numérique) sous la coprésidence de Pierre LEURENT (Syntec Numérique et SNITEM) et de Philippe BURNEL (ministère des Affaires sociales, de la Santé et des Droits des femmes). Il rend public aujourd’hui son rapport d’activité et annonce un ensemble d’engagements visant à faciliter le déploiement de la télémédecine. (2015). La santé : bien commun de la société numérique. Construire le réseau du soin et du prendre soin. Paris Conseil National du numérique: 125. http://www.cnnumerique.fr/wp-content/uploads/2015/07/CNNum_Rapport-Sante%CC%81-bien-commun-dela-soci%C3%A9t%C3%A9-num%C3%A9rique.pdf Ce rapport est consacré au rôle du numérique dans la refondation de notre de système de santé. Il formule 15 propositions pour que la transformation numérique de notre système de santé favorise l’émergence d’une société plus solidaire, équitable et innovante , en cohérence avec la Stratégie nationale du numérique. Elles inspireront notamment trois chantiers en cours: la construction du futur service public d’information en santé, l’émergence de nouveaux espaces de co-innovation en santé et les travaux sur le futur dossier médical dématérialisé. (2015). Livre blanc : De la e-santé à la santé connectée. Paris Conseil National de l'Ordre des médecins: 34. http://www.conseil-national.medecin.fr/node/1558 Le CNOM observe avec intérêt que le débat sur la santé connectée s’est ouvert à la CNIL, dans des cercles de réflexion consacrés au numérique, dans les institutions du monde de la santé et au sein même de la Commission européenne. Ce livre blanc a vocation à enrichir le débat public. Il n’apporte pas des réponses péremptoires. Il pose des interrogations éthiques et déontologiques dans l’accompagnement des évolutions de nos sociétés et y apporte des éléments de réflexion. Il propose six recommandations, pour une " régulation adaptée, graduée et européenne " du traitement des Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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données issues des objets ou " applis " de santé. et une évaluation scientifique " neutre " d'experts " sans lien d'intérêt avec les fournisseurs " spécifique à la télémédecine. (d'après résumé de l’éditeur). (2016). E-santé : faire émerger l’offre française en répondant aux besoins présents et futurs des acteurs de santé. Paris Pipame: 116, fig., tabl. Soigner autrement est un impératif de santé publique dans un contexte de vieillissement de la population, d’augmentation des maladies chroniques, d’hyperspécialisation de la médecine, de désertification médicale et d’exigence accrue des patients. C’est également un impératif économique qui touche particulièrement la France dont les dépenses de santé croissent aujourd’hui plus fortement que le PIB. Le système de santé français qui s’est bâti autour de l’hôpital fait face, comme beaucoup d’autres secteurs économiques, à une transformation de son activité impulsée par le numérique. Audelà de l’informatisation des établissements de santé ou des dossiers patients, les technologies numériques permettent aujourd’hui le développement de nouveaux services dans l’ensemble des domaines de la chaîne de valeur : bien-être, information, prévention, soins ou accompagnement du patient. L’étude dresse un état des lieux des différents segments du marché de l’e-santé, existants ou en développement, qui constitueront demain la croissance industrielle de cette activité encore émergente que ce soit en France, en Europe ou dans le monde. Elle évalue les différents points forts et points faibles de l’offre industrielle française et se penche sur les bonnes pratiques de plus d’une vingtaine de pays. L’étude identifie l’ensemble des leviers structurants permettant de développer une filière industrielle de l’e-santé en France. Elle montre ainsi que la France dispose de tous les atouts pour réussir. Pour autant, de nombreux obstacles demeurent dans les domaines réglementaire et institutionnel, mais également dans l’appropriation des usages par les patients et les professionnels de santé. Comme souvent avec ces technologies, l’usage par le plus grand nombre constitue la clé de la transformation (résumé de l’éditeur). (2016). Rapport du Conseil stratégique des industries de santé. Paris CSIS: 63. Le Conseil stratégique des industries de santé, espace de concertation et d’échanges entre les industriels du secteur et les pouvoirs publics, est le lieu où se dessine une vision stratégique partagée. A la suite du séminaire du 17 avril 2015, ouvert par le Premier ministre, trois groupes de travail ont été mis en place : ils ont réuni les industriels et les pouvoirs publics, autour des principaux enjeux du secteur : la lisibilité et la prévisibilité, l’accès à l’innovation et l’attractivité de l’industrie française. Les orientations du 7e CSIS devront répondre aux défis auxquels sont confrontées les industries de santé. (2016). Stratégie nationale pour le développement de l'e-santé. Paris, Ministère chargé de la santé. http://social-sante.gouv.fr/IMG/pdf/strategie_e-sante_2020.pdf Le Ministère des Affaires sociales et de la Santé vient de publier la Stratégie nationale e-santé 2020. L’objectif de cette stratégie est d’intégrer, de manière innovante, les nouvelles technologies pour améliorer le fonctionnement de notre système de santé. Il s’articule autour de quatre axes. Le premier axe vise à mettre le citoyen au cœur du système de santé, notamment en simplifiant l’accès aux soins et en développant des services favorisant l’autonomie des patients. Le deuxième axe consiste à soutenir l’innovation des professionnels de santé. Il s’agit de développer des cursus de formation autour du numérique, de soutenir les projets en faveur de l’innovation numérique, mais aussi de développer des outils d’aide à la décision médicale. Les mesures du troisième axe entendent simplifier le cadre d’actions pour les acteurs économiques, en clarifiant, notamment, les voies d’accès au marché des solutions e-santé. Enfin, le quatrième et dernier axe concerne la modernisation des outils de notre système de santé, avec l’amélioration des systèmes d’information, de la veille et de la surveillance sanitaire. Amat, T. et Bassede, J. (1985). Système de production, conditions de vie et système de santé en milieu agricole - Tome IV : Articulation agriculture-santé. "S.L." "S.N.": 93 , graph. Bernard, C., et al. (2013). La Silver Economie, une opportunité de croissance pour la France. Rapports & documents. Paris CGSP: 112. http://www.strategie.gouv.fr/blog/wpcontent/uploads/2013/12/CGSP_Silver_Economie_dec2013_03122013.pdf Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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En 2005, un Français sur cinq était âgé de plus de 60 ans. En 2035, la proportion sera de un sur trois. Le nombre des seniors devrait connaître une hausse de 80 %. Ce vieillissement de nos sociétés a suscité de nombreux travaux mettant en évidence les enjeux et les risques que représente une telle mutation démographique. La plupart abordent la question par l’angle sociétal ou médicosocial. Ce rapport a pour originalité de se fixer pour objet la valeur économique que peut receler le vieillissement. La proportion accrue de seniors va-t-elle servir de levier à des pans entiers de notre économie, qu’il s’agisse des services ou des technologies avancées, du type robotique ou domotique ? Peut-on envisager de bâtir une « industrie », au sens large du terme, qui valorise au mieux cette évolution majeure ? Si oui, quel rôle l’État doit-il y jouer ? (résumé d'auteur). Beuscart, R. (2000). Rapport sur les enjeux de la société de l'information dans le domaine de la santé. Paris PAGSI (http //www.mtic.pm.gouv.fr/dossiers/documents/schema/sante.doc: (50 ). http://www.medcost.fr/media/textes/pdf/pdf_si/beuscart.pdf L'objectif de ce rapport est de dresser un état des lieux de la société de l'information dans le domaine de la santé, et d'analyser plus particulièrement le développement des NTIC (nouvelles technologies de l'information et de la communication). Il examine quatre dimensions essentielles : la télémédecine, qui permet à plusieurs professionnels de santé de communiquer pour favoriser la prise en charge d'un patient donné dans le cadre d'une démarche diagnostique ou thérapeutique ; les filières et réseaux de professionnels de santé, qui facilitent la communication d'information entre professionnels et malades ; la e-santé, qui donne accès au grand public et aux patients au monde de la santé grâce à internet ; la formation médicale continue grâce aux NTIC. Il termine sur des recommandations. Brun, N., et al. (2011). Rapport de la mission « Nouvelles attentes du citoyen, acteur de santé ». Paris Ministère chargé de la santé, Paris La documentation Française: 46. http://www.ladocumentationfrancaise.fr/rapports-publics/114000098/index.shtml Le présent rapport fait partie des trois missions confiées dans le cadre du dispositif « 2011, année des patients et de leurs droits », dont le thème principal porte sur le droit des patients et de leurs proches dans les établissements de santé. Le rapport s'intéresse à la place des patients dans le système de santé, aux nouveaux comportements (usage de l'Internet) et aux nouvelles attentes concernant la gestion de leur santé. Un chapitre est consacré à l'éducation thérapeutique et aux programmes d'accompagnement pour les personnes atteintes d'une maladie chronique. Le rapport fait également le point sur les transformations liées aux nouvelles technologies de la santé, dont la télémédecine. Dini, E. F., et al. (2011). Santé et logement : comment accompagner la Martinique et la Guyane ? Paris Sénat : tabl. http://www.senat.fr/rap/r10-764/r10-7641.pdf Dans le cadre de ses travaux de contrôle et d'information, la commission a décidé l'envoi d'une délégation en Martinique et en Guyane pour étudier les questions spécifiques de la santé et du logement. En Martinique, la situation financière très dégradée des hôpitaux a conduit les acteurs locaux, au premier rang desquels l'agence régionale de santé, à décider la fusion des trois principaux établissements en un seul à compter du 1er janvier 2012. A l'approche de l'examen par le Sénat d'une proposition de loi relative à la lutte contre l'habitat indigne dans les départements d'outre-mer, qui a eu lieu début mai, la délégation s'est également attachée à comprendre les spécificités de l'urbanisation de Fort-de-France, marquée par l'édification anarchique et sans droit, à partir des années cinquante, de logements sur des terrains escarpés ou conquis sur la mangrove. En Guyane, la délégation a été frappée par le caractère singulier des problèmes qui se posent à un territoire qui est pourtant un département depuis 1946. Le niveau des services publics y est clairement insuffisant. La situation de l'offre de soins n'y est pas acceptable : déficit de professionnels de santé ; vétusté et exiguïté des centres hospitaliers. Rare signe encourageant, la Guyane fait figure de pionnière en matière de télémédecine et l'hexagone pourrait judicieusement s'en inspirer. Par ailleurs, le territoire est parsemé de véritables bidonvilles qui ne font pas honneur à la République. Après le processus de départementalisation, qui a eu tendance à uniformiser les politiques publiques mises en ?uvre en métropole et en outre-mer, le temps est venu de les adapter radicalement aux spécificités locales (résumé de l?éditeur) Dionis, D. Usejour, J. et Etienne, J. C. (2004). Les télécommunications à haut débit au service du système de santé (2 tomes). Paris Assemblée Nationale: 2 vol. (138 +127). Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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http://www.assemblee-nat.fr/12/pdf/rap-off/i1686-t1.pdf, http://www.assemblee-nat.fr/12/rap-off/i1686t2.asp Au moment où l'assurance maladie connaît l'une des crises les plus graves de son histoire et où tous les acteurs du système de soins vont devoir traverser des mutations très importantes, il est important d'évaluer l'apport potentiel des nouvelles technologies de l'information au système de santé français et de cibler les obstacles à leur développement. Ce rapport sur l'internet à haut débit et les systèmes de santé se trouve au c?ur de l'actualité. Le débat sur la maîtrise des dépenses du système de soins impose de revoir en profondeur l'architecture du système de santé français, qui intègre peu ou pas les nouvelles technologies de l'information.. La première partie porte sur l'outil internet en tant qu'outil de formation et d'information. La deuxième partie aborde la télémédecine sous ces divers aspects : télésurveillance, téléconsultation, téléchirurgie? Le rapport termine sur des recommandations. Fasquelle, D. (2008). Rapport d'information sur l'application des droits des patients en matière de soins de santé transfrontaliers. Rapport d'information; 1308. Paris Assemblée nationale: 85 , ann. http://www.assemblee-nationale.fr/13/pdf/europe/rap-info/i1308.pdf Réalisé dans le cadre de la réflexion engagée par la Commission européenne sur les soins transfrontaliers, ca rapport dresse tout d'abord un état des lieux de la réglementation existante dans ce domaine. Il analyse ensuite les failles des dispositifs de financement des soins actuels et émet plusieurs propositions pour améliorer les conditions et processus de prise en charge dans un souci d'amélioration de la qualité des soins. Fay, A. F. et Fery-Lemonnier, E. (2000). Innovations technologiques et plan stratégique 2001-2004. Dossier CEDIT : 99-12. Paris CEDIT: 23 , tabl. Le Comité d'Evaluation et de Diffusion des Innovations Technologiques (CEDIT) a été saisi par la Directrice de la Politique médicale de l'Assistance publique de Paris pour une identification des grandes évolutions technologiques susceptibles d'émerger ou de se développer de façon importante pendant la période du plan stratégique 2001-2004 de l'AP - HP. Il a été prévu de s'efforcer d'identifier celles nécessitant un accompagnement au cours du plan stratégique, notamment par la constitution de dossiers de demandes de financements ou d'autorisations auprès des tutelles. Ce petit document a donc pour objectif de présenter les résultats de cette mission : définition du champ de travail, collecte d'informations, réalisation de listes de technologies innovantes, et parmi ces listes, choix de spécialités médicales les plus concernées par le développement technologique. Gattaz, P. (2008). Une stratégie industrielle pour les marchés du futur : la croissance se construit ensemble. Paris FIEEC: 113 +110. http://www.lesiss.org/publications/20080627rapportfieec/Attachment00036491/Rapport%20FIEEC%20%20partie%201%20-%20num.pdf http://www.lesiss.org/publications/20080627rapportfieec/Attachment00072883/RapportFieecSant% E90608.pdf Et si la réponse au marasme de l'économie numérique, entre autres dans le domaine de la santé, venait d'un partenariat entre le public et le privé ? A en juger par la synthèse qu'en fait le site de Lessis, c'est la certitude qui apparaît clairement dans le rapport publié par la puissante Fédération des industries Electriques, Electroniques et de Communication (FIEEC), qui regroupe près de 2000 entreprises spécialisées. Ce rapport, commandé par le gouvernement et remis le 24 juin à Luc Chatel, ministre délégué à l'Industrie, visait à identifier les vecteurs d'innovation dans le domaine des TIC et de l'électronique. La santé est l'un des trois secteurs d'innovation porteurs identifiés. Focalisés sur les retards de la France, les experts du groupe « Santé » ont mis en évidence la nécessité d'un pilotage commun entre le gouvernement et les industriels. La levée des obstacles juridiques et administratifs qui entravent le développement de la santé à distance constitue également un préalable au développement de ce marché. Enfin, selon les auteurs, une prospérité du marché des TIC de santé est conditionnée à la mise en oeuvre d'une gouvernance interministérielle paritaire public/privé. Hubert, J. et Martineau, F. (2016). Mission Groupements Hospitaliers de Territoire - Rapport de fin de mission. Paris Ministère chargé de la Santé: 51. http://social-sante.gouv.fr/IMG/pdf/rapport_final_misison_hmdefmodifsddefv150316.pdf Instaurés par la loi Santé, les GHT ont vocation à développer une prise en charge «graduée» des Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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patients en mutualisant les moyens des établissements au niveau d’un territoire. Le rapport intermédiaire présentait les 20 clés de réussite des GHT avec des premières orientations quant à leur traduction en loi et en décret. Ce rapport final a pour objectif de présenter les orientations définitives pour les textes d’application. Lopez, A. et Compagnon, C. (2015). Pertinence et efficacité des outils de politique publique visant à favoriser l'observance. Paris, Igas. http://www.igas.gouv.fr/IMG/pdf/2015037R_Pertinence_et_efficacite_des_outils_de_politique_publique2_.pdf En novembre 2014, le Conseil d'Etat avait annulé "pour incompétence" les deux arrêtés décriés qui liaient la prise en charge de la Sécurité sociale à la bonne utilisation d'un dispositif médical dit à pression positive continue (PPC) pout le traitement des apnées du sommeil. Il s'agissait de placer tous les patients portant ce masque la nuit sous "télé-observance", avec l'emploi des objets connectés. Après cet épisode, la ministre de la Santé Marisol Touraine avait missionné l'IGAS sur l'observance des traitements par les patients, notamment lorsque ils sont atteints d'une maladie chronique. Dans son rapport de juillet 2015, rendu public seulement un an plus tard, la mission "déconseille fortement" de moduler les remboursements des soins en fonction de l'observance des traitements. Outre les difficultés qui seraient rencontrées, notamment pour mesurer l'observance, ce serait s'engager sur une pente dont le terme et les conséquences sont difficiles à apprécier. En revanche, l'IGAS préconise de développer l'éducation thérapeutique et l'accompagnement des patients, et de "développer une offre de télé-suivi-accompagnement" s'appuyant sur l'essor des appareils connectés, qui vont "profondément modifier l'exercice de la médecine". Le financement de ces services de télé-suivi-accompagnement dépendrait de leur performance, "faisant de la bonne observance et de la fidélisation des patients des marqueurs de la qualité de l'accompagnement". Picard, R. et Salgues, B. (2007). TIC et santé: quelle politique publique? Paris CGTI: 19 +annexes. http://www.cgti.org/rapports/rapports-2007/rapport-tic-sante.pdf Ce rapport analyse la situation de l'emploi des technologies de l'information et des communications (TIC) dans le domaine de la santé. Il est composé de trois parties. Il propose tout d'abord une synthèse des réponses des industriels sur leur vision de la situation française autour des thèmes suivants : forces, faiblesses, opportunités, menaces pour la France; économies possibles par les TIC ; politique industrielle souhaitable. Dans une seconde partie, les éléments précédents sont repris et discutés selon les thèmes récurrents : l'attitude du patient et du médecin, les politiques de santé, de recherche et d'industrie, l'évolution technologique, le cadre réglementaire. Enfin, quelques propositions sont formulées concernant la suite souhaitée par les industriels de ce travail de concertation. Picard, R. et Vial, A. (2013). Prospective organisationnelle pour un usage performant des technologies nouvelles en Santé. Paris C.G.E.I.E.T.: 27. http://www.cgeiet.economie.gouv.fr/Rapports/2013_10_10_2012_12_rapport_RP.pdf Ce rapport apporte un éclairage prospectif sur les conditions organisationnelles pour un usage performant des technologies nouvelles en Santé, avec un regard particulier sur la télémédecine et plus largement sur la télésanté. Rennaissance Numérique. (2014). D'un système de santé curatif à un modèle préventif grâce aux outils numériques : livre blanc. Paris Renaissance numérique: 124. http://www.renaissancenumerique.org/fr/publications/rn/698-libre-blanc-dun-modele-de-sante-curative-aun-modele-preventif-grace-aux-outils-numeriqueshttp://www.renaissancenumerique.org/images/stories/contenu/articles/2014_Articles/Biblio-LBSante.pdf Le numérique a permis un saut quantitatif et qualitatif jamais égalé dans notre connaissance des individus, de leurs pratiques santé et bien être, et dans leur accompagnement personnel au quotidien. Alors que les assurances s’emparent aujourd’hui des nouvelles technologies objets connectés, applications mobiles et Big Data, l’Assurance Maladie pourrait, elle aussi, investir ces outils numériques pour constituer un levier efficace afin d'orienter son modèle vers un paradigme davantage préventif. Dans ce livre blanc, Renaissance Numérique fournit un état des lieux des pratiques internationales et un témoignage d’experts permettant d’analyser les moyens d’action possibles pour que l’acteur public opère une telle transition numérique vers un modèle préventif. Le Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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think tank formule 16 propositions couvrant un large spectre de problématiques pour assurer la transition vers un système de santé préventif, allant de la formation des professionnels de santé à des solutions Big Data de lutte contre la fraude à la Sécurité sociale. Parmi les mesures phares de ce rapport : Établir un système de labellisation des applications mobiles santé, des objets connectés et des dispositifs machine to machine pour garantir leur fiabilité et permettre leur utilisation par les professionnels de santé; Donner aux communautés de patients la possibilité, selon des critères définis, d’obtenir un statut d’association de patients pour leur permettre de devenir des acteurs de la démocratie sanitaire; Organiser une concertation nationale avec les acteurs publics, la CNIL, les représentants professionnels des assurances et les associations de patients et consommateurs pour encadrer le risque de pratiques bonus-malus santé par les assurances privées, qui pourraient induire des inégalités dans l’accès aux soins.



Etudes étrangères Ouvrages (2015). Atlas of eHealth contry profiles. Genève : the use of eHealth support of universal health coverage. Genève : OMS http://www.who.int/goe/publications/atlas_2015/en/ The third global survey on eHealth conducted by the WHO Global Observatory for eHealth (GOe) has a special focus – the use of eHealth in support of universal health coverage. eHealth plays a vital role in promoting universal health coverage in a variety of ways. For instance, it helps provide services to remote populations and underserved communities through telehealth or mHealth. It facilitates the training of the health workforce through the use of eLearning, and makes education more widely accessible especially for those who are isolated. It enhances diagnosis and treatment by providing accurate and timely patient information through electronic health records. And through the strategic use of ICT, it improves the operations and financial efficiency of health care systems. This Atlas presents data collected on 125 WHO Member States. The survey was undertaken between April and August 2015 and represents the most current information on the use of eHealth in these countries. (2011). The Atlas of eHealth Country Profiles, Genève : OMS http://www.who.int/goe/publications/goe_atlas_2010.pdf This publication presents data on the 114 WHO Member States that participated in the 2009 global survey on eHealth. Intended as a reference to the state of eHealth development in Member States, the publication highlights selected indicators in the form of country profiles. The objectives of the country profiles are to describe the current status of the use of ICT for health in Member States; and provide information concerning the progress of eHealth applications in these countries. (résumé des éditeurs) (2011). MHealth: New horizons for health through mobile technologies, Genève : OMS http://www.who.int/goe/publications/goe_mhealth_web.pdf The use of mobile and wireless technologies to support the achievement of health objectives (mHealth) has the potential to transform the face of health service delivery across the globe. A powerful combination of factors is driving this change. These include rapid advances in mobile technologies and applications, a rise in new opportunities for the integration of mobile health into existing eHealth services, and the continued growth in coverage of mobile cellular networks. According to the International Telecommunication Union (ITU), there are now over 5 billion wireless subscribers; over 70% of them reside in low- and middle income countries. The GSM Association reports commercial wireless signals cover over 85% of the world?s population, extending far beyond the reach of the electrical grid. For the first time the World Health Organization?s (WHO) Global Observatory for eHealth (GOe) has sought to determine the status of mHealth in Member States; its 2009 global survey contained a section pecifically devoted to mHealth. Completed by 114 Member States, the survey documented for analysis four aspects of mHealth: adoption of initiatives, - types of initiatives, status of evaluation, and - barriers to implementation. Fourteen categories of mHealth services were surveyed: health call centres, emergency toll-free telephone services, managing Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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emergencies and disasters, mobile telemedicine, appointment reminders, community mobilization and health promotion, treatment compliance, mobile patient records, information access, patient monitoring, health surveys and data collection, surveillance, health awareness raising, and decision support systems. (2016). From innovation to implementation – eHealth in the WHO European Region, Copenhague : OMS Bureau régional de l'Europe http://www.euro.who.int/fr/publications/abstracts/from-innovation-to-implementation-ehealth-in-the-whoeuropean-region-2016 Ce rapport décrit le développement de la santé électronique (cybersanté) dans la Région européenne de l'OMS en 2016, ainsi que les nouvelles tendances à cet égard. Son contenu et ses messages clés se basent sur les données de l'enquête mondiale sur la cybersanté réalisée en 2015. Plusieurs acteurs importants dans ce domaine ont également contribué au projet. Le rapport présente des exemples de cas afin d'illustrer les réussites rencontrées dans les pays ainsi que l'application pratique de la cybersanté dans divers contextes. Les principales conclusions indiquent un enthousiasme accru pour la cybersanté, et font état de progrès tangibles dans l'intégration des solutions technologiques en vue d'améliorer la santé publique et la prestation des services de santé dans la Région européenne. Ensemble, les conclusions et l'analyse présentées dans ce rapport donnent un aperçu détaillé de l'évolution de la cybersanté en Europe. Grâce aux recommandations et aux mesures proposées, l'OMS témoigne de son engagement à soutenir les États membres dans leurs efforts visant à instaurer un environnement national de la cybersanté comme élément stratégique dans la réalisation de la couverture universelle en santé, et des objectifs politiques de Santé 2020 dans la Région européenne (résumé de l'éditeur). Morgan, D., et al. (2009). Obtenir un meilleur rapport qualité-prix dans les soins de santé. Paris OCDE: 182 , ann., graph., tabl. http://browse.oecdbookshop.org/oecd/pdfs/browseit/8109172E.PDF La hausse des dépenses publiques de santé reste un problème dans pratiquement tous les pays de l'OCDE et de l'Union européenne. C'est pourquoi l’attention se porte de plus en plus sur les mesures qui atténueront ces pressions en améliorant la performance des systèmes de santé. Ce rapport présente un ensemble de politiques pouvant aider les pays à améliorer l'efficience des systèmes de santé et ainsi à obtenir un meilleur rapport qualité-prix dans les soins. Un large éventail d’instruments d'action est examiné en tirant parti de données et d'études de cas portant sur de nombreux pays. Les thèmes suivants sont traités : le rôle de la concurrence sur les marchés de la santé ; les possibilités d'amélioration de la coordination des soins ; une tarification plus adaptée des produits pharmaceutiques ; un contrôle plus poussé de la qualité s'appuyant sur une utilisation plus intensive des technologies de l’information et de la communication pour les soins ; et un plus large partage des coûts. Pikhart, H. et Pikhartova, J. (2015). Promoting better integration of health information systems: best practices and challenges, Copenhague : OMS Bureau régional de l'Europe http://www.euro.who.int/fr/publications/abstracts/promoting-better-integration-of-health-informationsystems-best-practices-and-challenges Ce rapport aborde les tendances actuellement observées dans les États membres de l’Union européenne (UE) et de l’Association européenne de libre-échange (AELE) quant à la manière de promouvoir une meilleure intégration des systèmes d’information sanitaire. Afin d’en sonder les aspects pragmatiques, des experts de 13 États membres de l’UE ont été soumis à un entretien, dont les résultats ont été combinés aux conclusions d’une recherche documentaire. Le rapport de synthèse identifie les options stratégiques et les besoins suivants pour un examen plus approfondi, à savoir : continuer le travail sur certaines notions de base (tels que la disponibilité et la qualité des données, les inventaires de données et les registres, la normalisation, la législation, les infrastructures physiques et les capacités de la main-d’œuvre) et sur des ensembles d’indicateurs davantage axés sur des concepts ; définir la notion de meilleure intégration et en démontrer les avantages concrets ; développer le leadership en matière de renforcement des capacités en vue de poursuivre l’intégration des systèmes d’information sanitaire ;poursuivre les échanges internationaux concernant les activités en cours dans ce domaine.(résumé de l'éditeur). Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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Articles (2008). "Focus on continuity in care, evaluation techniques, IT for health." Health Policy Developments(6): 111 , tabl., graph., fig. http://www.hpm.org/Downloads/reports/HPDs/HPD6_engl_fin.pdf This issue discusses and examines the following subjects : Evaluation in health care ; continuity of care : concepts of integrated care, disease management and strategies ; information and comunication technologies ; human resources in health.... Aldehaim, A. Y., et al. (2016). "The Impact of Technology-Based Interventions on Informal Caregivers of Stroke Survivors: A Systematic Review." Telemed J E Health 22(3): 223-231. OBJECTIVE: This article is a systematic review of the impact of technology-based intervention on outcomes related to care providers for those who survived a stroke. MATERIALS AND METHODS: Literature was identified in the PubMed, PsycINFO, Scopus, and Cochrane databases for evidence on technology-based interventions for stroke survivors' caregivers. The search was restricted for all English-language articles from 1970 to February 2015 that implied technology-based interventions. This review included studies that measured the impact of these types of approaches on one or more of the following: depression and any of the following-problem-solving ability, burden, health status, social support, preparedness, and healthcare utilization by care recipient-as secondary outcomes. Telephone or face-to-face counseling sessions were not of interest for this review. The search strategy yielded five studies that met inclusion criteria: two randomized clinical trials and three pilot/preliminary studies, with diverse approaches and designs. RESULTS: Four studies have assessed the primary outcome, two of which reported significant decreases in caregivers' depressive symptoms. Two studies had measured each of the following outcomes-burden, problem-solving ability, health status, and social support-and they revealed no significant differences following the intervention. Only one study assessed caregivers' preparedness and showed improved posttest scores. Healthcare services use by the care recipient was assessed by one study, and the results indicated significant reduction in emergency department visits and hospital re-admissions. CONCLUSIONS: Despite various study designs and small sample sizes, available data suggest that an intervention that incorporates a theoretical-based model and is designed to target caregivers as early as possible is a promising strategy. Furthermore, there is a need to incorporate a cost-benefit analysis in future studies. Black, A. D., et al. (2011). "The Impact of eHealth on the Quality and Safety of Health Care: A Systematic Overview." Plos Medicine 8(1): 16. http://www.plosmedicine.org/article/info%3Adoi%2F10.1371%2Fjournal.pmed.1000366 There is considerable international interest in exploiting the potential of digital solutions to enhance the quality and safety of health care. Implementations of transformative eHealth technologies are underway globally, often at very considerable cost. In order to assess the impact of eHealth solutions on the quality and safety of health care, and to inform policy decisions on eHealth deployments, we undertook a systematic review of systematic reviews assessing the effectiveness and consequences of various eHealth technologies on the quality and safety of care. We systematically reviewed the preexisting systematic review literature on eHealth technologies and their impact on the quality and safety of health care delivery. We synthesised and contextualised our findings with the broader theoretical and methodological literature with a view to producing a comprehensive and accessible overview of the field. We present here a synopsis and updated version of a much larger recently published report covering the period 1997?2010. Bonhomme, C. (2014). "Cinq questions à Gilles Babinet : Digital champion français auprès de la Commission européenne." Revue Hospitaliere De France(559): 54-55. [BDSP. Notice produite par EHESP D8R0xIFr. Diffusion soumise à autorisation]. Gilles Babinet a été nommé "Digital champion" et représente, à ce titre, la France auprès de la Commission européenne pour les enjeux du numérique. Auteur de deux ouvrages, il identifie cinq domaines intrinsèquement liés au numérique : la connaissance, l'éducation, la santé, l'industrialisation/production et l'Etat. Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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Brennan, J., et al. (2015). "National Health Models and the Adoption of E-Health and E-Prescribing in Primary Care - New Evidence from Europe." J Innov Health Inform 22(4): 399-408. OBJECTIVE: Recent research from the European Commission (EC) suggests that the development and adoption of eHealth in primary care is significantly influenced by the context of the national health model in operation. This research identified three national health models in Europe at this time - the National Health Service (NHS) model, the social insurance system (SIS) model and the transition country (TC) model, and found a strong correlation between the NHS model and high adoption rates for eHealth. The objective of this study is to establish if there is a similar correlation in one specific application area - electronic prescribing (ePrescribing) in primary care. METHODS: A review of published literature from 2000 to 2014 was undertaken covering the relevant official publications of the European Union and national government as well as the academic literature. An analysis of the development and adoption of ePrescribing in Europe was extracted from these data. RESULTS: The adoption of ePrescribing in primary care has increased significantly in recent years and is now practised by approximately 32% of European general practitioners. National ePrescribing services are now firmly established in 11 countries, with pilot projects underway in most others. The highest adoption rates are in countries with the NHS model, concentrated in the Nordic area. The electronic transmission of prescriptions continues to pose a significant challenge, especially in SIS countries and TCs. CONCLUSIONS: There is a strong correlation between the NHS model and high adoption rates for ePrescribing similar to the EC findings on the adoption of eHealth. It may be some time before many SIS countries and TCs reach the same adoption levels for ePrescribing and eHealth in primary care as most NHS countries. de la Torre Diez, I., et al. (2016). "Monitoring and Follow-up of Chronic Heart Failure: a Literature Review of eHealth Applications and Systems." J Med Syst 40(7): 179. In developed countries heart failure is one of the most important causes of death, followed closely by strokes and other cerebrovascular diseases. It is one of the major healthcare issues in terms of increasing number of patients, rate of hospitalizations and costs. The main aim of this paper is to present telemedicine applications for monitoring and follow-up of heart failure and to show how these systems can help reduce costs of administering heart failure. The search for e-health applications and systems in the field of telemonitoring of heart failure was pursued in IEEE Xplore, Science Direct, PubMed and Scopus systems between 2005 and the present time. This search was conducted between May and June 2015, and the articles deemed to be of most interest about treatment, prevention, self-empowerment and stabilization of patients were selected. Over 100 articles about telemonitoring of heart failure have been found in the literature reviewed since 2005, although the most interesting ones have been selected from the scientific standpoint. Many of them show that telemonitoring of patients with a high risk of heart failure is a measure that might help to reduce the risk of suffering from the disease. Following the review conducted, in can be stated that via the research articles analysed that telemonitoring systems can help to reduce the costs of administering heart failure and result in less re-hospitalization of patients. Demiris, G. (2016). "Consumer Health Informatics: Past, Present, and Future of a Rapidly Evolving Domain." Yearb Med Inform 25(Suppl. 1). OBJECTIVES: Consumer Health Informatics (CHI) is a rapidly growing domain within the field of biomedical and health informatics. The objective of this paper is to reflect on the past twenty five years and showcase informatics concepts and applications that led to new models of care and patient empowerment, and to predict future trends and challenges for the next 25 years. METHODS: We discuss concepts and systems based on a review and analysis of published literature in the consumer health informatics domain in the last 25 years. RESULTS: The field was introduced with the vision that one day patients will be in charge of their own health care using informatics tools and systems. Scientific literature in the field originally focused on ways to assess the quality and validity of available printed health information, only to grow significantly to cover diverse areas such as online communities, social media, and shared decision-making. Concepts such as home telehealth, mHealth, and the quantified-self movement, tools to address transparency of health care organizations, and personal health records and portals provided significant milestones in the field. CONCLUSION: Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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Consumers are able to actively participate in the decision-making process and to engage in health care processes and decisions. However, challenges such as health literacy and the digital divide have hindered us from maximizing the potential of CHI tools with a significant portion of underserved populations unable to access and utilize them. At the same time, at a global scale consumer tools can increase access to care for underserved populations in developing countries. The field continues to grow and emerging movements such as precision medicine and the sharing economy will introduce new opportunities and challenges. Demiris, G. et Kneale, L. (2015). "Informatics Systems and Tools to Facilitate Patient-centered Care Coordination." Yearb Med Inform 10(1): 15-21. INTRODUCTION: There is a growing international focus on patient- centered care. A model designed to facilitate this type of care in the primary care setting is the patient-centered medical home. This model of care strives to be patient-focused, comprehensive, team-based, coordinated, accessible, and focused on quality and safety of care. OBJECTIVE: The objective of this paper is to identify the current status and future trends of patient-centered care and the role of informatics systems and tools in facilitating this model of care. METHODS: In this paper we review recent scientific literature of the past four years to identify trends and state of current evidence when it comes to patient-centered care overall, and more specifically medical homes. RESULTS: There are several studies that indicate growth and development in seven informatics areas within patient-centered care, namely clinical decision support, registries, team care, care transitions, personal health records, telehealth, and measurement. In some cases we are still lacking large randomized clinical trials and the evidence base is not always solid, but findings strongly indicate the potential of informatics to support patientcentered care. CONCLUSION: Current evidence indicates that advancements have been made in implementing and evaluating patient-centered care models. Technical, legal, and practical challenges still remain. Further examination of the impact of patient-centered informatics tools and systems on clinical outcomes is needed. Gagnon, M. P., et al. (2016). "e-Health Interventions for Healthy Aging: A Systematic Review Protocol." Stud Health Technol Inform 225: 954-955. e-Health interventions could contribute to healthy aging (HA) but their effectiveness has not been synthesised. This study aims to systematically review the effectiveness of e-health interventions for supporting HA. We will perform standardized searches to identify experimental and quasiexperimental studies evaluating the effectiveness of e-health interventions for HA. Outcomes of interest are: wellbeing, quality of life, activities of daily living, leisure activities, knowledge, evaluation of care, social support, skill acquisition and healthy behaviours. We will also consider adverse effects such as social isolation, anxiety, and burden on informal caregivers. Two reviewers will independently assess studies for inclusion and extract data using a standardised tool. We will calculate effect sizes related to e-health interventions. If not possible, we will present the findings in a narrative form. This systematic review will provide unique knowledge on the effectiveness of e-health interventions for supporting HA. Garel, P. (2010). "Santé en ligne : nouvelles étapes européennes." Revue Hospitaliere De France(532): 35-36. [BDSP. Notice produite par EHESP 8ER0xBF7. Diffusion soumise à autorisation]. Les antécédents médicaux d'un ressortissant de l'Union européenne voyageant ou résidant hors de son pays seront-ils bientôt accessibles en ligne ? Le 1er décembre 2009, le Conseil des ministres de l'Emploi, des Affaires sociales et de la Santé des États membres de l'UE adoptait des "conclusions sur la contribution de la santé en ligne à la sécurité et à l'efficacité des soins de santé". La santé en ligne, ou e-santé, recouvre l'ensemble des technologies et services pour les soins médicaux basés sur les technologies de l'information et de la communication. Constatant ses avantages en termes de sécurité et d'efficacité, les représentants des États membres de l'UE préconisaient en février 2009 la mise en oeuvre de mesures destinées à créer un espace européen de santé en ligne et à instaurer un processus d'actions coordonnées et de gouvernance de l'e-santé. Garel, P. (2011). "E-santé. État des lieux européen." Revue Hospitaliere De France(539): 78-80. Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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[BDSP. Notice produite par EHESP rEp9R0xn. Diffusion soumise à autorisation]. Avec l'article 13 de la directive sur les soins transfrontaliers, l'e-santé est devenue un sujet législatif au sein de l'Union européenne. La coopération et l'échange d'informations entre les Etats membres, réunis dans un réseau d'administrations nationales responsables de l'e-santé, seront désormais soutenus par l'UE sur un fondement juridique. L'article présente les programmes de recherche européens développés pour la mise en place des outils et systèmes d'e-santé. Garel, P. (2013). "L'e-santé dans l'agenda de la Fédération européenne des hôpitaux (HOPE)." Revue Hospitaliere De France(550): 18-. [BDSP. Notice produite par EHESP 8sR0xrrE. Diffusion soumise à autorisation]. La Fédération européenne des hôpitaux et soins de santé (HOPE) participe activement depuis 2005 aux travaux esanté de la Commission européenne, et plus particulièrement aux missions de sa direction générale, Connect. La Commission a dévoilé début décembre 2012 un nouveau plan d'actions. Goodridge, D. et Marciniuk, D. (2016). "Rural and remote care: Overcoming the challenges of distance." Chron Respir Dis 13(2): 192-203. The challenges of providing quality respiratory care to persons living in rural or remote communities can be daunting. These populations are often vulnerable in terms of both health status and access to care, highlighting the need for innovation in service delivery. The rapidly expanding options available using telehealthcare technologies have the capacity to allow patients in rural and remote communities to connect with providers at distant sites and to facilitate the provision of diagnostic, monitoring, and therapeutic services. Successful implementation of telehealthcare programs in rural and remote settings is, however, contingent upon accounting for key technical, organizational, social, and legal considerations at the individual, community, and system levels. This review article discusses five types of telehealthcare delivery that can facilitate respiratory care for residents of rural or remote communities: remote monitoring (including wearable and ambient systems; remote consultations (between providers and between patients and providers), remote pulmonary rehabilitation, telepharmacy, and remote sleep monitoring. Current and future challenges related to telehealthcare are discussed. Hecketsweiler, C. (2016). "Les docteurs 3.0 de la Silicon Valley (Le Monde Eco & entreprise)." Problemes Economiques(3127): 25-32, tab., graph. Cet article est une reprise partielle d'un article paru dans le Monde Eco & entreprise du 8 septembre 2015 avec en sus, l'éclairage apporté par Problèmes économiques. Les nouvelles technologies de l'information sont aujourd'hui en passe de révolutionner la médecine et la recherche pharmaceutique. Les géants de l'informatique et de l'internet comme Google, Amazon, Apple, Microsoft se sont en effet lancé à la conquête du secteur de la santé. Hemsley, B., et al. (2016). "Use of the My Health Record by people with communication disability in Australia: A review to inform the design and direction of future research." Him j. BACKGROUND: People with communication disability often struggle to convey their health information to multiple service providers and are at increased risk of adverse health outcomes related to the poor exchange of health information. OBJECTIVE: The purpose of this article was to (a) review the literature informing future research on the Australian personally controlled electronic health record, 'My Health Record' (MyHR), specifically to include people with communication disability and their family members or service providers, and (b) to propose a range of suitable methodologies that might be applied in research to inform training, policy and practice in relation to supporting people with communication disability and their representatives to engage in using MyHR. METHOD: The authors reviewed the literature and, with a cross-disciplinary perspective, considered ways to apply sociotechnical, health informatics, and inclusive methodologies to research on MyHR use by adults with communication disability. RESEARCH OUTCOMES: This article outlines a range of research methods suitable for investigating the use of MyHR by people who have communication disability Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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associated with a range of acquired or lifelong health conditions, and their family members, and direct support workers. CONCLUSION: In planning the allocation of funds towards the health and well-being of adults with disabilities, both disability and health service providers must consider the supports needed for people with communication disability to use MyHR. There is an urgent need to focus research efforts on MyHR in populations with communication disability, who struggle to communicate their health information across multiple health and disability service providers. The design of studies and priorities for future research should be set in consultation with people with communication disability and their representatives. Hendy, J., et al. (2012). "An organisational analysis of the implementation of telecare and telehealth: the whole systems demonstrator." Bmc Health Services Research 12: (21 ), fig. http://www.biomedcentral.com/content/pdf/1472-6963-12-403.pdf Cette étude examine les facteurs organisationnels associés à l'implantation de services de télésanté. L'analyse est basée sur des études de cas provenant des trois sites qui forment le Whole Systems Demonstrator (WSD), programme du ministère de la Santé britannique. Hermanowski, T. R., et al. (2015). "Institutional framework for integrated Pharmaceutical Benefits Management: results from a systematic review." Int J Integr Care 15: e036. OBJECTIVES: In this paper, we emphasised that effective management of health plans beneficiaries access to reimbursed medicines requires proper institutional set-up. The main objective was to identify and recommend an institutional framework of integrated pharmaceutical care providing effective, safe and equitable access to medicines. METHOD: The institutional framework of drug policy was derived on the basis of publications obtained by systematic reviews. A comparative analysis concerning adaptation of coordinated pharmaceutical care services in the USA, the UK, Poland, Italy, Denmark and Germany was performed. RESULTS: While most European Union Member States promote the implementation of selected e-Health tools, like e-Prescribing, these efforts do not necessarily implement an integrated package. There is no single agent who would manage an insured patients' access to medicines and health care in a coordinated manner, thereby increasing the efficiency and safety of drug policy. More attention should be paid by European Union Member States as to how to integrate various e-Health tools to enhance benefits to both individuals and societies. One solution could be to implement an integrated "pharmacy benefit management" model, which is well established in the USA and Canada and provides an integrated package of cost-containment methods, implemented within a transparent institutional framework and powered by strong motivation of the agent. Keijser, W., et al. (2016). "Physician leadership in e-health? A systematic literature review." Leadersh Health Serv (Bradf Engl) 29(3): 331-347. Purpose: This paper aims to systematically review the literature on roles of physicians in virtual teams (VTs) delivering healthcare for effective "physician e-leadership" (PeL) and implementation of ehealth. Design/methodology/approach The analyzed studies were retrieved with explicit keywords and criteria, including snowball sampling. They were synthesized with existing theoretical models on VT research, healthcare team competencies and medical leadership. Findings Six domains for further PeL inquiry are delineated: resources, task processes, socio-emotional processes, leadership in VTs, virtual physician-patient relationship and change management. We show that, to date, PeL studies on socio-technical dynamics and their consequences on e-health are found underrepresented in the health literature; i.e. no single empirical, theoretic or conceptual study with a focus on PeL in virtual healthcare work was identified. Research limitations/implications E-health practices could benefit from organization-behavioral type of research for discerning effective physicians' roles and interprofessional relations and their (so far) seemingly modest but potent impact on e-health developments. Practical implications Although best practices in e-health care have already been identified, this paper shows that physicians' roles in e-health initiatives have not yet received any indepth study. This raises questions such as are physicians not yet sufficiently involved in e-health? If so, what (dis)advantages may this have for current e-health investments and how can they best become involved in (leading) e-health applications' design and implementation in the field? Originality/value If effective medical leadership is being deployed, e-health effectiveness may be enhanced; this new Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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proposition needs urgent empirical scrutiny. Koutras, C., et al. (2015). "Socioeconomic impact of e-Health services in major joint replacement: A scoping review." Technol Health Care 23(6): 809-817. BACKGROUND: e-Health is a widespread healthcare practice in the medical community, supported by technology-based applications aiming to deliver health services in an efficient manner, improving the quality of life and providing a wide range of health and socio-economic benefits to patients. OBJECTIVE: To investigate the use of e-Health and mobile applications for the follow-up of major joint arthroplasty patients and the socio-economic impact of e-Health services on arthroplasty patients. METHODS: Studies published after 2000 in English language, enrolling patients who underwent total knee or hip replacement, applying e-Health solutions and highlighting the economic benefits obtained by patients, doctors and healthcare systems were considered for inclusion in the present study. RESULTS: Five studies satisfied our inclusion criteria and were included in qualitative analysis. In this paper, the use of e-Health for the follow-up of major joint arthroplasty patients and the positive impact in terms of cost, time and hospital visits reduction by applying e-Health solutions on arthroplasty patients are reviewed in detail as reported in the included studies. CONCLUSION: The majority of the included studies reported a positive impact in terms of cost, time and hospital visits reduction. Kruse, C. S., et al. (2016). "Mobile health solutions for the aging population: A systematic narrative analysis." J Telemed Telecare. INTRODUCTION: The ubiquitous nature of mobile technology coupled with the acceptance of mobile health (mHealth) among the elderly offers an opportunity to augment the existing medical workforce in long-term care. The objective of this review and narrative analysis is to identify and analyse facilitators and barriers to adoption of mHealth for the elderly. METHODS: Studies over the last year were identified in multiple database indices, and three reviewers examined abstracts (k = 0.82) and analysed articles for themes which were tallied in affinity diagrams to identify frequency of occurrence in the literature (n = 36). RESULTS: The three facilitators mentioned most often were independence (18%), understanding (13%), and visibility (13%). The three barriers mentioned most often were complexity (21%), limited by users (12%) and ineffective (12%). DISCUSSION AND CONCLUSIONS: The reviewers concluded that the work done so far illustrates that mHealth enables a perception of independence. Future research should focus on the barriers of complexity of technology and improving existing medical literacy in order to facilitate further adoption. Liu, L., et al. (2016). "Smart homes and home health monitoring technologies for older adults: A systematic review." Int J Med Inform 91: 44-59. BACKGROUND: Around the world, populations are aging and there is a growing concern about ways that older adults can maintain their health and well-being while living in their homes. OBJECTIVES: The aim of this paper was to conduct a systematic literature review to determine: (1) the levels of technology readiness among older adults and, (2) evidence for smart homes and home-based healthmonitoring technologies that support aging in place for older adults who have complex needs. RESULTS: We identified and analyzed 48 of 1863 relevant papers. Our analyses found that: (1) technology-readiness level for smart homes and home health monitoring technologies is low; (2) the highest level of evidence is 1b (i.e., one randomized controlled trial with a PEDro score >/=6); smart homes and home health monitoring technologies are used to monitor activities of daily living, cognitive decline and mental health, and heart conditions in older adults with complex needs; (3) there is no evidence that smart homes and home health monitoring technologies help address disability prediction and health-related quality of life, or fall prevention; and (4) there is conflicting evidence that smart homes and home health monitoring technologies help address chronic obstructive pulmonary disease. CONCLUSIONS: The level of technology readiness for smart homes and home health monitoring technologies is still low. The highest level of evidence found was in a study that supported home health technologies for use in monitoring activities of daily living, cognitive decline, mental health, and heart conditions in older adults with complex needs. Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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Martenstein, I. et Wienke, A. (2016). "[Current legislation in the healthcare system 2015/2016]." Anaesthesist 65(5): 391-396. The energy of the legislator in the healthcare system was barely stoppable in 2015. Many new laws have been brought into force and legal initiatives have also been implemented. The Hospital Structure Act, the Treatment Enhancement Act, amendments of the official medical fee schedules for physicians, the Prevention Act, the E-Health Act, the Anti-corruption Act, the hospital admission guidelines and amendments of the model specialty training regulations are just some of the essential alterations that lie ahead of the medical community. This article gives a review of the most important new legislative regulations in the healthcare system and presents the fundamental consequences for the practice. May, R. C., et al. (2011). "Integrating telecare for chronic disease management in the community: What needs to be done ?" Bmc Health Services Research 11(131): 11 , fig. http://www.biomedcentral.com/content/pdf/1472-6963-11-131.pdf The study reported in this paper had two objectives. First, it sought to identify, describe and understand the factors that promote or inhibit the implementation and integration of telecare systems for chronic disease management in the community, with reference to the views of four key stakeholder groups: patients and carers; healthcare managers and professionals; social care managers and professionals; and telecare systems manufacturers and suppliers. Second, it sought to identify a set of principles, grounded in the experiences and perspectives of participants, which could be used to inform policy and practice around telecare implementation in the context of a ?whole systems? approach that is, across boundaries of the private, public and domestic sectors, all of which are playing an increasingly important role in the management of chronic disease. The study reported here may be the largest and most comprehensive qualitative study in this sphere to date. McConnochie, K. M. (2015). "Pursuit of Value in Connected Healthcare." Telemed J E Health 21(11): 863-869. INTRODUCTION: Potential for direct patient care through remote exchange of health-related information has expanded enormously with the proliferation of technologies leveraging ubiquitous connectivity, but implementation of connected care has been slow and controversial. MATERIALS AND METHODS: This review demonstrates that controversy regarding connected care arises largely from the fact that proponents and critics are generally considering distinctly different care models. Differences are highlighted to mitigate controversy and to distinguish capacities of these different models. RESULTS: Distinguishing capacities is essential for establishing the evidence base supporting safety, effectiveness, and efficiency. In care of a particular patient's problem, value is achieved when resources allocated meet requirements for diagnosis and intervention but do not exceed them. Robust evidence supports the value of some well-defined connected care models, exemplified by the Healthe-Access Telemedicine Model. CONCLUSIONS: The pursuit of value in connected care is fundamentally the same as with in-person care. Provider organizations, legislators, regulators, and payers face not only a complex task in defining standards and enabling appropriate use, but also a heavy burden of responsibility for unleashing connected care that will benefit the entire community. Meurk, C., et al. (2016). "Establishing and Governing e-Mental Health Care in Australia: A Systematic Review of Challenges and A Call For Policy-Focussed Research." J Med Internet Res 18(1): e10. BACKGROUND: Growing evidence attests to the efficacy of e-mental health services. There is less evidence on how to facilitate the safe, effective, and sustainable implementation of these services. OBJECTIVE: We conducted a systematic review on e-mental health service use for depressive and anxiety disorders to inform policy development and identify policy-relevant gaps in the evidence base. METHODS: Following the PRISMA protocol, we identified research (1) conducted in Australia, (2) on emental health services, (3) for depressive or anxiety disorders, and (4) on e-mental health usage, such as barriers and facilitators to use. Databases searched included Cochrane, PubMed, PsycINFO, CINAHL, Embase, ProQuest Social Science, and Google Scholar. Sources were assessed according to area and level of policy relevance. RESULTS: The search yielded 1081 studies; 30 studies were included for analysis. Most reported on self-selected samples and samples of online help-seekers. Studies indicate that e-mental health services are predominantly used by females, and those who are more educated Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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and socioeconomically advantaged. Ethnicity was infrequently reported on. Studies examining consumer preferences found a preference for face-to-face therapy over e-therapies, but not an aversion to e-therapy. Content relevant to governance was predominantly related to the organizational dimensions of e-mental health services, followed by implications for community education. Financing and payment for e-services and governance of the information communication technology were least commonly discussed. CONCLUSIONS: Little research focuses explicitly on policy development and implementation planning; most research provides an e-services perspective. Research is needed to provide community and policy-maker perspectives. General population studies of prospective treatment seekers that include ethnicity and socioeconomic status and quantify relative preferences for all treatment modalities are necessary. Mitchell, J. (2000). "Increasing the cost-effectiveness of telemedicine by embracing e-health." J Telemed Telecare 6 Suppl 1: S16-19. In 1999 a national study of telemedicine in Australia led to the promotion of the concept of 'e-health', the health sector's equivalent of 'e-commerce'. A new study explored the view that, with the convergence of technologies and the consequent increase in ability to perform multiple functions with those technologies, it is unwise to promote telemedicine in isolation from other uses of technologies in health-care. The major sources of information for the study were the presentations and discussions at five national workshops held to discuss the findings of the original report on telemedicine. Nineteen case studies were identified. The case studies showed that with the convergence of technologies telehealth is becoming part of e-health. The cost-effectiveness of both telehealth and telemedicine improves considerably when they are part of an integrated use of telecommunications and information technology in the health sector. Olson, C. M. (2016). "Behavioral Nutrition Interventions Using e- and m-Health Communication Technologies: A Narrative Review." Annu Rev Nutr 36: 647-664. e- and m-Health communication technologies are now common approaches to improving population health. The efficacy of behavioral nutrition interventions using e-health technologies to decrease fat intake and increase fruit and vegetable intake was demonstrated in studies conducted from 2005 to 2009, with approximately 75% of trials showing positive effects. By 2010, an increasing number of behavioral nutrition interventions were focusing on body weight. The early emphasis on interventions that were highly computer tailored shifted to personalized electronic interventions that included weight and behavioral self-monitoring as key features. More diverse target audiences began to participate, and mobile components were added to interventions. Little progress has been made on using objective measures rather than self-reported measures of dietary behavior. A challenge for nutritionists is to link with the private sector in the design, use, and evaluation of the many electronic devices that are now available in the marketplace for nutrition monitoring and behavioral change. Palm, W., et al. (2014). "Electing health : the Europe we want." Eurohealth 20(3): 60 , tab., graph., fig. This issue’s Eurohealth addresses many topics covered in the European Health Forum Gastein. Interviews with health leaders from World Health Organization, the European Union and other important institutions are included. The Observer section covers: Health and European integration; Building EU health policy for the future; Telemedicine; Taking change seriously; and the EU’s contribution to health system performance. The International Section contains an article on: From Millennium Development Goals to the post-2015 agenda; Leadership in public health; Development of an R&D Roadmap; Caring for people with multiple chronic conditions; and Personalised medicines. The Systems and Policies section looks at: care coordination and patient choice (Austria); health system trends (FSU countries); and quality of inpatient care (Germany). Vegesna, A., et al. (2016). "Remote Patient Monitoring via Non-Invasive Digital Technologies: A Systematic Review." Telemed J E Health. BACKGROUND: We conducted a systematic literature review to identify key trends associated with remote patient monitoring (RPM) via noninvasive digital technologies over the last decade. Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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MATERIALS AND METHODS: A search was conducted in EMBASE and Ovid MEDLINE. Citations were screened for relevance against predefined selection criteria based on the PICOTS (Population, Intervention, Comparator, Outcomes, Timeframe, and Study Design) format. We included studies published between January 1, 2005 and September 15, 2015 that used RPM via noninvasive digital technology (smartphones/personal digital assistants [PDAs], wearables, biosensors, computerized systems, or multiple components of the formerly mentioned) in evaluating health outcomes compared to standard of care or another technology. Studies were quality appraised according to Critical Appraisal Skills Programme. RESULTS: Of 347 articles identified, 62 met the selection criteria. Most studies were randomized control trials with older adult populations, small sample sizes, and limited follow-up. There was a trend toward multicomponent interventions (n = 26), followed by smartphones/PDAs (n = 12), wearables (n = 11), biosensor devices (n = 7), and computerized systems (n = 6). Another key trend was the monitoring of chronic conditions, including respiratory (23%), weight management (17%), metabolic (18%), and cardiovascular diseases (16%). Although substantial diversity in health-related outcomes was noted, studies predominantly reported positive findings. CONCLUSIONS: This review will help decision makers develop a better understanding of the current landscape of peer-reviewed literature, demonstrating the utility of noninvasive RPM in various patient populations. Future research is needed to determine the effectiveness of RPM via noninvasive digital technologies in delivering patient healthcare benefits and the feasibility of large-scale implementation. Volker, D., et al. (2013). "Blended E-health module on return to work embedded in collaborative occupational health care for common mental disorders: Design of a cluster randomized controlled trial." Neuropsychiatric Disease and Treatment 9: 529-537, tabl., fig. http://arno.uvt.nl/show.cgi?fid=129665 https://www.dovepress.com/getfile.php?fileID=15873 Background: Common mental disorders (CMD) have a major impact on both society and individual workers, so return to work (RTW) is an important issue. In The Netherlands, the occupational physician plays a central role in the guidance of sick-listed workers with respect to RTW. Evidencebased guidelines are available, but seem not to be effective in improving RTW in people with CMD. An intervention supporting the occupational physician in guidance of sicklisted workers combined with specific guidance regarding RTW is needed. A blended E-health module embedded in collaborative occupational health care is now available, and comprises a decision aid supporting the occupational physician and an E-health module, Return@Work, to support sick-listed workers in the RTW process. The cost-effectiveness of this intervention will be evaluated in this study and compared with that of care as usual. Methods: This study is a two-armed cluster randomized controlled trial, with randomization done at the level of occupational physicians. Two hundred workers with CMD on sickness absence for 4?26 weeks will be included in the study. Workers whose occupational physician is allocated to the intervention group will receive the collaborative occupational health care intervention. Occupational physicians allocated to the care as usual group will give conventional sickness guidance. Follow-up assessments will be done at 3, 6, 9, and 12 months after baseline. The primary outcome is duration until RTW. The secondary outcome is severity of symptoms of CMD. An economic evaluation will be performed as part of this trial. Conclusion: It is hypothesized that collaborative occupational health care intervention will be more (cost)-effective than care as usual. This intervention is innovative in its combination of a decision aid by email sent to the occupational physician and an E-health module aimed at RTW for the sick-listed worker. Wake, D. J., et al. (2016). "MyDiabetesMyWay: An Evolving National Data Driven Diabetes Self-Management Platform." J Diabetes Sci Technol. MyDiabetesMyWay (MDMW) is an award-wining national electronic personal health record and selfmanagement platform for diabetes patients in Scotland. This platform links multiple national institutional and patient-recorded data sources to provide a unique resource for patient care and selfmanagement. This review considers the current evidence for online interventions in diabetes and discusses these in the context of current and ongoing developments for MDMW. Evaluation of MDMW through patient reported outcomes demonstrates a positive impact on self-management. User feedback has highlighted barriers to uptake and has guided platform evolution from an education resource website to an electronic personal health record now encompassing remote monitoring, Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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communication tools and personalized education links. Challenges in delivering digital interventions for long-term conditions include integration of data between institutional and personal recorded sources to perform big data analytics and facilitating technology use in those with disabilities, low digital literacy, low socioeconomic status and in minority groups. The potential for technology supported health improvement is great, but awareness and adoption by health workers and patients remains a significant barrier. Whiteman, K. L., et al. (2016). "Systematic Review of Integrated General Medical and Psychiatric SelfManagement Interventions for Adults With Serious Mental Illness." Psychiatr Serv: appips201500521. OBJECTIVE: Adults with serious mental illness are disproportionately affected by general medical comorbidity, earlier onset of disease, and premature mortality. Integrated self-management interventions have been developed to address both general medical and psychiatric illnesses. This systematic review examined evidence about the effect of self-management interventions that target both general medical and psychiatric illnesses and evaluated the potential for implementation. METHODS: Databases, including CINAHL, Cochrane Central, Ovid MEDLINE, PsycINFO, and Web of Science, were searched for articles published between 1946 and July 2015. Studies evaluating integrated general medical and psychiatric self-management interventions for adults with schizophrenia spectrum or mood disorders and general medical comorbidity were included. RESULTS: Fifteen studies (nine randomized controlled trials and six pre-post designs) reported on nine interventions: automated telehealth, Health and Recovery Peer program, Helping Older People Experience Success, Integrated Illness Management and Recovery, Life Goals Collaborative Care, Living Well, Norlunga Chronic Disease Self-Management program, Paxton House, and Targeted Training in Illness Management. Most studies demonstrated feasibility, acceptability, and preliminary effectiveness; however, clinical effectiveness could not be established in most studies because of methodological limitations. Factors identified that may deter implementation included operating costs, impractical length, and workforce requirements. CONCLUSIONS: Integrated general medical and psychiatric illness self-management interventions appear feasible and acceptable, with high potential for clinical effectiveness. However, implementation factors were rarely considered in intervention development, which may contribute to limited uptake and reach in real-world settings. Yunkap, K. W. A. N. K. A. M. S., et al. (2004). "What e-Health can offer." Bulletin of the World Health Organization 82(10): 800-802. [BDSP. Notice produite par INIST-CNRS hhmfFR0x. Diffusion soumise à autorisation].
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issue. Chapter 3 reports the context of the presentation heald by each team during the last event of the Exchange programs. (2011). eHealth Benchmarking III. Bruxelles Communauté européenne: 274. The study provides the result of a survey on Benchmarking deployment of eHealth services in acute hospitals in 30 European countries. Chief Information Officers were asked about the availability of eHealth infrastructure and applications in their hospitals whereas Medical Directors were asked about priority areas for investment, impacts and perceived barriers to the further deployment of eHealth. Applying state of the art multivariate statistical analysis to the data of survey of eHealth deployment in Acute European Hospitals funded by DG INFSO, JRC-IPTS researchers have constructed a composite indicator of take up and usage of eHealth in European hospitals, as well as a typology of impacts. (2010). Tendance et ruptures dans le domaine de la santé en Europe à l'horizon 2030 - synthèse. sl Accenture: 20. http://www.eih-eu.eu/Documents/founding_symposium_FR.pdf Cette note de synthèse repose principalement sur la revue d'un nombre significatif d'études publiées en Europe sur la santé et les facteurs d'environnement tels que la démographie, l'économie, la sociologie ou encore l'évolution technologique touchant directement ou indirectement la santé. La très grande majorité des études met en lumière des tendances fondées sur un passé récent et en déduit des projections à moyen terme. Rares sont celles qui raisonnent à un horizon 20 ans. La projection des tendances de santé à cet horizon nécessite donc de compléter ces études par des essais à visée davantage prospective et de prendre des risques. Cette synthèse résume les problématiques déterminantes pour rendre compte de l'évolution de la santé dans les pays européens à l'horizon 2030. Cinq tendances ont été dégagées : vieillir jeune deviendra une priorité et un objectif partagés par tous les européens; le "risque santé" sera de plus en plus individualisé; Les patients seront au coeur d'un écosystème élargi à de nouveaux acteurs; l'hôpital sera recentré sur les soins grâce à une diffusion massive des nouvelles technologies; La santé sera un vecteur de croissance pour l'économie européenne. (2013). ICTs and the Health Sector. Towards Smarter Health and Wellness Models. Paris OCDE: 177 , fig. http://www.oecd-ilibrary.org/fr/science-and-technology/icts-and-the-health-sector_9789264202863-en This report examines the challenges facing health care systems and the strategic directions for a smarter health and wellness future, from both technological and policy viewpoints. It looks at the role of information and communication technologies (ICTs) and discusses the research and policy options that could further the development of smarter health and wellness systems. (2013). Socio-economic impact of mHealth. An assessment report for the European Union. Neuily-sur Seine Pricewaterhousecoopers: 28. http://www.pwc.fr//assets/files/pdf/2013/09/pwc_etude_socio_economic_impac_of_mhealth_the_european _union.pdf Selon cette étude prospective, le déploiement de la technologie mobile dans le domaine de la santé, ou m-Santé, permettrait d’augmenter le PIB de l’Union européenne de 93 milliards d’euros en 2017 grâce à l’amélioration de l’état de santé qui réduirait la perte de jours de travail et les retraites anticipées. Les économies réalisées faciliteraient l'accès aux soins de 24,5 millions patients supplémentaires. Une généralisation de l’utilisation des solutions mobiles contribuerait à une gestion optimisée des maladies chroniques et des conséquences liées au vieillissement de la population, deux des priorités de l’Union européenne. Selon PwC, l’atteinte de ces effets positifs suppose néanmoins l’intégration rapide de la m-Santé dans la stratégie de santé publique de l’Union européenne. Pour ce faire, les états membres doivent lever de nombreux freins d’ordre réglementaire, économique, structurel et technologique, qui limitent actuellement son développement. (2013). Toward New Models for Innovative Governance of Biomedecine and Health Technologies. OECD Science, Technology and Industry Policy Papers ; 11. Paris OCDE: 42 ,fig. http://www.oecd-ilibrary.org/science-and-technology/toward-new-models-for-innovative-governance-ofbiomedecine-and-health-technologies_5k3v0hljnnlr-en This report examines examples of new and emerging governance models that aim to support the Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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responsible development of diagnostics and treatments based on the latest advances in biomedicine. In particular, it presents programmes and initiatives that aim to manage uncertainty in the development and approval of new medical products and thereby to improve the understanding of the risk/benefit balance. It also identifies some of the main challenges for policy makers, regulators and other communities involved in the translation of biomedical innovation and health technologies from the laboratory bench to point of care. Anderson, G., et al. (2011). Health reform: meeting the challenge of ageing and multiple morbidities. Paris OCDE: 221 , fig., tabl., annexes. http://www.oecd.org/dataoecd/51/36/49151107.pdf The ageing of our societies is at the same time one of our greatest achievements and one of our biggest challenges. A longer lifespan is something few people would spurn and it opens up great opportunities in our personal, social and economic lives; yet in practice it is often accompanied by living with disease. Indeed, increasingly people ? and the health systems that serve them ? have to cope with more than one chronic disease at a time, a situation known as multimorbidity. How to reorient health systems to meet the challenge of multimorbidity was the theme of a conference held by the OECD and the Business and Industry Advisory Committee (BIAC) to the OECD as part of the OECDs 50th anniversary celebrations. This present volume contains five of the papers prepared for this conference, along with a sixth, on measuring quality in the presence of multimorbidity, on a topic which there was not enough time to address. Fonkych, K. et Taylor, R. (2005). The State and Pattern of Health Information Technology Adoption. Santa Monica Rand corporation: 52 , tabl., graph. http://www.rand.org/pubs/monographs/2005/RAND_MG409.pdf Innovations in information technology (IT) have improved efficiency and quality in many industries. Healthcare has not been one of them. Although some administrative IT systems, such as those for billing, scheduling, and inventory management, are already in place in the healthcare industry, little adoption of clinical IT, such as Electronic Medical Record Systems (EMR-S) and Clinical Decision Support tools, has occurred. Government intervention has been called for to speed the adoption process for Health Information Technology (HIT), based on the widespread belief that its adoption, or diffusion, is too slow to be socially optimal. In this report, we estimate the current level and pattern of HIT adoption in the different types of healthcare organizations, and we evaluate factors that affect this diffusion process. First, we make an effort to derive a population-wide adoption level of administrative and clinical HIT applications according to information in the Healthcare Information and Management Systems Society (HIMSS)-Dorenfest database (formerly the Dorenfest IHDS+TM Database, second release, 2004) and compare our estimates to alternative ones. We then attempt to summarize the current state and dynamics of HIT adoption according to these data and briefly review existing empirical studies on the HIT-adoption process. By comparing adoption rates across different types of healthcare providers and geographical areas, we help focus the policy agenda by identifying which healthcare providers lag behind and may need the most incentives to adopt HIT. Next, we employ regression analysis to separate the effects of the provider's characteristics and factors on adoption of Electronic Medical Records (EMR), Computerized Physician Order Entry (CPOE), and Picture Archiving Communications Systems (PACS), and compare the effects to findings in the literature. Footman, K., et al. (2014). Cross-border health care in Europe. Copenhague OMS Bureau régional de l'Europe: 39 , tabl., graph., fig. http://www.euro.who.int/__data/assets/pdf_file/0009/263538/Cross-border-health-care-in-Europe-Eng.pdf This new policy summary explores how European health systems are responding to increasing patient and professional mobility across the European Union. Recent legislative changes which clarify patient entitlements to cross-border care are likely to have important impacts on national and EU-wide policies. However, measures to optimise implementation of clinical guidelines, discharge summaries, use of technologies and regulation of professional standards are all likely to be beneficial for patients receiving care in their home country as well as for those who travel abroad. Giordano, R., et al. (2011). Perspectives on telehealth and telecare. Learning from the 12 Whole System Demonstrator Action Network (WSDAN) sites. Londres King's Fund Institute: 43 , tabl. http://www.kingsfund.org.uk/publications/articles/th_perspectives.html Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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This briefing paper, assembled by The Kings Fund for the British Ministry of Health, looks at Britain's Whole System Demonstrator Action Network (WSDAN), an online telecare and telehealth action research program. The paper examines the experiences of the WSDAN network's 12 sites in implementing telehealth and telecare. Martin, R., et al. (2005). Outpatient services and primary care : a scoping review of research into strategies for improving outpatient effectiveness and efficiency. Manchester NPCRDC: 169 , tabl. http://www.npcrdc.man.ac.uk/Publications/final_report.pdf?CFID=32222&CFTOKEN=45075216 A key government objective in NHS reform is to reduce waiting times for specialist care. Broadly speaking there are two strategic approaches to achieving this objective. The first is to increase hospital capacity and so achieve faster throughput of patients. The second is to reduce demand for specialist care by finding alternatives to outpatient treatment. This review is focused on the latter of these two strategies. Morgan, D., et al. (2009). Obtenir un meilleur rapport qualité-prix dans les soins de santé. Paris OCDE: 182 , ann., graph., tabl. http://browse.oecdbookshop.org/oecd/pdfs/browseit/8109172E.PDF La hausse des dépenses publiques de santé reste un problème dans pratiquement tous les pays de l'OCDE et de l'Union européenne. C'est pourquoi l’attention se porte de plus en plus sur les mesures qui atténueront ces pressions en améliorant la performance des systèmes de santé. Ce rapport présente un ensemble de politiques pouvant aider les pays à améliorer l'efficience des systèmes de santé et ainsi à obtenir un meilleur rapport qualité-prix dans les soins. Un large éventail d’instruments d'action est examiné en tirant parti de données et d'études de cas portant sur de nombreux pays. Les thèmes suivants sont traités : le rôle de la concurrence sur les marchés de la santé ; les possibilités d'amélioration de la coordination des soins ; une tarification plus adaptée des produits pharmaceutiques ; un contrôle plus poussé de la qualité s'appuyant sur une utilisation plus intensive des technologies de l’information et de la communication pour les soins ; et un plus large partage des coûts. Picard, R. et Vial, A. (2013). Prospective organisationnelle pour un usage performant des technologies nouvelles en Santé. Paris C.G.E.I.E.T.: 27. http://www.cgeiet.economie.gouv.fr/Rapports/2013_10_10_2012_12_rapport_RP.pdf Ce rapport apporte un éclairage prospectif sur les conditions organisationnelles pour un usage performant des technologies nouvelles en Santé, avec un regard particulier sur la télémédecine et plus largement sur la télésanté. Sabes-Figuera, R. et Abadie, F. (2013). European Hospital Survey: Benchmarking deployment of e-Health services (2012–2013) – Country reports. Luxembourg Publications Office of the European Union: 240 , tabl., fig. http://ftp.jrc.es/EURdoc/JRC85927.pdf A widespread uptake of eHealth technologies is likely to benefit European Healthcare systems both in terms of quality of care and financial sustainability and European society at large. This is why eHealth has been on the European Commission policy agenda for more than a decade. The objectives of the latest eHealth action plan developed in 2012 are in line with those of the Europe 2020 Strategy and the Digital Agenda for Europe. This report, based on the analysis of the data from the "European Hospital Survey: Benchmarking deployment of e-Health services (2012–2013)" project, presents policy relevant results and findings for each of the 28 EU Member States as well as Iceland and Norway. The results highlighted here are based on the analysis of the survey descriptive results as well as two composite indicators on eHealth deployment and eHealth availability and use that were developed based on the survey's data. Sabes-Figuera, R. et Maghiros, I. (2013). European Hospital Survey: Benchmarking Deployment of e-Health Services (2012–2013) - Composite Indicators on eHealth Deployment and on Availability and Use of eHealth Functionalities. Luxembourg Publications Office of the European Union: 39 , tabl., fig. http://ftp.jrc.es/EURdoc/JRC85845.pdf The objective of this document is to present results of a benchmarking exercise on the level of eHealth adoption and use in acute hospitals in all 27 EU Member States and Croatia, Iceland and Norway Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub



Page 40 sur 254



www.irdes.fr E-santé : télésanté, santé numérique et santé connectée



Septembre 2016



(EU27+3). This exercise is based on data from two surveys carried out in 2010 (Deloitte/Ipsos 2011) and 2012 (PWC 2013) that gathered data on eHealth indicators in acute hospitals. These indicators have been compiled into two different composite indicators on: 1) eHealth deployment and 2) eHealth Availability and Use. The composite indicators are calculated at Hospital level before obtaining average country values, allowing the analysis to build rankings of countries for both composite indicators. Given that the mentioned two surveys gathered comparable information in relation to eHealth deployment, it was possible to compute the related composite indicator for both years and therefore explore its evolution over this 2 year period. However, the questions that gathered information on availability and use of eHealth specific functionalities were introduced in the 2012 survey questionnaire which is why no comparison can be made with the 2010 survey. The structure of the report is as follows. The next section presents the data and methods used. The results section then reports and discusses the main findings. Finally, main conclusions are discussed in the last section



La télédédecine : de la télémédecine informative à la télémédecine médicale Etudes françaises Ouvrages (2012). Le pacte territoire-santé pour lutter contre les déserts médicaux, Paris : MSSPS http://www.social-sante.gouv.fr/IMG/pdf/12_engagements_-_pacte_Territoire-Sante_DP_VDef.pdf L'accès de tous les Français sur l'ensemble du territoire à des soins de qualité est une priorité absolue pour le gouvernement. Depuis 5 ans, 2 millions de Français supplémentaires sont touchés par la désertification médicale. Les inégalités entre les territoires ne cessent d'augmenter. Les délais pour accéder à un médecin spécialiste sont de plus en plus longs. Pour faire face à cet enjeu majeur, la Ministre a présenté un « pacte territoire-santé », composé de 12 engagements et d'une méthode volontariste. Les 12 engagements proposés s'articulent autour de 3 objectifs : Changer la formation et faciliter l'installation des jeunes médecins, Transformer les conditions d'exercice des professionnels de santé, Investir dans les territoires isolés. (2015). Fiches pédagogiques d’aide à la qualification d’un projet de télémédecine, Paris : Asip Santé Afin d’accompagner les acteurs qui démarrent un projet de télémédecine (professionnels de santé, porteurs de projets, ARS, industriels…), des fiches pratiques pédagogiques ont été élaborées de façon, notamment, à préciser le champ de la télémédecine, les critères nécessitant la mise en œuvre d’un protocole de coopération, la caractérisation d’un contexte d’éducation thérapeutique des patients, la définition des dispositifs médicaux, les critères de l’authentification forte, et la nécessité du recours à un hébergeur agréé de données de santé. (2015). Pacte territoire santé 2, Paris : Ministère chargé de la Santé http://www.sante.gouv.fr/le-pacte-territoire-sante-pour-lutter-contre-les-deserts-medicaux,12793.html Le « pacte territoire santé 2 » propose des mesures innovantes pour s’adapter aux besoins des médecins et des territoires . Il se décline en 10 engagements autour de deux axes. Le premier axe s’attache à pérenniser et amplifier les actions menées depuis le Pacte territoire santé à savoir : développer les stages des futurs médecins en cabinet de ville; faciliter l’installation des jeunes médecins dans les territoires fragiles ; favoriser le travail en équipe, notamment dans les territoires ruraux et périurbains; assurer l’accès aux soins urgents en - de 30 minutes. Le second axe est centré sur l’innovation pour s’adapter aux besoins des professionnels et des territoires : augmenter de manière ciblée le numerus clausus régional pour l’accès aux études de médecine ; augmenter le nombre de médecins libéraux enseignants ; soutenir la recherche en soins primaires Innover dans les territoires ; mieux accompagner les professionnels de santé dans leur quotidien ; favoriser l’accès à la télémédecine pour les patients chroniques et pour les soins urgents ; soutenir une organisation des soins de ville adaptée à chaque territoire et à chaque patient D'Audiffret, D. (2009). Optimisation de la prise en charge à domicile en France. Quelles propositions ?, Paris : Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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Alcimed Technologies L'objectif principal de cette étude est d'émettre des propositions opérationnelles pour optimiser la prise en charge à domicile en France ciblées sur les personnes atteintes de maladies chroniques et les personnes âgées dépendantes. L'ambition est d'apporter les éléments pour constituer une nouvelle ingénierie du système de prise en charge à domicile avec des outils et des indicateurs (tiré de l'introduction). De, Haas, P. (2015). Monter et faire vivre une maison de santé, Brignais : Le coudrier éditions http://www.editionlecoudrier.fr/produit/5/9782919374052/Monter%20et%20faire%20vivre%20une%20maison%20de%2 0sante Mode d’exercice attrayant pour les libéraux, les maisons de santé pallient les difficultés d’accès aux soins dans les zones où les soignants se raréfient, tout en permettant d’améliorer la continuité et la qualité des soins en ambulatoire. Pour autant, mener à bien de tels projets se révèle complexe. Dans cet ouvrage, l’auteur décortique le mécanisme de la construction d’une maison de santé à partir de quatre expériences récentes. Après une présentation des parties prenantes, il détaille les six briques porteuses de l’édifice : approche territoriale, dynamique d’équipe, montage juridique, financement, immobilier, projet de santé et projet professionnel. Il développe ensuite toutes les facettes du fonctionnement de la structure et trace les perspectives de ce mode d’exercice (4ème de couv.) Depinoy, D. (2011). Maisons de santé, une urgence citoyenne, Paris : Editions de santé Le système de santé est en plein changement et les défis liés aux évolutions démographiques, comportementales, épidémiologiques et des pratiques médicales imposent une nouvelle organisation. La structuration du premier niveau des soins - appelé le premier recours - peut apporter des résultats concrets rapides en matière de réduction des inégalités, d’amélioration de la qualité du service rendu et d’efficience. S’attacher de manière volontariste à soutenir l’émergence des modes d’exercice pluriprofessionnels et regroupés peut permettre de relever les enjeux majeurs de notre système de santé. Au-delà d’un effet de mode qui pousse à vouloir construire rapidement des maisons de santé, il y a matière à soutenir également d’autres formes de regroupement pluriprofessionnel pour constituer le socle d’une nouvelle médecine de premier recours. Il est nécessaire d’accompagner le changement pour donner une chance à ces nouvelles formes d’exercice en équipe mais aussi et surtout de faire preuve d’audace pour mener ces expériences à l’échelon national. Cet ouvrage détaille les enjeux de l’organisation du premier recours et propose des leviers de réussite des projets. Il s’adresse à tous les professionnels de santé qui désirent se lancer dans un projet de maison ou pôle de santé mais aussi aux élus et aux institutionnels qui ont besoin de clefs pour participer. Ferraud-Ciandet, N. (2011). Droit de la télésanté et de la télémédecine : à jour du décret du 19 décembre sur la télémédecine, Paris : Editions Heures de France http://www.lgdj.fr/guides-pratiques/2335328/droit-telesante-telemedecine?_IDPrv=ID00022 Les applications de télésanté s'étendent chaque jour et incluent notamment : la gestion des données de santé, la prescription en ligne, la télémédecine, la téléassistance, la téléchirurgie. Cet ouvrage rassemble des conseils qui permettront de passer des intentions aux actes et de développer ainsi un système de santé basé sur les nouvelles technologies de l'information et de la communication (NTIC). Avec l'appui du gouvernement, l'infrastructure des données de santé, le soutien de l'Agence des systèmes d'information de santé (ASIP Santé) et le lancement d'appels à projets dans le cadre du grand emprunt, la télésanté émerge rapidement comme l'un des secteurs les plus dynamiques de l'industrie des soins de santé. Cette industrie fortement réglementée, de plus en plus dépendante des NTIC, confronte les professionnels à des questions juridiques nouvelles. Centré sur la protection des applications de télésanté et la responsabilité médicale, ce livre s'adresse à la fois aux industriels du secteur et aux professionnels de santé. Les premiers y trouveront des orientations concernant la conception et l'exploitation des produits et services de télésanté. Les seconds percevront comment la télésanté s'inscrit dans leur pratique, qu'elle soit libérale, salariée ou au sein du service public hospitalier, et les responsabilités encourues (4e de couverture). Simon, P. (2015). Télémédecine : enjeux et pratiques, Brignais : Editions Le Coudrier http://www.edition-lecoudrier.fr/produit/7/9782919374069/Telemedecine%20Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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%20Enjeux%20et%20pratiques n médecine comme dans d’autres secteurs, les technologies modernes de communication ont ouvert de nouvelles possibilités. Grâce à elles, de nombreuses pratiques à distance ont vu le jour depuis les années 1990. Quelles sont ces pratiques ? Ont-elles fait leurs preuves ? Qu’apportent-elles aux patients, aux soignants et à la santé publique ? Feront-elles bientôt partie de notre quotidien ? Ce livre offre un point complet sur le sujet. Après avoir défini le champ et précisé les termes et les enjeux de la télémédecine, l’auteur raconte l’histoire des pays pionniers, dont fait partie la France. Il présente ensuite ce qu’il faut savoir des pratiques de télémédecine : la politique nationale, les cinq actes reconnus depuis 2010, les responsabilités engagées et la façon de mettre en œuvre un projet. Il termine l’ouvrage en détaillant les applications développées dans chaque spécialité et en présentant une sélection d’articles scientifiques pour chacune d’entre elles. Un ouvrage de référence pour tous ceux qui s’interrogent sur les enjeux et les pratiques de la télémédecine. Vercauteren, R., et al. (2000). Une architecture nouvelle pour l'habitat des personnes âgées, Ramonville-SaintAgne : Erès Définir une nouvelle forme de sociabilité à travers la notion de « chez soi » demande de se pencher sur de multiples expériences qui, à travers l'Europe, ont marqué de leur originalité l'évolution de l'habitat des personnes âgées. La montée d'un recours à l'informatique, l'expérience de la domotique ou encore l'utilisation de nouveaux matériaux changent totalement les conceptions de l'architecture. L'ensemble de ces éléments est étudié dans cet ouvrage, qui interroge la naissance d'une nouvelle conception " pluriâge" pour les résidences de demain. Dépassant les anciens modèles, qui aboutissent trop souvent à isoler les personnes âgées, les auteurs donnent des exemples de réalisations (petites unités de vie ou grandes structures), qui permettent aux différents âges de la vie de cohabiter en une même résidence. Ils proposent également la création d'aires d'accueil qui associent le maintien à domicile et l'institution dans l'organisation de parcours pour les personnes démentes. Vigneron, E., et al. (2003). Santé et territoires, une nouvelle donne, La Tour d'Aigues : Editions de l'Aube Paris : Datar L'actualité politique sur la décentralisation et la " régionalisation expérimentale" a une incidence sur la recomposition territoriale de l'offre de soins. Cette approche territoriale de la santé est abordée sous les aspects suivants : démographie médicale, intercommunalité hospitalière, politique du médicament, démarche qualité, transport sanitaire, réseaux de soins, télémédecine, systèmes d'information, développement de grands pôles régionaux de recherche et valorisation en biotechnologies.



Congrès Kerleau, M., et al. (2001). La dynamique de l'innovation en santé, Paris : Collège des Economistes de la Santé. Ce document présente les actes du 2ème colloque International des Economistes de la Santé : "La dynamique de l'innovation en santé" organisé par le Collège des Economistes de la Santé en février 2001.



Articles (2004). "Réseaux d'imagerie médicale et systèmes d'information au service du patient." Gestions Hospitalieres(434): 184-190. [BDSP. Notice produite par ENSP R0xP8RIB. Diffusion soumise à autorisation]. L'association Imagerie Santé Avenir a pour mission de promouvoir les atouts et les spécificités de l'imagerie médicale dans sa contribution aux solutions économiques et scientifiques utiles à l'amélioration de la santé des Français. Dans cet article, elle montre que le développement des réseaux d'imagerie médicale Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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constitue une priorité, leurs enjeux principaux étant l'amélioration de la qualité des soins et l'augmentation de la productivité des services de santé. Après une présentation des enjeux et des modalités d'installation (méthode, coût) d'un tel réseau, elle évalue le taux d'équipement en Europe et s'inquiète du retard pris par la France. (2009). "Télémédecine et territoire : dossier." Reseaux Sante & Territoire(28): 36 , fig., phot. http://www.lalettredegalilee.groupe-galilee.fr/images/lettre_speciale/rst28.pdf (2011). "Télémédecine : repères." Reseaux Sante & Territoire(40): 30. La loi Hôpital Patients Santé et Territoires (HPST) de 2009 a donné une définition légale à la télémédecine (article 78) et le décret d'application du 10 octobre 2010 en a précisé le contenu. Les projets de télémédecine se développent surtout à l'hôpital. En ville, l'essor est beaucoup plus timide. Au niveau national, des priorités ont été fixées, et cela va être le tour des régions d'établir leurs programmes d?actions. (2012). "Télémédecine : beaucoup d'hôpital, peu de ville." Reseaux Sante & Territoire(44): 26-27. Comme pour l’éducation thérapeutique et les protocoles de coopération dérogatoires, le développement de la télémédecine se fait surtout à l’hôpital. Selon un état des lieux dressé par la Direction générale de l’offre de soins (DGOS) en mars dernier, on compte 130 projets opérationnels ou en expérimentation et presque autant au stade de la conception. A terme, tout le monde ne fera sans doute pas de la télémédecine, mais beaucoup de professionnels de santé pourraient connaître des évolutions dans l’organisation de leur métier en raison du développement de cet outil. (2015). "Parcours de soins, parcours de santé." Risques & Qualite En Milieu De Soins 12(3): 88 , tab., graph., fig. http://www.hygienes.net/boutique/risques-qualite/risques-qualite-volume-xiii-n3-septembre-2015-parcoursde-soins-parcours-de-sante/ Ce numéro spécial de la revue Risques & Qualité rassemble une série d'articles sur la thématique du parcours de soins, fruit de la contributions d'une quarantaine de rédacteurs. Les articles portent sur des programmes de parcours de soins mis en oeuvre par la Cnamts, le ministère chargé de la santé, la Has... mais aussi sur des expériences régionales ou locales. Ils couvrent des situations médicales complexes : les soins aux aînés, la cancérologie, l'insuffisance cardiaque...et plus généralement la sortie de l'hôpital et le retour à domicile, la coopération ville-hôpital, l'organisation territoriale. Akrich, M. et Meadel, C. (2004). "Problématiser la question des usages." Sciences Sociales Et Sante 22(1): 5-20. Les technologies de l'information et de la communication (TIC) ont connu, dans le domaine de la santé, un développement considérable. Celui d'Internet est spectaculaire. A coté du web, on distingue un certain nombre d'applications qui, à défaut de s'être massivement répandues, ont fait l'objet d'une abondante littérature professionnelle, spéculant sur les retombées possibles et s'efforçant d'évaluer les expériences menées. On peut citer l'informatisation des dossiers médicaux, la télésurveillance ou le télémonitoring de patients maintenus à domicile, la téléconsultation, le télédiagnostic, les " staffs " à distance, la téléchirurgie ou le télé-enseignement. Certains auteurs ont tenté de construire des typologies de ces applications, les unes étant basées sur la logique des activités médicales, les autres sur la logique qui préside à leur développement. L'ambition de ce dossier n'est pas d'aller dans un sens ou un autre, mais plutôt de proposer des méthodes et des cadres conceptuels permettant d'analyser la manière dont l'implantation des TIC dans le domaine de la santé est susceptible de transformer les pratiques, les savoirs, les relations entre les différents acteurs impliqués. Le propos de cette introduction est de resituer, de ce point de vue, les articles présentés dans la très ample littérature consacrée aux relations entre TIC et santé et de montrer ce en quoi ils constituent des contributions originales à ces questions. Allaert, F. A. et Quantin, C. (2012). "Responsabilités et rémunérations des actes de télé-expertise." Journal De Gestion Et D'economie Medicales 30(4): 219-229. [BDSP. Notice produite par ORSRA 9l8HR0xI. Diffusion soumise à autorisation]. La télé-expertise, c'est Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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à dire l'aide au diagnostic apportée à un médecin par un autre médecin situé à distance du premier qui lui fait parvenir des informations à l'aide d'un dispositif télématique, est un acte médical qui doit être reconnu comme tel pour son rôle dans l'amélioration de la qualité des soins. Cet article analyse les responsabilités respectives des médecins impliqués dans un acte de télé-expertise et les modalités de rémunération propre à la téléassistance afin de définir le cadre conventionnel ou contractuel qui pourrait être envisagé. Allaert, F.-A. et Quantin, C. (2009). "Responsabilités et modes de rémunération des actes de téléexpertise." Gestions Hospitalieres(488): 403-409. [BDSP. Notice produite par EHESP s9mAR0x8. Diffusion soumise à autorisation]. Si la télémédecine est reconnue par la loi Hôpital, patients, santé, territoires, le partage des responsabilités des médecins et la rémunération de leurs actes ne sont toujours pas clairement établis. Les auteurs analysent ici le cas de la téléexpertise, c'est à dire l'aide au diagnostic apporté à un médecin par un médecin'expert'dans le cadre de la prise en charge du patient. Allermoz, E. (2013). "Des téléconsultations en psychiatrie (Seine-Maritime)." Medecins : Bulletin D'information De L'ordre National Des Medecins(31): 8-9. http://www.conseil-national.medecin.fr/sites/default/files/cn_bulletin/medecins31_1.pdf La Seine-Maritime compte deux fois moins de psychiatres que la moyenne nationale. Un dispositif de téléconsultation en psychiatrie gériatrique, coordonné par le centre hospitalier du Rouvray, tente de pallier ce déficit. Ce genre d'initiative est encore rare en France. Andre-Cormier, J. (2009). "L'offre de santé dans les collectivités ultramarines." Avis Et Rapports Du Conseil Economique Et Social: 284. http://lesrapports.ladocumentationfrancaise.fr/BRP/094000306/0000.pdf Les onze collectivités françaises d'Outre-mer se caractérisent par un certain nombre de points communs quant à l'état de santé de leurs populations et l'offre de soins dont elles bénéficient. Ce rapport présente la situation sanitaire de chaque collectivité et propose des améliorations communes à plusieurs d'entre elles (promotion et développement de la prévention, de la télémédecine, coopération sanitaire interrégionale et internationale, amélioration du recrutement médical et du financement des hôpitaux...), avant d'analyser les améliorations à apporter au cas par cas, selon les problèmes spécifiques régionaux. Anfosso, A. et Rebaudo, S. (2011). "Gérontechnologies et contrôle de l'environnement au service du maintien à domicile : le projet Gerhome." Gerontologie Et Societe(136): 119-131, ill., phot. [BDSP. Notice produite par FNG HGn9IR0x. Diffusion soumise à autorisation]. Le Centre Scientifique et Technique du Bâtiment (CSTB) travaille au développement de techniques dont l'objectif est d'améliorer le confort, la sécurité et de favoriser le maintien à domicile des personnes âgées. Dans cette perspective, un projet d'étude nommé Gerhome est mené depuis 2006. Pour cela, un équipement de tests en laboratoire permet de développer et d'expérimenter des produits et des services capables de détecter certaines fragilités ou pathologies du vieillissement par un suivi des activités de la personne âgée dans son logement. Les développements portent sur la prochaine génération de systèmes de télésurveillance ou de télé-alarme. (extrait intro.). Barlet, M., et al. (2012). "Santé en milieu rural : réalités et controverses. Dossier." Pour(214): 85-171. http://www.grep.fr/pour/numeros/pour214.htm#sommaire Réalisé par le Groupe de recherche pour l'éducation et la prospective (Grep) avec le concours des acteurs de terrain (élus locaux, professions de santé?), ce numéro de la revue POUR, paru en juillet 2012, propose d'abord un état des lieux, où il n'est pas seulement question de l'accessibilité des médecins généralistes, mais aussi des difficultés rencontrées par les pharmacies rurales ou des mesures prises pour équilibrer l'offre de soins infirmiers sur le territoire. Il est ensuite question des mesures prises ou à prendre pour améliorer l'offre de soins mais surtout en améliorer l'accès pour les habitants des zones rurales. Ce dossier invite à ne pas se focaliser sur la notion de distance ou de temps de trajet pour se rendre à l'hôpital ou chez le médecin, mais à considérer l'état de santé de la population (proportion de personnes âgées et d'enfants, plus vulnérables), sa mobilité et sa situation Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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sociale. Ainsi, pour l'association Médecins du Monde, "l'enjeu majeur de la santé en milieu rural n'est pas celui du désert médical mais celui de l'accès aux soins de populations précaires". Il présente aussi des arguments pour ou contre les mesures d'incitation à l'installation de jeunes médecins à la campagne. Si les contrats (incitatifs) d'engagement de service public semblent faire leurs preuves en Bourgogne, la régulation (coercitive) de l'offre de soins infirmiers aussi. Et quand certains fustigent de simples "effets d'aubaine", d'autres dénoncent la complexité de dispositifs mal connus des principaux concernés : 95% des internes interrogés au niveau national semblent ne pas connaître ce type de mesures... Plus largement, ce dossier invite à adopter une démarche qualitative, pour évaluer correctement les besoins mais surtout apporter une réponse adaptée. En effet les élus, professionnels de santé et autres acteurs de terrain s'accordent tous pour souligner : l'importance et l'intérêt de toutes les initiatives de coordination entre acteurs sanitaires et sociaux, via des maisons de santé, des rencontres régulières, des dispositifs de transmission d'information... ; le poids de facteurs non économiques dans le choix d'installation des médecins : attractivité du cadre de vie et présence de services, possibilité de travailler en relation avec d'autres professionnels, poids des tâches administratives et de gestion dans l'activité...Quelques retours d'expériences illustrent ce point de vue. Bazex, J. et Godeau, P. (2006). "La télédermatologie en Midi-Pyrénées. Discussion : La télémédecine." Bulletin De L'academie Nationale De Medecine 190(2): 331-337. [BDSP. Notice produite par INIST-CNRS 8vR0xt73. Diffusion soumise à autorisation]. La pratique de la télémédecine en Midi-Pyrénées est devenue courante depuis la création du Centre Européen de Télémédecine. Les dermatologues ont pu précocement avoir accès au centre et développer la télédermatologie. Le service de dermatologie est impliqué pour trois activités différentes : Participation au Réseau Régional Midi-Pyrénées (Groupement d'intérêt Public). Ce réseau permet aux praticiens privés et hospitaliers qui le souhaitent, d'interroger le spécialiste du CHU et de présenter leurs patients en temps réel. - Organisation de séances de télémédecine consacrées aux discussions de dossiers, confrontations anatomocliniques, échanges d'informations entre spécialistes de différents domaines au sein de la discipline. Plusieurs services français et étrangers (européens, américains, francophones) participent régulièrement à ces rencontres. Enseignement avec notamment la mise en place pour l'inter-région de réunions destinées aux étudiants et pour la région Midi-Pyrénées de séances de formation médicale continue à l'attention des médecins privés. Les avantages que la télémédecine peut apporter au quotidien ne peuvent être contestés et sont de grand intérêt pour le patient, le médecin et la société. La "communauté médicale hospitalière et privée de Midi-Pyrénées" offre ainsi un visage très innovant et adapté au progrès médical accompagné d'une réelle amélioration de la qualité du service général de santé. Cette approche de la prise en charge médicale ne peut toutefois se soustraire à une évaluation constante de qualité. Bonan, B., et al. (2008). "Chimiothérapies à domicile et soins de support. Limites et espoirs." Techniques Hospitalieres(707): 29-34. [BDSP. Notice produite par EHESP nsR0xr7E. Diffusion soumise à autorisation]. Avec la mise en place du plan Cancer en 2003, conforté par la circulaire du 22 février 2005 relative à l'organisation des soins en cancérologie, la chimiothérapie à domicile se situe désormais comme étant l'une des priorités nationales. Elle implique une organisation des soins qui permet une prise en charge globale et continue à domicile. La sécurisation du circuit des chimiothérapies devant être validée de la prescription à l'administration et inclure l'ensemble des acteurs, des actes et des médicaments, elle devra être confortée par une informatisation fiable. Bonhomme, C. (2013). "Qualité de vie en EHPAD. Vers le déploiement d'un projet Mines-Télécom." Revue Hospitaliere De France(550): 24-25. [BDSP. Notice produite par EHESP R0x7F88E. Diffusion soumise à autorisation]. Enseignant chercheur au sein de la filiale Tic & santé Montpellier de l'institut Mines-Télécom, Mounir Mokhtari travaille sur les équipements e-santé et assistance. Il vient de passer quatre ans à Singapour dans un laboratoire CNRS (IPAL, unité mixte internationale) de la ville Etat, dont les 5 200 000 habitants figurent au 2e rang des plus connectés au monde. Objectif : développer une e-qualité de vie pour les personnes Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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âgées dépendantes. Bourgueil, Y., et al. (2010). "Dossier Insuffisance cardiaque. Une "épidémie" contrôlable ?" Concours Medical 132(6): 231-247, fig., tabl. [BDSP. Notice produite par ORSRA 9R0xBEB9. Diffusion soumise à autorisation]. L'insuffisance cardiaque, dont la prévalence et l'incidence augmentent, liées à l'âge et aux comorbidités, représente un problème de santé publique à évolution épidémique. Ce dossier aborde le coût de la maladie, sa prévalence en France, la prise en charge par les réseaux ville-hôpital, le télémonitoring, le diagnostic de l'insuffisance cardiaque, le parcours thérapeutique et le suivi des patients par les professionnels de santé (cardiologue, généraliste et infirmière). Caillette-Beaudoin, A., et al. (2014). "La télésurveillance en dialyse péritonéale." Gestions Hospitalieres(534): 141-142. [BDSP. Notice produite par EHESP R0xpBD8k. Diffusion soumise à autorisation]. Calydial, établissement de santé lyonnais, s'est lancé dans le développement d'un programme de télémédecine sur tous ses domaines d'activité autorisés : dialyse péritonéale, hémodialyse et insuffisance rénale chronique non dialysée. Convaincu que la coconstruction joue un rôle majeur dans la création de solutions innovantes, Calydial participe à un "living lab" pour le développement de la télésurveillance en dialyse péritonéale. Caillette-Beaudoin, A., et al. (2010). "Maladies chroniques cardiovasculaires et métaboliques : apports de la télémédecine." Revue Hospitaliere De France(532): 29-31, graph. [BDSP. Notice produite par EHESP R0xBD888. Diffusion soumise à autorisation]. La télésurveillance des maladies chroniques montre sa capacité à optimiser la qualité et la sécurité des soins dans de nombreuses pathologies. Illustration avec une expérience menée en Rhône-Alpes auprès de patients insuffisants rénaux chroniques. Chassagnes J. (2016/07-08). "Cardiauvergne : service de télésurveillance et de coordination des soins des insuffisants cardiaques." Technoqies Hospitalières(758). 6p. Cardiauvergne est un service de télésurveillance et de coordination des soins ouvert en décembre 2011. Deux principes : des professionnels de santé « maîtres du jeu » et une télésurveillance simple. Le dossier patient informatisé (DPI) est accessible grâce à la carte de professionnel de santé (CPS). Un système expert analyse les données et génère des alertes ou alarmes. Une évaluation après quatre ans et 1 084 patients montre un taux de décès de 12,1 % par an (versus 25 % avec prise en charge conventionnelle en Auvergne), des réhospitalisations pour nouvelle poussée d’insuffisance cardiaque réduites à 13,8 % par an (vs 21 % avant Cardiauvergne ) avec raccourcissement de la durée moyenne de séjour de 11,5 à 9,4 jours. L’économie est estimée à 5 430 €/patient/an moins le coût de Cardiauvergne chi ré à 672 €/patient/an. Le taux de satisfaction est unanimement favorable. Un travail de recherche sur de nouveaux capteurs est en cours. Mots-clés : insu isance cardiaque ; télésurveillance ; éducation thérapeutique ; réhospitalisation ; évaluation médico-économique. Cosquer, P. et Guezou, T. (2005). "Système Séréo'z développé par la société Aphycare Technologies." Gerontologie Et Societe(113): 83-96, fig. [BDSP. Notice produite par FNG O95CR0xO. Diffusion soumise à autorisation]. La gamme Séréo'z a été spécialement développée par Aphycare Technologies pour répondre aux besoins liés à la sécurisation des personnes en institution et à domicile. Le bracelet assure une surveillance automatique 24h/24. Il détecte des anomalies : chutes ou chocs violents ; paramètres vitaux (pouls et température cutanée). Le système est disponible aussi bien à domicile que pour les institutions. Chanliau, J. et Simon, P. (2010). "Apports de la télémédecine dans la gradation des soins." Revue Hospitaliere De France(532): 25-28, graph. Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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Daudelin, G., et al. (2008). "La recomposition des patients et des pratiques médicales en télénéphrologie. Les présences décalées." Sciences Sociales Et Sante 26(3): 81-104. La télémédecine apparaît comme un moyen séduisant de rendre présents les uns aux autres, patients et spécialistes. Toutefois, si les acteurs peuvent mobiliser les technologies dans des projets cliniques spécifiques, les technologies leur imposent leurs propres possibilités et limites et, ce faisant, agissent sur eux, recomposant les pratiques médicales d?une manière potentiellement problématique. La reconstitution des patients et des pratiques médicales par les technologies de l?information et de communication est au centre de l?analyse d?un cas de télénéphrologie. Elle montre comment l?introduction de technologies peut être lourde de possibles, parfois incompatibles avec les projets de ses acteurs, ce qui pourrait expliquer la sous-utilisation de ces technologies. De, Goer, B., et al. (2011). "Télémédecine entre hôpital et centre pénitentiaire. Mise en oeuvre et premier bilan à Aiton (73)." Techniques Hospitalieres(725): 18-21. [BDSP. Notice produite par EHESP R0xJ88pA. Diffusion soumise à autorisation]. Le centre pénitentiaire d'Aiton comprend une maison d'arrêt et un centre de détention, situé à 45km du centre hospitalier de Chambéry. Afin de limiter les extractions qui comportent un risque sécuritaire et un coût financier important, un projet de télémédecine a été développé entre l'Unité de consultation et de soins ambulatoires (UCSA) du centre pénitentiaire d'Aiton et le centre hospitalier de Chambéry. Cet article dresse un premier bilan des téléconsultations mises en place depuis 2009 dans le cadre de ce projet. Dumoulin, L. (2008). ""Parlez dans le visiophone !" La distance dans l'exercice des activités médicales et judiciaires. Commentaire." Sciences Sociales Et Sante 26(3): 107-114. Escano, G. (2007). "La difficile évaluation des réseaux de santé - Bilan et perspectives 8 ans après les ordonnances "Juppé"." Notes Et Documents(47): 107. http://www.bourgogne.assurance-maladie.fr L'auteur de ce document fait le point sur le concept et les finalités des réseaux de santé avec, au coeur du système de soins, un patient qui n'est pas nécessairement un malade car le système de santé intègre l'éducation sanitaire et la prévention. Ensuite, l'auteur replace les réseaux dans les cadres légaux et réglementaire des "ordonnances Juppé" à la loi "Kouchner" relative aux droits des malades et à la qualité du système de santé en passant par les lois de financement de la sécurité sociale. Il expose également d'autres modalités d'organisation innovante avec l'hospitalisation à domicile, les maisons médicales, les agents de santé, la valorisation du rôle du médecin généraliste. Espinoza, P. (2010). "Territoires de santé et télémédecine. Les facteurs clés du déploiement." Revue Hospitaliere De France(533): 40-42. [BDSP. Notice produite par EHESP JER0xFnt. Diffusion soumise à autorisation]. L'expérience de cinq ans de télémédecine et plus de 600 consultations spécialisées à distance ont conduit les praticiens hospitaliers du Pôle urgence de l'hôpital européen Georges Pompidou, à évoquer les facteurs clés du déploiement. Cet article a pour objet d'ouvrir un débat. Les deux projets qui ont été conduit : Télégéria ADSL ou 3G et Télégéria haute définition ou CiscoHealthPresence ont permis de comprendre les enjeux sur les réseaux informatiques, sur les outils, les pratiques et d'identifier le rôle clé des acteurs sur le terrain. Les questions que soulève le déploiement sont multiples : quelles difficultés, quels enjeux, quels processus à mettre en oeuvre dans la conduite de projets ? Quelle hiérarchie entre les enjeux technologiques, scientifiques, juridiques, organisationnels et médico-économiques ? Une manière de répondre est d'aborder ces questions sous un angle opérationnel : comment organiser les nouvelles pratiques, les nouveaux métiers, la valorisation de l'activité, les nouvelles organisations ? Espinoza, P., et al. (2011). "Déploiement de la télémédecine en territoire de santé : Télégéria, un modèle expérimental précurseur." Techniques Hospitalieres(725): 9-17, fig. [BDSP. Notice produite par EHESP BlR0xmon. Diffusion soumise à autorisation]. Mis en place dans le cadre de l'Assistance publique-Hôpitaux de Paris (AP-HP), Télégéria est un réseau de télémédecine réunissant des établissements de santé pour personnes âgées en liaison avec des hôpitaux de court Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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séjour MCO (médecine, chirurgie, obstétrique). Cet article décrit le projet mis en place dans le cadre de Télégéria entre l'Hôpital européen Georges-Pompidou (HEGP) et l'hôpital gériatrique Vaugirard Gabriel-Pallez, projet qui a permis de réaliser environ 700 sessions de télémédecine en quinze mois concernant plusieurs spécialités : orthopédie, échographie cardiaque et vasculaire, dermatologie, cardiovasculaire, hématologie. Espinoza, P. et Lebourgeois, F. (2010). "Télégéria, de l'ADSL à la haute définition : réflexions et propositions pour l'aménagement des territoires de santé." Revue Hospitaliere De France(532): 43-46. [BDSP. Notice produite par EHESP IR0xAI98. Diffusion soumise à autorisation]. L'article présente le réseau de télémédecine Télégéria, qui réalise des consultations spécialisées à distance, sur un réseau sécurisé, entre hôpitaux et établissements hébergeant des personnes âgées dépendantes. L'expérimentation permet de dégager des conclusions sur la mise en oeuvre technique, sur les perspectives d'utilisations cliniques, sur la prise en compte de l'aspect éthique et organisationnel. Esterle, L., et al. (2011). "L'impact des consultations à distance sur les pratiques médicales : vers un nouveau métier de médecin." Revue Francaise Des Affaires Sociales(2-3): 65-80. [BDSP. Notice produite par MIN-SANTE 7CR0xJoB. Diffusion soumise à autorisation]. La télémédecine est encouragée en France pour répondre aux enjeux actuels de santé : démographie médicale, vieillissement de la population, égalité d'accès aux soins. Au-delà des problèmes techniques, déontologiques et financiers qu'elle peut poser, la télémédecine n'est pas sans conséquences sur l'organisation des soins et la pratique médicale. L'observation de téléconsultations menées entre un hôpital de gériatrie et un centre hospitalier universitaire, grâce à un dispositif de téléprésence, a permis d'étudier les impacts de son usage sur les pratiques professionnelles et les relations entre professionnels de santé. Elle révèle, notamment, que la mise en place d'un tel dispositif, son développement et son utilisation pérenne nécessitent de recourir à de nouvelles compétences, qui pourraient être celles d'un médecin coordonnateur en télémédecine. Faure, H. et Rossignol, G. (1999). "La télémédecine en France." Technologie Et Sante(36): 34-40. La télématique de santé est une des applications des nouvelles technologies qui désigne les activités, les services et systèmes liés à la santé, pratiqués à distance au moyen des technologies de l'information et des communications. La télémédecine est une des composantes de la télématique de santé dont les expériences se multiplient pour mieux servir les institutionnels et le particulier : liaisons avec le patient à domicile, les professionnels de la santé, les établissements de soins et de recherche. Dès lors deux visions différentes de la télémédecine s'expriment, l'une tirée par des intérêts financiers et commerciaux, l'autre imprégnée de la notion de service public, plus orientée vers les acteurs de la santé et l'amélioration des soins. L'article détaille les différentes actions entreprises par l'Etat, depuis l'enquête « cartographie » réalisée en 1997, jusqu'aux initiatives visant l'aménagement du territoire, puis tire des conclusions en termes de perspectives pour l'avenir. Finet, P. (2012). "Télésanté : exemples de réalisations dans l'Orne." Techniques Hospitalieres(733): 52-57, fig. [BDSP. Notice produite par EHESP o9DB8R0x. Diffusion soumise à autorisation]. Cet article présente deux projets de recours à la télémédecine développés dans le département de l'Orne. Il s'agit de la mise en place d'un système de télétransmission de l'examen ECG (électrocardiogramme) lors des interventions Smur "primaires" et de la mise en oeuvre d'un système de téléconsultation et téléexpertise au sein de l'unité de consultations et de soins ambulatoires (UCSA) d'une prison de haute sécurité près d'Alençon. Finkel, S., et al. (2008). "Les accidents vasculaires cérébraux." Info En Sante (Fhf)(16): 1-23, , graph., carte, tabl. http://www.fhf.fr/Informations-Hospitalieres/Lettres/Info-en-Sante/16-Vendredi-16-Janvier-2009 Dans ce numéro : les chiffres-clés des AVC, Les unités cérébrovasculaires : s’organiser pour prendre immédiatement en charge les AVC où qu’ils soient; les accidents cérébrovasculaires. Fisch, S. (2014). "Télémédecine : une politique publique au service d'une révolution dans l'offre de soins." Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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Actualite Et Dossier En Sante Publique(89): 9-11. [BDSP. Notice produite par EHESP q79mR0xs. Diffusion soumise à autorisation]. Le développement de la télémédecine dans l'offre de soins français est porteur de beaucoup d'espoirs, tant au niveau de la qualité, de l'accessibilité, que de l'efficience de notre système de santé. Flahault, A. (2011). "Télémédecine, faux nez des carences d'un système de soins." Cahiers De Sante Publique Et De Protection Sociale (Les): 19. Cet article commente les résultats d'une revue systématique des études publiées sur l'impact de la télémédecine dans les unités de soins intensifs. Fontaine, M., et al. (2005). "Périnatalité." Technologie Et Sante(57): 100 , tabl., fig. [BDSP. Notice produite par APHPDOC R0xLCmeC. Diffusion soumise à autorisation]. Ce numéro consacré à la périnatalité est composé en trois grandes parties : la première partie porte sur le suivi de la grossesse : procréation médicalement assistée et diagnostic préimplantatoire ; les nouvelles techniques de monitoring de la grossesse et de l'accouchement ; la prévention de la prématurité ; le transfert in utero. La deuxième partie porte sur les soins postnatals : le réchauffement du nouveau-né ; la ventilation néonatale ; le traitement des détresses respiratoires par le monoxyde d'azote ; le dépistage néonatal ; l'imagerie pédiatrique ; l'installation et le confort du nouveau-né ; le pronostic de la grande prématurité et le suivi des nouveaux-nés ; la sortie précoce de maternité et le suivi postnatal. La troisième partie traite de l'organisation de la prise en charge du nouveau-né, et notamment de la place donnée aux familles dans les services de néonatologie. Fournereau, F. et Tandy, L. (2013). "La télé-imagerie : un atout majeur pour la prise en charge des AVC." Gestions Hospitalieres(526): 293-295, graph. [BDSP. Notice produite par EHESP pJnR0xBr. Diffusion soumise à autorisation]. Améliorer l'offre de soins, en utilisant au mieux la ressource médicale, c'est l'objectif posé par les professionnels de santé, le ministère de la Santé et la agences régionales de santé (ARS). L'auteur décrit ici l'utilisation de la télé-imagerie dans la prise en charge des accidents vasculaires cérébraux (AVC), un outil appelé à favoriser l'accessibilité aux soins. Fournereau, F. et Tandy, L. (2014). "La télé-imagerie : un atout majeur pour la prise en charge des AVC." Gestions Hospitalieres(535): 204-206, graph. [BDSP. Notice produite par EHESP qR0xJFI7. Diffusion soumise à autorisation]. Améliorer l'offre de soins, en utilisant au mieux la ressource médicale, c'est l'objectif posé par les professionnels de santé, le ministère de la Santé et les agences régionales de santé (ARS). L'auteur décrit ici l'utilisation de la télé-imagerie dans la prise en charge de accidents vasculaires cérébraux (AVC), un outil appelé à favoriser l'accessibilité aux soins. Franco, A., et al. (2003). "Gérontechnologies, âge et handicap." Revue Hospitaliere De France(491): 28-35. [BDSP. Notice produite par ENSP WqR0xAo0. Diffusion soumise à autorisation]. Sommaire de l'intervention, le matin : Introduction : Les enjeux de la gérontechnologie Bien vieillir à domicile, habitat service : - Nouvelles technologies et domicile, les enjeux.. - De la télésurveillance à la plateforme multiservice. - Age d'or services : de l'accompagnement dans les déplacements à la demande de coordination des autres services. Réseau informatique et CLIC : - Réseau informatique et centres locaux d'information et de coordination. - Point de vue d'un opérateur. - Point de vue d'un fournisseur de logiciels. Sommaire intervention de après-midi : Technologies de l'information au service des soins gériatriques : - Information des structures gériatriques. - La prescription médicale informatisée. Télésurveillance à domicile et soutien intergénérations. - Télémédecine en hospitalisation à domicile : VISADOM. - Liberté "à la carte" pour les personnes sujettes à l'errance. - Actimétrie. - Attentes et réalisations au centre hospitalier d'Embrun. Partage des connaissances et technologies : Développement de la formation gérontechnologie. - Le potentiel de l'université virtuelle et son Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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application à la formation gérontechnologique et gériatrique des communautés d'usagers. Cet article reprend le résumé de certaines de ces interventions. Gagnon, M. P., et al. (2001). "La télémédecine au service des régions : étude évaluative d'un projet de télésanté aux Iles-de-la-Madeleine." Ruptures : Revue Transdisciplinaire En Sante 8(2): 53-70, graph. La télémédecine au service des régions visait la conception et la mise à l'essai d'un réseau de télésanté afin de répondre aux besoins de la population des Iles-de-la Madeleine. La démarche d'évaluation employée dans le cadre de ce projet ainsi que les principaux constats qui se dégagent de l'expérimentation évaluée au regard de la mise en ouvre et du déroulement du projet, de l'utilisation de la télésanté et de ses effets sont présentés dans cet article. La pertinence d'une démarche d'évaluation intégrée à un projet d'introduction d'une nouvelle technologie comme la télésanté ressort clairement de l'expérience rapportée, où l'évaluation a identifié plusieurs des conditions associées au contexte, aux organisations et acteurs permettant de favoriser la pérennité du projet et la diffusion de cette technologie dans le système de services de santé. Gallin, X. (2000). "La télémédecine en pratique aujourd'hui." Decision Sante(168): 24-26. [BDSP. Notice produite par ENSP kYqR0xT6. Diffusion soumise à autorisation]. La télémédecine s'est fortement développée ces dernières années, notamment grâce aux progrès des télécommunications et à l'essor de la technologie des réseaux. Deux récentes manifestations sont venues témoigner de cette évolution, les journées de l'ADEMA (Agence de Développement Economique du Mans) et le colloque Télémédecine 2000 du CATEL. L'occasion de faire le point sur la "nouvelle médecine". Garcia, E. (2001). "Mise en place d'un réseau Télémédecine : enseignements et pistes de travail." Journal D'economie Medicale 19(5-6): 391-400, rés. [BDSP. Notice produite par ORSRA NR0xaXVc. Diffusion soumise à autorisation]. L'objet de ce papier est de présenter un cas pratique de réalisation d'un projet à partir de la mise en place d'un réseau Télémédecine entre la ville et l'hôpital. Ce projet, ayant pour finalité l'instauration d'un système de communication reposant sur les nouvelles technologies de l'information et de la communication, sera approché par l'intermédiaire de ses objectifs, ses ressources, ses activités avant d'en mesurer les résultats obtenus sur le terrain, les difficultés rencontrées et les pistes de travail qui se dessinent aujourd'hui pour sa pérennisation et son développement. (R.A.). Gay, D., Elsanto, J. (2011). "Lozère : organiser et renforcer les soins de premier recours en milieu rural." Reseaux Sante & Territoire(36): 24-28, carte. Enclavée en zone de moyenne montagne, éloignée des pôles urbains, la Lozère présente toutes les problématiques des territoires ruraux : désertification médicale, isolement des médecins, délais d'intervention relativement longs des urgences. L'Association lozérienne des urgences médicales et de la permanence de soins (Alumps), par l'intermédiaire de son chargé de mission Laurent Crozat, s''est emparée de ces questions afin d'y apporter une réponse globale en accompagnant les professionnels de santé pour le développement de la télémédecine et de la formation. Gimbert, V. et Lemoine, S. (2010). "Médecine de ville : quelles nouvelles pratiques pour quels gains d'efficience ?" Note D'analyse (La)(204): 11. http://archives.strategie.gouv.fr/content/note-d%E2%80%99analyse-204-medecine-de-ville-quelles-nouvellespratiques-pour-quels-gains-d%E2%80%99efficien Dans un contexte marqué par l’importance croissante des maladies chroniques, par la modification des attentes des patients et des nouvelles générations de médecins, et par des tensions accrues sur les finances sociales, la régulation des dépenses en médecine de ville est au cœur des enjeux. Elle implique avant tout un encadrement équilibré des pratiques des professionnels de santé. Par ailleurs, on constate que l’assurance maladie se positionne de plus en plus comme un accompagnateur pour le professionnel de santé, mais aussi pour le patient. Cela pose la question des modalités de coopération optimales entre assureurs (public et privé) et professionnels. Enfin, la réorganisation de l’offre de soins elle-même peut permettre d’accroitre l’efficience globale des dépenses de santé, comme en Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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témoignent plusieurs expérimentations à l’étranger. Il conviendrait alors d’examiner dans quelle mesure elles peuvent nourrir les réflexions sur l’avenir du système français en matière de médecine de ville. Goli, D. (2006). "Les maux de la nuit : témoignage d'une personne aidée." Gerontologie Et Societe(116): 183185. [BDSP. Notice produite par FNG R0xQfid0. Diffusion soumise à autorisation]. Le handicap, c'est un combat au quotidien. Ce dernier peut cependant être atténué grâce à une prise en charge efficace. La nuit touche la personne handicapée au coeur de sa vulnérabilité. Par exemple, la personne ayant des déficiences motrices angoissera de devoir aller aux toilettes et de faire une chute alors qu'elle est seule. Comment fera celle souffrant de maladie respiratoire, si personne n'est là pour changer les canules de son appareil de ventilation ? Pour que la personne se sente un peu moins handicapée, il faudrait multiplier les interventions nocturnes d'auxiliaires de vie et de personnels de santé, développer la télésurveillance et la domotique ainsi que tous les systèmes concourant à améliorer l'indépendance du patient. (R.A.). Gondry, J. et Marque, C. (2005). "Les nouvelles techniques de monitoring de la grossesse et de l'accouchement." Technologie Et Sante(57): 19-27, fig. [BDSP. Notice produite par APHPDOC dkR0xYNw. Diffusion soumise à autorisation]. Cet article présente les différentes technologies médicales qui permettent une surveillance du rythme cardiaque pendant la grossesse et lors de l'accouchement. Grâce aux appareils présentés, la souffrance foetale, l'hypoxie et l'asphyxie prénatale peuvent être suivis et mieux prévenus. Holue, C. (2010). "Télémédecine : coup d'envoi de la généralisation." Seve : Les Tribunes De La Sante(29): 2331. Le décret du 19 octobre 2010 définit et fixe les conditions de mise en œuvre des activités de télémédecine, qui seront portées et financées essentiellement, dans leur phase expérimentale, par les agences régionales de santé (ARS). Quatre types d'actes sont ainsi amenés à se développer dans les années à venir, au service des patients : la téléconsultation, la télé-expertise, la télésurveillance médicale et la télé-assistance médicale. Avant d'y parvenir, de nombreuses questions techniques, juridiques, économiques et éthiques doivent encore être débattues et trouver des réponses. Mais l?exemple des pionniers inspire les différents acteurs (résumé de l'éditeur). Karout, P. (2005). "Service vigilance : solution de veille préventive à distance pour l'accompagnement à domicile de personnes en perte d'autonomie." Gerontologie Et Societe(113): 25-35, fig. [BDSP. Notice produite par FNG vSovR0x4. Diffusion soumise à autorisation]. Vivre son grand âge à domicile est un enjeu actuel : 98% des plus de 75 ans souhaiteraient pouvoir continuer à vivre chez eux le plus longtemps possible même lorsqu'ils sont seuls. Face à cette situation, l'entreprise Vicineo a travaillé avec plusieurs équipes de professionnels de l'accompagnement à domicile pour envisager grâce aux "technologies Internet" un nouveau service de veille à distance complémentaire des interventions à domicile et plus riche que la traditionnelle télé-alarme : le "Service Vigilance". Lamothe, L., et al. (2013). "L'utilisation des télésoins à domicile pour un meilleur suivi des maladies chroniques." Sante Publique 25(2): 203-211. [BDSP. Notice produite par EHESP lDkr9R0x. Diffusion soumise à autorisation]. Cette étude vise à comprendre comment les technologies de télésoins à domicile peuvent concourir à une amélioration des services offerts aux personnes atteintes de maladies chroniques. Une technologie de télésoins à domicile a été utilisée par des personnes âgées canadiennes ayant au moins une des maladies chroniques ciblées. Des observations participatives, une analyse documentaire et des entrevues ont permis de recueillir les données nécessaires à l'analyse du processus d'implantation et au monitorage des résultats, qui montrent que l'utilisation de cette technologie permet de mettre en place plusieurs conditions auxquelles l'organisation des services doit répondre pour améliorer l'offre de services aux Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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personnes atteintes de maladies chroniques, notamment en termes de collaboration interprofessionnelle, d'accès des professionnels à l'information et à l'expertise nécessaires ou de participation active du patient. Le succès de son implantation dépend toutefois d'une analyse détaillée du contexte local dans lequel elle est introduite. Lard, B. d., et al. (2010). "Loi HPST : un an déjà ! Mise en perspective. Dossier." Actualites Jurisante(71): 36 , tabl. Ce dossier fait le bilan de la loi Hôpital Patients Santé Territoire après une année de mise en place. Sans prétende à l'exhaustivité, le Centre de droit de Jurisanté a préféré consacrer l'analyse à certaines problématiques particulières : la gouvernance hospitalière, la coopération des professionnels de santé, le nouveau statut des ESPCI (Etablissements de santé privés d'intérêt collectif) et la télémédecine. Lareng, L. (2002). "Réseau télémédecine et réseau Samu." Technologie Et Sante(46-47): 22-28. [BDSP. Notice produite par APHPDOC WR0x7I8Y. Diffusion soumise à autorisation]. Il a fallu attendre 1992 pour assister à une augmentation des échanges médicaux interactifs à distance. La télémédecine, considérée à ses débuts comme un progrès exclusif des télécommunications permettant de soigner à distance, s'est révélée comme une nouvelle pratique médicale susceptible de traiter simultanément la santé et la qualité de vie. Cet article porte sur les aspects suivants : - La télémédecine dans la pratique médicale ; - Typologie de la télémédecine en France ; - Disciplines médicales et télémédecine ; - Les réseaux de santé et l'aménagement du territoire (soins, prévention et formation) ; - Le réseau télémédecine et le réseau Samu ; - Le niveau régional, lieu privilégié de la télémédecine au service du citoyen ; - La dimension humaine et humanitaire. Lareng, L. et al. (2006). "La genèse de la loi sur la télémédecine. Discussion : La télémédecine." Bulletin De L'academie Nationale De Medecine 190(2): 323-330. [BDSP. Notice produite par INIST-CNRS XR0xKP2U. Diffusion soumise à autorisation]. Dès la création de l'Institut Européen de Télémédecine le 10 juillet 1989 à l'Université Paul Sabatier de Toulouse, il est apparu qu'une loi serait nécessaire pour pérenniser cette nouvelle pratique médicale. La décision du gouvernement en 1993, de faire de la Région Midi-Pyrénées un terrain expérimental pour créer un réseau de télémédecine gradué et coordonné réunissant l'ensemble des établissements de santé publics, privés et les généralistes, nous incite à gérer la télémédecine à l'image d'un service hospitalier. Il en est résulté la création de systèmes institutionnels adaptés au fonctionnement pluriétablissements nécessitant des dispositions réglementaires particulières, sur le plan des responsabilités des professionnels de santé, du financement, de la sécurité des données ainsi que du recours aux nouvelles technologies de l'information et de la communication. Cela explique l'élaboration d'une loi, pour faciliter la pratique de la télémédecine. Les articles spécifiques à la télémédecine ont été intégrés dans la loi du 13 août 2004 relative à la réforme de l'assurance maladie. Launois, R., et al. (2006). "Les aspects économiques de la télémédecine. Discussion : La télémédecine." Bulletin De L'academie Nationale De Medecine 190(2): 367-379. [BDSP. Notice produite par INIST-CNRS R0x70me7. Diffusion soumise à autorisation]. Les évaluations des technologies de santé se proposent d'étudier l'impact différentiel des actions de santé dans un système de soins complexe qui est caractérisé par la dynamique interactive des comportements et la diversité des institutions. Les cadres d'évaluation de la télémédecine actuellement disponibles se limitent le plus souvent à une simple comparaison du coût de celle-ci par rapport au coût des modes de prises en charge traditionnels qui occultent les bénéfices associés à la mise en réseau. Les schémas actuels de collecte de l'information se prêtent toutefois mal à une recherche rigoureuse de l'efficacité de cette innovation organisationnelle majeure en situation réelle d'usage. Les essais randomisés s'efforcent de neutraliser toute interférence parasitaire qui pourrait compromettre la recherche d'un lien de causalité entre l'action de santé et le résultat obtenu. Leur méthodologie qui érige la clause "ceteris paribus" en principe de bonnes pratiques sont peu propices à l'analyse des comportements et des structures. Les enquêtes observationnelles descriptives partent des réalités de terrain pour les Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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dépeindre le plus fidèlement possible. Mais par définition, elles supposent que le cours naturel des choses ne soit infléchi par aucune intervention. L'absence de plan expérimental multiplie les risques de biais et rend impossible la recherche des causalités. Ces enquêtes interdisent toute estimation de l'efficacité différentielle. Pour évaluer la télémédecine, la gestion de projet et les études quasi expérimentales sont les deux outils à privilégier en première intention. La première technique permet au réseau de vérifier en interne si les objectifs qu'ils se sont fixés ont bien été atteints. Les secondes introduisent un comparateur dans l'analyse, puisque tous les schémas d'étude qui sont envisageables dans leur cadre, reposent sur la distinction exposés/non exposés. Les unes et les autres reposent sur la réalité des comportements du prescripteur et des patients. Leur mise en oeuvre séquentielle permet de s'assurer de la bonne mise en place d'un espace nouveau de coordination et de justifier la diffusion de la télémédecine par rapport aux prises en charge traditionnelles. Le, Guen, J. M. (2011). ""La loi HPST, une étatisation du système de santé"." Reseaux Sante & Territoire(40): 911. Cet article rapporte le point de vue de Jean-Marie Le Guen, député de Paris, sur la loi HPST (Hôpital, Patients Santé et Territoires). Selon lui, cette loi a favorisé une étatisation de la santé avec la création des agences régionales de santé, a négligé l'aspect santé publique et n'a pas répondu à la question cruciale de la désertification médicale. Le, Guen, T., et al. (2003). "La télémédecine en Guyane : une approche concrète." Techniques Hospitalieres(678): 16-18, ill. [BDSP. Notice produite par ANFH 7ymR0xY1. Diffusion soumise à autorisation]. En matière de télémédecine en Guyane, la téléconsultation entre 4 sites isolés et l'hôpital de Cayenne a été expérimentée dans trois spécialités : dermatologie, parasitologie et cardiologie, depuis novembre 2001. Lemire, M. (2010). "La participation de l'usager à la production de soins : l'exemple des nouveaux modèles de suivi à distance fondés sur les technologies de télé-soins." Sante Societe Et Solidarite : Revue De L'observatoire Franco-Quebecois(2/2009): 93-97. http://www.irdes.fr/Ofqss/2009/SomAPEd22009.pdf La participation de l'usager à la production de soins revêt une importance particulière avec le développement de nouveaux modèles de suivi à domicile des maladies chroniques. Cet article cherche à comprendre comment ces nouveaux modèles impliquent l'usager dans la production de soins, et dans quelle mesure ils favorisent la responsabilité personnelle. L'analyse s'appuie sur une étude de cas ayant porté sur un service de télé-soins déployé au Québec. L'étude révèle que les caractéristiques favorables du service au plan de la responsabilisation définie en termes d'habilitation et ses limites par rapport à une responsabilisation définie en fonction de l'idéal type du "patient expert". Dans les faits, le service de télé-soins favorise plutôt le renforcement des processus de contrôle et de normalisation qui caractérisent l'approche médicale conventionnelle. Pour l'usager en convalescence ou à risque, il s'agit néanmoins d'un dispositif de sécurisation important (résumé d'auteur). Lemoine, S., et al. (2014). "Parcours de soin : Hypertension artérielle, un parcours optimisé pour contrôler 7 hypertendus sur 10 en 2015." Concours Medical 136(4): 273-308. [BDSP. Notice produite par ORSRA rR0xlCkE. Diffusion soumise à autorisation]. Ce dossier s'intéresse à un parcours optimisé pour contrôler 7 hypertendus sur 10 en 2015 : il expose la qualité du dépistage comme première condition de la prévention, la place des mesures ambulatoires dans la confirmation du diagnostic, l'annonce du diagnostic comme prérequis indispensable, la gestion de l'urgence hypertensive, l'initiation du traitement, les particularités du sujet âgé, le suivi à court terme comme investissement pour l'avenir, comment motiver le patient par une Education Thérapeutique du Patient de proximité, le rôle clé du médecin généraliste dans le combat contre l'inertie médicale, la nécessité du contrôle tensionnel en prévention secondaire, la place des infirmières spécialisées dans le suivi éducatif sur le long terme, le télésuivi comme effet actif possible sur le contrôle tensionnel. On fait alors le constat suivant : il existe deux philosophies différentes, celle de la Société française d'hypertension artérielle (SFHTA), et celle des Sociétés européennes d'hypertension et de cardiologie Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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(ESH/ESC). Le dossier se termine sur Le Comité français de lutte contre l'hypertension artérielle comme relais d'information, les centres d'excellence européens en HTA, la Fédération française de Cardiologie et les associations dans leur combat pour un plan coeur. Lutzler, P., et al. (2010). "Apports de la télémédecine dans les prises en charge gériatriques. Déploiement du système de visiophonie. Vis-AGES dans l'arc alpin." Revue Hospitaliere De France(532): 40-42. [BDSP. Notice produite par EHESP JR0x9Hp9. Diffusion soumise à autorisation]. Situé dans les HautesAlpes, aux confins de la région Provence-Alpes-Côtes-d'Azur, le bassin de population du Queyras, du Guillestrois, de l'Embrunais et du Savinois est composé de quatre cantons regroupant 19 000 habitants. 20% sont âgés de plus de 65 ans, et 10% ont plus de 75 ans. Cet article présente la démarche qui a prévalu à l'utilisation d'un système de visiophonie adapté aux soins entre deux structures sanitaires éloignées de 45 km, ce qui représente presque une heure de trajet sur routes difficiles : l'hôpital d'Aiguilles et celui d'Embrun. Mace, J. M., et al. (2002). "Prise en charge médicale du patient cardiaque." Technologie Et Sante(46-47): 139. [BDSP. Notice produite par APHPDOC I5NwfR0x. Diffusion soumise à autorisation]. Au sommaire de ce numéro consacré à la prise en charge médicale du patient cardiaque : - Les statistiques ; - La prise en charge diagnostique initiale : cabinet privé ; - La prise en charge thérapeutique en situation de crise (Samu) ; - La prise en charge diagnostique : investigations approfondies ; - La prise en charge interventionnelle : investigations approfondies ; - La prise en charge chirurgicale ; Anesthésie du patient cardiaque ; - Surveillance de l'anesthésie cardiologique ETO et du segment ST ; - Réanimation cardiaque ; - Accueil en service froid ; - Rééducation du patient cardiaque ; - Prise en charge du patient cardiaque à sa sortie (interview). Manrique, G. (2005). "Les soins de demain s'inventent aujourd'hui. La vision d'un industriel : IBM Division Santé & Sciences du vivant." Gerontologie Et Societe(113): 89-96, fig. [BDSP. Notice produite par FNG Bx9mR0xs. Diffusion soumise à autorisation]. Cet article décrit l'action d'IBM dans le domaine de la télémédecine. Les nouvelles possibilités des NTIC (nouvelles technologies de l'information et de la communication) permettent à distance, un meilleur suivi de la santé des populations jusqu'aux âges avancés de la vie, pas seulement à visée curative mais également à visée préventive. Les solutions techniques aujourd'hui existent. Mais cela ouvre en gérontologie des perspectives importantes qui exigent de la part des industriels comme des institutions, d'oser des partenariats public-privé ambitieux pour tester et valider de nouveaux modèles socio-économiques de prise en charge. Marsault, C., et al. (2006). "Le réseau TELIF à l'Assistance Publique : Hôpitaux de Paris. Discussion : La télémédecine." Bulletin De L'academie Nationale De Medecine 190(2): 349-355. [BDSP. Notice produite par INIST-CNRS yCzR0xOd. Diffusion soumise à autorisation]. Après une étude portant sur l'intérêt et la faisabilité de la mise en place d'un réseau dans le cadre de la grande garde de neurochirurgie de la Région Ile-de-France, le réseau TELIF a été créé en novembre 1994. Encore aujourd'hui, sa principale activité concerne la prise en charge des urgences neurochirurgicales en Ilede-France. Le bilan du réseau est très positif ayant atteint son objectif de réduction de plus de 70% des transports inutiles de patients entre hôpitaux. Si le réseau TELIF n'a pas été très utilisé dans le cadre de la télé-expertise, il apporte une aide très importante aux hôpitaux de gériatrie dans l'interprétation et le décloisonnement des activités d'imagerie. Ce réseau a été exemplaire, puisqu'il a été le premier réseau ayant comporté une évaluation annuelle de son activité. Aujourd'hui, la technologie qu'il utilise est obsolète et il devrait rapidement évoluer, en utilisant les technologies modernes, dans le cadre d'une intégration dans le dossier du patient informatisé, en conservant ses activités importantes (neurochirurgie et gériatrie) et en s'ouvrant non seulement vers l'ensemble des hôpitaux publics de la région Ile-de-France, comme c'est le cas aujourd'hui, mais également vers les différentes modalités de prise en charge des patients en ville. Mathieu-Fritz, A., et al. (2012). "Télémédecine et gériatrie. La place du patient âgé dans le dispositif de Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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consultations médicales à distance du réseau Télégéria." Gerontologie Et Societe(141): 117-127. [BDSP. Notice produite par FNG R0x9DrpG. Diffusion soumise à autorisation]. A partir d'une perspective combinant analyses sociologique et éthique et évaluation médicale, les auteurs rendent compte des usages de la télémédecine en gériatrie, observables dans la cadre de téléconsultations médicales, pour comprendre la place qui est faite aux patients âgés. Ils montrent que celle-ci dépend principalement de l'organisation pratique de la consultation et des modalités d'usage concrètes des dispositifs techniques, qui ne sont, en eux-mêmes, ni déshumanisants ni humanisant. Les auteurs mettent ainsi en évidence l'importance des évaluations socio-organisationnelles in situ de ces nouvelles formes d'exercice médical. (R.A.). Mondada, L. (2004). "Téléchirurgie et nouvelles pratiques professionnelles : les enjeux interactionnels d'opérations chirurgicales réalisés par visioconférence." Sciences Sociales Et Sante 22(1): 95-126, phot., enc. La téléchirurgie est, par excellence, un des domaines dans lequel se pose la question de la mutation des pratiques professionnelles dans de nouveaux environnements technologiques. Pour y répondre, une analyse approfondie des pratiques médicales semble indispensable. Cet article propose donc une analyse détaillée des activités des équipes chirurgicales en salle d'opération. En se basant sur un corpus d'enregistrement vidéo d'opérations réalisées avec la collaboration à distance d'un expert dans le cadre d'un projet de téléchirurgie, l'auteur se penche plus particulièrement sur les modes d'organisation de l'interaction durant les opérations et sur la façon dont le recours aux nouvelles technologies, la redéfinition des collectifs dans l'action à distance et la reconfiguration des espaces de travail s'articulent dans cette pratique professionnelle (Extrait du résumé d'auteur). Morin, A., et al. (2000). "Télémédecine : Etat des lieux." Techniques Hospitalieres(644): 40-42. [BDSP. Notice produite par ENSP bO0R0xl0. Diffusion soumise à autorisation]. Le terme de télémédecine est maintenant consacré pour désigner la télématique de santé. L'état de réceptivité de ce nouvel outil a sensiblement évolué, tant du côté du professionnel de santé que de celui du public qu'il s'agisse des patients ou des usagers. Une condition indispensable : développer des contenus de qualité correspondant réellement aux besoins et demandes des utilisateurs. Normand, Y., et al. (2010). "Hôpital, patient, système d'information. Dossier." Techniques Hospitalieres(721): 65-87, fig. [BDSP. Notice produite par EHESP s9mDR0xp. Diffusion soumise à autorisation]. La 18ème journée nationale Athos qui est tenue à Pau en novembre 2009 a permis de rassembler 250 personnes autour du thème "Hôpital, patient, système d'information" et d'échanger sur les expérimentations et pratiques de plusieurs centres hospitaliers. Cet article nous en présente quelques extraits qui traitent de : - la politique de sécurité des systèmes d'information et la confidentialité des informations médicales - la plateforme "Télésanté Aquitaine" qui favorise les échanges ville-hôpital - l'évolution des systèmes d'information hospitaliers face aux territoires de santé et aux communautés hospitalières de territoire - l'informatisation du dossier patient au centre hospitalier de Mont-de-Marsan et à l'hôpital local de Mauléon-Soule - la mise en place de trois unités de dialyse médicalisée télésurveillée (UDMT) sur le territoire des Côtes d'Armor par le centre hospitalier de Saint-Brieuc. Noury, N. r. (2005). "AILISA : plateformes d'évaluations pour des technologies de télésurveillance médicale et d'assistance en gérontologie." Gerontologie Et Societe(113): 89-96, fig. [BDSP. Notice produite par FNG 1R0xqRxz. Diffusion soumise à autorisation]. Le projet AILISA a pour objectif de mettre en place des plateformes pérennes pour l'évaluation de technologies de télésurveillance médicale et d'assistance en gérontologie. Les plateformes seront installées dans deux services gériatriques : l'un à l'hôpital Charles Foix (Ivry-sur-Seine) et l'autre au CHU La Grave (Toulouse), et dans deux appartements d'un foyer logement pour personnes âgées (Grenoble). Les sites d'évaluation disposeront de trois technologies mises au point dans les laboratoires de la recherche publique française : l'Habitat Intelligent pour la Santé (TIISAD), le vêtement de TéléIrdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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Assistance Médicale Nomade (VTAMN) et le robot déambulateur (MONIMAD). Il s'agit ici d'évaluer ces technologies sur les plans technologique, médical et aussi sur le plan de l'usage et de l'éthique. Pauchard, P., et al. (2008). "Télémédecine en Guyane." Revue Hospitaliere De France(521): 42-44. [BDSP. Notice produite par EHESP R0xtAnAF. Diffusion soumise à autorisation]. La Guyane est un grand département d'outre-mer (86 000 km) recouvert à 80% par la forêt équatoriale. Région côtière et villes concentrent les trois hôpitaux et les principales ressources de santé. A l'intérieur des terres, les ressources médicales sont plus modestes. Vingt-et-un postes de santé tenus par du personnel paramédical assurent la couverture sanitaire d'une population disséminée. Après une première phase d'expérimentation lancée en 2001, la Guyane s'est engagée dans l'élaboration d'un véritable réseau de télémédecine qui permet de rompre l'isolement des populations et d'éviter des évacuations sanitaires coûteuses. Rauly, A. (2013). "Dispositifs de rémunération de la télémédecine : de la diversité des propositions de contrats à la singularité du système de santé français." Journal De Gestion Et D'economie Medicales 31(7-8): 473-486, tabl. [BDSP. Notice produite par ORSRA pFJ7JR0x. Diffusion soumise à autorisation]. L'objectif de ce travail est d'apporter des éléments de compréhension au débat actuel concernant la forme que doit prendre la rémunération des actes de télémédecine pratiqués par les médecins libéraux. Depuis la reconnaissance juridique de la pratique en 2009, aucun compromis entre la tutelle et les représentants des médecins n'a été trouvé. La question principale est donc de savoir sur quels éléments repose le débat. Si les pouvoirs publics proposent de s'appuyer sur les expériences étrangères réussies de déploiement de la télémédecine, le corps médical préfère voir la télémédecine s'intégrer dans des contrats existants. Ainsi, deux grandes tendances peuvent être mises en évidence. Dans un premier cas les recommandations faites pour le déploiement de la télémédecine préconisent une réorganisation profonde du mode de rémunération et d'organisation du système de santé. L'objectif étant avant tout de réduire l'asymétrie d'information entre les acteurs du système. Dans un second cas il est proposé de mettre en application des réformes limitées mais suscitant l'adhésion d'un plus grand nombre de médecins en vue de ne pas dégrader leurs représentations de la profession. (Résumé auteur). Richard, R. (2010). "Grand âge : la télémédecine comme remède aux difficultés de déplacement." Concours Medical 132(12): 492-493. [BDSP. Notice produite par EHESP 8R0x7lpJ. Diffusion soumise à autorisation]. L'étude PLEIAD, réalisée par le Gérontopôle de Toulouse, confirme que les hospitalisations répétées des personnes âgées résidant en établissement entraînent une fragilisation accrue de ces personnes et représentent un risque d'augmentation de leur dépendance. Parmi les solutions mises en avant pour éviter les hospitalisations, figure le développement de la télémédecine, comme le montre le projet Télégéria à Paris qui a mis en place des téléconsultations en gériatrie à l'hôpital Européen Georges-Pompidou. Richard, S. (2015). "AVC : premiers résultats concluants pour la télé-expertise lorraine." Revue Hospitaliere De France(562): 75-. [BDSP. Notice produite par EHESP R0xA98mC. Diffusion soumise à autorisation]. Le pronostic de l'accident vasculaire cérébral ischémique, en termes de survie et de handicap, dépend en partie de la rapidité de réalisation des évaluations cliniques et radiologiques. Ces investigations peuvent conduire à la prescription d'un traitement thrombolytique visant à restaurer la perfusion cérébrale. Plus ce traitement est administré tôt et plus son bénéfice est important pour le patient. Le risque de complications gravissimes - qui lui est inhérent-s'en trouve considérablement réduit. Un modèle d'expertise et de traitement à distance a été mis en place en Lorraine sous l'égide de l'agence régionale de santé et du service de neurologie du CHRU de Nancy. Robin, J.-Y. (2010). "Télémédecine : un rôle clé pour l'ASIP Santé." Revue Hospitaliere De France(532): 17-18, carte. Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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[BDSP. Notice produite par EHESP CrFR0xJs. Diffusion soumise à autorisation]. Qu'il s'agisse du rapport Simon/Acker, du livre blanc de l'Ordre des médecins ou du rapport Gagneux sur les systèmes d'information de santé, le constat est partagé sur les opportunités que la télémédecine peut offrir à l'amélioration de la prise en charge et, par conséquent, à celle de la qualité des soins. Focus sur cette nouvelle pratique médicale qui connaîtra, en 2010, un véritable essor grâce à un cadre réglementaire abouti, et sur le rôle de l'ASIP Santé en la matière. Roncari, J.-C. (2010). "Gérontellim : le réseau limousin de télémédecine gériatrique." Revue Hospitaliere De France(532): 47-48, graph. [BDSP. Notice produite par EHESP 8GBlR0xt. Diffusion soumise à autorisation]. L'association pour la GERONtologie et TELémédecine en LIMousin (Gérontellim) est née en août 2009 de la volonté de professionnels de santé. Objectif : développer la recherche et promouvoir la pratique médicale dans les domaines où la télémédecine apporte une valeur ajoutée à la prise en charge gériatrique des patients. Rumeau, P., et al. (2007). "La télémédecine directe : de la démonstration dans le cadre du projet européen Healthware à la réflexion organisationnelle." Techniques Hospitalieres(701): 27-30. [BDSP. Notice produite par ENSP R0xeAFhY. Diffusion soumise à autorisation]. Le projet Healthware, financé dans le cadre du sixième projet cadre européen dans le chapitre aéronautique et espace, fait le lien entre des besoins de santé publique, le développement économique d'une région et la recherche et développement en matière d'utilisation des satellites. Il regroupe, sous la bannière fédératrice de l'Institut européen de télémédecine et d'Alcatel Alenia Space, des praticiens de terrain (médecins, techniciens, directeurs), le préfet et des élus locaux du département des Hautes-Pyrénées. Les sites locaux de démonstration ont été choisis en fonction de leur pertinence dans le tissu socioéconomique local. A Luz-Saint-Sauveur, un cabinet de médecins traitants a été directement connecté à une maison de retraite dont ils suivent les résidents. A Lannemezan et Bagnères de Bigorre, un centre médico-psychologique (CMP) est directement connecté au service d'hospitalisation du secteur psychiatrique correspondant. Simon, P. (2005). "La télédialyse. Une application de la télémédecine à la surveillance médicale de séances d'hémodialyse réalisées à distance." Techniques Hospitalieres(692): 60-64, phot. [BDSP. Notice produite par ENSP Mq43R0xx. Diffusion soumise à autorisation]. La télédialyse, devenue légale par la loi du 14 août 2004 de l'assurance maladie (article 12), est l'usage de la télémédecine pour la réalisation à distance de l'acte médical de surveillance des insuffisants rénaux traités dans un centre de dialyse éloigné du centre de référence. Elle est expérimentée depuis l'été 2001 entre les centres hospitaliers de Saint-Brieuc et de Lannion. Le but de cet article est de faire le point sur le développement actuel et à venir de cette méthode, notamment pour faire face au problème de la démographie médicale néphrologique. Simon, P. (2010). "Télémédecine : un levier pour la restructuration de l'offre de soins." Revue Hospitaliere De France(532): 12-16, graph. [BDSP. Notice produite par EHESP R0xFComt. Diffusion soumise à autorisation]. Co-auteur du rapport sur la place de la télémédecine dans l'organisation des soins paru en novembre 2008, Pierre Simon présente ici les nouvelles pratiques médicales et paramédicales par télémédecine. Il en définit les actes, analyse les responsabilités engagées, soulignant celles de nouveaux acteurs : le ou les tiers technologiques qui réalisent les dispositifs techniques de télémédecine. Il décrit les nouvelles organisations des soins bénéficiaires de ces pratiques : la gradation des soins et la télésurveillance médicale à domicile qui, via la télémédecine, se révèlent un atout pour la radiologie publique, les patients de toutes pathologies (MCO, chroniques, âgés et handicapés pensionnaires de maisons de retraite et d'EHPAD), et la collaboration pluriprofessionnelle. Simon, P. (2011). "Télémédecine. Impacts du décret, évolutions, perspectives, enjeux." Revue Hospitaliere De Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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France(539): 68-74, ill. [BDSP. Notice produite par EHESP R0xF8FBE. Diffusion soumise à autorisation]. La parution du décret le 9 octobre 2010 relatif à la télémédecine définit les actes de télémédecine et les conditions de mise en oeuvre de ces différentes applications. L'auteur détaille les impacts du décret sur l'exercice médical (définition de la télémédecine, qualité et sécurité du dispositif, relations avec le patient, obligations du médecin...) et présente les organisations pilotes opérationnelles en France, qui devront être mises en conformité avant le 20 avril 2012. Enfin, les enjeux pour les soins primaires et pour les soins de second recours sont exposés, l'accent étant mis sur la continuité des soins. Simon, P. (2013). "Ressources humaines et télémédecine." Revue Hospitaliere De France(554): 12-18, tabl., graph., fig. L'utilisation de la télémédecine impose une adaptation des organisations de soins. En modifiant ces organisations, la pratique de la télémédecine impacte directement les ressources humaines. Dans cet article, les ressources humaines en télémédecine sont analysées sous trois aspects : pratiques professionnelles, nouvelles organisations professionnelles, coopérations entre professionnels de santé. Simon, P. (2015). "Télémédecine et parcours de soins." Revue Hospitaliere De France(566): 14-20. [BDSP. Notice produite par EHESP rjo7BR0x. Diffusion soumise à autorisation]. Cet article se réfère à ce que la Haute Autorité de Santé (HAS) écrivait sur le parcours de soins en 2012. Il analyse successivement la place du médecin traitant dans le parcours de soins d'une maladie chronique, l'apport de la télémédecine pour les différents acteurs professionnels médicaux et non médicaux qui interviennent dans ce parcours, ainsi que l'apport de la télémédecine pour les patients pris en charge. Il apporte, enfin, des exemples de parcours de soins bénéficiant de la télémédecine. (introd.). Simon, P., et al. (2013). "Dossier RH. Télémédecine : quels impacts sur les pratiques soignantes ?" Revue Hospitaliere De France(554): 12-30, ill. [BDSP. Notice produite par EHESP 99R0xoop. Diffusion soumise à autorisation]. Le dossier permet de mesurer l'impact sur la gestion des ressources humaines que peut avoir l'introduction de la télémédecine dans les pratiques médicales, à travers quatre contributions : la première montre d'abord que la télémédecine impose une adaptation des organisations de soins. L'article analyse les ressources humaines en télémédecine sous trois aspects : les pratiques professionnelles, les organisations professionnelles nouvelles, les coopérations entre professionnels de santé, favorisées par la télémédecine. La deuxième contribution, intitulée "télésurveillance médicale à domicile, quels apports patients et professionnels ?", offre un témoignage de mise en place de pratique de la télémédecine au centre hospitalier de Saint-Yrieix, en Haute-Vienne. Le troisième article présente l'unité d'enseignement télémédecine proposée par l'université Picardie Jules Verne dédiée aux étudiants en médecine. Enfin, le dernier article, qui s'intitule "téléfibrinolyse en Bourgogne, une réussite organisationnelle au bénéfice des patients atteints d'AVC", illustre le bénéfice que peut représenter la pratique de la télémédecine pour des territoires ruraux où la densité médicale reste faible. Simon, P., et al. (2010). "Dossier. Télémédecine, l'heure "H" ?" Revue Hospitaliere De France(532): 12-36, graph., tabl. [BDSP. Notice produite par EHESP 7R0xFIl9. Diffusion soumise à autorisation]. Au sommaire du dossier : Télémédecine : un levier pour la restructuration de l'offre de soins - Un rôle clé pour l'ASIP Santé Télémédecine et pratique médicale collaborative : enjeux et préalables - Apports de la télémédecine dans la gradation des soins - Maladies chroniques cardiovasculaires et métaboliques : apports de la télémédecine - Place et perspectives de la télémédecine en Guyane - Santé en ligne : nouvelles étapes européennes. Suarez, C. (2002). "La télémédecine : quelle légitimité d'une innovation radicale pour les professionnels de Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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santé ?" Revue De L'ires (La)(39): 157-186. http://telemedecine.aphp.fr/doc/Legitimite.pdf Après une définition de la télémédecine extraite des études de l'Organisation Mondiale de la Santé, cet article dresse un historique de l'émergence de la télémédecine en Europe. Il fait ensuite un bilan des expériences menées dans certains pays européens : France, Italie, Royaume-Uni, Portugal? Suarez, C. (2008). "Quelle organisation sanitaire alternative pour le système sanitaire français ?" Revue De L'ires (La)(59): 41-74. http://www.ires-fr.org/IMG/File/R59-2.pdf Les éléments d?organisation alternative exposés ici reposent sur un principe stratégique fondamental : la responsabilisation privilégiée des instances politiques dans la mise en ?uvre d?une politique de santé publique. Il nous paraît en effet essentiel de re-politiser (au sens noble du terme) les enjeux stratégiques d?une politique de santé et de clairement distinguer ce qui est de l?ordre de l?expertise technique de ce qui est de l?ordre du choix politique : quelle stratégie de la santé, quels objectifs, quels moyens, quels résultats escomptés ? Voici donc quelques propositions structurelles à débattre. Talbot, L. R. et Vincent, C. (2005). "Les technologies dans le soutien à domicile des personnes âgées : d'une expérience de télésurveillance vers un programme de télésoins à domicile." Gerontologie Et Societe(113): 51-61, fig. [BDSP. Notice produite par FNG dxASTR0x. Diffusion soumise à autorisation]. Cet article présente les résultats d'une étude ayant pour but d'évaluer les effets de l'utilisation d'une nouvelle technologie de surveillance sur les habitudes et qualité de vie des personnes âgées et de leurs proches aidants. Ils montrent que l'utilisation de cette technologie n'a pas d'effet sur la qualité de vie et sur l'autonomie des personnes âgées mais qu'elle réduit la fréquence des hospitalisations et l'anxiété des proches. Les auteurs décrivent ensuite les avantages attendus d'un nouveau programme de télésoins à domicile. Varroud-Vial, M. (2012). "Dossier : Le traitement du diabète de type 2 par l'insuline." Concours Medical 134(6): 439-459. [BDSP. Notice produite par ORSRA 9GR0x9CI. Diffusion soumise à autorisation]. Ce dossier permet de mettre en évidence les enjeux que représente le traitement par insuline pour les médecins généralistes. L'étude ENTRED réalisée en 2007 a montré que le contrôle métabolique est difficile et les complications fréquentes. La prescription de l'insuline soit par le médecin généraliste soit par le diabétologue se heurte à l'insulinorésistance psychologique et à l'hétérogénéité du diabète type 2. Ainsi, l'éducation thérapeutique du patient est une étape indispensable lors du passage à l'insulinothérapie et pour les personnes âgées, il peut être facilité grâce à l'intervention d'une infirmière. Vayssette, P. (2011). "Télésanté : deux ans après le rapport Labordes." Reseaux Sante & Territoire(40): 28-29. Deux ans après la parution de son rapport sur la télésanté, Pierre Laborde fait un bilan de son développement actuel en France. Si certaines réalisations concrètes se sont mises en place, notamment en télésurveilllance (suivi du diabète) et en télé-assistance, il existe encore des freins juridiques ainsi que des réflexions en cours sur les modes de rémunération. Viens-Bitker, C., et al. (2000). "Télémédecine." Revue Europeenne De Technologie Biomedicale (Rbm) 21(5): 265-328, tabl., graph. Depuis 1990, la télémédecine a progressivement pris son essor. Elle s'organise aujourd'hui autour de trois thèmes majeurs : les réseaux et filières, c'est-à-dire la communication entre professionnels aboutissant à la mise en commun de bases de données et de connaissances ; la télé-expertise à distance, synchrone ou asynchrone ; et plus récemment, la télémédecine adressée directement aux patients ou au grand public, pour les actions de prévention, en particulier au travers des « portails santé ». Les articles originaux présentés dans ce numéro témoignent de l'activité de nombreuses équipes de recherche de l'Association Française pour l'Informatique Médicale (AIM) travaillant dans le domaine, et de l'intérêt suscité par les nouvelles technologies d'information et de communication en Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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informatique médicale. On trouve, en autre, dans ce fascicule deux articles relatifs à la trajectoire des patients. Vincent, W. (2001). "L'explosion de la télémédecine : les radiologues sont présents." Lettre Du Medecin Radiologue(356): 15-16, carte. Williatte-Pellitteri, L. et Flauraud-Grandjean, V.-A. (2012). "Télémédecine et responsabilités juridiques." Revue Hospitaliere De France(549): 62-66. [BDSP. Notice produite par EHESP G9sBR0xA. Diffusion soumise à autorisation]. La loi Hôpital, patients, santé, territoire a donné pour la première fois un cadre juridique à l'exercice de l'art médical via la télémédecine. Le décret de 2010 précise ce cadre en identifiant les obligations de ses organisateurs et acteurs. Une question se pose : la télémédecine doit-elle être perçue comme une nouvelle source de responsabilité juridique pour les organisateurs ou les professionnels de santé qui l'exercent ?



Rapports (2003). Etat des lieux de la téléimagerie médicale en France et perspectives de développement. St Denis la Plaine ANAES: 95 , 10 ann., 12 tabl. http://www.anaes.fr/ANAES/anaesparametrage.nsf/HomePage?ReadForm => Publications => Imagerie radiologie La téléimagerie est caractérisée par la transmission d'images entre deux sites distants dans un but d'interprétation et de consultation. Elle fait partie intégrante de la télémédecine. Elle concerne des spécialités diverses telles que la radiologie, l'échographie, l'anatomopathologie ou l'endoscopie. Dans ce rapport, la téléimagerie médicale a été limitée à la téléradiologie, incluant la neuroradiologie pour lesquelles la faisabilité a été démontrée, en particulier dans le domaine des urgences, et à la transmission d'échographies obstétricales. Le développement des technologies de l'information et l'évolution des modes d'exercice de la médecine devraient conduire à un déploiement de ces technologies en France. Dans ce contexte, la DHOS et l'Anaes ont souhaité recenser les facteurs d'échecs et de succès intervenant dans la mise en oeuvre de la téléimagerie médicale, à partir d'une analyse critique de la littérature, complétée d'une enquête de terrain. Les facteurs qui interviennent dans la mise en oeuvre, le fonctionnement et la pérennité d'une application de téléimagerie médicale sont d'ordre médical, technique, organisationnel, économique et réglementaire (incluant les aspects déontologique et juridique). Après avoir étudié tous les aspects participant à la mise en ?uvre de la téléimagerie, l'Anaes liste quelques points clés de ce bilan et expose quelques perspectives à cette technologie. (2004). Compte-rendu d'activité de la Mission Nationale d'Appui en Santé Mentale. Paris MNASM: 62. http://www.sante.gouv.fr/htm/publication/dhos/mnasm2003/accueil.htm http://www.mnasm.com/rappactivite.htm http://www.sante.gouv.fr/htm/publication/dhos/mnasm2003/rapport_mnasm2003.pdf La MNASM (Mission nationale d'appui en santé mentale) assure une triple mission : une mission d'aide à la planification en Santé Mentale "sur site" qui se traduit concrètement par la réalisation d'études conduites de façon pluri-professionnelle sur des établissements hospitaliers et services spécialisés dans la prise en charge de la santé mentale, et qui donnent lieu à des propositions d'organisation ou de mode de fonctionnement destinées à optimiser les réponses en terme de santé publique, dans le domaine de la santé mentale ; une mission d'expertise auprès de l'Administration Centrale, pour enrichir sa réflexion, son action, voire construire avec elle des outils à partir de problématiques observées sur le terrain, et participe en appui technique, à des groupes de travail (offre de soins, urgences, métiers, etc.) au niveau national ou régional, auprès des ARH ; une mission de communication et d'information, par le biais notamment d'une publication ("Pluriels") et la participation à des journées d'information et de communication. Ce document présente dans un premier temps le bilan d'activité de la MNASM, puis dans un second temps, ses considérations générales concernant l'évolution de la santé mentale aujourd'hui. Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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(2008). Les hôpitaux de petites villes : une composante indispensable pour une offre de soins de qualité sur tout le territoire : Troisième livre blanc de l'Association des Petites Villes de France. Paris APVF: 37. http://www.apvf.asso.fr/upload/uploads/file/publications/Livre%20blanc%20sur%20les%20hôpitaux%20de%2 0petites%20villes%20-%20APVF.pdf Pour la troisième fois en moins de dix ans, l’association des Petites Villes de France publie un livre blanc portant des propositions visant à défendre et à pérenniser les petites structures hospitalières. Il y a dix ans, il s’agissait de répondre à une campagne de dénigrement systématique et à un certain acharnement médiatique assimilant insécurité sanitaire et petits hôpitaux. Il y a cinq ans, il s’agissait de démontrer que les hôpitaux de proximité ne sont pas plus coûteux que les grosses structures hospitalières, bien au contraire. Ces deux attaques subsistent aujourd’hui, relayées pas de puissants lobbies du corps hospitalo-universitaire et aggravées par l’évolution très négative de la démographie médicale, qui est un réel problème posé à notre pays. Fidèle à sa vocation de force de propositions, l’APVF a souhaité s’inscrire dans la perspective de la future réforme hospitalière que doit présenter la Ministre de la Santé et qui sera débattue devant le Parlement, car une réforme est bel et bien nécessaire, nous l’avons toujours dit. Elle se doit de concilier rationalisation des dépenses, qualité de la prise en charge et égalité d’accès aux soins sur tout le territoire. Cette dernière assertion ne doit surtout pas être oubliée dans la future loi (résumé d’auteur). (2009). Déploiement des systèmes de téléradiologie. Panorama des initiatives en région et recommandations. Paris Asip Santé: 33. http://www.asipsante.fr/docs/Teleradiologie_panorama_init_Region_Nov2009.pdf La publication de ce rapport formalise le travail d?état des lieux mené par l?ASIP Santé auprès de plus de 80 acteurs sur le terrain, en concertation avec la Mission pour l?informatisation du système de santé (MISS), la Direction de l?hospitalisation et de l?organisation des soins (DHOS) et l?Agence nationale d?appui à la performance des établissements de santé et médico-sociaux (ANAP). A partir de cet état des lieux des initiatives existantes en matière de téléradiologie, des recommandations ont été proposées, qui viendront nourrir la construction d?un cadre national d?exigences fonctionnelles et techniques. (2009). Les conditions de mise en oeuvre de la télémédecine en unité de dialyse médicalisée. Evaluation des programmes et politiques de santé publique.: 177. http://www.has-sante.fr/portail/upload/docs/application/pdf/201001/argumentaire_conditions_telemedecine_udm_vf.pdf [BDSP. Notice produite par HAS R0xEJHFF. Diffusion soumise à autorisation]. Le contexte dans lequel s'inscrit cette demande est caractérisé par l'augmentation continue du nombre de patients en insuffisance rénale chronique terminale traités par épuration extrarénale et la volonté de procéder à un déploiement opérationnel de la télémédecine dans la restructuration de l'offre de soins. La HAS décrit dans ses recommandations l'ensemble des conditions de mise en oeuvre de la télémédecine dans le fonctionnement d'une UDM permettant de garantir la qualité des soins et la sécurité de la prise en charge : modèle organisationnel lié à la télédialyse, modalités d'organisation et d'implantation des UDM, organisation des soins par télémédecine et procédures face aux urgences, aspects techniques du système de télédialyse, aspects économiques, juridiques, déontologiques. Un cadre global pour l'évaluation des projets pilotes est également proposé. Ces recommandations pourront servir de support à la mise en place de projets pilotes autorisés par les agences régionales de santé. Elles pourront également évoluer en fonction de la définition du cadre réglementaire d'exercice de la télémédecine, des retours d'expériences et de l'élargissement du champ de développement de la télémédecine aux autres modalités de traitement de l'insuffisance rénale chronique terminale. (2009). Téléradiologie : Pour un déploiement rapide et efficient de solutions sécurisées. Livre blanc GIXELLESSIS. Neuilly sur Seine LESSIS: 17. http://www.lesiss.org/publications/20090415telerad/Attachment00022654/LBT%E9l%E9radiologieLe6Gixel04 09.pdf Dans un contexte budgétaire tendu, les risques de désertification médicale et d?inégalité de traitement des patients deviennent très préoccupants. Ces risques, qui n?épargnent pas plus les grandes villes que les zones rurales, peuvent être maîtrisés en repensant les organisations en concertation avec les professionnels de la santé. La téléradiologie, qui constitue une déclinaison de la télésanté, peut constituer un soutien technologique au service de la collectivité, tout en s?insérant Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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dans le développement d?une économie numérique exportatrice pour notre pays. (2010). Démographie médicale, répartition des médecins sur le territoire. Enjeux pour l'accès aux soins et la sécurité des usagers. Cahiers; 1. Paris CISS: 43 +annexes. http://www.leciss.org/sites/default/files/101117_DOSSIER_DesertsMedicaux_Cahier1.pdfhttp://www.leciss.or g/sites/default/files/101117_ANNEXES_DesertsMedicaux_Cahier2.pdf L'enquête réalisée par le CISS, la FNATH et l'UNAF a consisté, cette année, à rassembler le plus grand nombre d’éléments disponibles sur la démographie médicale, la répartition des médecins sur le territoire, l’évolution prévisible de ces installations et a également porté sur les aides à l’installation et au maintien mises en place par l’assurance maladie en direction des médecins afin de les inciter à s’installer ou à se maintenir sur les zones réputées « sous denses » par les ex-Missions régionales de santé. Les données exploitées dans ce dossier proviennent à la fois de celles qui ont fait l’objet d’une publication, en 2010, du Conseil national de l’ordre des Médecins, sous la forme d’atlas régionaux, et de celles qui nous ont été transmises par la cinquantaine de CPAM (sur cent) qui ont donné suite aux requêtes formulées par nos représentants présents au sein de leurs conseils. Le CISS, la FNATH et l’Unaf souhaitent ainsi exprimer les inquiétudes des usagers qui, pour nombre d’entre eux, sont confrontés au péril de l’éloignement de la médecine de premier recours. (Extrait de la synthèse). (2011). Efficience de la télémédecine : état des lieux de la littérature internationale et cadre d'évaluation. Note de cadrage. St Denis La Plaine HAS: 41 , tabl., fig. http://www.has-sante.fr/portail/upload/docs/application/pdf/2011-06/cadrage_telemedecine_vf.pdf Cette note de cadrage concerne la mise en œuvre d’une évaluation médico-économique de la télémédecine par un état des lieux de la littérature internationale. Cette évaluation s’inscrit dans une optique d’aide à la décision publique. Elle vise à apporter des éléments de cadrage sur le déploiement de la télémédecine en France concernant les trois objectifs suivants : Contribuer à la définition d’axes prioritaires de déploiement de la télémédecine à partir de l’identification des projets pilotes et expérimentations les plus efficients ; proposer un cadre d’évaluation médico-économique en fonction des indicateurs recensés et d’une classification des projets de télémédecine ; identifier des modèles économiques afin de proposer des éléments permettant d’orienter la politique de financement. La réalisation de cette évaluation a pour origine la volonté des pouvoirs publics et des acteurs de terrain de déployer la télémédecine en France. A la suite du décret relatif à la télémédecine publié en octobre 2010, la Direction Générale de l’organisation des soins a annoncé, début 2011, la mise en place d’un plan triennal de déploiement national de la télémédecine. Dans cette dynamique actuelle, les attentes du demandeur sont doubles : d’une part, contribuer à alimenter les axes d’orientation de la politique de déploiement de la télémédecine, et, d’autre part, proposer des outils d’évaluation des expérimentations et projets pilotes concernant les aspects médico-économiques (2012). Fonds d'intervention pour la qualité et la coordination des soins (FIQCS). Rapport d'activité 2011. Paris FIQCS: 77 , tabl., fig. http://www.ameli.fr/fileadmin/user_upload/documents/RA_FIQCS_2011_VF.pdf Ce rapport retrace dans une première partie les éléments d'analyse de l'activité générale du Fonds d'intervention pour la qualité et la coordination des soins (FIQCS), puis il reprend chacune des thématiques financées par le FIQCS. Enfin, il présente des fiches exposant, par région, l'implantation des structures financées par le FIQCS eu égard à l'offre de soins locale. L'autorisation de dépenses 2011 du FIQCS a été fixée à 266 millions d'euros. Le taux de consommation des crédits a été de 98 %. La nature des actions financées par le FIQCS est très stable, avec un financement principalement consacré au niveau national, au DMP (17 % des dépenses globales du FIQCS) et au niveau régional aux réseaux de santé (64 % des dépenses globales) et à la permanence des soins ambulatoire (7 % des dépenses globales). Le FIQCS a également permis aux ARS de soutenir des actions favorisant la coordination des soins en ville, par un financement accru de projets d'exercice regroupé, de nouveaux modes d'exercice et d'actions de télémédecine ou sur les systèmes d'information. (2012). La télémédecine en action : 25 projets passés à la loupe. Un éclairage pour le déploiement national. Tome 1 : les grands enseignements. Paris ANAP: 76 , fig., annexes. http://esante.gouv.fr/sites/default/files/2012_ANAP_telemedecine.pdf Destiné aux porteurs de projet télémédecine et aux Agences régionales de santé (ARS), ce document a pour ambition de les aider à consolider des organisations de télémédecine existantes ou à mettre en Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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place de nouveaux projets, au travers du retour d'expérience et de la capitalisation réalisés à partir de 25 projets matures. Ces derniers sont analysés en portant une attention particulière au projet médical, aux aspects organisationnels, techniques, juridiques, financiers, aux ressources humaines, à la gouvernance, à la gestion de projet et à l'évaluation, et déclinés en fonction des priorités nationales. L'analyse met en évidence des situations très diverses, liées à la maturité des organisations. Toutefois, ce document identifie 5 facteurs clés de succès : un projet médical répondant à un besoin, un portage médical fort soutenu par un coordonnateur, une organisation adaptée et protocolisée, des nouvelles compétences à évaluer et un modèle économique construit. Le document vise également à favoriser la mise en œuvre du Plan national de déploiement de la télémédecine (résumé de l'éditeur). (2012). Rapport d'analyse des projets article 70. Saint-Denis HAS: 53 , tabl., annexes. http://www.has-sante.fr/portail/upload/docs/application/pdf/201303/rapport_analyse_projets_article_70.pdf L'article 70 de la LFSS 2012 propose des expérimentations visant à améliorer l'organisation et la coordination des parcours de santé des personnes âgées afin de prévenir les recours évitables à l'hospitalisation (module 1) et de coordonner les soins en sortie d'hospitalisation (module 2). En tant qu'évaluateur de ces projets, la HAS accompagne les acteurs des projets, ARS et promoteurs. Dans ce cadre, elle a élaboré un premier Rapport d'analyse des projets article 70 qui présente l'analyse globale des onze projets tels qu'ils ont été adressés à la HAS, en s'attachant à identifier la présence des différentes activités et stratégies mises en œuvre dans les projets, leur déclinaison et leur cohérence. Cette analyse a été présentée aux acteurs de projets et discutée avec eux, afin de les aider dans leur travail de maturation des projets. (2013). Accès aux soins : en finir avec la fracture territoriale. Paris Institut Montaigne: 73 , tabl., fig. http://www.institutmontaigne.org/fr/publications/acces-aux-soins-en-finir-avec-la-fracture-territoriale Très onéreux, d'une grande complexité institutionnelle et administrative, le système de soins français pèche également par l'archaïsme de son organisation, caractérisé par de forts cloisonnements entre ville et hôpital comme entre professionnels de santé. Au-delà des problèmes évidents de répartition sur le territoire des professionnels de santé, la question est sans doute plutôt celle du modèle d'organisation des soins en France, qui ne correspond plus aux exigences sociales, démographiques et technologiques de notre pays. Face à ces défis et dans un contexte de finances publiques contraint, comment adapter notre système de santé ? C'est vers une organisation décloisonnée, régionalisée, construite autour des besoins des patients qu'il faut s'orienter. Le système de santé doit également s'adapter aux exigences des nouvelles générations de professionnels de santé et leur offrir les moyens d'exercer leur métier de façon regroupée, en bénéficiant de l'apport des nouvelles technologies. (2013). Efficience de la télémédecine : état des lieux de la littérature internationale et cadre d'évaluation. Note de cadrage. St Denis La Plaine HAS: 154 , tabl., fig. http://esante.gouv.fr/sites/default/files/2013_07_Rapport_HAS_TLM.pdf La télémédecine est une forme de pratique médicale à distance fondée sur l’utilisation des technologies de l’information et de la communication, qui fait l’objet depuis 2011 d’une stratégie nationale de déploiement. Les attentes autour de la télémédecine sont aujourd’hui très importantes et son développement confronte les pouvoirs publics, les patients et les professionnels à de nouvelles problématiques, en particulier celle de l’évaluation médico-économique des projets. La demande de la DGOS à l’origine de ce rapport s’inscrit dans une optique d’aide à la décision publique. A partir d’une revue de la littérature internationale portant sur l’évaluation médico-économique de la télémédecine, sans délimitation du champ à un domaine d’application spécifique, l’objectif de ce rapport est double : Réaliser un état des lieux des études d’évaluation médico-économique de la télémédecine et apprécier l’apport de cette littérature pour alimenter les réflexions concernant la question de l’efficience de cette forme de pratique médicale, la définition d’axes de déploiement et l’identification de modèles de financement ; Proposer un cadre d’évaluation médico-économique afin de favoriser la mise en œuvre d’évaluations dans le contexte français. (2013). Efficience de la télémédecine : état des lieux de la littérature internationale et cadre d'évaluation. Annexes : Elaboration de matrices d'impact des effets attendus de la télémédecine : applications aux chantiers prioritaires. Note de cadrage. St Denis La Plaine HAS: 36 , tabl., fig., ann. http://esante.gouv.fr/sites/default/files/2013_07_Rapport_HAS_TLM_Annexes.pdf Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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La télémédecine est une forme de pratique médicale à distance fondée sur l’utilisation des technologies de l’information et de la communication, qui fait l’objet depuis 2011 d’une stratégie nationale de déploiement. Les attentes autour de la télémédecine sont aujourd’hui très importantes et son développement confronte les pouvoirs publics, les patients et les professionnels à de nouvelles problématiques, en particulier celle de l’évaluation médico-économique des projets. La demande de la DGOS à l’origine de ce rapport s’inscrit dans une optique d’aide à la décision publique. A partir d’une revue de la littérature internationale portant sur l’évaluation médico-économique de la télémédecine, sans délimitation du champ à un domaine d’application spécifique, l’objectif de ce rapport est double : Réaliser un état des lieux des études d’évaluation médico-économique de la télémédecine et apprécier l’apport de cette littérature pour alimenter les réflexions concernant la question de l’efficience de cette forme de pratique médicale, la définition d’axes de déploiement et l’identification de modèles de financement ; Proposer un cadre d’évaluation médico-économique afin de favoriser la mise en œuvre d’évaluations dans le contexte français. Ce document rassemble les annexes de ce rapport d'évaluation. (2014). Vademecum télémedecine. Paris Conseil National de l'Ordre des médecins: 21. http://www.conseilnational.medecin.fr/sites/default/files/cn_pdf/septembre2014/master/sources/projet/MEDECINSVademecum.pdf Ce Vade-mécum constitue un guide commenté sur les aspects juridiques et déontologiques à respecter lors de la construction des projets de télémédecine et dans sa pratique. Il comporte deux parties : L’analyse du CNOM pour l’application pratique du cadre réglementaire, afin de constituer une base de doctrine déontologique pour l’examen des contrats de Télémédecine prévus par le décret; La position du CNOM sur des prestations médicales qui se situent aux confins du cadre réglementaire et que le CNOM estime nécessaire de réguler. (2016). La Télémédecine en action : Construire un projet de télémédecine. Paris ANAP: 25 , fig., annexes. http://www.anap.fr/publications-et-outils/publications/detail/actualites/la-telemedecine-en-action-construireun-projet-de-telemedecine/ La télémédecine est un acte médical à distance permettant d’envisager des organisations innovantes au service du patient. Elle permet selon les besoins de répondre à des carences de l’offre de soins, de faciliter l’accès à l’expertise ou même d’améliorer la performance des organisations en place. Aussi, afin de répondre aux besoins des porteurs de projets de télémédecine, quelle que soit la pathologie ou la population dont ils cherchent à améliorer la prise en charge et quels que soient les actes de télémédecine mobilisés, l’ANAP a cherché à définir une démarche centrée sur la définition d’un projet médical et un processus de prise en charge qui soient adaptés à toutes les situations. (2016). Télémédecine et autres prestations médicales électroniques. Paris Conseil National de l'Ordre des médecins: 15. https://www.conseil-national.medecin.fr/node/1692 Le CNOM constate qu’au terme de la Grande consultation qu’il a conduite, 70% des médecins indiquent la nécessité d’intégrer le numérique dans l’organisation des soins sur les territoires. En revanche les innovations technologiques ne doivent pas conduire à l’ubérisation des prestations médicales. Le CNOM demande donc à la fois : - une simplification de la réglementation de la télémédecine pour qu’elle soit intégrée concrètement dans les parcours de soins des patients et les pratiques quotidiennes des médecins, l’instauration d’une régulation des offres numériques en santé, dans le respect de principes éthiques et déontologiques dans le champ sanitaire. Bapt, G., et al. (2015). Quelle santé à domicile pour demain ? Paris Fédération des PSAD: 2 vol (35; 18 ). http://www.fedepsad.fr/_lib_medias/files/314-1135.pdf - http://www.fedepsad.fr/_lib_medias/files/3141136.pdf La Fédération des PSAD a mené un travail prospectif pour comprendre les évolutions prévisibles de la santé à domicile dans les prochaines années. Les traitements à domicile sont appelés à se développer et des solutions nouvelles vont émerger pour accompagner ces évolutions. Il apporte un éclairage global autour de 6 dimensions essentielles : le patient à son domicile, la coordination des soins, la télésanté, l’accès aux soins, des économies pour le système de santé et l’innovation du domicile. Sur la base des conclusions de ce rapport, la fédération a formulé trente et une propositions regroupées en Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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neuf axes structurants: répondre à l'aspiration des patients et de leur famille à être traités chez eux; développer la qualité et la sécurité des soins et prestations à domicile ; promouvoir l’égal accès aux soins à domicile sur tout le territoire ; faire bénéficier l’éducation thérapeutique au plus grand nombre ; structurer une offre efficiente dans le parcours de soins du patient ; développer des logiques de performance et de remboursement en fonction de l’utilisation ou de l’efficacité ; accompagner la diffusion de l’innovation ; mettre en œuvre la télémédecine ; contribuer au partage des données de santé. Berland, Y. (2002). La démographie des professions de santé. Paris MSSPS: 113. http://www.sante.gouv.fr/htm/actu/demo_profsante.pdf Ce rapport sur la démographie médicale en France rend compte des résultats de la Mission Démographie des Professions de santé. Bien qu'il constate qu'il n'y a jamais eu autant de professionnels de santé qu'actuellement, il souligne, pour les années à venir, des risques de pénuries géographiques et disciplinaires, puisque le numerus clausus 2002 estimé à 4700 aurait pour conséquence de diminuer de 20 % le nombre des médecins. De plus, le vieillissement de la population et le consumérisme médical ne cessent d'accroître la demande de soins. Paradoxalement, le rapport note qu'à côté d'un sureffectif provisoire, "de forts contrastes géographiques" apparaissent. Si les zones urbaines ont une forte densité médicale, les zones péri-urbaines et rurales sont sousmédicalisées. Plusieurs voies d'exploration sont proposées pour pallier à cette évolution : la mise en place d'incitations financières pérennes, la création d'un collaborateur salarié et la multiplication des autorisations d'exercice en cabinet secondaire. Mais il faudrait lutter contre l'isolement du médecin en zone rurale notamment par la télémédecine, en permettant un maillage des zones concernées par un réseau à haut débit facilitant le transport rapide d'informations et d'images numérisées. Ce document est disponible sur le site du ministère chargé de la santé : http://www.sante.gouv.fr => Actualités / presse => Les rapports du gouvernement actuel => 2002. Berland, Y. (2005). Rapport de la Commission démographie médicale. Paris MSSPS: 61 , tabl., graph., carte. http://www.ladocumentationfrancaise.fr/rapports-publics/054000315/index.shtml Ce rapport sur la démographie médicale en France rend compte des résultats de la Commission démographie médicale. Il est articulé autour d'une première partie, qui dessine un état des lieux de la répartition de l'offre de soins médicaux sur le territoire national ; d'une deuxième partie, qui résume les mesures prises au cours des dernières années, d'une part pour se doter d'outils de pilotage de la démographie médicale, d'autre part pour inciter à un exercice dans les territoires déficitaires. La troisième partie énonce les propositions d'amélioration de la Commission. Bruguiere, M. T. (2011). Les territoires de santé : rapport d'information. Paris Sénat: 81 , ann. http://www.senat.fr/rap/r10-600/r10-6001.pdf L'offre de soins, dans nombre de territoires français, n'est plus au diapason de la demande. En s'emparant, à son tour, de cette question, la Délégation du Sénat aux collectivités territoriales et à la décentralisation a souhaité l'aborder avec un regard différent : celui des élus locaux. Estimant qu'une politique efficace de protection de la santé ne peut se concevoir sans prendre en compte leur rôle et leurs attentes en la matière, le rapport avance une vingtaine de propositions pour assurer une répartition équilibrée de l'offre de soins sur l'ensemble des territoires. Descours, C. (2003). Propositions en vue d'améliorer la répartition des professionnels de santé sur le territoire. Paris MSSPS: 40 , ann. http://www.ladocumentationfrancaise.fr/rapports-publics/034000383/index.shtml Les perspectives démographiques des professionnels de santé font dès à présent apparaître un vieillissement et une diminution des effectifs avec, en filigrane, l'apparition de phénomènes de pénurie sur certains territoires, si aucune mesure n'était prise. Cette relative désertification, qui peut déjà être constatée notamment dans certaines zones rurales et périurbaines, s'inscrit dans une évolution plus générale de la société et de la place que les professionnels de santé y occupent. Ce rapport dresse d'abord un état des lieux de la répartition des professionnels de santé sur le territoire français, puis analyse les raisons de cette inégale répartition. Il propose ensuite une panoplie de mesures incitatives s'adaptant à la diversité des situations locales. Hazebroucq, V. (2003). Rapport sur l'état des lieux en 2003 de la télémédecine française. Paris Ministère chargé Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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de la Recherche: 30. http://lesrapports.ladocumentationfrancaise.fr/BRP/034000522/0000.pdf Ce rapport répond à 3 objectifs principaux : décrire et catégoriser les applications existantes en France métropolitaine, décrire les réseaux de télécommunication et les débits utilisés, faire le point sur l'offre industrielle française existante en termes de matériels. Hubert, E. (2010). Rapport de la Mission de concertation sur la médecine de proximité. Paris La documentation française: 186. http://www.ladocumentationfrancaise.fr/rapports-publics/104000622/index.shtml Mme Elisabeth Hubert, ancien ministre, a été chargée par le Président de la République d'une mission portant sur la médecine de proximité, autour de trois objectifs : relancer le dialogue avec les médecins libéraux, permettre un très large échange avec les professionnels concernés et apporter des réponses aux évolutions structurelles que connait la médecine ambulatoire depuis de nombreuses années. Sur la base de nombreuses rencontres et de déplacements sur le terrain, l'auteur présente un état des lieux des conditions d'exercice de la médecine de proximité, et propose un ensemble de mesures : simplification des conditions d'exercice, modernisation des systèmes d'information, appui à l'exercice regroupé des professionnels, valorisation de la formation initiale de médecine générale, aide à l'installation dans les zones sous-médicalisées. Kornblum, C., et al. (2000). Télémédecine & Urgences. Paris MSSPS: pag. mult , 2 ann. http://www.sante.gouv.fr/htm/dossiers/telemed/tele_urg/sommaire.htm De nombreux services d'urgence ou de radiologie utilisent déjà les technologies de l'information et de la communication, notamment dans le domaine de la neurochirurgie et de la traumatologie. Pour concourir à une diffusion encore plus grande de la télémédecine et son extension à l'ensemble de l'activité des services d'urgence, la direction de l'hospitalisation et de l'organisation des soins a fait réaliser une étude intitulée "Principes directeurs de l'utilisation de la télémédecine pour les urgences". L'analyse développée par la société Expertech et pilotée par un comité réunissant des professionnels de services d'urgences, a eu pour objectif d'étudier et d'évaluer les applications de télémédecine existantes en France et à l'étranger. Elle est riche d'enseignements. Le triple intérêt de la télémédecine pour les urgences est clairement démontré. Son utilisation est tout à fait appropriée aux différentes séquences de la chaîne des urgences qui va du pré-hospitalier, à l'accueil dans les services d'urgence où sont pratiqués les examens, jusqu'à la prise en charge sur le même site ou le transfert dans un autre établissement et même jusqu'au post-hospitalier facilitant une coordination des soins entre les multiples intervenants. L'interopérabilité des sous-systèmes d'information est donc prioritaire. C'est pourquoi un cahier des charges concernant la mise en ?uvre de la télémédecine dans les services d'urgence est actuellement en cours de rédaction par un groupe d'experts hospitaliers à partir de cette étude. Il sera prochainement publié et aidera les structures de soins à effectuer leurs appels d'offres. Mais de nombreuses recommandations figurent dès maintenant dans le présent document. Elles intéresseront l'ensemble des acteurs du terrain, professionnels de santé et directions d'établissements : dans le domaine complexe des urgences, il est clair, que notamment, l'organisation fonctionnelle doit précéder la mise en place des outils techniques. Ces recommandations seront également utiles aux agences régionales de l'hospitalisation et services déconcentrés du ministère qui suivent la mise en ?uvre des SROS Urgences (d'après la préface). Lasbordes, P. (2009). La télésanté : un nouvel atout au service de notre bien-être. Un plan quinquennal écoresponsable pour le déploiement de la télésanté en France. Paris Ministère de la santé: 247. http://www.ladocumentationfrancaise.fr/rapports-publics/094000539/ Après avoir présenté les enjeux et les bénéfices attendus de la télésanté, et mené une analyse critique de plus de six cent références mondiales, la mission s'est attachée à présenter : 15 recommandations concrètes pour un déploiement immédiat de la télésanté ; une structure de gouvernance forte ; une feuille de route 2010-2014. Laurent, P. et Schroeder, J. B. (2012). Télémédecine 2020 : modèles économiques pour le télésuivi des maladies chroniques. Courbevoie Snitem: 64 , tabl., graph., fig. http://www.wkpharma.fr/actualites/upload/pharmacie/pharmacie_actu65189_Livre_Blanc_TLM_Syntec_Snitem_201 3.pdf Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub



Page 67 sur 254



www.irdes.fr E-santé : télésanté, santé numérique et santé connectée



Septembre 2016



Les industriels du matériel médical, réunis au sein du Snitem, et les entreprises du numérique, représentées par le Syntec Numérique, ont présenté hier un Livre blanc sur la télémédecine focalisé sur le suivi des pathologies chroniques (diabète, bronchite chronique, insuffisance cardiaque, etc.). Maintenant que les technologies existent et que le cadre réglementaire a été éclairci, les industriels demandent aux autorités de santé certaines garanties afin de sortir du stade expérimental actuel et de commencer des opérations pilotes de plus grande envergure. En s'appuyant sur des expériences étrangères, les auteurs du Livre blanc esquissent cinq scénarios de prise en charge, qui supposent des évolutions plus ou moins importantes. Dans tous les cas, ces programmes aboutissent à une amélioration du confort de vie des patients et une baisse du nombre d'hospitalisations. De plus, des réductions de coûts sont constatées grâce à une moindre consommation des ressources hospitalières. Ce livre blanc présente 6 projets européens et américains, axés sur la prise en charge de maladies chroniques. Cette revue aborde les organisations et dispositifs déployés, les modèles économiques mis en place et l'évaluation médico-économique effectuée. Les auteurs identifient enfin des facteurs clés de succès, nécessaires au déploiement à grande échelle de la télémédecine pour le suivi de maladies chroniques : une vision stratégique portée par une impulsion politique forte et continue dans le temps ; l'implication de l'organisme payeur dans la structuration de la filière ; le portage du projet par les professionnels de santé ; le rôle pivot du médecin traitant (ou spécialiste) dans l'inclusion du patient, et son suivi tout au long du parcours au travers le dossier médical informatisé. Legmann, M. (2010). Définition d'un nouveau modèle de la médecine libérale. Paris La documentation Française: 46, graph., annexes. http://www.ladocumentationfrancaise.fr/rapports-publics/104000184/index.shtml Le Docteur Michel Legmann, Président du Conseil national de l'Ordre des médecins, a été chargé par le Président de la République de mener une réflexion concernant la définition d'un nouveau modèle de la médecine libérale qui prenne en compte les aspirations des futurs médecins et permette de répondre de façon plus efficiente à la demande de soins de la population. La mission présente un état des lieux de l'exercice de la médecine en France qui confirme la crise profonde que connaît la médecine libérale : vieillissement des médecins en exercice, manque d'attractivité de l'activité libérale, baisse inéluctable des effectifs médicaux dans les dix prochaines années compte tenu de l'évolution à la baisse du numerus clausus de 1972 à 1999, etc. Sur cette base, la mission propose un certain nombre de mesures qui s'articulent autour de trois axes : la formation, initiale et continue, l'installation et les conditions d'exercice. Lopez, A. et Compagnon, C. (2015). Pertinence et efficacité des outils de politique publique visant à favoriser l'observance. Paris, Igas. http://www.igas.gouv.fr/IMG/pdf/2015037R_Pertinence_et_efficacite_des_outils_de_politique_publique2_.pdf En novembre 2014, le Conseil d'Etat avait annulé "pour incompétence" les deux arrêtés décriés qui liaient la prise en charge de la Sécurité sociale à la bonne utilisation d'un dispositif médical dit à pression positive continue (PPC) pour le traitement des apnées du sommeil. Il s'agissait de placer tous les patients portant ce masque la nuit sous "télé-observance", avec l'emploi des objets connectés. Après cet épisode, la ministre de la Santé Marisol Touraine avait missionné l'IGAS sur l'observance des traitements par les patients, notamment lorsque ils sont atteints d'une maladie chronique. Dans son rapport de juillet 2015, rendu public seulement un an plus tard, la mission "déconseille fortement" de moduler les remboursements des soins en fonction de l'observance des traitements. Outre les difficultés qui seraient rencontrées, notamment pour mesurer l'observance, ce serait s'engager sur une pente dont le terme et les conséquences sont difficiles à apprécier. En revanche, l'IGAS préconise de développer l'éducation thérapeutique et l'accompagnement des patients, et de "développer une offre de télé-suivi-accompagnement" s'appuyant sur l'essor des appareils connectés, qui vont "profondément modifier l'exercice de la médecine". Le financement de ces services de télé-suivi-accompagnement dépendrait de leur performance, "faisant de la bonne observance et de la fidélisation des patients des marqueurs de la qualité de l'accompagnement". Lucas, J. (2009). La télémedecine. Les préconisations de l'Ordre national des médecins. Paris CNOM: 21, annexes. http://www.web.ordre.medecin.fr/rapport/telemedecine2009.pdf L'histoire de la médecine démontre que, à toute époque, les médecins ont incorporé dans leurs Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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pratiques les innovations technologiques, afin d'améliorer l'exercice de leur art au service de la qualité des soins et de la prise en charge des patients. La diffusion de ces technologies a toujours conduit à de nouvelles façons d'exercer la médecine. La télémédecine, qui n'est que l'application des technologies de l'information et de la communication (TIC) à l'exercice de la médecine, apparaît donc aujourd'hui comme l'un des moyens de faire face à de nouveaux besoins. Faire face aux défis qui doivent désormais être relevés par notre système de santé, contribuer à une amélioration d'un accès équitable aux soins, à leur coordination, à leur qualité en termes d'expertise, au maintien dans leur lieu de vie et en autonomie de patients âgés ou atteints de pathologies chroniques. Sous ce double aspect, le développement de l'utilisation des TIC dans le domaine de la santé jouera à la fois sur les pratiques médicales et sur l'organisation du système de soins. C'est la raison pour laquelle le Conseil national de l'ordre des médecins développe dans ce Livre Blanc son analyse de ce nouveau mode de pratique et, plus encore, les conditions nécessaires pour garantir la qualité de la médecine et le respect des droits des patients, ce qui est le propre de la déontologie médicale qu'il a la charge de faire respecter. A cet égard, le Conseil national de l'ordre des médecins souligne d'emblée que les nouvelles technologies ne sont que des outils supplémentaires au service de la médecine qui est elle même au service des malades. Tout en considérant la télémédecine comme l'un des moyens de faire face aux défis posés à notre système de santé, l'Ordre souligne que sa mise en ?uvre doit être exclusivement guidée par des besoins et une nécessité justifiés. La pratique de la télémédecine ne saurait venir contribuer à une déshumanisation de la relation avec le patient. Aucune technologie ne peut venir remplacer la relation humaine, interpersonnelle et singulière qui doit rester le fondement même de l'exercice de la médecine. C'est pourquoi, aux yeux de l'Ordre, la place de la télémédecine dans notre système de santé doit être définie en étroite concertation avec les médecins et les autres professionnels de santé, avec le concours des patients et de leurs représentants. Cette concertation doit s'élargir vers les industriels spécialisés et les organisations qui les représentent afin de vérifier l'adéquation et la fiabilité des dispositifs envisagés avec l'état de l'art technologique. Maurey, H., et Fichet, J. L. (2013). Rapport d'information sur la présence médicale sur l'ensemble du territoire. Paris Sénat: 133, ann. http://www.senat.fr/rap/r12-335/r12-3351.pdf Réalisé dans le cadre de la commission du développement durable, qui a notamment en charge les questions d'aménagement du territoire, ce rapport d'information du Sénat sur la présence médicale sur l'ensemble du territoire fait le constat d'une situation inacceptable et qui ne va pas en s'améliorant - difficultés dans l'accès aux soins, inégalités dans la répartition territoriale de l'offre de soins et baisse significative de la démographie médicale. Les sénateurs proposent plusieurs mesures radicales pour lutter contre le fléau des déserts médicaux. Ils évoquent notamment une extension aux médecins du conventionnement sélectif en fonction de la nature des zones d'installation ainsi que l'obligation pour les spécialistes, à la fin de leurs études, d'exercer pendant deux ans dans les hôpitaux sous-dotés. Ils ne croient plus aux mesures incitatives, qu'ils jugent opaques, complexes et inefficaces. Ils souhaitent flécher l'installation des professionnels de santé vers des territoires délaissés, procédé qui a déjà été appliqué aux infirmiers en 2008 avec de bons résultats (un bond des installations de 33 % dans les déserts médicaux en trois ans). Mais tous les gouvernements ont reculé devant le poids électoral des médecins et les grèves des internes. Parmi les autres recommandations retenues : la nécessité d'intervenir dès à présent auprès des étudiants, afin de les prévenir que ce système pourrait être généralisé si les déserts médicaux s'étendent d'ici à la fin de la législature ; régionaliser le numerus clausus en fonction des besoins des territoires, alors qu'à l'heure actuelle ce mécanisme ne définit les effectifs d'étudiants en médecine qu'au niveau national. Les autres propositions du groupe de travail sont plus consensuelles. Elles consistent notamment à encourager le travail en équipe et la coopération entre professionnels de santé, les nouvelles formes d'exercice, les transferts d'actes entre professions de santé, la télémédecine, l'allongement de la durée d'activité des médecins en exonérant les retraités actifs du paiement des cotisations d'assurance vieillesse, ou encore à réformer les études de médecine et à créer au niveau départemental une commission de la démographie médicale. Midy, F. (1998). La télémédecine : document de travail. Rapport Credes. Paris CREDES: 31. A partir d'une revue de la littérature (Medline, base documentaire du Credes...), ce rapport bibliographique tente tout d'abord une définition de la télémédecine. Il en définit ensuite les enjeux, et fait une évaluation à la fois médicale et économique de ces nouvelles technologies. Il comprend, en Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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annexe, une liste des expérimentations en obstétrique, ainsi qu'une évaluation des résultats du point de vue des décideurs publics, des patientes et des praticiens. Midy, F., et al. (2000). Télémédecine & évaluation. Aide méthodologique à l'évaluation de la télémédecine. Rapport Credes. Paris M.S.S.P.S.: 80, tabl., graph. http://www.sante.gouv.fr/htm/dossiers/telemed/tele_eval/sommaire.htm Ce document a pour objectif de faire le point sur ce qu'il est raisonnable d'envisager en termes d'évaluation dans le domaine de la télémédecine. Dans un premier chapitre, les auteurs délimitent leur champ de réflexion en précisant les attendus de l'implantation de la télémédecine ainsi que les objectifs de l'évaluation. Ils font le point dans un deuxième chapitre sur les expériences qui sont décrites dans la littérature internationale et qui présentent un intérêt en termes d'évaluation. Les expériences (françaises et québécoises), pour lesquelles les auteurs ont mené une observation directe sont synthétisées dans le troisième chapitre. Le quatrième chapitre décline quelques principes généraux d'évaluation sous la forme d'un guide d'aide à l'évaluation illustré par des exemples. Pare, G., et al. (2009). Revue systématique des effets de la télésurveillance à domicile dans le contexte du diabète, des maladies pulmonaires et des maladies cardiovasculaires. Montreal AETMIS: 75 , tabl., annexes. http://www.aetmis.gouv.qc.ca/site/phpwcms_filestorage/0d0040ec61d7deca9b894aa36eb7b5df.pdf Vu la croissance des maladies chroniques, la hausse du vieillissement de la population et la politique du virage ambulatoire, un grand nombre de patients atteints de maladies chroniques pourraient bénéficier d?un suivi à distance à domicile au Québec. Parmi les maladies les plus fréquentes figurent le diabète, les maladies pulmonaires, l?insuffisance cardiaque et L?hypertension artérielle. Dans ce contexte, la question de l?efficacité d?une telle intervention se pose. La présente revue systématique se donne donc pour objectif de déterminer quels sont les effets associés à la télésurveillance à domicile. Ces effets seront examinés à la lumière des études ayant porté sur trois grandes catégories de maladies et leurs associations, soit le diabète (type 1, type 2 et gestationnel), les maladies pulmonaires (asthme et maladie pulmonaire obstructive chronique) ainsi que les maladies cardiovasculaires (insuffisance cardiaque et hypertension). L?évaluation explore également les conditions de réussite de ce mode de prestation des soins. Simon, O. et Acker, D. (2008). La place de la télémédecine dans l'organisation des soins. Paris Mssps: 160, tabl., fig., cartes, ann. http://www.sante-jeunesse-sports.gouv.fr/IMG//pdf/Rapport_final_Telemedecine.pdf Ce rapport concerne l'organisation des soins par la télémédecine, acte médical à distance tel qu'il est défini dans la loi du 14 août 2004. Après avoir défini le cadre déontologique et juridique de la télémédecine et son impact sur l'exercice professionnel (1), le rapport fera l'état des lieux des réalisations et des projets en France, en Europe et dans le Monde (2), analysera les enjeux à court et moyen termes, en déclinant les besoins par grands types de pathologies et par modes d'activité de soins (3), identifiera les principaux freins à son développement (4), fera des recommandations pour que sa mise en œuvre soit la plus efficiente possible afin d?apporter une réponse adaptée aux attentes des patients et des professionnels de santé (5).



Etudes étrangères Ouvrages (2010). Telemedicine : Opportunities and developments in Member States, Genève : OMS http://www.who.int/goe/publications/goe_telemedicine_2010.pdf Telemedicine can bring the eyes of a specialist to examine a critically ill patient from halfway around the globe. It bridges the distance between people and the best health care available and can be applied to a vast range of situations - from home care to specialized clinical settings. This second volume of the Global Observatory for eHealth series examines trends in the uptake of telemedicine, from the well established to newly emerging telemedicine applications. With an emphasis on the needs of developing countries, it looks to the future with an analysis of the strategic actions required Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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to support and strengthen telemedicine in countries. The publication is targeted at telemedicine practitioners and policymakers in health and information technology, as well as health care practitioners interested in adopting telemedicine services. The data and information would be useful for planning and evaluation of telemedicine service (résumé des éditeurs) Capelli, O. (2012). Primary Care at a Glance - Hot Topics and New Insights, http://www.intechopen.com/aboutintech.html http://www.intechopen.com/books/primary-care-at-a-glance-hot-topics-and-new-insights The content of the book is organized according to 5 attributes (accessibility, comprehensiveness, coordination, continuity and accountability), to give the reader an international overview of hot topics and new insights in Primary Care, all around the world. Gatrell, A. C. (2011). Mobilities and health, Farnham : Asghate Publishing Limited http://www.ashgate.com/default.aspx?page=637&calctitle=1&pageSubject=416&sort=pubdate&forthcoming= 1&title_id=10356&edition_id=13655 Looking at health and health care in a new way, this book examines health risks and benefits as encountered 'on the move' rather than focusing on the risks and benefits incurred at fixed locations. The provision and utilization of health care is also investigated, as produced/delivered and consumed/accessed in mobile settings. Engaging with the contemporary concern with 'mobilities' this book covers many forms of movement and flow, including movements of people, disease, information and health care. The issues and problems which are considered - whether re-emerging infections, displaced persons, or the 'risks' of globalised travel - are of current and ongoing concern. Drawing on three main disciplines, geography, sociology, and epidemiology, author Tony Gatrell makes strong connections between these areas of inquiry, drawing on (for example) social theorising, geographical concepts, and epidemiological methods and data. The book will be of interest to the growing number of geographers working on the geography of health, along with social scientists involved in the mobilities 'turn'. More broadly, as issues of global public health that invariably involve the movements of people, goods, viruses and information continue to hit the headlines, the book is both timely and of policy relevance (4e de couverture). Klazinga, N. (2010). Improving Value in Health Care: Measuring Quality, Paris : OCDE http://www.oecd.org/document/42/0,3343,en_2649_33929_46144874_1_1_1_1,00.html http://books.google.com/books?id=AQ1QmWh4B6oC&printsec=frontcover&hl=fr#v=onepage&q&f=fa lse This report is about how to improve quality in health care ? a vital objective for health systems everywhere. Quality in health care is multifaceted and has various perspectives. Every patient has a right to receive timely, safe and effective care. Patients also have a right to be informed about the care process and about its risk and benefits. Those who fund and manage health care have a duty to ensure that scarce health care resources are used judiciously and wisely for the greatest public good. The drive to improve quality does not stem simply from the fact that it is the right thing to do. Increased public involvement and awareness have been accompanied by a series of landmark critiques on quality in health care. The larger role of ICTs in health care systems has also meant that information relating to quality is now more abundant. Added to this, cost pressures on health systems have increased dramatically and OECD countries now spend more on health than ever before. Poor-quality health care ruins people’s lives or kills them (Institute of Medicine). It is also wasteful and expensive and results in squandered opportunities to treat those with the greatest need and least capital. As such, quality improvement in health care matters to the economy and to society. But how is better quality in health care achieved? How do we ensure that the views and experience of those who use health services promote improvements in quality? How do we measure quality and what are the benefits of ensuring that quality improvement policies are adequately linked with other related policy imperatives? Based on the experience of the OECD Health Care Quality Indicator Project, this report provides a template for policy makers and officials who are interested in improving the quality of their health care systems. The report does not advocate a-one-size-fits-all? approach to quality improvement; rather it points to certain key elements that make up effective quality improvement strategies ? principally, the requirement to align health care quality standards with national and local information systems developments, and to ensure that national strategies and policies aimed at improving quality are linked to robust quality indicators. Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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Lissauer, R. é. et Kendall, L. é. (2002). New Practitioners in the future health service : exploring roles for practitioners in primary and intermediate care, Londres : IPPR This pamphlet forms part of IPPR's future health worker project, exploring the implications for the workforce of providing patient-centred care. It draws together a set of forward-looking visions of new types of practitioners and new roles that may be required in the future health service. Individually, the papers will be of interest to professionals and managers within primary care, intermediate care and public health and those involved in the development of patients' role in self-care. The roles addressed are : the lay parson as healthcare practitioner, the telecarer, the consultant pharmacist and the pharmacy technician, the public health leader, the intermediate care practitioner and knowledge brokers.



Articles Aarnio, P., et al. (2000). "A new method for surgical consultations with videoconference." Annales Chirurgiae Et Gynaecologiae(89): 336-340, 332 tabl. Abbott, P. A. et Liu, Y. (2013). "A scoping review of telehealth." Yearb Med Inform 8: 51-58. OBJECTIVES: This scoping review of the telehealth literature over the past year was conducted to provide a snapshot of some of the current developments in the field. As with any scoping review, only a subset of papers was examined, and the rigorous methods of a systematic review are not applied. METHODS: We surveyed selected dimensions of the current literature, specifically targeting telehealth or eHealth interventions at the patient (or micro) level in this scoping review. Considering the lack of clarity around the terms like mHealth, eHealth, telehealth, and telemedicine, efforts were made understand and harmonize the terminology as part of the review process. RESULTS: A total of 171 papers that matched the search criteria were culled from the literature. After discussion and debate, a total of 26 papers were retained and classified into at least one of 5 conceptual categories that were derived form a concept analysis. The five categories are Preventive and Therapeutic Effects; Health Service Utilization; Challenges & Opportunities for Enhanced User Centered Design; Low-powered studies/inconclusive evidence; and Future trends in telehealth. Each of these 5 concept categories are discussed to provide a better understanding of present opportunities, challenges, and the overall prospects for telehealth advancement. CONCLUSIONS: The field is expanding and maturing rapidly. There is a need for larger scale studies that balance rigor while reducing translational latency. Additional attention to implementation science methods is recommended as global telehealth projects accelerate. Agboola, S., et al. (2015). "Heart failure remote monitoring: evidence from the retrospective evaluation of a real-world remote monitoring program." J Med Internet Res 17(4): e101. BACKGROUND: Given the magnitude of increasing heart failure mortality, multidisciplinary approaches, in the form of disease management programs and other integrative models of care, are recommended to optimize treatment outcomes. Remote monitoring, either as structured telephone support or telemonitoring or a combination of both, is fast becoming an integral part of many disease management programs. However, studies reporting on the evaluation of real-world heart failure remote monitoring programs are scarce. OBJECTIVE: This study aims to evaluate the effect of a heart failure telemonitoring program, Connected Cardiac Care Program (CCCP), on hospitalization and mortality in a retrospective database review of medical records of patients with heart failure receiving care at the Massachusetts General Hospital. METHODS: Patients enrolled in the CCCP heart failure monitoring program at the Massachusetts General Hospital were matched 1:1 with usual care patients. Control patients received care from similar clinical settings as CCCP patients and were identified from a large clinical data registry. The primary endpoint was all-cause mortality and hospitalizations assessed during the 4-month program duration. Secondary outcomes included hospitalization and mortality rates (obtained by following up on patients over an additional 8 months after program completion for a total duration of 1 year), risk for multiple hospitalizations and length of Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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stay. The Cox proportional hazard model, stratified on the matched pairs, was used to assess primary outcomes. RESULTS: A total of 348 patients were included in the time-to-event analyses. The baseline rates of hospitalizations prior to program enrollment did not differ significantly by group. Compared with controls, hospitalization rates decreased within the first 30 days of program enrollment: hazard ratio (HR)=0.52, 95% CI 0.31-0.86, P=.01). The differential effect on hospitalization rates remained consistent until the end of the 4-month program (HR=0.74, 95% CI 0.54-1.02, P=.06). The program was also associated with lower mortality rates at the end of the 4-month program: relative risk (RR)=0.33, 95% 0.11-0.97, P=.04). Additional 8-months follow-up following program completion did not show residual beneficial effects of the CCCP program on mortality (HR=0.64, 95% 0.34-1.21, P=.17) or hospitalizations (HR=1.12, 95% 0.90-1.41, P=.31). CONCLUSIONS: CCCP was associated with significantly lower hospitalization rates up to 90 days and significantly lower mortality rates over 120 days of the program. However, these effects did not persist beyond the 120-day program duration. Agrawal, A., et al. (2011). "Systematic survey of discrepancy rates in an international teleradiology service." Emerg Radiol 18(1): 23-29. International teleradiology services (ITS) to the United States are based on the principle of deploying American board-certified radiologists across global time zones to optimally distribute the workload. While errors may be reduced by circumventing the traditional night call, there is limited evidence on the actual error rates of teleradiology groups. We have a comprehensive quality assurance (QA) process in our practice, which includes a review of discrepancies between preliminary reports and the final reports by the on-site radiologists. We analyzed the discrepancy QA data to determine the error rates. Archived QA data for 126,449 cases over a period of 1 year (2008) were analyzed for the discrepancy rate, nature of errors, and possible contributory factors. The scores ranged from 0 (no error) to 5 (clinically significant in the acute setting) based on the level of clinical significance. A novel modified Lorenz plot was used to estimate the degree of underreporting and to estimate the true error rate. An internal review of 200 cases was performed to validate the findings. Of the total, there was a total of 227 confirmed errors (0.18%, 95% CI, 0.16 to 0.20). Of these, the majority were levels 2 and 3 (minor error and error of long-term significance but not in the acute setting). Even after correction for underreporting, error rates were less than 1% for clinically significant errors. ITS is associated with very low rates of clinically significant errors. Due to limited feedback, particularly for minor errors, an internal review is important. Aguas Peris, M., et al. (2015). "Telemedicine in inflammatory bowel disease: opportunities and approaches." Inflamm Bowel Dis 21(2): 392-399. This review article summarizes the evidence about telemedicine applications (e.g., telemonitoring, teleconsulting, and tele-education) in the management of patients with inflammatory bowel disease (IBD), and we aim to give an overview of the acceptance and impact of these interventions on health outcomes. Based on the literature search on "inflammatory bowel disease," "Crohn's disease" and "ulcerative colitis" in combination with "e-health," "telemedicine," and "telemanagement," we selected 58 titles and abstracts published up to June 2014 and searched in PubMed, EMBASE, MEDLINE, Cochrane Database, Web of Science and Conference Proceedings. Titles and abstracts were screened for a set of inclusion criteria: e-health intervention, IBD as the main disease, and a primary study performed. Finally, 16 were included for full reading, data extraction, and critical appraisal of the evaluation. Most studies use telemonitoring (home telemanagement system or web portal) and telecare (real-time telephone and image) as telemedicine applications and assessed the feasibility and acceptance of these systems, adherence to treatment, quality of life, and patient knowledge, particularly in patients with ulcerative colitis. Furthermore, some of these studies evaluated the patients' empowerment, health care costs, and safety of telemonitoring in IBD. In conclusion, the health outcomes of telemedicine applications in IBD suggest that these could be implemented in clinical practice because they are safe and feasible applications that are well accepted by the patient and improve adherence, quality of life, and disease knowledge. Further studies with large sample sizes and complex diseases are needed to confirm these results. Amatya, B., et al. (2015). "Effectiveness of telerehabilitation interventions in persons with multiple sclerosis: A systematic review." Mult Scler Relat Disord 4(4): 358-369. Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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BACKGROUND: Telerehabilitation, a service delivery model using telecommunications technology to provide therapy at a distance, is used in persons with multiple sclerosis (pwMS), but evidence for their effectiveness is yet to be determined. OBJECTIVE: To investigate the effectiveness and safety of telerehabilitation intervention pwMS. METHOD: A comprehensive literature search was conducted using medical and health science electronic databases. Three reviewers selected potential studies and independently assessed the methodological quality. A meta-analysis was not possible due to heterogeneity amongst included trials, and a qualitative analysis was performed for best evidence synthesis. RESULTS: Ten RCTs and 2 observational studies (n=564 participants) investigated a wide variety of telerehabilitation intervention in pwMS, which included: physical activity; educational, behavioural and symptom management programmes. All studies scored "low to moderate" on the methodological quality assessment implying high risk of bias. Overall, the review found low level evidence for the effectiveness of telerehabilitation on reducing short-term disability and reducing and/or improving symptoms, such as fatigue. There was low level evidence suggesting some benefit of telerehabilitation in improving functional activities; improving symptoms in the longer-term; and psychological outcomes and quality of life. There is limited data on safety, process evaluation and no data on cost-effectiveness of telerehabilitation. CONCLUSIONS: A wide range of telerehabilitation is used in pwMS, however, the quality of evidence on these interventions was low. More robust trials are needed to build evidence about these interventions. Arif, M. J., et al. (2014). "A review on the technologies and services used in the self-management of health and independent living of elderly." Technol Health Care 22(5): 677-687. As the number of aged people is rapidly growing, the need for health and living care of aged people living alone becomes imperative. The telecare systems are able to provide flexible services for older people suffering from chronic diseases, but are largely user group oriented. However, it is common in elderly to show symptoms of a combination of (chronic) diseases. Moreover, elderly are totally dependent on a third person as they are unable to perform a number of basic functions at home. They also feel cutt off from the social fabric. Old people living in remote places typically use telephone that dials a social alarm control center or mobile social alarm systems and monitoring systems. This study examines the existing solutions related to elderly assistance and proposes an advanced solution based on web technology for the self-management of health and independent living of elderly. Armfield, N. R., et al. (2015). "The clinical use of Skype--For which patients, with which problems and in which settings? A snapshot review of the literature." Int J Med Inform 84(10): 737-742. BACKGROUND: Low-cost and no-cost software-based video tools may be a feasible and effective way to provide some telemedicine services, particularly in low-resource settings. One of the most popular tools is Skype; it is freely available, may be installed on many types of devices, and is easy to use by clinicians and patients. While a previous review found no evidence in favor of, or against the clinical use of Skype, anecdotally it is believed to be widely used in healthcare for providing clinical services. However, the range of clinical applications in which Skype has been used has not been described. AIM: We aimed to identify and summarize the clinical applications of Skype. METHODS: We reviewed the literature to identify studies that reported the use of Skype in clinical care or clinical education. We searched three electronic databases using the single search term "Skype". RESULTS: We found 239 unique articles. Twenty seven of the articles met our criteria for further review. The use of Skype was most prevalent in the management of chronic diseases such as cardiovascular diseases and diabetes, followed by educational and speech and language pathology applications. Most reported uses were in developed countries. In all but one case, Skype was reported by the authors to be feasible and to have benefit. However, while Skype may be a pragmatic approach to providing telemedicine services, in the absence of formal studies, the clinical and economic benefits remain unclear. Baak, J. P. A., et al. (2000). "Experience with a dinamic inexpensive video-conferencing system for frozen section telepathology." Analytical Cellular Pathology(21): 169-175, 163 tabl. Baardseng, T. (2004). "Telemedicine and eHealth in Norway: administration and delivery of services." Int J Circumpolar Health 63(4): 328-335. Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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OBJECTIVES: This article reviews the situation in Norway concerning the administration and delivery of telemedicine and eHealth. METHODS AND RESULTS: By introducing the Norwegian hospital reform implemented in January 2002, the review provides the background allowing to understand the shift in strategy within this field in Norway. It also provides a historical context regarding the use and development of telemedicine in Norway. Since the implementation of the hospital reform, it can be argued that, presently, there has been a significant change in strategy from what can be described as a "muddling through"-strategy to a more rational approach, based on common and clearly defined goals. CONCLUSIONS: The hospital reform can be regarded as an important crossroads for the use of information and communication technology in Norway. The hypothesis put forward is that the development since the reform was implemented has strengthened both the willingness and the ability to make rational choices and take important steps forwards regarding the use of information and communication technology in the health sector in Norway, when discussing both telemedicine and eHealth. Bacigalupe, G. (2011). "Is there a role for social technologies in collaborative healthcare?" Fam Syst Health 29(1): 1-14. The exponential growth, variety, and sophistication of the information communication technologies (ICTs) plus their growing accessibility are transforming how clinical practitioners, patients, and their families can work together. Social technologies are the ICTs tools that augment the ability of people to communicate and collaborate despite obstacles of geography and time. There is still little empirical research on the impact of social technologies in the case of collaborative health. Defining a set of social technologies with potential for developing, sustaining, and strengthening the collaborative health agenda should prove useful for practitioners and researchers. This paper is based on an extensive review of the literature focusing on emerging technologies and the experience of the author as a consultant to health care professionals learning about social technologies. A note of caution is required: the phenomenon is complex and hard to describe in writing (a medium very different from the technologies themselves). Hardware and software are in continuous development and the iterative adaptation of the emergent social technologies for new forms of virtual communication. Bahaadinbeigy, K., et al. (2010). "MEDLINE versus EMBASE and CINAHL for telemedicine searches." Telemed J E Health 16(8): 916-919. INTRODUCTION: Researchers in the domain of telemedicine throughout the world tend to search multiple bibliographic databases to retrieve the highest possible number of publications when conducting review projects. Medical Literature Analysis and Retrieval System Online (MEDLINE), Excerpta Medica Database (EMBASE), and Cumulative Index to Nursing and Allied Health Literature (CINAHL) are three popular databases in the discipline of biomedicine that are used for conducting reviews. Access to the MEDLINE database is free and easy, whereas EMBASE and CINAHL are not free and sometimes not easy to access for researchers in small research centers. OBJECTIVE: This project sought to compare MEDLINE with EMBASE and CINAHL to estimate what proportion of potentially relevant publications would be missed when only MEDLINE is used in a review project, in comparison to when EMBASE and CINAHL are also used. METHODS: Twelve simple keywords relevant to 12 different telemedicine applications were searched using all three databases, and the results were compared. RESULTS: About 9%-18% of potentially relevant articles would have been missed if MEDLINE had been the only database used. CONCLUSIONS: It is preferable if all three or more databases are used when conducting a review in telemedicine. Researchers from developing countries or small research institutions could rely on only MEDLINE, but they would loose 9%-18% of the potentially relevant publications. Searching MEDLINE alone is not ideal, but in a resource-constrained situation, it is definitely better than nothing. Baig, M. M., et al. (2015). "Mobile healthcare applications: system design review, critical issues and challenges." Australas Phys Eng Sci Med 38(1): 23-38. Mobile phones are becoming increasingly important in monitoring and delivery of healthcare interventions. They are often considered as pocket computers, due to their advanced computing Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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features, enhanced preferences and diverse capabilities. Their sophisticated sensors and complex software applications make the mobile healthcare (m-health) based applications more feasible and innovative. In a number of scenarios user-friendliness, convenience and effectiveness of these systems have been acknowledged by both patients as well as healthcare providers. M-health technology employs advanced concepts and techniques from multidisciplinary fields of electrical engineering, computer science, biomedical engineering and medicine which benefit the innovations of these fields towards healthcare systems. This paper deals with two important aspects of current mobile phone based sensor applications in healthcare. Firstly, critical review of advanced applications such as; vital sign monitoring, blood glucose monitoring and in-built camera based smartphone sensor applications. Secondly, investigating challenges and critical issues related to the use of smartphones in healthcare including; reliability, efficiency, mobile phone platform variability, cost effectiveness, energy usage, user interface, quality of medical data, and security and privacy. It was found that the mobile based applications have been widely developed in recent years with fast growing deployment by healthcare professionals and patients. However, despite the advantages of smartphones in patient monitoring, education, and management there are some critical issues and challenges related to security and privacy of data, acceptability, reliability and cost that need to be addressed. Bastardot, F., et al. (2015). "[Social networks and medicine]." Rev Med Suisse 11(493): 2050-2052, 2054. Social networks (social media or #SoMe) have entered medical practice within the last few years. These new media--like Twitter or Skype--enrich interactions among physicians (telemedicine), among physicians and patients (virtual consultations) and change the way of teaching medicine. They also entail new ethical, deontological and legal issues: the extension of the consultation area beyond the medical office and the access of information by third parties were recently debated. We develop here a review of some social networks with their characteristics, applications for medicine and limitations, and we offer some recommendations of good practice. Batterham, P. J., et al. (2015). "Developing a roadmap for the translation of e-mental health services for depression." Aust N Z J Psychiatry 49(9): 776-784. OBJECTIVE: e-Mental health services have been shown to be effective and cost-effective for the treatment of depression. However, to have optimal impact in reducing the burden of depression, strategies for wider reach and uptake are needed. METHOD: A review was conducted to assess the evidence supporting use of e-mental health programmes for treating depression. From the review, models of dissemination and gaps in translation were identified, with a specific focus on characterising barriers and facilitators to uptake within the Australian healthcare context. Finally, recommendations for promoting the translation of e-mental health services in Australia were developed. RESULTS: There are a number of effective and cost-effective e-health applications available for treating depression in community and clinical settings. Four primary models of dissemination were identified: unguided, health service-supported, private ownership and clinically guided. Barriers to translation include clinician reluctance, consumer awareness, structural barriers such as funding and gaps in the translational evidence base. CONCLUSION: Key strategies for increasing use of e-mental health programmes include endorsement of e-mental health services by government entities, education for clinicians and consumers, adequate funding of e-mental health services, development of an accreditation system, development of translation-focused activities and support for further translational research. The impact of these implementation strategies is likely to include economic gains, reductions in disease burden and greater availability of more interventions for prevention and treatment of mental ill-health complementary to existing health and efficient evidence-based mental health services. Beach, M., et al. (2001). "Evaluating telemedicine in an accident an emergency setting." Computer Methods and Programs in Biomedicine 64: 215-223. http://www.cmpbjournal.com/article/S0169-2607(00)00141-3/abstract Bergmo, T. S. (2010). "Economic evaluation in telemedicine - still room for improvement." J Telemed Telecare 16(5): 229-231. Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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It has been reported that economic evaluations of telemedicine are less adherent to methodological standards than economic evaluations in other fields. Systematic reviews also show that most studies evaluate benefits in terms of the cost savings, with no assessment of the health benefits for patients. In a recent review of economic evaluations, I found 33 articles that measured both costs and nonresource consequences of using telemedicine in direct patient care. This represents a considerable increase compared to previous reviews. The articles analysed were highly diverse in both study context and applied methods. Most studies used multiple outcome measures, such as diagnostic accuracy, blood glucose levels, wound size or quality-adjusted life-years gained. The effectiveness measures appeared more consistent and well reported than the costings. Objectives, study design and choice of comparators were mostly well reported. However, most studies lacked information on perspective and costing method, few used general statistics and sensitivity analysis to assess validity, and even fewer used marginal analysis. These shortcomings in economic evaluation methodology are relatively common and have been found in other fields of research. Bergmo, T. S. (2014). "Using QALYs in telehealth evaluations: a systematic review of methodology and transparency." BMC Health Serv Res 14: 332. BACKGROUND: The quality-adjusted life-year (QALY) is a recognised outcome measure in health economic evaluations. QALY incorporates individual preferences and identifies health gains by combining mortality and morbidity into one single index number. A literature review was conducted to examine and discuss the use of QALYs to measure outcomes in telehealth evaluations. METHODS: Evaluations were identified via a literature search in all relevant databases. Only economic evaluations measuring both costs and QALYs using primary patient level data of two or more alternatives were included. RESULTS: A total of 17 economic evaluations estimating QALYs were identified. All evaluations used validated generic health related-quality of life (HRQoL) instruments to describe health states. They used accepted methods for transforming the quality scores into utility values. The methodology used varied between the evaluations. The evaluations used four different preference measures (EQ-5D, SF-6D, QWB and HUI3), and utility scores were elicited from the general population. Most studies reported the methodology used in calculating QALYs. The evaluations were less transparent in reporting utility weights at different time points and variability around utilities and QALYs. Few made adjustments for differences in baseline utilities. The QALYs gained in the reviewed evaluations varied from 0.001 to 0.118 in implying a small but positive effect of telehealth intervention on patient's health. The evaluations reported mixed cost-effectiveness results. CONCLUSION: The use of QALYs in telehealth evaluations has increased over the last few years. Different methodologies and utility measures have been used to calculate QALYs. A more harmonised methodology and utility measure is needed to ensure comparability across telehealth evaluations. Blackburn, S., et al. (2011). "A systematic review of digital interactive television systems and their applications in the health and social care fields." J Telemed Telecare 17(4): 168-176. We conducted a systematic review of the applications and technical features of digital interactive television (DITV) in the health and social care fields. The Web of Knowledge and IEEE Xplore databases were searched for articles published between January 2000 and March 2010 which related to DITV systems facilitating the communication of information to/from an individual's home with either a health or social care application. Out of 1679 articles retrieved, 42 met the inclusion criteria and were selected for review. An additional 20 articles were obtained from online grey literature sources. Twenty-five DITV systems operating in health and social care were identified, including seven commercial systems. The most common applications were related to health care, such as vital signs monitoring (68% of systems) and health information or advice (56% of systems). The most common technical features of DITV systems were two-way communication (88%), medical peripherals (68%), on-screen messaging (48%) and video communication (36%). Digital interactive television has the potential to deliver health and social care to people in their own homes. However, the requirement for a high-bandwidth communications infrastructure, the usability of the systems, their level of personalisation and the lack of evidence regarding clinical and cost-effectiveness will all need to be addressed if this approach is to flourish. Blignault, I. (2000). "Multipoint videoconferencing in health : a review of three years' experience in Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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Queensland, Australia." Telemedicine Journal 6(2): 269-273, 261 tabl., 262 fig. http://online.liebertpub.com/doi/abs/10.1089/107830200415216 Breen, S., et al. (2015). "The Patient Remote Intervention and Symptom Management System (PRISMS) - a Telehealth- mediated intervention enabling real-time monitoring of chemotherapy side-effects in patients with haematological malignancies: study protocol for a randomised controlled trial." Trials 16: 472. BACKGROUND: Outpatient chemotherapy is a core treatment for haematological malignancies; however, its toxicities frequently lead to distressing/potentially life-threatening side-effects (neutropenia/infection, nausea/vomiting, mucositis, constipation/diarrhoea, fatigue). Early detection/management of side-effects is vital to improve patient outcomes, decrease morbidity and limit lengthy/costly hospital admissions. The ability to capture patient-reported health data in realtime, is regarded as the 'gold-standard' to allow rapid clinical decision-making/intervention. This paper presents the protocol for a Phase 3 multi-site randomised controlled trial evaluating a novel nurse-led Telehealth intervention for remote monitoring/management of chemotherapy side-effects in Australian haematological cancer patients. METHODS/DESIGN: Two hundred and twenty-two patients will be recruited from two hospitals. Eligibility criteria include: diagnosis of chronic lymphocytic leukaemia/Hodgkin's/non-Hodgkin's lymphoma; aged >/= 18 years; receiving >/= 2 cycles chemotherapy. Patients will be randomised 1:1 to either the control or intervention arm with stratification by diagnosis, chemotherapy toxicity (high versus low), receipt of previous chemotherapy and hospital. Patients allocated to the control arm will receive 'Usual Care' whilst those allocated to the intervention will receive the intervention in addition to 'Usual Care'. Intervention patients will be provided with a computer tablet and software prompting twice-daily completion of physical/emotional scales for up to four chemotherapy cycles. Should patient data exceed predetermined limits an Email alert is delivered to the treatment team, prompting nurses to view patient data, and contact the patient to provide clinical intervention. In addition, six scheduled nursing interventions will be completed to educate/support patients in use of the software. Patient outcomes will be measured cyclically (midpoint and end of cycles) via pen-and-paper self-report alongside review of the patient medical record. The primary outcome is burden due to nausea, mucositis, constipation and fatigue. Secondary outcomes include: burden due to vomiting and diarrhoea; psychological distress; ability to self-manage health; level of cancer information/support needs and; utilisation of health services. Analyses will be intention-to-treat. A cost-effectiveness analysis is planned. DISCUSSION: This trial is the first in the world to test a remote monitoring/management intervention for adult haematological cancer patients receiving chemotherapy. Future use of such interventions have the potential to improve patient outcomes/safety and decrease health care costs by enabling early detection/clinical intervention. TRIAL REGISTRATION: ACTRN12614000516684 . Date registered: 12 March 2014 (registered retrospectively). Brunton, L., et al. (2015). "The Contradictions of Telehealth User Experience in Chronic Obstructive Pulmonary Disease (COPD): A Qualitative Meta-Synthesis." PLoS One 10(10): e0139561. OBJECTIVE: As the global burden of chronic disease rises, policy makers are showing a strong interest in adopting telehealth technologies for use in long term condition management, including COPD. However, there remain barriers to its implementation and sustained use. To date, there has been limited qualitative investigation into how users (both patients/carers and staff) perceive and experience the technology. We aimed to systematically review and synthesise the findings from qualitative studies that investigated user perspectives and experiences of telehealth in COPD management, in order to identify factors which may impact on uptake. METHOD: Systematic review and meta-synthesis of published qualitative studies of user (patients, their carers and clinicians) experience of telehealth technologies for the management of Chronic Obstructive Pulmonary Disease. ASSIA, CINAHL, Embase, Medline, PsychInfo and Web of Knowledge databases were searched up to October 2014. Reference lists of included studies and reference lists of key papers were also searched. Quality appraisal was guided by an adapted version of the CASP qualitative appraisal tool. FINDINGS: 705 references (after duplicates removed) were identified and 10 papers, relating to 7 studies were included in the review. Most authors of included studies had identified both positive and negative experiences of telehealth use in the management of COPD. Through a line of argument synthesis we Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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were able to derive new insights from the data to identify three overarching themes that have the ability to either impede or promote positive user experience of telehealth in COPD: the influence on moral dilemmas of help seeking-(enables dependency or self-care); transforming interactions (increases risk or reassurance) and reconfiguration of 'work' practices (causes burden or empowerment). CONCLUSION: Findings from this meta-synthesis have implications for the future design and implementation of telehealth services. Future research needs to include potential users at an earlier stage of telehealth/service development. Cady, R., et al. (2009). "A telehealth nursing intervention reduces hospitalizations in children with complex health conditions." J Telemed Telecare 15(6): 317-320. The U Special Kids Program (USK) at the University of Minnesota provides care coordination and case management services by telephone to children with special health-care needs. We measured the effect of the USK programme on hospital resource utilization using a retrospective record review. Information on hospitalizations was collected for children enrolled in the programme for at least two years and validated for accuracy against inpatient claims data. Hospitalizations were classified as planned, unplanned or due to lack of home care. A total of 43 children enrolled in the USK programme between July 1996 and December 2006 met the study criteria. The children had multiple, complex conditions. During the period of the study, there were 61 planned hospitalizations, 184 unplanned hospitalizations and 3 hospitalizations due to lack of home care. The number of unplanned hospitalizations decreased from 74 in the first year of enrolment to 35 in the second; this reduction was significant (P < 0.007). In the subsequent years, the rate of unplanned admissions stabilized. In contrast, the rate of planned hospitalizations was relatively constant over the five-year enrolment period. Telephone-based care coordination and case management is a promising approach for children with multiple, complex health conditions. Caffery, L. J. et Smith, A. C. (2010). "A literature review of email-based telemedicine." Stud Health Technol Inform 161: 20-34. A structured analysis of peer-reviewed literature about the delivery of health services by email was undertaken for this review. A total of 185 articles were included in the analysis. These articles were thematically categorised for medical specialty, participants, sub-topic, study design and servicedelivery application. It was shown that email-based telemedicine can be practiced in a large number of medical specialties and has application in primary consultation, second opinion consultation, telediagnosis and administrative roles (e.g. e-referral). Email has niche applications in low-bandwidth, image-based specialties (e.g. dermatology, pathology, wound care and ophthalmology) where attached digital camera images were used for telediagnosis. Diagnostic accuracy of these images was the predominant topic of research and results show email as a valid means of delivering these medical services. Email is also often used in general practice as an adjunct for face-to-face consultation. Further, a number of organisations have significantly improved the efficiency of their outpatient services when using email as a triage or e-referral system. Email-based telemedicine provides specialist medical opinion in the majority of reviewed services and is most likely to be instigated by the patient's primary care giver. However, email-consultations between patient and primary care and patient and secondary care are not uncommon. Most email services are implemented using ordinary email. However, a number of organisations have developed purpose-written email applications to support their telemedicine service due to impediments of using ordinary email. These impediments include lack of management tools for: the allocation and auditing of cases for a timely response and the co-ordination of effort in a multi-clinician, multi-disciplinary service. The ability to encrypt ordinary email thereby securing patient confidentiality is also regarded as difficult when using ordinary email. Hence, alternative web-based email applications where the encryption can be implemented using the more user-friendly HTTPS have become popular. Much of the reviewed literature is descriptive or anecdotal and hence, suffers from lack of conclusive results regarding positive patient outcomes. This may account for email-based telemedicine generally being regarded as underutilised. However, the potential is well recognised. Callas, P. W., et al. (2000). "Improved rural provider access to continuing medical education through interactive video conferencing." Telemedicine Journal and E-Health 6(4): 393-399, 391 fig., 391 tabl. Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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http://online.liebertpub.com/doi/abs/10.1089/15305620050503861?url_ver=Z39.882003𝔯_id=ori%3Arid%3Acrossref.org𝔯_dat=cr_pub%3Dpubmed Capner, M. (2000). "Videoconferencing in the provision of psychological services at a distance." Journal of Telemedicine and Telecare 6(6): 311-319. Carrasqueiro, S., et al. (2011). "Evaluation of telephone triage and advice services: a systematic review on methods, metrics and results." Stud Health Technol Inform 169: 407-411. Telephone triage and advice services (TTAS) have been increasingly used to assess patients' symptoms, provide information and refer patients to appropriate levels of care (attempting to pursue efficiency and quality of care gains while ensuring safety). However, previous reviews have pointed out for the need for adequately evaluating TTAS. AIMS: To review TTAS evaluation studies, compile methodologies and metrics used and compare results. Systematic search in PubMed database; data collection and categorization by TTAS features and context, type of evaluation, methods, metrics and results; critical assessment of studies; discussion on research needs. 395 articles screened, 55 of them included in the analysis. In conclusion, several aspects of TTAS impact on healthcare systems remain unclear either due to a lack of research (e.g. on long term clinical outcomes, clinical pathways, safety, enhanced access) or because of huge disparities in existing studies on the accuracy of advice, patient compliance, system use, satisfaction and economic evaluation. Further research on TTAS impact is required, comprising multiple perspectives and broad range of metrics. Chandak, A. et Joshi, A. (2015). "Self-management of hypertension using technology enabled interventions in primary care settings." Technol Health Care 23(2): 119-128. BACKGROUND: Self-management of hypertension by controlling Blood Pressure (BP) through technology-based interventions can effectively reduce the burden of high BP, which affects one out of every three adults in the United States. OBJECTIVE: The primary aim of this study is to explore the role of technology enabled interventions to improve or enhance self-management among individuals with hypertension. METHODS: We conducted a systematic review of the literature published between July 2008 and June 2013 on the MEDLINE database (via PubMed interface) during July 2013. The search words were "hypertension" and "primary care" in combination with each of the terms of "technology", "internet", "computer" and "cell phone". Our inclusion criteria consisted of: (a) Randomized Controlled Trials (RCTs) (b) conducted on human subjects; (c) technology-based interventions (d) to improve self-management (e) of hypertension and if the (f) final results of the study were published in the study. Our exclusion criteria included (a) management of other conditions and (b) literature reviews. RESULTS: The initial search resulted in 108 results. After applying the inclusion and exclusion criteria, a total of 12 studies were analyzed. Various technologies implemented in the studies included internet-based telemonitoring and education, telephone-based telemonitoring and education, internet-based education, telemedicine via videoconferencing, telehealth kiosks and automated modem device. Some studies also involved a physician intervention, in addition to patient intervention. The outcomes of proportion of subjects with BP control and change in mean SBP and DBP were better for the group of subjects who received combined physician and patient interventions. CONCLUSION: Interventions to improve BP control for self-management of hypertension should be aimed at both physicians as well as the patients. More interventions should utilize the JNC-7 guidelines and cost-effectiveness of the intervention should also be assessed. Chronaki, C. E. et Vardas, P. (2013). "Remote monitoring costs, benefits, and reimbursement: a European perspective." Europace 15 Suppl 1: i59-i64. AIMS: To provide a European perspective on reimbursement issues surrounding remote monitoring of cardiac implantable electronic devices in view of the anticipated costs and benefits. METHODS AND RESULTS: Review of recent literature addressing clinical, economic, sociocultural, and technological factors associated with remote monitoring. When healthcare transformation is urgently needed, remote monitoring offers opportunities to innovate and cope with escalating costs and constrained resources, while improving patient safety, quality, and access to care as reflected in clinical studies. The introduction of remote monitoring into daily practice requires analysis of reimbursement policies Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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to address funding scope, payment method, payer, price and allocation, and alignment with health system objectives and goals to ensure financial and operational sustainability of resources, infrastructure, and processes. Remote monitoring policies should gradually transition from activitybased, added-value services in a care-and-cure setting, to performance and outcome-oriented highlighting prevention, surveillance, and empowerment. By encouraging and rewarding innovation and interoperability, proprietary remote monitoring technologies can open up using standards and connect to support a growing evidence base that guides clinical decision support and planning of future policies. CONCLUSION: Careful planning, sharing of experiences, and gradual adoption of reimbursement models that focus on outcome, performance, and cost-effectiveness are key aspects of containing escalating costs and improving quality and access to healthcare. Despite differences in health systems and payment methods in Europe, policy-makers, professional societies, payers, providers, and the industry need to join forces to transform healthcare and make innovation happen. Chua, R., et al. (2001). "Randomised controlled trial of telemedicine for new neurological outpatient referrals." Journal of Neurology Neurosurgery and Psychiatry(71): 63-66, 65 tabl., 61 fig. Chung, J., et al. (2016). "Ethical Considerations Regarding the Use of Smart Home Technologies for Older Adults: An Integrative Review." Annu Rev Nurs Res 34: 155-181. PROBLEM: With the wide adoption and use of smart home applications, there is a need for examining ethical issues regarding smart home use at the intersection of aging, technology, and home environment. PURPOSE: The purpose of this review is to provide an overview of ethical considerations and the evidence on these ethical issues based on an integrative literature review with regard to the utilization of smart home technologies by older adults and their family members. REVIEW DESIGN AND METHODS: We conducted an integrative literature review of the scientific literature from indexed databases (e. g., MEDLINE, CINAHL, and PsycINFO). The framework guiding this review is derived from previous work on ethical considerations related to telehealth use for older adults and smart homes for palliative care. Key ethical issues of the framework include privacy, informed consent, autonomy, obtrusiveness, equal access, reduction in human touch, and usability. RESULTS: Six hundred and thirtyfive candidate articles were identified between the years 1990 and 2014. Sixteen articles were included in the review. Privacy and obtrusiveness issues appear to be the most important factors that can affect smart home technology adoption. In addition, this article recommends that stigmatization and reliability and maintenance of the system are additional factors to consider. IMPLICATIONS: When smart home technology is used appropriately, it has the potential to improve quality of life and maintain safety among older adults, ultimately supporting the desire of older adults for aging in place. The ability to respond to potential ethical concerns will be critical to the future development and application of smart home technologies that aim to enhance safety and independence. Coleman, J. J., et al. (2015). "Assessment and Treatment of Cognition and Communication Skills in Adults With Acquired Brain Injury via Telepractice: A Systematic Review." Am J Speech Lang Pathol 24(2): 295-315. PURPOSE: This is a systematic review of assessment and treatment of cognitive and communicative abilities of individuals with acquired brain injury via telepractice versus in person. The a priori clinical questions were informed by previous research that highlights the importance of considering any functional implications of outcomes, determining disorder- and setting-specific concerns, and measuring the potential impact of diagnostic accuracy and treatment efficacy data on interpretation of findings. METHOD: A literature search of multiple databases (e.g., PubMed) was conducted using key words and study inclusion criteria associated with the clinical questions. RESULTS: Ten group studies were accepted that addressed assessment of motor speech, language, and cognitive impairments; assessment of motor speech and language activity limitations/participation restrictions; and treatment of cognitive impairments and activity limitations/participation restrictions. In most cases, equivalence of outcomes was noted across service delivery methods. CONCLUSIONS: Limited findings, lack of diagnostic accuracy and treatment efficacy data, and heterogeneity of assessments and interventions precluded robust evaluation of clinical implications for telepractice equivalence and the broader area of telepractice efficacy. Future research is needed that will build upon current knowledge through replication. In addition, further evaluation at the impairment and activity limitation/participation restriction levels is needed. Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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Columbo, F., et al. (2011). "Ageing and long-term care." Eurohealth 17(2-3): 44 , tabl., fig. http://www.euro.who.int/__data/assets/pdf_file/0018/150246/Eurohealth-Vol17-No-2-3-Web.pdf This issue of Eurohealth looks at meeting the challenge of ageing and long-term care. Articles cover European and OECD countries with topics including: future demand, cost projections, chronic diseases, remote care, workforce issues, etc. Other articles include: the European Directive on cross-border health care (England); the future of NICE (England); and the effects of hospital ownership on performance (Germany). Costa, M. A., et al. (2015). "Telemedicine in Cleft Care: Reliability and Predictability in Regional and International Practice Settings." J Craniofac Surg 26(4): 1116-1120. BACKGROUND: Regional and international cleft care providers are challenged in their ability to deliver reliable, comprehensive care. Our institution utilizes video teleconferencing to facilitate initial evaluation and postoperative cleft care. This study describes our experience using telemedicine, generates a perioperative treatment algorithm using this technology, and compares cost-utility of telemedicine to in-person ambulatory visits when regional practices are involved. METHODS: A 5-year retrospective review of all cleft patients evaluated in an ambulatory setting was conducted. Patient demographics and location, number, and type of telemedicine visits were recorded. Specific treatment algorithms utilizing telemedicine for perioperative care for primary and secondary cleft lip and nasal repair, palatoplasty, and operation for velopharyngeal insufficiency are described. A cost-utility analysis was performed comparing distances between patient homes and primary hub versus telemedicine clinic sites. RESULTS: Five hundred nineteen patients were identified; 18.1% attended at least 1 teleconferencing visit. Postoperative follow-up was 100%. The majority of screening, preoperative, and postoperative care was provided using telemedicine. In-person evaluations were performed when intraoral assessments were necessary. Telemedicine visits were associated with an average savings of 239 miles per visit in the United States and 578 miles per visit in Mexico. CONCLUSIONS: Video teleconferencing can be used to provide comprehensive regional and international cleft care to facilitate initial evaluations and consistent follow-up. This technology can alleviate the travel burden on families and cleft care providers practicing over a large geographic radius. Cottrell, E., et al. (2015). "Implementation of simple telehealth to manage hypertension in general practice: a service evaluation." BMC Fam Pract 16: 83. BACKGROUND: Hypertension is common and conveys significant risk of morbidity and mortality. However, inadequate control of hypertension is common. Following a successful local use of a simple telehealth intervention ('Florence') for the diagnosis and management of hypertension, the Advice & Interactive Messaging (AIM) for Health simple telehealth programme was launched across England in March 2013. Four protocols were developed to diagnose and monitor blood pressure (BP). The aim of this service evaluation was to identify the extent to which predefined service outcomes, regarding ascertainment of a diagnosis of hypertension, and achievement of hypertension control, were met for the hypertension protocols. METHODS: Patients with opportunistic raised BP in general practice or diagnosed hypertension were selected by their usual primary care providers to register onto diagnostic or monitoring hypertension protocols, respectively. Florence sent patients prompts via text messaging to submit readings, educational messages and user satisfaction questions. Patient responses were stored on Florence for review by their primary care health providers. This service evaluation used data from 2963 patients from general practices across England registered onto one of four AIM hypertension protocols from inception to January 2014. Data were extracted from Florence and underwent descriptive analysis. RESULTS: 1166/1468 (79 %) patients were eligible to have a diagnosis of hypertension confirmed/refuted, of which 740 (63 %) had a mean BP in the hypertensive range from one week's readings. BP control was achieved by only 5-22 % of 1495 patients signed up to one of the three monitoring protocols. Patient engagement with the monitoring protocols was initially good but reduced over time. CONCLUSIONS: Although simple telehealth may be an acceptable tool for diagnosing and monitoring hypertension among responding patient users, and can have a useful role in diagnosis of hypertension (particularly if ambulatory blood pressure monitoring (ABPM) is not possible or is declined), problems were identified. Reduced patient engagement over longer periods Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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and acceptance of suboptimal BP control among patients on monitoring protocols need to be urgently addressed. Empirical work is required to identify barriers to achieving BP control among hypertensive patients using simple telehealth and, consequently, services be developed to address these issues. Cronce, J. M., et al. (2014). "Electronic Feedback in College Student Drinking Prevention and Intervention." Alcohol Res 36(1): 47-62. Alcohol consumption is prevalent among college students and can be associated with serious negative consequences. Several efficacious programs using one-on-one brief intervention techniques have been developed to target high-risk drinking by individual students, such as the Brief Alcohol Screening and Intervention for College Students (BASICS) (Dimeff et al. 1999). To reach a larger population (e.g., the incoming freshman class), researchers have adapted these interventions so that students can access them via the Internet or in some other electronic format.The purpose of this review is to discuss specific alcohol intervention programs that were (1) designed to be delivered remotely (e.g., via the Web or on an electronic device) without interaction with a provider and (2) were tested among college students using a randomized controlled trial design. Specific studies were drawn from earlier reviews as well as a comprehensive literature search. Although many programs have limited research support, and some findings are mixed, components that were directly translated from in-person BASICS to remote-delivery mediums (i.e., personalized feedback interventions [PFIs], personalized normative feedback [PNF] interventions), and broader programs that incorporate PFI/ PNF, show promise in reducing alcohol use and/or negative consequences. However, more research is needed and suggestions for how the field can move these interventions forward are discussed. Currie, M., et al. (2015). "Attitudes towards the use and acceptance of eHealth technologies: a case study of older adults living with chronic pain and implications for rural healthcare." BMC Health Serv Res 15: 162. BACKGROUND: Providing health services to an ageing population is challenging, and in rural areas even more so. It is expensive to provide high quality services to small populations who are widely dispersed; staff and patients are often required to travel considerable distances to access services, and the economic downturn has created a climate where delivery costs are under constant review. There is potential for technology to overcome some of these problems by decreasing or ceasing the need for patients and health professionals to travel to attend/deliver in-person appointments. A variety of eHealth initiatives (for example Pathways through Pain an online course aimed to aid self-help amongst those living with persistent pain) have been launched across the UK, but roll out remains at an early stage. METHODS: This mixed-methods study of older adults with chronic pain examines attitudes towards, current use of and acceptance of the use of technology in healthcare. A survey (n = 168, 40% response rate) captured broad experiences of the use of technology in health and social care. Semi-structured interviews (four with technology and seven without technology participants) elicited attitudes towards technology in healthcare and explored attributes of personal and social interaction during home visits. RESULTS: People suffering from chronic pain access healthcare in a variety of ways. eHealth technology use was most common amongst older adults who lived alone. There was broad acceptance of eHealth being used in future care of people with chronic pain, but older adults wanted eHealth to be delivered alongside existing in-person visits from health and social care professionals. CONCLUSIONS: eHealth has the potential to overcome some traditional challenges of providing rural healthcare, however roll out needs to be gradual and begin by supplementing, not substituting, existing care and should be mindful of individual's circumstances, capability and preferences. Acceptance of technology may relate to existing levels of personal and social contact, and may be greater where technological help is not perceived to be replacing in-person care. Danis, J., et al. (2016). "[Telemedicine in dermatological practice: teledermatology]." Orv Hetil 157(10): 363369. Technological advances in the fields of information and telecommunication technologies have affected the health care system in the last decades, and lead to the emergence of a new discipline: telemedicine. The appearance and rise of internet and smart phones induced a rapid progression in telemedicine. Several new applications and mobile devices are published every hour even for medical Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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purposes. Parallel to these changes in the technical fields, medical literature about telemedicine has grown rapidly. Due to its visual nature, dermatology is ideally suited to benefit from this new technology and teledermatology became one of the most dynamically evolving fields of telemedicine by now. Teledermatology is not routinely practiced in Hungary yet, however, it promises the health care system to become better, cheaper and faster, but we have to take notice on the experience and problems faced in teledermatologic applications so far, summarized in this review. Davalos, M. E., et al. (2009). "Economic evaluation of telemedicine: review of the literature and research guidelines for benefit-cost analysis." Telemed J E Health 15(10): 933-948. Telemedicine programs provide specialty health services to remote populations using telecommunications technology. This innovative approach to medical care delivery has been expanding for several years and currently covers various specialty areas such as cardiology, dermatology, and pediatrics. Economic evaluations of telemedicine, however, remain rare, and few of those conducted have accounted for the wide range of economic costs and benefits. Rigorous benefitcost analyses of telemedicine programs could provide credible and comparative evidence of their economic viability and thus lead to the adoption and/or expansion of the most successful programs. To facilitate more advanced economic evaluations, this article presents research guidelines for conducting benefit-cost analyses of telemedicine programs, emphasizing opportunity cost estimation, commonly used program outcomes, and monetary conversion factors to translate outcomes to dollar values. The article concludes with specific recommendations for future research. Davis, M. M., et al. (2014). "A systematic review of clinician and staff views on the acceptability of incorporating remote monitoring technology into primary care." Telemed J E Health 20(5): 428-438. OBJECTIVE: Remote monitoring technology (RMT) may enhance healthcare quality and reduce costs. RMT adoption depends on perceptions of the end-user (e.g., patients, caregivers, healthcare providers). We conducted a systematic review exploring the acceptability and feasibility of RMT use in routine adult patient care, from the perspectives of primary care clinicians, administrators, and clinic staff. MATERIALS AND METHODS: We searched the databases of Medline, IEEE Xplore, and Compendex for original articles published from January 1996 through February 2013. We manually screened bibliographies of pertinent studies and consulted experts to identify English-language studies meeting our inclusion criteria. RESULTS: Of 939 citations identified, 15 studies reported in 16 publications met inclusion criteria. Studies were heterogeneous by country, type of RMT used, patient and provider characteristics, and method of implementation and evaluation. Clinicians, staff, and administrators generally held positive views about RMTs. Concerns emerged regarding clinical relevance of RMT data, changing clinical roles and patterns of care (e.g., reduced quality of care from fewer patient visits, overtreatment), insufficient staffing or time to monitor and discuss RMT data, data incompatibility with a clinic's electronic health record (EHR), and unclear legal liability regarding response protocols. CONCLUSIONS: This small body of heterogeneous literature suggests that for RMTs to be adopted in primary care, researchers and developers must ensure clinical relevance, support adequate infrastructure, streamline data transmission into EHR systems, attend to changing care patterns and professional roles, and clarify response protocols. There is a critical need to engage end-users in the development and implementation of RMT. de la Vega, R. et Miro, J. (2014). "mHealth: a strategic field without a solid scientific soul. a systematic review of pain-related apps." PLoS One 9(7): e101312. BACKGROUND: Mobile health (mHealth) has undergone exponential growth in recent years. Patients and healthcare professionals are increasingly using health-related applications, at the same time as concerns about ethical issues, bias, conflicts of interest and privacy are emerging. The general aim of this paper is to provide an overview of the current state of development of mHealth. METHODS AND FINDINGS: To exemplify the issues, we made a systematic review of the pain-related apps available in scientific databases (Medline, Web of Science, Gale, Psycinfo, etc.) and the main application shops (App Store, Blackberry App World, Google Play, Nokia Store and Windows Phone Store). Only applications (designed for both patients and clinicians) focused on pain education, assessment and treatment were included. Of the 47 papers published on 34 apps in scientific databases, none were Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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available in the app shops. A total of 283 pain-related apps were found in the five shops searched, but no articles have been published on these apps. The main limitation of this review is that we did not look at all stores in all countries. CONCLUSIONS: There is a huge gap between the scientific and commercial faces of mHealth. Specific efforts are needed to facilitate knowledge translation and regulate commercial health-related apps. de Waure, C., et al. (2012). "Telemedicine for the reduction of myocardial infarction mortality: a systematic review and a meta-analysis of published studies." Telemed J E Health 18(5): 323-328. INTRODUCTION: Advances in electronics and communications have changed modern medicine: telemedicine allows patient assessment and monitoring to facilitate healthcare at a distance. The aim of this study was to perform a systematic review and meta-analysis to assess how telemedicine systems, including early telemetry of electrocardiograms, can improve health outcomes in patients with coronary artery disease and, in particular, acute myocardial infarction (AMI). METHODS: Studies dealing with telemedicine applications in managing AMI that were conducted before January 22, 2010, published in English or Italian, were identified in PubMed and ISI Web of Knowledge searches. The meta-analysis was performed to assess the efficacy of telemedicine versus standard measures in reducing mortality. Relative risk (RR) with 95% confidence interval was used to report results and the I(2) test to evaluate heterogeneity. RESULTS: Five of the 39 articles retrieved were selected; all studies demonstrated the efficacy of telemedicine applications. Only three studies were judged to be comparable and suitable for combining data. This meta-analysis showed that the RR for in-hospital mortality from AMI was 0.65 (95% confidence interval, 0.42-0.99) for the telemedicine group, without heterogeneity. CONCLUSIONS: Telemedicine may improve health outcomes of patients with AMI. However, heterogeneity in study design and end points of most studies limited the number of articles that could be subjected to our meta-analysis. Debnath, D. (2004). "Activity analysis of telemedicine in the UK." Postgrad Med J 80(944): 335-338. BACKGROUND: Telemedicine is a new way of delivering health care to people, particularly in remote areas. The UK has experienced a surge of telematic projects in recent years. However, there is little information available in the literature regarding the past and present of telemedicine in the UK. OBJECTIVES: To evaluate the state of telemedicine in the UK. METHODS: All the projects that took place in UK since 1991 were considered for the study and evaluated according to the population and area served. RESULTS: A total of 216 projects were identified. The number of projects was highest in England (172). Emergency medicine, medical specialties, and educational projects received most consideration (9.7% each). With the exception of Wales, the number of projects increased steadily with time. The projects, when correlated in accordance with the area (per 10 000 sq km) and population (per million), were found to be highest in England (49.5%) and Northern Ireland (36.2%) respectively. No dedicated educational project took place in Scotland, Northern Ireland, and Wales. CONCLUSIONS: The UK embraced telemedicine in the early 1990s and the overall growth had been steady. Scotland, in spite of being the most likely beneficiary in UK, has lagged behind in telemedicine schemes and merits more projects. The issue of tele-education needs urgent review. Multisite trials and a combined approach involving the government, health professionals, technologists, and patients' representatives would facilitate such developments and help widen the application of telemedicine. DeKoekkoek, T., et al. (2015). "mHealth SMS text messaging interventions and to promote medication adherence: an integrative review." J Clin Nurs 24(19-20): 2722-2735. AIMS AND OBJECTIVES: This article is an integrative review of the evidence for mobile health Short Message Service text messages as an innovative and emerging intervention to promote medication adherence. Authors completed this review to draw conclusions and implications towards establishing a scientific foundation for use of text messages to promote medication adherence, thus informing clinical practice. BACKGROUND: The World Health Organization has identified medication adherence as a priority global problem. Text messages are emerging as an effective means of improving health behaviours and in some diseases to promote medication adherence. However, a gap in the literature indicates lack of evidence in guiding theories and content of text messages, which should be synthesised prior to use in clinical practice. DESIGN: Integrative review. METHODS: Cumulative Index Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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to Nursing and Allied Health Literature, Excerpta Medica dataBASE, Scopus, the Cochrane Library and PubMed were searched for relevant studies between 2004-2014. Inclusion criteria were (1) implementation of a text-message intervention and (2) medication adherence to a prescribed oral medication as a primary outcome. Articles were assessed for quality of methodology and measures of adherence. An integrative review process was used to perform analysis. RESULTS: Thirteen articles meeting the inclusion criteria are included in this review. Nine of 13 studies found adherence rates improved between 15.3-17.8% when using text messages to promote medication adherence. Text messages that were standardised, tailored, one- or two-way and timed either daily to medication regimen, weekly or monthly showed improvement in medication adherence. CONCLUSIONS: This review established a scientific basis for text messages as an intervention to improve medication adherence across multiple diseases. Future large rigorous randomised trials are needed to further test text messaging interventions. RELEVANCE TO CLINICAL PRACTICE: This review provides clinicians with the state of the science with regard to text messaging interventions that promote medication adherence. A description of intervention components are provided to aid nurses in development of text messages and in translating evidence into practice. Demartines, N., et al. (2000). "An evaluation of telemedicine in surgery. Telediagnosis compared with direct diagnosis." Archives of Surgery 135: 849-853. http://archsurg.jamanetwork.com/article.aspx?articleid=390642 DeMonte, C. M., et al. (2015). "Future implications of eHealth interventions for chronic pain management in underserved populations." Pain Manag 5(3): 207-214. Many underserved communities, especially those in rural settings, face unique challenges that make high quality healthcare less accessible. The implementation of eHealth technologies has become a potentially valuable option to disseminate interventions. The authors' work in rural Alabama Federally Qualified Health Centers provide insights into the access to technology as well as the likelihood of utilizing eHealth technology in underserved communities. This paper will review current challenges related to digital dissemination of behavioral health interventions for chronic pain. Two major concerns are the lack of technological resources and the lack of appropriate materials for patients who may have low levels of reading, health and/or digital literacy. We will propose some recommendations to address common barriers faced by those providing care. Deshayes, J. L. et Philippe, H. J. (2000). "Internet use for telemedicine : fetal medicine applications." Journal De Radiologie(81): 441-444. Deslich, S. A., et al. (2013). "Telepsychiatry in correctional facilities: using technology to improve access and decrease costs of mental health care in underserved populations." Perm J 17(3): 80-86. OBJECTIVE: It is unclear if telepsychiatry, a subset of telemedicine, increases access to mental health care for inmates in correctional facilities or decreases costs for clinicians or facility administrators. The purpose of this investigation was to determine how utilization of telepsychiatry affected access to care and costs of providing mental health care in correctional facilities. METHODS: A literature review complemented by a semistructured interview with a telepsychiatry practitioner. Five electronic databases, the National Bureau of Justice, and the American Psychiatric Association Web sites were searched for this research, and 49 sources were referenced. The literature review examined implementation of telepsychiatry in correctional facilities in Arizona, California, Georgia, Kansas, Ohio, Texas, and West Virginia to determine the effect of telepsychiatry on inmate access to mental health services and the costs of providing mental health care in correctional facilities. RESULTS: Telepsychiatry provided improved access to mental health services for inmates, and this increase in access is through the continuum of mental health care, which has been instrumental in increasing quality of care for inmates. Use of telepsychiatry saved correctional facilities from $12,000 to more than $1 million. The semistructured interview with the telepsychiatry practitioner supported utilization of telepsychiatry to increase access and lower costs of providing mental health care in correctional facilities. CONCLUSIONS: Increasing access to mental health care for this underserved group through telepsychiatry may improve living conditions and safety inside correctional facilities. Providers, facilities, and state and federal governments can expect increased savings with utilization of Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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telepsychiatry. Devi, B. R., et al. (2015). "mHealth: An updated systematic review with a focus on HIV/AIDS and tuberculosis long term management using mobile phones." Comput Methods Programs Biomed 122(2): 257-265. OBJECTIVE: To evaluate the utilization of mobile phone technology for treatment adherence, prevention, education, data collection, monitoring long-term management of HIV/AIDS and TB patients. METHODS: Articles published in English language from January 2005 until now from PubMed/MEDLINE, EMBASE, Web of Science, WHO databases, and clinical trials were included. Data extraction is based on medication adherence, quality of care, prevention, education, motivation for HIV test, data collection from HIV lab test results and patient monitoring. Articles selected for the analysis cover RCTs and non RCTs related to the use of mobile phones for long-term care and treatment of HIV/AIDS and TB patients. RESULTS: Out of 90 articles selected for the analysis, a large number of studies, 44 (49%) were conducted in developing countries, 24 (26%) studies from developed countries, 12 (13%) are systematic reviews and 10 (11%) did not mention study location. Forty seven (52.2%) articles focused on treatment, 11 (12.2%) on quality of care, 8 (9%) on prevention, 13 (14.4%) on education, 6 (6.6%) on data collection, and 5 (5.5%) on patient monitoring. Overall, 66 (73%) articles reported positive effects, 21 (23%) were neutral and 3 (4%) reported negative results. CONCLUSIONS: Mobile phone technology is widely reported to be an effective tool for HIV/AIDS and TB long-term care. It can substantially reduce disease burden on health care systems by rendering more efficient prevention, treatment, education, data collection and management support. Di Napoli, W. A., et al. (2015). "Can clinical use of Social Media improve quality of care in mental Health? A Health Technology Assessment approach in an Italian mental health service." Psychiatr Danub 27 Suppl 1: S103-110. Clinical use of modern Information and Communication Technologies such as Social Media (SM) can easily reach and empower groups of population at risk or affected by chronic diseases, and promote improvement of quality of care. In the paper we present an assessment of SM (i.e. e-mails, websites, on line social networks, apps) in the management of mental disorders, carried out in the Mental Health Service of Trento (Italy) according to Health Technology Assessment criteria. A systematic review of literature was performed to evaluate technical features, safety and effectiveness of SM. To understand usage rate and attitude towards new social technologies of patients and professionals, we performed a context analysis by a survey conducted over a group of 88 psychiatric patients and a group of 35 professionals. At last, we made recommendations for decision makers in order to promote SM for the management of mental disorders in a context of prioritization of investments in health care. Donoghue, K., et al. (2014). "The effectiveness of electronic screening and brief intervention for reducing levels of alcohol consumption: a systematic review and meta-analysis." J Med Internet Res 16(6): e142. BACKGROUND: Electronic screening and brief intervention (eSBI) has been shown to reduce alcohol consumption, but its effectiveness over time has not been subject to meta-analysis. OBJECTIVE: The current study aims to conduct a systematic review and meta-analysis of the available literature to determine the effectiveness of eSBI over time in nontreatment-seeking hazardous/harmful drinkers. METHODS: A systematic review and meta-analysis of relevant studies identified through searching the electronic databases PsychINFO, Medline, and EMBASE in May 2013. Two members of the study team independently screened studies for inclusion criteria and extracted data. Studies reporting data that could be transformed into grams of ethanol per week were included in the meta-analysis. The mean difference in grams of ethanol per week between eSBI and control groups was weighted using the random-effects method based on the inverse-variance approach to control for differences in sample size between studies. RESULTS: There was a statistically significant mean difference in grams of ethanol consumed per week between those receiving an eSBI versus controls at up to 3 months (mean difference -32.74, 95% CI -56.80 to -8.68, z=2.67, P=.01), 3 to less than 6 months (mean difference 17.33, 95% CI -31.82 to -2.84, z=2.34, P=.02), and from 6 months to less than 12 months follow-up (mean difference -14.91, 95% CI -25.56 to -4.26, z=2.74, P=.01). No statistically significant difference was found at a follow-up period of 12 months or greater (mean difference -7.46, 95% CI -25.34 to Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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10.43, z=0.82, P=.41). CONCLUSIONS: A significant reduction in weekly alcohol consumption between intervention and control conditions was demonstrated between 3 months and less than 12 months follow-up indicating eSBI is an effective intervention. Doupi, P., et al. (2005). "eHealth in Europe: towards higher goals." World Hosp Health Serv 41(2): 35-39, 41, 43. Significant events are unfolding in the field of eHealth in Europe. eHealth has been a strategic priority of the European Commission in both the eEurope 2002 and 2005 Action Plans. But how are developments on the national level progressing? The authors contrast the status-quo of eHealth in the EU-15 with the latest trends and key action priorities in the EU-25 after the Union's latest enlargement in May 2004. The initiatives and actions of the European Commission are presented vis-a-vis those of national Member States, particularly in terms of strategic priorities and implementation actions. The review is accompanied by an analysis of expert feedback on eHealth drivers and barriers. Duplaga, M. (2007). "E-health development policies in new member states in Central Europe." World Hosp Health Serv 43(2): 34-38. The paper brings insights on the process of e-health development in countries of Central and Eastern Europe, which joined European Union in 2004 years. The main part of the activities resulting in this review were carried out within the eHealth European Research Area (eHealth ERA) project established under the EU 6. Framework Programme. The research team involved in the project activities in the Centre of Innovation, Technology Transfer and University Development, Jagiellonian University focused the inquiries on the six countries: Poland, Czech Republic, Slovakia, Hungary, Lithuania and Latvia. The tool for data collection elaborated by the STAKES, Finland was applied. The main areas covered within the analysis included: health system characteristics, e-health policies definition process and deployment, specific activities in e-health subdomain as well as research and development programmes held in European countries. It seems that general background and intensive process of system and economy transformation was key factor influencing greatly the perception and status of the e-health domain in these countries. The opportunities related to the inclusion in the European Union was another essential factor bringing additional important impact on the e-health formation. All these countries started painful reform in early 90s after the fall of the communist governments. The health care system in general was not the prime benefactors of these changes. Eedy, D. J. et Wootton, R. (2001). "Teledermatology : a review." British Journal of Dermatology(144): 696-707, 693 tabl., 697 fig. Eisenberg, D., et al. (2015). "Telephone follow-up by a midlevel provider after laparoscopic inguinal hernia repair instead of face-to-face clinic visit." Jsls 19(1): e2014.00205. BACKGROUND AND OBJECTIVES: The need for more cost- and time-efficient provision of medical care has prompted an interest in remote or telehealth approaches to delivery of health care. We present a study examining the feasibility and outcomes of implementation of a telephone follow-up program for laparoscopic inguinal hernia repair. METHODS: This is a retrospective review of consecutive patients who prospectively agreed to undergo telephone follow-up after laparoscopic inguinal hernia repair instead of standard face-to-face clinic visits. Patients received a telephone call from a dedicated physician assistant 2 to 3 weeks after surgery and answered a predetermined questionnaire. A face-toface clinic visit was scheduled based on the results of the call or on patient request. RESULTS: Of 62 patients who underwent surgery, all agreed to telephone follow-up instead of face-to-face clinic visits. Their mean round-trip distance to the hospital was 122 miles. Fifty-five patients (88.7%) successfully completed planned telephone follow-up. Three patients (4.8%) were lost to follow-up, and 4 (6.5%) were erroneously scheduled for a clinic appointment. Of the 55 patients who were reached by telephone, 50 (90.9%) were satisfied and declined an in-person clinic visit. Five patients (9.1%) returned for a clinic appointment based on concerns raised during the telephone call. Of these, 1 was found to have an early hernia recurrence and 1 had a seroma. CONCLUSION: Telephone follow-up by a midlevel provider after laparoscopic inguinal hernia repair is feasible and effective and is well received by patients. Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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Ekeland, A. G., et al. (2010). "Effectiveness of telemedicine: a systematic review of reviews." Int J Med Inform 79(11): 736-771. OBJECTIVES: To conduct a review of reviews on the impacts and costs of telemedicine services. METHODS: A review of systematic reviews of telemedicine interventions was conducted. Interventions included all e-health interventions, information and communication technologies for communication in health care, Internet based interventions for diagnosis and treatments, and social care if important part of health care and in collaboration with health care for patients with chronic conditions were considered relevant. Each potentially relevant systematic review was assessed in full text by one member of an external expert team, using a revised check list from EPOC (Cochrane Effective Practice and Organisation of Care Group) to assess quality. Qualitative analysis of the included reviews was informed by principles of realist review. RESULTS: In total 1593 titles/abstracts were identified. Following quality assessment, the review included 80 heterogeneous systematic reviews. Twenty-one reviews concluded that telemedicine is effective, 18 found that evidence is promising but incomplete and others that evidence is limited and inconsistent. Emerging themes are the particularly problematic nature of economic analyses of telemedicine, the benefits of telemedicine for patients, and telemedicine as complex and ongoing collaborative achievements in unpredictable processes. CONCLUSIONS: The emergence of new topic areas in this dynamic field is notable and reviewers are starting to explore new questions beyond those of clinical and cost-effectiveness. Reviewers point to a continuing need for larger studies of telemedicine as controlled interventions, and more focus on patients' perspectives, economic analyses and on telemedicine innovations as complex processes and ongoing collaborative achievements. Formative assessments are emerging as an area of interest. Ekeland, A. G., et al. (2012). "Methodologies for assessing telemedicine: a systematic review of reviews." Int J Med Inform 81(1): 1-11. BACKGROUND AND OBJECTIVES: Previous reviews have expressed concerns about the quality of telemedicine studies. There is debate about shortcomings and appropriate methodologies. The aim of this review of systematic reviews of telemedicine is to summarize methodologies used in telemedicine research, discuss knowledge gaps and recommendations and suggest methodological approaches for further research. METHODS: We conducted a review of systematic reviews of telemedicine according to a protocol listing explicit methods, selection criteria, data collection and quality assessment procedures. We included reviews where authors explicitly addressed and made recommendations for assessment methodologies. We did a qualitative analysis of the reviews included, sensitized by two broad methodological positions; positivist and naturalistic approaches. The analysis focused on methodologies used in the primary studies included in the reviews as reported by the review authors, and methodological recommendations made by the review authors. RESULTS: We identified 1593 titles/abstracts. We included 50 reviews that explicitly addressed assessment methodologies. One group of reviews recommended larger and more rigorously designed controlled studies to assess the impacts of telemedicine; a second group proposed standardisation of populations, and/or interventions and outcome measures to reduce heterogeneity and facilitate meta-analysis; a third group recommended combining quantitative and qualitative research methods; and others applying different naturalistic approaches including methodologies addressing mutual adaptations of services and users; politically driven action research and formative research aimed at collaboration to ensure capacity for improvement of services in natural settings. CONCLUSIONS: Larger and more rigorous studies are crucial for the production of evidence of effectiveness of unambiguous telemedicine services for pre defined outcome measures. Summative methodologies acknowledging telemedicine as complex innovations and outcomes as partly contingent on values, meanings and contexts are also important. So are formative, naturalistic methodologies that acknowledge telemedicine as ongoing collaborative achievements and engage with stakeholders, including patients to produce and conceptualise new and effective telemedicine innovations. Elford, R., et al. (2000). "A randomized, controlled trial of child psychiatric assessments conducted using videoconferencing." Journal of Telemedicine and Telecare 6(2): 73-82, 74 tabl., 72 fig. Fares, A. et Bernstein, D. A. (2016). "Organization of the Swiss model of primary care telemedicine. Is adoption by the French health system possible?" Techniques Hospitalières(758): 2 p. Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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La Fédération française de télémédecine présente un extrait d’article publié dans la revue European Research in Telemedicine, qui pourrait intéresser les lecteurs de Techniques hospitalières (voir le sommaire dans la "Description" ci-dessous). L’article présenté ici a été publié dans le numéro de mars 2016 par Asma Fares et David Nathan Bernstein, qui développent le modèle suisse de télémédecine de premier recours et suggèrent son adaptabilité à la France (Fares A, Bernstein DN. Organization of the Swiss model of primary care telemedicine: Is adoption by the French health system possible? Eur Res Telemed. 2016 Mar;5(1) :3–8. http://dx.doi.org/10.1016/j.eurtel.2016.01.001).



Fatehi, F., et al. (2014). "Clinical applications of videoconferencing: a scoping review of the literature for the period 2002-2012." J Telemed Telecare 20(7): 377-383. We conducted a scoping review of the literature on the clinical applications of videoconferencing. Electronic searches were performed using the PubMed, Embase and CINHAL databases to retrieve papers published from 2002 to 2012 that described clinical applications of videoconferencing. The initial search yielded 4923 records and after removing the duplicates and screening at title/abstract level, 505 articles met the inclusion criteria and were reviewed at full-text level. The countries with the highest number of papers were the US, Australia and Canada. Most studies were non-randomised controlled trials. The discipline with highest number of published studies (39%) was mental health, followed by surgery (7%) and general medicine (6%). The type of care delivered via video comprised acute, sub-acute and chronic care, but in 44% of the papers, the intervention was used for a combination of these purposes. Videoconferencing was used for all age groups but more frequently for adults (20%). Most of the papers (91%) reported using videoconferencing for several clinical purposes including management, diagnosis, counselling and monitoring. The review showed that videoconferencing has been used in a wide range of disciplines and settings for different clinical purposes. The practical value of published papers would be improved by following standard guidelines for reporting research projects and clinical trials. Fatehi, F. et Wootton, R. (2012). "Telemedicine, telehealth or e-health? A bibliometric analysis of the trends in the use of these terms." J Telemed Telecare 18(8): 460-464. The terms 'telemedicine', 'telehealth' and 'e-health' are often used interchangeably. We examined the occurrence of these terms in the Scopus database. A total of 11,644 documents contained one of the three terms in the title or abstract. Telemedicine was the most common term, with 8028 documents referring to it, followed by e-health (n = 2573) and then telehealth (n = 1679). Telemedicine was referred to in documents from 126 countries; the terms telehealth and e-health were found in publications from 55 and 99 countries, respectively. Documents with telemedicine in their title or abstract first appeared in 1972, and continued to appear at a low rate until 1994 when they started to increase rapidly; telehealth showed a similar pattern, but with the growth beginning about five years later. Although articles containing the term e-health appeared later than the other two terms, the rate of increase was higher. Articles (journal papers) were the most common type for the three key terms, followed by conference papers and review articles. Publication rates for telemedicine or telehealth or e-health were compared with two other relatively new fields of study: Minimally Invasive Surgery (MIS) and Highly Active Antiretroviral Therapy (HAART). Publications concerning HAART seem to have reached a peak and are now declining, but those with the three key terms and those concerning MIS are both growing. The variation in the level of adoption for the three terms suggests ambiguity in their definition and a lack of clarity in the concepts they refer to. Feltner, C., et al. (2014). "Transitional care interventions to prevent readmissions for persons with heart failure: a systematic review and meta-analysis." Ann Intern Med 160(11): 774-784. BACKGROUND: Nearly 25% of patients hospitalized with heart failure (HF) are readmitted within 30 days. PURPOSE: To assess the efficacy, comparative effectiveness, and harms of transitional care interventions to reduce readmission and mortality rates for adults hospitalized with HF. DATA SOURCES: MEDLINE, Cochrane Library, CINAHL, ClinicalTrials.gov, and World Health Organization International Clinical Trials Registry Platform (1 January 1990 to late October 2013). STUDY SELECTION: Two reviewers independently selected randomized, controlled trials published in English reporting a Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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readmission or mortality rate within 6 months of an index hospitalization. DATA EXTRACTION: One reviewer extracted data, and another checked accuracy. Two reviewers assessed risk of bias and graded strength of evidence (SOE). DATA SYNTHESIS: Forty-seven trials were included. Most enrolled adults with moderate to severe HF and a mean age of 70 years. Few trials reported 30-day readmission rates. At 30 days, a high-intensity home-visiting program reduced all-cause readmission and the composite end point (all-cause readmission or death; low SOE). Over 3 to 6 months, homevisiting programs and multidisciplinary heart failure (MDS-HF) clinic interventions reduced all-cause readmission (high SOE). Home-visiting programs reduced HF-specific readmission and the composite end point (moderate SOE). Structured telephone support (STS) interventions reduced HF-specific readmission (high SOE) but not all-cause readmissions (moderate SOE). Home-visiting programs, MDSHF clinics, and STS interventions produced a mortality benefit. Neither telemonitoring nor primarily educational interventions reduced readmission or mortality rates. LIMITATIONS: Few trials reported 30-day readmission rates. Usual care was heterogeneous and sometimes not adequately described. CONCLUSION: Home-visiting programs and MDS-HF clinics reduced all-cause readmission and mortality; STS reduced HF-specific readmission and mortality. These interventions should receive the greatest consideration by systems or providers seeking to implement transitional care interventions for persons with HF. PRIMARY FUNDING SOURCE: Agency for Healthcare Research and Quality. Flodgren, G., et al. (2015). "Interactive telemedicine: effects on professional practice and health care outcomes." Cochrane Database Syst Rev(9): Cd002098. BACKGROUND: Telemedicine (TM) is the use of telecommunication systems to deliver health care at a distance. It has the potential to improve patient health outcomes, access to health care and reduce healthcare costs. As TM applications continue to evolve it is important to understand the impact TM might have on patients, healthcare professionals and the organisation of care. OBJECTIVES: To assess the effectiveness, acceptability and costs of interactive TM as an alternative to, or in addition to, usual care (i.e. face-to-face care, or telephone consultation). SEARCH METHODS: We searched the Effective Practice and Organisation of Care (EPOC) Group's specialised register, CENTRAL, MEDLINE, EMBASE, five other databases and two trials registers to June 2013, together with reference checking, citation searching, handsearching and contact with study authors to identify additional studies. SELECTION CRITERIA: We considered randomised controlled trials of interactive TM that involved direct patientprovider interaction and was delivered in addition to, or substituting for, usual care compared with usual care alone, to participants with any clinical condition. We excluded telephone only interventions and wholly automatic self-management TM interventions. DATA COLLECTION AND ANALYSIS: For each condition, we pooled outcome data that were sufficiently homogenous using fixed effect metaanalysis. We reported risk ratios (RR) and 95% confidence intervals (CI) for dichotomous outcomes, and mean differences (MD) for continuous outcomes. MAIN RESULTS: We included 93 eligible trials (N = 22,047 participants), which evaluated the effectiveness of interactive TM delivered in addition to (32% of studies), as an alternative to (57% of studies), or partly substituted for usual care (11%) as compared to usual care alone.The included studies recruited patients with the following clinical conditions: cardiovascular disease (36), diabetes (21), respiratory conditions (9), mental health or substance abuse conditions (7), conditions requiring a specialist consultation (6), co morbidities (3), urogenital conditions (3), neurological injuries and conditions (2), gastrointestinal conditions (2), neonatal conditions requiring specialist care (2), solid organ transplantation (1), and cancer (1).Telemedicine provided remote monitoring (55 studies), or real-time video-conferencing (38 studies), which was used either alone or in combination. The main TM function varied depending on clinical condition, but fell typically into one of the following six categories, with some overlap: i) monitoring of a chronic condition to detect early signs of deterioration and prompt treatment and advice, (41); ii) provision of treatment or rehabilitation (12), for example the delivery of cognitive behavioural therapy, or incontinence training; iii) education and advice for self-management (23), for example nurses delivering education to patients with diabetes or providing support to parents of very low birth weight infants or to patients with home parenteral nutrition; iv) specialist consultations for diagnosis and treatment decisions (8), v) real-time assessment of clinical status, for example postoperative assessment after minor operation or follow-up after solid organ transplantation (8) vi), screening, for angina (1).The type of data transmitted by the patient, the frequency of data transfer, (e.g. telephone, e-mail, SMS) and frequency of interactions between patient and healthcare provider varied across studies, as did the type of healthcare provider/s and healthcare system involved in Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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delivering the intervention.We found no difference between groups for all-cause mortality for patients with heart failure (16 studies; N = 5239; RR:0.89, 95% CI 0.76 to 1.03, P = 0.12; I(2) = 44%) (moderate to high certainty of evidence) at a median of six months follow-up. Admissions to hospital (11 studies; N = 4529) ranged from a decrease of 64% to an increase of 60% at median eight months follow-up (moderate certainty of evidence). We found some evidence of improved quality of life (five studies; N = 482; MD:-4.39, 95% CI -7.94 to -0.83; P < 0.02; I(2) = 0%) (moderate certainty of evidence) for those allocated to TM as compared with usual care at a median three months follow-up. In studies recruiting participants with diabetes (16 studies; N = 2768) we found lower glycated haemoglobin (HbA1c %) levels in those allocated to TM than in controls (MD -0.31, 95% CI -0.37 to -0.24; P < 0.00001; I(2)= 42%, P = 0.04) (high certainty of evidence) at a median of nine months follow-up. We found some evidence for a decrease in LDL (four studies, N = 1692; MD -12.45, 95% CI -14.23 to -10.68; P < 0.00001; I(2 =) 0%) (moderate certainty of evidence), and blood pressure (four studies, N = 1770: MD: SBP:-4.33, 95% CI -5.30 to -3.35, P < 0.00001; I(2) = 17%; DBP: -2.75 95% CI -3.28 to -2.22, P < 0.00001; I(2) = 45% (moderate certainty evidence), in TM as compared with usual care.Seven studies that recruited participants with different mental health and substance abuse problems, reported no differences in the effect of therapy delivered over video-conferencing, as compared to face-to-face delivery. Findings from the other studies were inconsistent; there was some evidence that monitoring via TM improved blood pressure control in participants with hypertension, and a few studies reported improved symptom scores for those with a respiratory condition. Studies recruiting participants requiring mental health services and those requiring specialist consultation for a dermatological condition reported no differences between groups. AUTHORS' CONCLUSIONS: The findings in our review indicate that the use of TM in the management of heart failure appears to lead to similar health outcomes as face-to-face or telephone delivery of care; there is evidence that TM can improve the control of blood glucose in those with diabetes. The cost to a health service, and acceptability by patients and healthcare professionals, is not clear due to limited data reported for these outcomes. The effectiveness of TM may depend on a number of different factors, including those related to the study population e.g. the severity of the condition and the disease trajectory of the participants, the function of the intervention e.g., if it is used for monitoring a chronic condition, or to provide access to diagnostic services, as well as the healthcare provider and healthcare system involved in delivering the intervention. Foster, M. V. et Sethares, K. A. (2014). "Facilitators and barriers to the adoption of telehealth in older adults: an integrative review." Comput Inform Nurs 32(11): 523-533; quiz 534-525. Telehealth offers a great opportunity to provide follow-up care and daily monitoring of older adults in their homes. Although there is a significant body of literature related to telehealth in regard to design and adoption, little attention has been given by researchers to the perceptions of the older-adult end users of telehealth. As the numbers of older adults increases, there is a need to evaluate the perceptions of this population as they will most likely be the major users of telehealth. This review identified the current telehealth technologies that are available to older adults with a discussion on the facilitators of and barriers to those technologies. Literature published between 2003 and 2013 was reviewed using MEDLINE, PsycINFO, and CINAHL. A total of 2387 references were retrieved, but only 14 studies met the inclusion criteria. This review indicates that 50% of the studies did not specifically address facilitators of and barriers to adopting telehealth with older adults. Also, studies in this population did not address caregivers' perceptions on the facilitators of and barriers to telehealth. The use of telehealth among older adults is expected to rise, but effective adoption will be successful if the patient's perspective is kept at the forefront. Free, C., et al. (2013). "The effectiveness of mobile-health technology-based health behaviour change or disease management interventions for health care consumers: a systematic review." PLoS Med 10(1): e1001362. BACKGROUND: Mobile technologies could be a powerful media for providing individual level support to health care consumers. We conducted a systematic review to assess the effectiveness of mobile technology interventions delivered to health care consumers. METHODS AND FINDINGS: We searched for all controlled trials of mobile technology-based health interventions delivered to health care consumers using MEDLINE, EMBASE, PsycINFO, Global Health, Web of Science, Cochrane Library, UK Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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NHS HTA (Jan 1990-Sept 2010). Two authors extracted data on allocation concealment, allocation sequence, blinding, completeness of follow-up, and measures of effect. We calculated effect estimates and used random effects meta-analysis. We identified 75 trials. Fifty-nine trials investigated the use of mobile technologies to improve disease management and 26 trials investigated their use to change health behaviours. Nearly all trials were conducted in high-income countries. Four trials had a low risk of bias. Two trials of disease management had low risk of bias; in one, antiretroviral (ART) adherence, use of text messages reduced high viral load (>400 copies), with a relative risk (RR) of 0.85 (95% CI 0.72-0.99), but no statistically significant benefit on mortality (RR 0.79 [95% CI 0.47-1.32]). In a second, a PDA based intervention increased scores for perceived self care agency in lung transplant patients. Two trials of health behaviour management had low risk of bias. The pooled effect of text messaging smoking cessation support on biochemically verified smoking cessation was (RR 2.16 [95% CI 1.772.62]). Interventions for other conditions showed suggestive benefits in some cases, but the results were not consistent. No evidence of publication bias was demonstrated on visual or statistical examination of the funnel plots for either disease management or health behaviours. To address the limitation of the older search, we also reviewed more recent literature. CONCLUSIONS: Text messaging interventions increased adherence to ART and smoking cessation and should be considered for inclusion in services. Although there is suggestive evidence of benefit in some other areas, high quality adequately powered trials of optimised interventions are required to evaluate effects on objective outcomes. Free, C., et al. (2013). "The effectiveness of mobile-health technologies to improve health care service delivery processes: a systematic review and meta-analysis." PLoS Med 10(1): e1001363. BACKGROUND: Mobile health interventions could have beneficial effects on health care delivery processes. We aimed to conduct a systematic review of controlled trials of mobile technology interventions to improve health care delivery processes. METHODS AND FINDINGS: We searched for all controlled trials of mobile technology based health interventions using MEDLINE, EMBASE, PsycINFO, Global Health, Web of Science, Cochrane Library, UK NHS HTA (Jan 1990-Sept 2010). Two authors independently extracted data on allocation concealment, allocation sequence, blinding, completeness of follow-up, and measures of effect. We calculated effect estimates and we used random effects meta-analysis to give pooled estimates. We identified 42 trials. None of the trials had low risk of bias. Seven trials of health care provider support reported 25 outcomes regarding appropriate disease management, of which 11 showed statistically significant benefits. One trial reported a statistically significant improvement in nurse/surgeon communication using mobile phones. Two trials reported statistically significant reductions in correct diagnoses using mobile technology photos compared to gold standard. The pooled effect on appointment attendance using text message (short message service or SMS) reminders versus no reminder was increased, with a relative risk (RR) of 1.06 (95% CI 1.05-1.07, I(2) = 6%). The pooled effects on the number of cancelled appointments was not significantly increased RR 1.08 (95% CI 0.89-1.30). There was no difference in attendance using SMS reminders versus other reminders (RR 0.98, 95% CI 0.94-1.02, respectively). To address the limitation of the older search, we also reviewed more recent literature. CONCLUSIONS: The results for health care provider support interventions on diagnosis and management outcomes are generally consistent with modest benefits. Trials using mobile technology-based photos reported reductions in correct diagnoses when compared to the gold standard. SMS appointment reminders have modest benefits and may be appropriate for implementation. High quality trials measuring clinical outcomes are needed. Please see later in the article for the Editors' Summary. French, B., et al. (2013). "The challenges of implementing a telestroke network: a systematic review and case study." BMC Med Inform Decis Mak 13: 125. BACKGROUND: The use of telemedicine in acute stroke care can facilitate rapid access to treatment, but the work required to embed any new technology into routine practice is often hidden, and can be challenging. We aimed to collate recommendations and resources to support telestroke implementation. METHODS: Systematic search of healthcare databases and the Internet to identify descriptions of the implementation of telestroke projects; interviews with key stakeholders during the development of one UK telestroke network. Supporting documentation from existing projects was analysed to construct a framework of implementation stages and tasks, and a toolkit of documents. Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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Interviews and literature were analysed with other data sources using Normalisation Process Theory as described in the e-Health Implementation Toolkit. RESULTS: 61 telestroke projects were identified and contacted. Twenty projects provided documents, 13 with published research detailing four stages of telestroke system development, implementation, use, and evaluation. Interviewees identified four main challenges: engaging and maintaining the commitment of a wide range of stakeholders across multiple organisations; addressing clinicians perceptions of evidence, workload, and payback; managing clinical and technical workability across diverse settings; and monitoring how the system is used and reconfigured by users. CONCLUSIONS: Information to guide telestroke implementation is sparse, but available. By using multiple sources of data, sufficient information was collated to construct a web-based toolkit detailing implementation tasks, resources and challenges in the development of a telestroke system for assessment and thrombolysis delivery in acute care. The toolkit is freely available online. Frueh, B. C., et al. (2000). "Procedural an methodological issues in telepsychiatry research and program development." Psychiatric Services 51(12): 1522-1527. Gammon, D., et al. (2015). "The chronic care model and technological research and innovation: a scoping review at the crossroads." J Med Internet Res 17(2): e25. BACKGROUND: Information and communication technologies (ICT) are key to optimizing the outcomes of the Chronic Care Model (CCM), currently acknowledged as the best synthesis of available evidence for chronic illness prevention and management. At the same time, CCM can offer a needed framework for increasing the relevance and feasibility of ICT innovation and research in health care. Little is known about how and to what extent CCM and ICT research inform each other to leverage mutual strengths. The current study examines: What characterizes work being done at the crossroads of CCM and ICT research and innovation? OBJECTIVE: Our aim is identify the gaps and potential that lie between the research domains CCM and ICT, thus enabling more substantive questions and opportunities for accelerating improvements in ICT-supported chronic care. METHODS: Using a scoping study approach, we developed a search strategy applied to medical and technical databases resulting in 1054 titles and abstracts that address CCM and ICT. After iteratively adapting our inclusion/exclusion criteria to balance between breadth and feasibility, 26 publications from 20 studies were found to fulfill our criteria. Following initial coding of each article according to predefined categories (eg, type of article, CCM component, ICT, health issue), a 1st level analysis was conducted resulting in a broad range of categories. These were gradually reduced by constantly comparing them for underlying commonalities and discrepancies. RESULTS: None of the studies included were from technical databases and interventions relied mostly on "old-fashioned" technologies. Technologies supporting "productive interactions" were often one-way (provider to patient), and it was sometimes difficult to decipher how CCM was guiding intervention design. In particular, the major focus on ICT to support providers did not appear unique to the challenges of chronic care. Challenges in facilitating CCM components through ICT included poorly designed user interfaces, digital divide issues, and lack of integration with existing infrastructure. CONCLUSIONS: The CCM is a highly influential guide for health care development, which recognizes the need for alignment of system tools such as ICT. Yet, there seem to be alarmingly few touch points between the subject fields of "health service development" and "ICT-innovation". Bridging these gaps needs explicit and urgent attention as the synergies between these domains have enormous potential. Policy makers and funding agencies need to facilitate the joining of forces between high-tech innovative expertise and experts in the chronic care system redesign that is required for tackling the current epidemic of long-term multiple conditions. Garabedian, L. F., et al. (2015). "Mobile Phone and Smartphone Technologies for Diabetes Care and SelfManagement." Curr Diab Rep 15(12): 109. Mobile and smartphone (mHealth) technologies have the potential to improve diabetes care and selfmanagement, but little is known about their effectiveness and how patients, providers, and payers currently interact with them. We conducted a systematic review and found only 20 peer-reviewed articles, published since 2010, with robust evidence about the effectiveness of mHealth interventions for diabetes. The majority of these interventions showed improvement on primary endpoints, such as Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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HbA1c; mHealth technologies that interacted with both patients and providers were more likely to be effective. There was little evidence about persistent use by patients, use by a patient's health care provider, or long-term effectiveness. None of the studies discussed regulatory oversight of mHealth technologies or payer reimbursement for them. No robust studies evaluated the more than 1100 publicly available smartphone apps for diabetes. More research with valid study designs and longer follow-up is needed to evaluate the impact of mHealth technologies for diabetes care and selfmanagement. Gee, P. M., et al. (2015). "The eHealth Enhanced Chronic Care Model: a theory derivation approach." J Med Internet Res 17(4): e86. BACKGROUND: Chronic illnesses are significant to individuals and costly to society. When systematically implemented, the well-established and tested Chronic Care Model (CCM) is shown to improve health outcomes for people with chronic conditions. Since the development of the original CCM, tremendous information management, communication, and technology advancements have been established. An opportunity exists to improve the time-honored CCM with clinically efficacious eHealth tools. OBJECTIVE: The first goal of this paper was to review research on eHealth tools that support self-management of chronic disease using the CCM. The second goal was to present a revised model, the eHealth Enhanced Chronic Care Model (eCCM), to show how eHealth tools can be used to increase efficiency of how patients manage their own chronic illnesses. METHODS: Using Theory Derivation processes, we identified a "parent theory", the Chronic Care Model, and conducted a thorough review of the literature using CINAHL, Medline, OVID, EMBASE PsychINFO, Science Direct, as well as government reports, industry reports, legislation using search terms "CCM or Chronic Care Model" AND "eHealth" or the specific identified components of eHealth. Additionally, "Chronic Illness Self-management support" AND "Technology" AND several identified eHealth tools were also used as search terms. We then used a review of the literature and specific components of the CCM to create the eCCM. RESULTS: We identified 260 papers at the intersection of technology, chronic disease selfmanagement support, the CCM, and eHealth and organized a high-quality subset (n=95) using the components of CCM, self-management support, delivery system design, clinical decision support, and clinical information systems. In general, results showed that eHealth tools make important contributions to chronic care and the CCM but that the model requires modification in several key areas. Specifically, (1) eHealth education is critical for self-care, (2) eHealth support needs to be placed within the context of community and enhanced with the benefits of the eCommunity or virtual communities, and (3) a complete feedback loop is needed to assure productive technology-based interactions between the patient and provider. CONCLUSIONS: The revised model, eCCM, offers insight into the role of eHealth tools in self-management support for people with chronic conditions. Additional research and testing of the eCCM are the logical next steps. Gelber, H. et Alexander, M. (1999). "An evaluation of an australian videoconferencing project for child and adolescent telepsychiatry." Journal of Telemedicine and Telecare 5(supp. 1): S21-S23, 21 fig. Glasgow, R. E., et al. (2014). "Implementation science approaches for integrating eHealth research into practice and policy." Int J Med Inform 83(7): e1-11. PURPOSE: To summarize key issues in the eHealth field from an implementation science perspective and to highlight illustrative processes, examples and key directions to help more rapidly integrate research, policy and practice. METHODS: We present background on implementation science models and emerging principles; discuss implications for eHealth research; provide examples of practical designs, measures and exemplar studies that address key implementation science issues; and make recommendations for ways to more rapidly develop and test eHealth interventions as well as future research, policy and practice. RESULTS: The pace of eHealth research has generally not kept up with technological advances, and many of our designs, methods and funding mechanisms are incapable of providing the types of rapid and relevant information needed. Although there has been substantial eHealth research conducted with positive short-term results, several key implementation and dissemination issues such as representativeness, cost, unintended consequences, impact on health inequities, and sustainability have not been addressed or reported. Examples of studies in several of these areas are summarized to demonstrate this is possible. CONCLUSIONS: eHealth research that is Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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intended to translate into policy and practice should be more contextual, report more on setting factors, employ more responsive and pragmatic designs and report results more transparently on issues important to potential adopting patients, clinicians and organizational decision makers. We outline an alternative development and assessment model, summarize implementation science findings that can help focus attention, and call for different types of more rapid and relevant research and funding mechanisms. Gokalp, H. et Clarke, M. (2013). "Monitoring activities of daily living of the elderly and the potential for its use in telecare and telehealth: a review." Telemed J E Health 19(12): 910-923. OBJECTIVE: This review was designed to determine whether telemonitoring activities of daily living (ADL) of elderly people can improve quality of life and be beneficial to their healthcare. MATERIALS AND METHODS: Electronic databases were searched for studies that monitored ADL of elderly people and preferably measured some clinical outcomes such as ability to predict key events that require intervention and for studies that assessed perception of elderly people of such telemonitoring systems. The articles were reviewed and assessed independently by two reviewers. RESULTS: One hundred seventy-five unique studies were found. Sixty-seven of these were identified for potential inclusion, and 25 studies were finally included. Study characteristics, parameters monitored, outcomes, and problems encountered were summarized and discussed. The main focus was on the potential benefits of ADL monitoring on the care of elderly people. CONCLUSIONS: Although most studies reported on technical improvements in methods for detecting changes in ADL, few, if any, determined the benefits to the patient of telemonitoring for changes in ADL or correlation with any physiological changes. We propose sensor and system characteristics for improved user acceptance and deployment in a large-scale care plan. We present areas requiring further investigation. Gorst, S. L., et al. (2014). "Home telehealth uptake and continued use among heart failure and chronic obstructive pulmonary disease patients: a systematic review." Ann Behav Med 48(3): 323-336. BACKGROUND: Home telehealth has the potential to benefit heart failure (HF) and chronic obstructive pulmonary disease (COPD) patients, however large-scale deployment is yet to be achieved. PURPOSE: The aim of this review was to assess levels of uptake of home telehealth by patients with HF and COPD and the factors that determine whether patients do or do not accept and continue to use telehealth. METHODS: This research performs a narrative synthesis of the results from included studies. RESULTS: Thirty-seven studies met the inclusion criteria. Studies that reported rates of refusal and/or withdrawal found that almost one third of patients who were offered telehealth refused and one fifth of participants who did accept later abandoned telehealth. Seven barriers to, and nine facilitators of, home telehealth use were identified. CONCLUSIONS: Research reports need to provide more details regarding telehealth refusal and abandonment, in order to understand the reasons why patients decide not to use telehealth. Gray, J. E., et al. (2000). "Baby CareLink : using the internet and telemedicine to improve care for high-risk infants." Pediatrics 106(6): 1318-1324, 1313 tabl., 1313 fig. http://pediatrics.aappublications.org/content/106/6/1318?variant=long&sso=1&sso_redirect_count=1&nfstat us=401&nftoken=00000000-0000-0000-0000000000000000&nfstatusdescription=ERROR%3a+No+local+token Guise, V., et al. (2014). "Patient safety risks associated with telecare: a systematic review and narrative synthesis of the literature." BMC Health Serv Res 14: 588. BACKGROUND: Patient safety risk in the homecare context and patient safety risk related to telecare are both emerging research areas. Patient safety issues associated with the use of telecare in homecare services are therefore not clearly understood. It is unclear what the patient safety risks are, how patient safety issues have been investigated, and what research is still needed to provide a comprehensive picture of risks, challenges and potential harm to patients due to the implementation and use of telecare services in the home. Furthermore, it is unclear how training for telecare users has addressed patient safety issues. A systematic review of the literature was conducted to identify patient safety risks associated with telecare use in homecare services and to investigate whether and Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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how these patient safety risks have been addressed in telecare training. METHODS: Six electronic databases were searched in addition to hand searches of key items, reference tracking and citation tracking. Strict inclusion and exclusion criteria were set. All included items were assessed according to set quality criteria and subjected to a narrative synthesis to organise and synthesize the findings. A human factors systems framework of patient safety was used to frame and analyse the results. RESULTS: 22 items were included in the review. 11 types of patient safety risks associated with telecare use in homecare services emerged. These are in the main related to the nature of homecare tasks and practices, and person-centred characteristics and capabilities, and to a lesser extent, problems with the technology and devices, organisational issues, and environmental factors. Training initiatives related to safe telecare use are not described in the literature. CONCLUSIONS: There is a need to better identify and describe patient safety risks related to telecare services to improve understandings of how to avoid and minimize potential harm to patients. This process can be aided by reframing known telecare implementation challenges and user experiences of telecare with the help of a human factors systems approach to patient safety. Hailey, D., et al. (2011). "Evidence of benefit from telerehabilitation in routine care: a systematic review." J Telemed Telecare 17(6): 281-287. We systematically reviewed the evidence on the effectiveness of telerehabilitation (TR) applications. The review included reports on rehabilitation for any disability, other than mental health conditions, and drug or alcohol addiction. All forms of telecommunications technology for TR and all types of study design were considered. Study quality was assessed using an approach that considered both study performance and study design. Judgements were made on whether each TR application had been successful, whether reported outcomes were clinically significant, and whether further data were needed to establish the application as suitable for routine use. Sixty-one scientifically credible studies that reported patient outcomes or administrative changes were identified through computerized literature searches on five databases. Twelve clinical categories were covered by the studies. Those dealing with cardiac or neurological rehabilitation were the most numerous. Thirty-one of the studies (51%) were of high or good quality. Study results showed that 71% of the TR applications were successful, 18% were unsuccessful and for 11% the status was unclear. The reported outcomes for 51% of the applications appeared to be clinically significant. Poorer-quality studies tended to have worse outcomes than those from high- or good-quality studies. We judged that further study was required for 62% of the TR applications and desirable for 23%. TR shows promise in many fields, but compelling evidence of benefit and of impact on routine rehabilitation programmes is still limited. There is a need for more detailed, better-quality studies and for studies on the use of TR in routine care. Hameed, A. S., et al. (2014). "The impact of adherence on costs and effectiveness of telemedical patient management in heart failure: a systematic review." Appl Clin Inform 5(3): 612-620. OBJECTIVE: This paper analyzes evidence of the impact of patients' adherence to pharmacological and non-pharmacological recommendations on the treatment costs of heart failure (HF) patients. METHODS: A systematic review was performed based on the Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) statement. Papers were searched using various combinations of the following keywords: 'telemedicine', 'telemonitoring', 'telehealth', 'eHealth', 'remote monitoring', 'adherence', 'compliance', 'cost-effectiveness', 'cost-benefit', 'heart failure', 'healthcare costs', 'hospitalization', and 'drug costs'. We included only papers written in English or German, published between 1998 and 2014, and having one of our search terms in the title. RESULTS: Initially, 73 papers were selected. After a detailed review, these were narrowed done to 9 that reported an association between adherence and/or compliance and costs. However, none established a quantitative relationship between adherence and total healthcare costs. CONCLUSION: A model-based costeffectiveness analysis that appropriately considers adherence has not been carried out so far, but is needed to fully understand the potential economic benefits of telehealth. Hamine, S., et al. (2015). "Impact of mHealth chronic disease management on treatment adherence and patient outcomes: a systematic review." J Med Internet Res 17(2): e52. Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub



Page 97 sur 254



www.irdes.fr E-santé : télésanté, santé numérique et santé connectée



Septembre 2016



BACKGROUND: Adherence to chronic disease management is critical to achieving improved health outcomes, quality of life, and cost-effective health care. As the burden of chronic diseases continues to grow globally, so does the impact of non-adherence. Mobile technologies are increasingly being used in health care and public health practice (mHealth) for patient communication, monitoring, and education, and to facilitate adherence to chronic diseases management. OBJECTIVE: We conducted a systematic review of the literature to evaluate the effectiveness of mHealth in supporting the adherence of patients to chronic diseases management ("mAdherence"), and the usability, feasibility, and acceptability of mAdherence tools and platforms in chronic disease management among patients and health care providers. METHODS: We searched PubMed, Embase, and EBSCO databases for studies that assessed the role of mAdherence in chronic disease management of diabetes mellitus, cardiovascular disease, and chronic lung diseases from 1980 through May 2014. Outcomes of interest included effect of mHealth on patient adherence to chronic diseases management, disease-specific clinical outcomes after intervention, and the usability, feasibility, and acceptability of mAdherence tools and platforms in chronic disease management among target end-users. RESULTS: In all, 107 articles met all inclusion criteria. Short message service was the most commonly used mAdherence tool in 40.2% (43/107) of studies. Usability, feasibility, and acceptability or patient preferences for mAdherence interventions were assessed in 57.9% (62/107) of studies and found to be generally high. A total of 27 studies employed randomized controlled trial (RCT) methods to assess impact on adherence behaviors, and significant improvements were observed in 15 of those studies (56%). Of the 41 RCTs that measured effects on disease-specific clinical outcomes, significant improvements between groups were reported in 16 studies (39%). CONCLUSIONS: There is potential for mHealth tools to better facilitate adherence to chronic disease management, but the evidence supporting its current effectiveness is mixed. Further research should focus on understanding and improving how mHealth tools can overcome specific barriers to adherence. Hasselberg, M., et al. (2014). "Image-based medical expert teleconsultation in acute care of injuries. A systematic review of effects on information accuracy, diagnostic validity, clinical outcome, and user satisfaction." PLoS One 9(6): e98539. OBJECTIVE: To systematically review the literature on image-based telemedicine for medical expert consultation in acute care of injuries, considering system, user, and clinical aspects. DESIGN: Systematic review of peer-reviewed journal articles. DATA SOURCES: Searches of five databases and in eligible articles, relevant reviews, and specialized peer-reviewed journals. ELIGIBILITY CRITERIA: Studies were included that covered teleconsultation systems based on image capture and transfer with the objective of seeking medical expertise for the diagnostic and treatment of acute injury care and that presented the evaluation of one or several aspects of the system based on empirical data. Studies of systems not under routine practice or including real-time interactive video conferencing were excluded. METHOD: The procedures used in this review followed the PRISMA Statement. Predefined criteria were used for the assessment of the risk of bias. The DeLone and McLean Information System Success Model was used as a framework to synthesise the results according to system quality, user satisfaction, information quality and net benefits. All data extractions were done by at least two reviewers independently. RESULTS: Out of 331 articles, 24 were found eligible. Diagnostic validity and management outcomes were often studied; fewer studies focused on system quality and user satisfaction. Most systems were evaluated at a feasibility stage or during small-scale pilot testing. Although the results of the evaluations were generally positive, biases in the methodology of evaluation were concerning selection, performance and exclusion. Gold standards and statistical tests were not always used when assessing diagnostic validity and patient management. CONCLUSIONS: Image-based telemedicine systems for injury emergency care tend to support valid diagnosis and influence patient management. The evidence relates to a few clinical fields, and has substantial methodological shortcomings. As in the case of telemedicine in general, user and system quality aspects are poorly documented, both of which affect scale up of such programs. Heidbuchel, H., et al. (2015). "EuroEco (European Health Economic Trial on Home Monitoring in ICD Patients): a provider perspective in five European countries on costs and net financial impact of follow-up with or without remote monitoring." Eur Heart J 36(3): 158-169. AIM: Remote follow-up (FU) of implantable cardiac defibrillators (ICDs) allows for fewer in-office visits Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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in combination with earlier detection of relevant findings. Its implementation requires investment and reorganization of care. Providers (physicians or hospitals) are unsure about the financial impact. The primary end-point of this randomized prospective multicentre health economic trial was the total FUrelated cost for providers, comparing Home Monitoring facilitated FU (HM ON) to regular in-office FU (HM OFF) during the first 2 years after ICD implantation. Also the net financial impact on providers (taking national reimbursement into account) and costs from a healthcare payer perspective were evaluated. METHODS AND RESULTS: A total of 312 patients with VVI- or DDD-ICD implants from 17 centres in six EU countries were randomised to HM ON or OFF, of which 303 were eligible for data analysis. For all contacts (in-office, calendar- or alert-triggered web-based review, discussions, calls) time-expenditure was tracked. Country-specific cost parameters were used to convert resource use into monetary values. Remote FU equipment itself was not included in the cost calculations. Given only two patients from Finland (one in each group) a monetary valuation analysis was not performed for Finland. Average age was 62.4 +/- 13.1 years, 81% were male, 39% received a DDD system, and 51% had a prophylactic ICD. Resource use with HM ON was clearly different: less FU visits (3.79 +/1.67 vs. 5.53 +/- 2.32; P < 0.001) despite a small increase of unscheduled visits (0.95 +/- 1.50 vs. 0.62 +/- 1.25; P < 0.005), more non-office-based contacts (1.95 +/- 3.29 vs. 1.01 +/- 2.64; P < 0.001), more Internet sessions (11.02 +/- 15.28 vs. 0.06 +/- 0.31; P < 0.001) and more in-clinic discussions (1.84 +/4.20 vs. 1.28 +/- 2.92; P < 0.03), but with numerically fewer hospitalizations (0.67 +/- 1.18 vs. 0.85 +/1.43, P = 0.23) and shorter length-of-stay (6.31 +/- 15.5 vs. 8.26 +/- 18.6; P = 0.27), although not significant. For the whole study population, the total FU cost for providers was not different for HM ON vs. OFF [mean (95% CI): euro204 (169-238) vs. euro213 (182-243); range for difference (euro-36 to 54), NS]. From a payer perspective, FU-related costs were similar while the total cost per patient (including other physician visits, examinations, and hospitalizations) was numerically (but not significantly) lower. There was no difference in the net financial impact on providers [profit of euro408 (327-489) vs. euro400 (345-455); range for difference (euro-104 to 88), NS], but there was heterogeneity among countries, with less profit for providers in the absence of specific remote FU reimbursement (Belgium, Spain, and the Netherlands) and maintained or increased profit in cases where such reimbursement exists (Germany and UK). Quality of life (SF-36) was not different. CONCLUSION: For all the patients as a whole, FU-related costs for providers are not different for remote FU vs. purely in-office FU, despite reorganized care. However, disparity in the impact on provider budget among different countries illustrates the need for proper reimbursement to ensure effective remote FU implementation. Hendy, J., et al. (2012). "An organisational analysis of the implementation of telecare and telehealth: the whole systems demonstrator." BMC Health Serv Res 12: 403. BACKGROUND: To investigate organisational factors influencing the implementation challenges of redesigning services for people with long term conditions in three locations in England, using remote care (telehealth and telecare). METHODS: Case-studies of three sites forming the UK Department of Health's Whole Systems Demonstrator (WSD) Programme. Qualitative research techniques were used to obtain data from various sources, including semi-structured interviews, observation of meetings over the course programme and prior to its launch, and document review. Participants were managers and practitioners involved in the implementation of remote care services. RESULTS: The implementation of remote care was nested within a large pragmatic cluster randomised controlled trial (RCT), which formed a core element of the WSD programme. To produce robust benefits evidence, many aspect of the trial design could not be easily adapted to local circumstances. While remote care was successfully rolled-out, wider implementation lessons and levels of organisational learning across the sites were hindered by the requirements of the RCT. CONCLUSIONS: The implementation of a complex innovation such as remote care requires it to organically evolve, be responsive and adaptable to the local health and social care system, driven by support from front-line staff and management. This need for evolution was not always aligned with the imperative to gather robust benefits evidence. This tension needs to be resolved if government ambitions for the evidencebased scaling-up of remote care are to be realised. Hidalgo-Mazzei, D., et al. (2015). "Internet-based psychological interventions for bipolar disorder: Review of the present and insights into the future." J Affect Disord 188: 1-13. Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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BACKGROUND: In the last decade, there has been an increasing advent of innovative concepts in psychological interventions aimed at empowering bipolar patients by means of technological advancements and taking advantage of the proliferation of the Internet. Since the adoption of these technologies for behavioral monitoring and intervention is not trivial in clinical practice, the main objective of this review is to provide an overview and to discuss the several initiatives published so far in the literature related to the Internet-based technologies aimed to deliver evidence-based psychological interventions for bipolar disorder patients. METHODS: We conducted a comprehensive systematic review of the literature from multiple technological, psychiatric and psychological domains. The search was conducted by applying the Boolean algorithm "BIPOLAR AND DISORDER AND (treatment OR intervention) AND (online OR Internet OR web-based OR smartphone OR mobile)" at MEDLINE, SCOPUS, EMBASE, ClinicalTrials, ISI Web of Science and Google Scholar. RESULTS: We identified over 251 potential entries matching the search criteria and after a thorough manual review, 29 publications pertaining to 12 different projects, specifically focusing on psychological interventions for bipolar patients through diverse Internet-based methods, were selected. LIMITATIONS: Taking into consideration the diversity of the initiatives and the inconclusive main outcome results of the studies, there is still limited evidence available to draw firm conclusions about the efficacy of interventions using Internet-based technologies for bipolar disorder. CONCLUSIONS: However, considering the high rates of retention and compliance reported, they represent a potential highly feasible and acceptable method of delivering this kind of interventions to bipolar patients. Holtz, B. et Lauckner, C. (2012). "Diabetes management via mobile phones: a systematic review." Telemed J E Health 18(3): 175-184. BACKGROUND: This study sought to understand the most common uses and functions of mobile phones in monitoring and managing diabetes, their potential role in a clinical setting, and the current state of research in this area. METHODS: We identified peer-reviewed articles published between 2000 and 2010. Twenty-one articles were analyzed for this systematic literature review. RESULTS: The majority of studies examined the use of mobile phones from the patient's perspective. Subjects with type 1 diabetes were enrolled exclusively in over 50% of the studies. Seventy-one percent of the studies used a study-specific application, which had supplemental features in addition to text messaging. The outcomes assessed varied considerably across studies, but some positive trends were noted, such as improved self-efficacy, hemoglobin A1c, and self-management behaviors. CONCLUSIONS: The studies evaluated showed promise in using mobile phones to help people with diabetes manage their condition effectively. However, many of these studies lacked sufficient sample sizes or intervention lengths to determine whether the results might be clinically or statistically significant. Future research should examine other key issues, such as provider perceptions, integration into a healthcare practice, and cost, which would provide important insight into the use of mobile phones for chronic disease management. Huang, K., et al. (2015). "Telehealth interventions versus center-based cardiac rehabilitation of coronary artery disease: A systematic review and meta-analysis." Eur J Prev Cardiol 22(8): 959-971. BACKGROUND: Cardiac rehabilitation (CR) is an evidence-based recommendation for patients with coronary artery disease (CAD). However, CR is dramatically underutilized. Telehealth interventions have the potential to overcome barriers and may be an innovative model of delivering CR. This review aimed to determine the effectiveness of telehealth intervention delivered CR compared with centerbased supervised CR. METHOD: Medline, Embase, the Cochrane Central Register of Controlled Trials (CENTRAL) in the Cochrane Library and the Chinese BioMedical Literature Database (CBM), were searched to April 2014, without language restriction. Existing randomized controlled trials, reviews, relevant conference lists and gray literature were checked. Randomized controlled trials that compared telehealth intervention delivered CR with traditional center-based supervised CR in adults with CAD were included. Two reviewers selected studies and extracted data independently. Main clinical outcomes including clinical events, modifiable risk factors or other endpoints were measured. RESULTS: Fifteen articles reporting nine trials were reviewed, most of which recruited patients with myocardial infarction or revascularization. No statistically significant difference was found between telehealth interventions delivered and center-based supervised CR in exercise capacity (standardized mean difference (SMD) -0.01; 95% confidence interval (CI) -0.12-0.10), weight (SMD -0.13; 95% CI Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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0.30-0.05), systolic and diastolic blood pressure (mean difference (MD) -1.27; 95% CI -3.67-1.13 and MD 1.00; 95% CI -0.42-2.43, respectively), lipid profile, smoking (risk ratio (RR) 1.03; 95% CI 0.78-1.38), mortality (RR 1.15; 95% CI 0.61-2.19), quality of life and psychosocial state. CONCLUSIONS: Telehealth intervention delivered cardiac rehabilitation does not have significantly inferior outcomes compared to center-based supervised program in low to moderate risk CAD patients. Telehealth intervention offers an alternative deliver model of CR for individuals less able to access center-based cardiac rehabilitation. Choices should reflect preferences, anticipation, risk profile, funding, and accessibility to health service. Huang, V. W., et al. (2014). "Distance management of inflammatory bowel disease: systematic review and meta-analysis." World J Gastroenterol 20(3): 829-842. AIM: To review the effectiveness of distance management methods in the management of adult inflammatory bowel disease (IBD) patients. METHODS: A systematic review and meta-analysis of randomized controlled trials comparing distance management and standard clinic follow-up in the management of adult IBD patients. Distance management intervention was defined as any remote management method in which there is a patient self-management component whereby the patient interacts remotely via a self-guided management program, electronic interface, or self-directs open access to clinic follow up. The search strategy included electronic databases (Medline, PubMed, CINAHL, The Cochrane Central Register of Controlled Trials, EMBASE, KTPlus, Web of Science, and SCOPUS), conference proceedings, and internet search for web publications. The primary outcome was the mean difference in quality of life, and the secondary outcomes included mean difference in relapse rate, clinic visit rate, and hospital admission rate. Study selection, data extraction, and risk of bias assessment were completed by two independent reviewers. RESULTS: The search strategy identified a total of 4061 articles, but only 6 randomized controlled trials met the inclusion and exclusion criteria for the systematic review and meta-analysis. Three trials involved telemanagement, and three trials involved directed patient self-management and open access clinics. The total sample size was 1463 patients. There was a trend towards improved quality of life in distance management patients with an end IBDQ quality of life score being 7.28 (95%CI: -3.25-17.81) points higher than standard clinic follow-up. There was a significant decrease in the clinic visit rate among distance management patients mean difference -1.08 (95%CI: -1.60--0.55), but no significant change in relapse rate or hospital admission rate. CONCLUSION: Distance management of IBD significantly decreases clinic visit utilization, but does not significantly affect relapse rates or hospital admission rates. Huibers, L., et al. (2011). "Safety of telephone triage in out-of-hours care: a systematic review." Scand J Prim Health Care 29(4): 198-209. OBJECTIVE: Telephone triage in patients requesting help may compromise patient safety, particularly if urgency is underestimated and the patient is not seen by a physician. The aim was to assess the research evidence on safety of telephone triage in out-of-hours primary care. METHODS: A systematic review was performed of published research on telephone triage in out-of-hours care, searching in PubMed and EMBASE up to March 2010. Studies were included if they concerned out-of-hours medical care and focused on telephone triage in patients with a first request for help. Study inclusion and data extraction were performed by two researchers independently. Post-hoc two types of studies were distinguished: observational studies in contacts with real patients (unselected and highly urgent contacts), and prospective observational studies using high-risk simulated patients (with a highly urgent health problem). RESULTS: Thirteen observational studies showed that on average triage was safe in 97% (95% CI 96.5-97.4%) of all patients contacting out-of-hours care and in 89% (95% CI 86.790.2%) of patients with high urgency. Ten studies that used high-risk simulated patients showed that on average 46% (95% CI 42.7-49.8%) were safe. Adverse events described in the studies included mortality (n = 6 studies), hospitalisations (n = 5), attendance at emergency department (n=1), and medical errors (n = 6). CONCLUSIONS: There is room for improvement in safety of telephone triage in patients who present symptoms that are high risk. As these have a low incidence, recognition of these calls poses a challenge to health care providers in daily practice. Husebo, A. M. et Storm, M. (2014). "Virtual visits in home health care for older adults." ScientificWorldJournal 2014: 689873. Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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BACKGROUND: This review identifies the content of virtual visits in community nursing services to older adults and explores the manner in which service users and the nurses use virtual visits. DESIGN: An integrative literature review. METHOD: Data collection comprised a literature search in three databases: Cinahl, Medline, and PubMed. In addition, a manual search of reference lists and expert consultation were performed. A total of 12 articles met the inclusion criteria. The articles were reviewed in terms of study characteristics, service content and utilization, and patient and health care provider experience. RESULTS: Our review shows that in most studies the service is delivered on a daily basis and in combination with in-person visits. The findings suggest that older home-dwelling patients can benefit from virtual visits in terms of enhanced social inclusion and medication compliance. Service users and their nurses found virtual visits satisfactory and suitable for care delivery in home care to the elderly. Evidence for cost-saving benefits of virtual visits was not found. CONCLUSIONS: The findings can inform the planning of virtual visits in home health care as a complementary service to in-person visits, in order to meet the increasingly complex needs of older adults living at home. Hussein, R. (2015). "A Review of Realizing the Universal Health Coverage (UHC) Goals by 2030: Part 1- Status quo, Requirements, and Challenges." J Med Syst 39(7): 71. This paper is the first part of a review of how to realize the Universal Health Coverage (UHC) goals by 2030. The objective of this review is to investigate the role of eHealth and technology in achieving UHC, focusing on four aspects: 1) identifying the importance of UHC and highlighting how UHC is influenced by health systems and eHealth, 2) investigating the current status of UHC worldwide and indicating the current challenges facing the realization of UHC, 3) reviewing the current research activities in the UHC domain and emphasizing the role of eHealth and technology in achieving UHC, and 4) discussing the results of the review to identify the current gaps in UHC implantation and the corresponding research lines for future investigation.This part covers the first two aspects through: providing the required background on UHC, highlighting the potential benefits of eHealth utilization in UHC, addressing the current status quo of UHC implementation worldwide, and finally concluding the lessons learned in terms of the UHC challenges and requirements.This part also described the used search methodology and selection criteria to synthesize this review. It also indicates the limitations of conducting a systematic review in this early stage of deploying UHC-oriented eHealth solutions. Hussein, R. (2015). "A Review of Realizing the Universal Health Coverage (UHC) Goals by 2030: Part 2- What is the Role of eHealth and Technology?" J Med Syst 39(7): 72. This paper is the second part of a review of how to realize the Universal Health Coverage (UHC) goals by 2030. The objective of this review is to investigate the role of eHealth and technology in achieving UHC, focusing on four aspects: 1) identifying the importance of UHC and highlighting how UHC is influenced by health systems and eHealth, 2) investigating the current status of UHC worldwide and indicating the current challenges facing the realization of UHC, 3) reviewing the current research activities in the UHC domain and emphasizing the role of eHealth and technology in achieving UHC, and 4) discussing the results of the review to identify the current gaps in UHC implantation and the corresponding research lines for future investigation. This part covers the last two aspects through providing a comprehensive understanding of the role of eHealth in the current research activities in the UHC domain. Specifically, eHealth can be extensively deployed in connecting the healthcare information systems, strengthening the health systems, building the health workforce capacity, in addition to forming frameworks of integrated mHealth strategies for achieving UHC. Huston, J. L. (2005). "Information governance standards for managing e-health information." J Telemed Telecare 11 Suppl 2: S56-58. Integrity of patient information, from both a quality and a security perspective, is critical to patient care. In the UK, the information governance initiative of the National Health Service (NHS) provides a framework to monitor and control the management of confidential patient data. Information governance standards grew out of the Data Accreditation Programme, first proposed in the 1998 NHS document Information for Health. The Data Accreditation Programme was based on a three-stage Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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assessment of data quality in acute hospitals. Stage one required internal review of policy and procedures for data input into computerized patient administration systems. Stage two involved an external audit to verify compliance with the standards. Stage three mandated audits of data outputs, focusing on clinical coding quality. Before stage three of the programme was fully implemented, the standards were incorporated into the information governance initiative, in which standards were expanded to include primary care and other health-care settings. These standards address many information management issues, including security and data quality, which are key concerns in telemedicine and e-health applications. Compliance is essential for the successful implementation of the NHS Care Records Service, which will allow sharing of electronically stored patient information across the UK. Hutchesson, M. J., et al. (2015). "eHealth interventions for the prevention and treatment of overweight and obesity in adults: a systematic review with meta-analysis." Obes Rev 16(5): 376-392. A systematic review of randomized controlled trials was conducted to evaluate the effectiveness of eHealth interventions for the prevention and treatment of overweight and obesity in adults. Eight databases were searched for studies published in English from 1995 to 17 September 2014. Eightyfour studies were included, with 183 intervention arms, of which 76% (n = 139) included an eHealth component. Sixty-one studies had the primary aim of weight loss, 10 weight loss maintenance, eight weight gain prevention, and five weight loss and maintenance. eHealth interventions were predominantly delivered using the Internet, but also email, text messages, monitoring devices, mobile applications, computer programs, podcasts and personal digital assistants. Forty percent (n = 55) of interventions used more than one type of technology, and 43.2% (n = 60) were delivered solely using eHealth technologies. Meta-analyses demonstrated significantly greater weight loss (kg) in eHealth weight loss interventions compared with control (MD -2.70 [-3.33,-2.08], P < 0.001) or minimal interventions (MD -1.40 [-1.98,-0.82], P < 0.001), and in eHealth weight loss interventions with extra components or technologies (MD 1.46 [0.80, 2.13], P < 0.001) compared with standard eHealth programmes. The findings support the use of eHealth interventions as a treatment option for obesity, but there is insufficient evidence for the effectiveness of eHealth interventions for weight loss maintenance or weight gain prevention. Hyman, J. L., et al. (2012). "Online professional networks for physicians: risk management." Clin Orthop Relat Res 470(5): 1386-1392. BACKGROUND: The rapidly developing array of online physician-only communities represents a potential extraordinary advance in the availability of educational and informational resources to physicians. These online communities provide physicians with a new range of controls over the information they process, but use of this social media technology carries some risk. QUESTIONS/PURPOSES: The purpose of this review was to help physicians manage the risks of online professional networking and discuss the potential benefits that may come with such networks. This article explores the risks and benefits of physicians engaging in online professional networking with peers and provides suggestions on risk management. METHODS: Through an Internet search and literature review, we scrutinized available case law, federal regulatory code, and guidelines of conduct from professional organizations and consultants. We reviewed the OrthoMind.com site as a case example because it is currently the only online social network exclusively for orthopaedic surgeons. RESULTS: Existing case law suggests potential liability for orthopaedic surgeons who engage with patients on openly accessible social network platforms. Current society guidelines in both the United States and Britain provide sensible rules that may mitigate such risks. However, the overall lack of a strong body of legal opinions, government regulations as well as practical experience for most surgeons limit the suitability of such platforms. Closed platforms that are restricted to validated orthopaedic surgeons may limit these downside risks and hence allow surgeons to collaborate with one another both as clinicians and practice owners. CONCLUSIONS: Educating surgeons about the pros and cons of participating in these networking platforms is helping them more astutely manage risks and optimize benefits. This evolving online environment of professional interaction is one of few precedents, but the application of risk management strategies that physicians use in daily practice carries over into the online community. This participation should foster ongoing dialogue as new guidelines emerge. This will allow today's orthopaedic surgeon to feel more comfortable with online Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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professional networks and better understand how to make an informed decision regarding their proper use. Inglis, S. C., et al. (2011). "Which components of heart failure programmes are effective? A systematic review and meta-analysis of the outcomes of structured telephone support or telemonitoring as the primary component of chronic heart failure management in 8323 patients: Abridged Cochrane Review." Eur J Heart Fail 13(9): 1028-1040. AIMS: Telemonitoring (TM) and structured telephone support (STS) have the potential to deliver specialized management to more patients with chronic heart failure (CHF), but their efficacy is still to be proven. The aim of this meta-analysis was to review randomized controlled trials (RCTs) of TM or STS for all-cause mortality and all-cause and CHF-related hospitalizations in patients with CHF, as a non-invasive remote model of a specialized disease-management intervention. METHODS AND RESULTS: We searched all relevant electronic databases and search engines, hand-searched bibliographies of relevant studies, systematic reviews, and meeting abstracts. Two reviewers independently extracted all data. Randomized controlled trials comparing TM or STS to usual care in patients with CHF were included. Studies that included intensified management with additional home or clinic-visits were excluded. Primary outcomes (mortality and hospitalizations) were analysed; secondary outcomes (cost, length of stay, and quality of life) were tabulated. Thirty RCTs of STS and TM were identified (25 peer-reviewed publications (n= 8323) and five abstracts (n= 1482)). Of the 25 peer-reviewed studies, 11 evaluated TM (2710 participants), 16 evaluated STS (5613 participants) with two testing both STS and TM in separate intervention arms compared with usual care. Telemonitoring reduced all-cause mortality {risk ratio (RR) 0.66 [95% confidence interval (CI) 0.54-0.81], P< 0.0001 }and STS showed a similar, but non-significant trend [RR 0.88 (95% CI 0.76-1.01), P= 0.08]. Both TM [RR 0.79 (95% CI 0.67-0.94), P= 0.008], and STS [RR 0.77 (95% CI 0.68-0.87), P< 0.0001] reduced CHFrelated hospitalizations. Both interventions improved quality of life, reduced costs, and were acceptable to patients. Improvements in prescribing, patient-knowledge and self-care, and functional class were observed. CONCLUSION: Telemonitoring and STS both appear effective interventions to improve outcomes in patients with CHF. Systematic Review Number: Cochrane Database of Systematic Reviews. 2008:Issue 3. Art. No.: CD007228. DOI: 10.1002/14651858.CD007228. Ismail, S. A., et al. (2013). "Reducing inappropriate accident and emergency department attendances: a systematic review of primary care service interventions." Br J Gen Pract 63(617): e813-820. BACKGROUND: Inappropriate attendances may account for up to 40% of presentations at accident and emergency (A&E) departments. There is considerable interest from health practitioners and policymakers in interventions to reduce this burden. AIM: To review the evidence on primary care service interventions to reduce inappropriate A&E attendances. DESIGN AND SETTING: Systematic review of UK and international primary care interventions. METHOD: Studies published in English between 1 January 1986 and 23 August 2011 were identified from PubMed, the NHS Economic Evaluation Database, the Cochrane Collaboration, and Health Technology Assessment databases. The outcome measures were A&E attendances, patient satisfaction, clinical outcome, and intervention cost. Two authors reviewed titles and abstracts of retrieved results, with adjudication of disagreements conducted by the third. Studies were quality assessed using the Scottish Intercollegiate Guidelines Network checklist system where applicable. RESULTS: In total, 9916 manuscripts were identified, of which 34 were reviewed. Telephone triage was the single best-evaluated intervention. This resulted in negligible impact on A&E attendance, but exhibited acceptable patient satisfaction and clinical safety; cost effectiveness was uncertain. The limited available evidence suggests that emergency nurse practitioners in community settings and community health centres may reduce A&E attendance. For all other interventions considered in this review (walk-in centres, minor injuries units, and out-of-hours general practice), the effects on A&E attendance, patient outcomes, and cost were inconclusive. CONCLUSION: Studies showed a negligible effect on A&E attendance for all interventions; data on patient outcomes and cost-effectiveness are limited. There is an urgent need to examine all aspects of primary care service interventions that aim to reduce inappropriate A&E attendance. Iyngkaran, P., et al. (2015). "Technology-assisted congestive heart failure care." Curr Heart Fail Rep 12(2): 173Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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186. The interface between eHealth technologies and disease management in chronic conditions such as chronic heart failure (CHF) has advanced beyond the research domain. The substantial morbidity, mortality, health resource utilization and costs imposed by chronic disease, accompanied by increasing prevalence, complex comorbidities and changing client and health staff demographics, have pushed the boundaries of eHealth to alleviate costs whilst maintaining services. Whilst the intentions are laudable and the technology is appealing, this nonetheless requires careful scrutiny. This review aims to describe this technology and explore the current evidence and measures to enhance its implementation. Jang-Jaccard, J., et al. (2014). "Barriers for delivering telehealth in rural australia: a review based on Australian trials and studies." Telemed J E Health 20(5): 496-504. BACKGROUND: Australians in rural and remote areas live with far poorer health outcomes than those in urban areas. Telehealth services have emerged as a promising solution to narrow this health gap, as they improve the level and diversity of health services delivery to rural and remote Australian communities. Although the benefits of telehealth services are well studied and understood, the uptake has been very slow. MATERIALS AND METHODS: To understand the underpinning issues, we conducted a literature review on barriers to telehealth adoption in rural and remote Australian communities, based on the published works of Australian clinical trials and studies. RESULTS: This article presents our findings using a comprehensive barrier matrix. This matrix is composed of four stakeholders (governments, technology developers and providers, health professionals, and patients) and five different categorizations of barriers (regulatory, financial, cultural, technological, and workforce). We explain each cell of the matrix (four stakeholdersxfive categories) and map the reported work into the matrix. CONCLUSIONS: Several exemplary barrier cases are also described to give more insights into the complexity and dilemma of adopting telehealth services. Finally, we outline recent technological advancements that have a great potential to overcome some of the identified barriers. Johnston, B. (2011). "UK telehealth initiatives in palliative care: a review." Int J Palliat Nurs 17(6): 301-308. This review paper explores the use of telehealth in relation to palliative care in the UK. Information technology (IT) developments are being harnessed throughout society, and there is growing interest in the ways in which they can be used to meet and support patients' health needs in the community. The aim of the literature review was to scope the information available from published and unpublished research, with particular reference to older people. The evidence suggests that, despite the challenges, there are numerous examples of good practice in relation to telehealth, palliative and endof-life care, and older people. Developments in technology that have increased the capacity to improve care, through reaching greater numbers of people of all age groups, mean that telehealth has much to offer people living with and dying from advanced illness. However, some of the evaluative evidence is limited and further rigour is needed when evaluating future telehealth innovations. Kalyanpur, A. (2014). "The role of teleradiology in emergency radiology provision." Radiol Manage 36(3): 46-49. Teleradiology has had a major impact in decreasing report turnaround time, and in improving service levels in the emergency setting. Teleradiology in the emergency setting is usually associated with a strong peer review and quality assurance process. It has generated a cadre of specialized generalists, who excel in acute care interpretation. Hence report quality is enhanced. By using the centralized reading room coupled with the night-day model, radiologist productivity is increased and healthcare costs are reduced. Communication levels between clinicians and radiologists remain high, commensurate with on-site radiology. The cons are related to insufficient adherence to regulations, corporatization and predatory practices, which are economic and investor-driven rather than in the interests of patient care. Insufficient clinical history and large imaging datasets present a challenge. Kamei, T., et al. (2013). "Systematic review and meta-analysis of studies involving telehome monitoring-based telenursing for patients with chronic obstructive pulmonary disease." Jpn J Nurs Sci 10(2): 180-192. Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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AIM: This systematic review evaluated the effects of telehome monitoring-based telenursing (THMTN) on health outcomes and use of healthcare services and compared them with the effects of conventional treatment in patients with severe and very severe chronic obstructive pulmonary disease (COPD). METHODS: An extensive published work search of several databases was performed in May and October 2011. Randomized controlled trials and non-randomized controlled clinical trials were evaluated. Parameters included hospitalization rate, number of visits to the emergency department, exacerbations, mean number of hospitalizations, mean duration of bed days of care, mortality, and health-related quality of life by the duration of THMTN and COPD severity. A random effects model was applied. Risk ratio and mean difference were calculated. Heterogeneity was assessed using the I(2) statistic. RESULTS: Nine original articles involving 550 participants were identified in the metaanalysis. THMTN decreased hospitalization rates, emergency department visits, exacerbations, mean number of hospitalizations, and mean duration of bed days of care in severe and very severe COPD patients. Hospitalization rates and emergency department visits were comparable between patients undergoing THMTN of different durations. In addition, THMTN had no effect on mortality. CONCLUSION: THMTN significantly decreases the use of healthcare services; however, it does not affect mortality in severe and very severe COPD patients. Kaner, E., et al. (2007). "Medical communication and technology : a video-based process study of the use of decision aids in primary care consultations." Bmc Medical Informatics and Decision Making 7(2): 1-11. http://www.biomedcentral.com/content/pdf/1472-6947-7-2.pdf Kassam-Adams, N., et al. (2015). "A new method for assessing content validity in model-based creation and iteration of eHealth interventions." J Med Internet Res 17(4): e95. BACKGROUND: The advent of eHealth interventions to address psychological concerns and health behaviors has created new opportunities, including the ability to optimize the effectiveness of intervention activities and then deliver these activities consistently to a large number of individuals in need. Given that eHealth interventions grounded in a well-delineated theoretical model for change are more likely to be effective and that eHealth interventions can be costly to develop, assuring the match of final intervention content and activities to the underlying model is a key step. We propose to apply the concept of "content validity" as a crucial checkpoint to evaluate the extent to which proposed intervention activities in an eHealth intervention program are valid (eg, relevant and likely to be effective) for the specific mechanism of change that each is intended to target and the intended target population for the intervention. OBJECTIVE: The aims of this paper are to define content validity as it applies to model-based eHealth intervention development, to present a feasible method for assessing content validity in this context, and to describe the implementation of this new method during the development of a Web-based intervention for children. METHODS: We designed a practical 5-step method for assessing content validity in eHealth interventions that includes defining key intervention targets, delineating intervention activity-target pairings, identifying experts and using a survey tool to gather expert ratings of the relevance of each activity to its intended target, its likely effectiveness in achieving the intended target, and its appropriateness with a specific intended audience, and then using quantitative and qualitative results to identify intervention activities that may need modification. We applied this method during our development of the Coping Coach Webbased intervention for school-age children. RESULTS: In the evaluation of Coping Coach content validity, 15 experts from five countries rated each of 15 intervention activity-target pairings. Based on quantitative indices, content validity was excellent for relevance and good for likely effectiveness and age-appropriateness. Two intervention activities had item-level indicators that suggested the need for further review and potential revision by the development team. CONCLUSIONS: This project demonstrated that assessment of content validity can be straightforward and feasible to implement and that results of this assessment provide useful information for ongoing development and iterations of new eHealth interventions, complementing other sources of information (eg, user feedback, effectiveness evaluations). This approach can be utilized at one or more points during the development process to guide ongoing optimization of eHealth interventions. Keane, M. G. (2009). "A review of the role of telemedicine in the accident and emergency department." J Telemed Telecare 15(3): 132-134. Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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A literature search was conducted for articles on the role of telemedicine in accident and emergency work. The search yielded 39 relevant papers, which came from 21 independent groups that had used telemedicine in an emergency medicine setting. The articles showed that telemedicine has been applied in a variety of ways from medical advice for paramedics in the disaster setting, to patient follow-up in the fracture clinic. A variety of communications equipment has been tried, including radio links, telephone, email and mobile wireless videoconferencing devices. All such links have been found to transfer information effectively, but success has sometimes been limited by technical failure and by staff lacking confidence in using the systems. Telemedicine has been used widely to support emergency nurse practitioners in minor injury units. Telemedicine has also been suggested as a way for paramedics to communicate with regional coronary care units quickly, hence enabling them to provide pre-hospital thrombolysis in the field when appropriate. The accident and emergency setting is well suited to the application of telemedicine. Larger trials and cost-effectiveness studies are required in this area. Kew, K. M. et Cates, C. J. (2016). "Remote versus face-to-face check-ups for asthma." Cochrane Database Syst Rev 4: Cd011715. BACKGROUND: Asthma remains a significant cause of avoidable morbidity and mortality. Regular check-ups with a healthcare professional are essential to monitor symptoms and adjust medication.Health services worldwide are considering telephone and internet technologies as a way to manage the rising number of people with asthma and other long-term health conditions. This may serve to improve health and reduce the burden on emergency and inpatient services. Remote checkups may represent an unobtrusive and efficient way of maintaining contact with patients, but it is uncertain whether conducting check-ups in this way is effective or whether it may have unexpected negative consequences. OBJECTIVES: To assess the safety and efficacy of conducting asthma check-ups remotely versus usual face-to-face consultations. SEARCH METHODS: We identified trials from the Cochrane Airways Review Group Specialised Register (CAGR) up to 24 November 2015. We also searched www.clinicaltrials.gov, the World Health Organization (WHO) trials portal, reference lists of other reviews and contacted trial authors for additional information. SELECTION CRITERIA: We included parallel randomised controlled trials (RCTs) of adults or children with asthma that compared remote check-ups conducted using any form of technology versus standard face-to-face consultations. We excluded studies that used automated telehealth interventions that did not include personalised contact with a health professional. We included studies reported as full-text articles, as abstracts only and unpublished data. DATA COLLECTION AND ANALYSIS: Two review authors screened the literature search results and independently extracted risk of bias and numerical data. We resolved any disagreements by consensus, and we contacted study authors for missing information.We analysed dichotomous data as odds ratios (ORs) using study participants as the unit of analysis, and continuous data as mean differences using the random-effects models. We rated all outcomes using the Grading of Recommendations Assessment, Development and Evaluation (GRADE) approach. MAIN RESULTS: Six studies including a total of 2100 participants met the inclusion criteria: we pooled four studies including 792 people in the main efficacy analyses, and presented the results of a cluster implementation study (n = 1213) and an oral steroid tapering study (n = 95) separately. Baseline characteristics relating to asthma severity were variable, but studies generally recruited people with asthma taking regular medications and excluded those with COPD or severe asthma. One study compared the two types of check-up for oral steroid tapering in severe refractory asthma and we assessed it as a separate question. The studies could not be blinded and dropout was high in four of the six studies, which may have biased the results.We could not say whether more people who had a remote check-up needed oral corticosteroids for an asthma exacerbation than those who were seen face-to-face because the confidence intervals (CIs) were very wide (OR 1.74, 95% CI 0.41 to 7.44; 278 participants; one study; low quality evidence). In the face-to-face check-up groups, 21 participants out of 1000 had exacerbations that required oral steroids over three months, compared to 36 (95% CI nine to 139) out of 1000 for the remote check-up group. Exacerbations that needed treatment in the Emergency Department (ED), hospital admission or an unscheduled healthcare visit all happened too infrequently to detect whether remote check-ups are a safe alternative to face-to-face consultations. Serious adverse events were not reported separately from the exacerbation outcomes.There was no difference in asthma control measured by the Asthma Control Questionnaire (ACQ) or in quality of life Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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measured on the Asthma Quality of Life Questionnaire (AQLQ) between remote and face-to-face check-ups. We could rule out significant harm of remote check-ups for these outcomes but we were less confident because these outcomes are more prone to bias from lack of blinding.The larger implementation study that compared two general practice populations demonstrated that offering telephone check-ups and proactively phoning participants increased the number of people with asthma who received a review. However, we do not know whether the additional participants who had a telephone check-up subsequently benefited in asthma outcomes. AUTHORS' CONCLUSIONS: Current randomised evidence does not demonstrate any important differences between face-to-face and remote asthma check-ups in terms of exacerbations, asthma control or quality of life. There is insufficient information to rule out differences in efficacy, or to say whether or not remote asthma check-ups are a safe alternative to being seen face-to-face. Khan, F., et al. (2015). "Telerehabilitation for persons with multiple sclerosis." Cochrane Database Syst Rev(4): Cd010508. BACKGROUND: Telerehabilitation, an emerging method, extends rehabilitative care beyond the hospital, and facilitates multifaceted, often psychotherapeutic approaches to modern management of patients using telecommunication technology at home or in the community. Although a wide range of telerehabilitation interventions are trialed in persons with multiple sclerosis (pwMS), evidence for their effectiveness is unclear. OBJECTIVES: To investigate the effectiveness and safety of telerehabilitation intervention in pwMS for improved patient outcomes. Specifically, this review addresses the following questions: does telerehabilitation achieve better outcomes compared with traditional face-to-face intervention; and what types of telerehabilitation interventions are effective, in which setting and influence which specific outcomes (impairment, activity limitation and participation)? SEARCH METHODS: We performed a literature search using the Cochrane Multiple Sclerosis and Rare Diseases of the Central Nervous System Review Group Specialised Register( 9 July, 2014.) We handsearched the relevant journals and screened the reference lists of identified studies, and contacted authors for additional data. SELECTION CRITERIA: Randomised controlled trials (RCTs) and controlled clinical trials (CCTs) that reported telerehabilitation intervention/s in pwMS and compared them with some form of control intervention (such as lower level or different types of intervention, minimal intervention, waiting-list controls or no treatment (or usual care); interventions given in different settings) in adults with MS. DATA COLLECTION AND ANALYSIS: Two review authors independently selected studies and extracted data. Three review authors assessed the methodological quality of studies using the GRADEpro software (GRADEpro 2008) for best-evidence synthesis. A metaanalysis was not possible due to marked methodological, clinical and statistical heterogeneity between included trials and between measurement tools used. Hence, we performed a best-evidence synthesis using a qualitative analysis. MAIN RESULTS: Nine RCTs, one with two reports, (N = 531 participants, 469 included in analyses) investigated a variety of telerehabilitation interventions in adults with MS. The mean age of participants varied from 41 to 52 years (mean 46.5 years) and mean years since diagnosis from 7.7 to 19.0 years (mean 12.3 years). The majority of the participants were women (proportion ranging from 56% to 87%, mean 74%) and with a relapsing-remitting course of MS. These interventions were complex, with more than one rehabilitation component and included physical activity, educational, behavioural and symptom management programmes.All studies scored 'low' on the methodological quality assessment. Overall, the review found 'low-level' evidence for telerehabilitation interventions in reducing short-term disability and symptoms such as fatigue. There was also 'low-level' evidence supporting telerehabilitation in the longer term for improved functional activities, impairments (such as fatigue, pain, insomnia); and participation measured by quality of life and psychological outcomes. There were limited data on process evaluation (participants'/therapists' satisfaction) and no data available for cost effectiveness. There were no adverse events reported as a result of telerehabilitation interventions. AUTHORS' CONCLUSIONS: There is currently limited evidence on the efficacy of telerehabilitation in improving functional activities, fatigue and quality of life in adults with MS. A range of telerehabilitation interventions might be an alternative method of delivering services in MS populations. There is insufficient evidence to support on what types of telerehabilitation interventions are effective, and in which setting. More robust trials are needed to build evidence for the clinical and cost effectiveness of these interventions. Khan, F., et al. (2015). "Telerehabilitation for persons with multiple sclerosis. A Cochrane review." Eur J Phys Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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Rehabil Med 51(3): 311-325. A wide range of telerehabilitation interventions are trialled in persons with multiple sclerosis (pwMS). However, the evidence for their effectiveness is unclear. Aim of the review was to systematically assess the effectiveness and safety of telerehabilitation intervention in pwMS, the types of approaches that are effective (setting, type, intensity) and the outcomes (impairment, activity limitation and participation) that are affected. The search strategy comprised: Cochrane Multiple Sclerosis and Rare Diseases of the Central Nervous System Review Group Specialised Register (up to 9 July, 2014). Relevant journals and reference lists of identified studies were screened for additional data. Selected studies included randomized and controlled clinical trials that compared telerehabilitation intervention/s in pwMS with a control intervention (such as lower level or different types of intervention, minimal intervention; waiting-list controls, no treatment or usual care; interventions given in different settings). Best evidence synthesis was based on methodological quality using the GRADEpro software. Nine RCTs (N.=531 participants, 469 included in analyses) investigated a variety of telerehabilitation interventions in adults with MS. The interventions evaluated were complex, with more than one rehabilitation component and included physical activity, educational, behavioural and symptom management programmes. All studies scored "low" on the methodological quality assessment. Evidence from included studies provides 'low-level' evidence for reduction in short-term disability (and symptoms) such as fatigue. There was also "low-level" evidence supporting telerehabilitation in the longer term for improved functional activities, impairments (such as fatigue, pain, insomnia); and participation. There were limited data on process evaluation (participants'/therapists' satisfaction) and no data available for cost effectiveness. There were no adverse events reported as a result of telerehabilitation intervention. There is limited evidence to date, on the efficacy of telerehabilitation in improving functional activities, fatigue and quality of life in adults with MS. There is also insufficient evidence to support what types of telerehabilitation interventions are effective, and in which setting. More robust trials are needed to build evidence for the clinical and cost effectiveness of these interventions. Kirkwood, K. T., et al. (2000). "The consistency of neuropsychological assessments performed via telecommunication and face to face." Journal of Telemedicine and Telecare 6(3): 147-151, 141 tabl. Kitsiou, S., et al. (2015). "Effects of home telemonitoring interventions on patients with chronic heart failure: an overview of systematic reviews." J Med Internet Res 17(3): e63. BACKGROUND: Growing interest on the effects of home telemonitoring on patients with chronic heart failure (HF) has led to a rise in the number of systematic reviews addressing the same or very similar research questions with a concomitant increase in discordant findings. Differences in the scope, methods of analysis, and methodological quality of systematic reviews can cause great confusion and make it difficult for policy makers and clinicians to access and interpret the available evidence and for researchers to know where knowledge gaps in the extant literature exist. OBJECTIVE: This overview aims to collect, appraise, and synthesize existing evidence from multiple systematic reviews on the effectiveness of home telemonitoring interventions for patients with chronic heart failure (HF) to inform policy makers, practitioners, and researchers. METHODS: A comprehensive literature search was performed on MEDLINE, EMBASE, CINAHL, and the Cochrane Library to identify all relevant, peerreviewed systematic reviews published between January 1996 and December 2013. Reviews were searched and screened using explicit keywords and inclusion criteria. Standardized forms were used to extract data and the methodological quality of included reviews was appraised using the AMSTAR (assessing methodological quality of systematic reviews) instrument. Summary of findings tables were constructed for all primary outcomes of interest, and quality of evidence was graded by outcome using the GRADE (Grades of Recommendation, Assessment, Development, and Evaluation) system. Post-hoc analysis and subgroup meta-analyses were conducted to gain further insights into the various types of home telemonitoring technologies included in the systematic reviews and the impact of these technologies on clinical outcomes. RESULTS: A total of 15 reviews published between 2003 and 2013 were selected for meta-level synthesis. Evidence from high-quality reviews with meta-analysis indicated that taken collectively, home telemonitoring interventions reduce the relative risk of allcause mortality (0.60 to 0.85) and heart failure-related hospitalizations (0.64 to 0.86) compared with usual care. Absolute risk reductions ranged from 1.4%-6.5% and 3.7%-8.2%, respectively. Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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Improvements in HF-related hospitalizations appeared to be more pronounced in patients with stable HF: hazard ratio (HR) 0.70 (95% credible interval [Crl] 0.34-1.5]). Risk reductions in mortality and allcause hospitalizations appeared to be greater in patients who had been recently discharged ( 1.5 cm), and in 145/1,080 patients (13.5%) the panel recommended additional RT independent of the randomization arm. The introduction of electronic image transfer optimized and simplified the workflow of the QAPs. Rapid online consultation and real-time teleconferences regarding disease involvement, patient management and communication of the RT prescription with connected hospitals proved to be extremely helpful. CONCLUSION: Today, radiation oncologists in the GHSG perform a continuous and efficient QAP to improve treatment quality of study patients. For early favorable and unfavorable HL a central prospective review of all diagnostic imaging is performed by expert radiation oncologists to control the disease extension and to define the IF treatment volume. Retrospective analysis of RT portals by an expert panel detects faults in the applied irradiation. Participants are trained on the definition of IF-RT by workshops on the occasion of annual GHSG meetings and on the annual meetings of the German Society of Therapeutic Radiation Oncology (DEGRO). For the advanced stages a multidisciplinary panel evaluates the treatment response to chemotherapy. Patients with a poor response receive additional RT due to the panel's recommendation. The introduction of teleradiotherapy into the GHSG trials improves the dialogue between the central RT reference center and study participants and thus contributes to high RT quality for study patients. Mushcab, H., et al. (2015). "Web-Based Remote Monitoring Systems for Self-Managing Type 2 Diabetes: A Systematic Review." Diabetes Technol Ther 17(7): 498-509. This systematic review aims to evaluate evidence for viability and impact of Web-based telemonitoring for managing type 2 diabetes mellitus. A review protocol included searching Medline, EMBASE, CINAHL, AMED, the Cochrane Library, and PubMed using the following terms: telemonitoring, type 2 diabetes mellitus, self-management, and web-based Internet solutions. The technology used, trial design, quality of life measures, and the glycated hemoglobin (HbA1c) levels were extracted. This review identified 426 publications; of these, 19 met preset inclusion criteria. Ten quasi-experimental research designs were found, of which seven were pre-posttest studies, two were cohort studies, and one was an interrupted time-series study; in addition, there were nine randomized controlled trials. Web-based remote monitoring from home to hospital is a viable approach for healthcare delivery and enhances patients' quality of life. Six of these studies were conducted in South Korea, five in the United States, three in the United Kingdom, two in Taiwan, and one each in Spain, Poland, and India. The duration of the studies varied from 4 weeks to 18 months, and the participants were all adults. Fifteen studies showed positive improvement in HbA1c levels. One study showed high acceptance of the technology among participants. It remains challenging to identify clear evidence of effectiveness in the rapidly changing area of remote monitoring in diabetes care. Both the technology and its implementations are complex. The optimal design of a telemedicine system is still uncertain, and the value of the real-time blood glucose transmissions is still controversial. Nangalia, V., et al. (2010). "Health technology assessment review: remote monitoring of vital signs--current status and future challenges." Crit Care 14(5): 233. Recent developments in communications technologies and associated computing and digital electronics now permit patient data, including routine vital signs, to be surveyed at a distance. Remote monitoring, or telemonitoring, can be regarded as a subdivision of telemedicine - the use of electronic and telecommunications technologies to provide and support health care when distance separates the participants. Depending on environment and purpose, the patient and the carer/system surveying, Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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analysing or interpreting the data could be separated by as little as a few feet or be on different continents. Most telemonitoring systems will incorporate five components: data acquisition using an appropriate sensor; transmission of data from patient to clinician; integration of data with other data describing the state of the patient; synthesis of an appropriate action, or response or escalation in the care of the patient, and associated decision support; and storage of data. Telemonitoring is currently being used in community-based healthcare, at the scene of medical emergencies, by ambulance services and in hospitals. Current challenges in telemonitoring include: the lack of a full range of appropriate sensors, the bulk weight and size of the whole system or its components, battery life, available bandwidth, network coverage, and the costs of data transmission via public networks. Telemonitoring also has the ability to produce a mass of data - but this requires interpretation to be of clinical use and much necessary research work remains to be done. Nasi, G., et al. (2015). "The performance of mHealth in cancer supportive care: a research agenda." J Med Internet Res 17(1): e9. BACKGROUND: Since the advent of smartphones, mHealth has risen to the attention of the health care system as something that could radically change the way health care has been viewed, managed, and delivered to date. This is particularly relevant for cancer, as one of the leading causes of death worldwide, and for cancer supportive care, since patients and caregivers have key roles in managing side effects. Given adequate knowledge, they are able to expect appropriate assessments and interventions. In this scenario, mHealth has great potential for linking patients, caregivers, and health care professionals; for enabling early detection and intervention; for lowering costs; and achieving better quality of life. Given its great potential, it is important to evaluate the performance of mHealth. This can be considered from several perspectives, of which organizational performance is particularly relevant, since mHealth may increase the productivity of health care providers and as a result even the productivity of health care systems. OBJECTIVE: This paper aims to review studies on the evaluation of the performance of mHealth, with particular focus on cancer care and cancer supportive care processes, concentrating on its contribution to organizational performance, as well as identifying some indications for a further research agenda. METHODS: We carried out a review of literature, aimed at identifying studies related to the performance of mHealth in general or focusing on cancer care and cancer supportive care. RESULTS: Our analysis revealed that studies are almost always based on a single dimension of performance. Any evaluations of the performance of mHealth are based on very different methods and measures, with a prevailing focus on issues linked to efficiency. This fails to consider the real contribution that mHealth can offer for improving the performance of health care providers, health care systems, and the quality of life in general. CONCLUSIONS: Further research should start by stating and explaining what is meant by the evaluation of mHealth's performance and then conduct more in-depth analysis in order to create shared frameworks to specifically identify the different dimensions of mHealth's performance. Nasi, G., et al. (2015). "The role of mobile technologies in health care processes: the case of cancer supportive care." J Med Internet Res 17(2): e26. BACKGROUND: Health care systems are gradually moving toward new models of care based on integrated care processes shared by different care givers and on an empowered role of the patient. Mobile technologies are assuming an emerging role in this scenario. This is particularly true in care processes where the patient has a particularly enhanced role, as is the case of cancer supportive care. OBJECTIVE: This paper aims to review existing studies on the actual role and use of mobile technology during the different stages of care processes, with particular reference to cancer supportive care. METHODS: We carried out a review of literature with the aim of identifying studies related to the use of mHealth in cancer care and cancer supportive care. The final sample size consists of 106 records. RESULTS: There is scant literature concerning the use of mHealth in cancer supportive care. Looking more generally at cancer care, we found that mHealth is mainly used for self-management activities carried out by patients. The main tools used are mobile devices like mobile phones and tablets, but remote monitoring devices also play an important role. Text messaging technologies (short message service, SMS) have a minor role, with the exception of middle income countries where text messaging plays a major role. Telehealth technologies are still rarely used in cancer care processes. If we look at the different stages of health care processes, we can see that mHealth is mainly used during the Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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treatment of patients, especially for self-management activities. It is also used for prevention and diagnosis, although to a lesser extent, whereas it appears rarely used for decision-making and followup activities. CONCLUSIONS: Since mHealth seems to be employed only for limited uses and during limited phases of the care process, it is unlikely that it can really contribute to the creation of new care models. This under-utilization may depend on many issues, including the need for it to be embedded into broader information systems. If the purpose of introducing mHealth is to promote the adoption of integrated care models, using mHealth should not be limited to some activities or to some phases of the health care process. Instead, there should be a higher degree of pervasiveness at all stages and in all health care delivery activities. Naslund, J. A., et al. (2015). "Emerging mHealth and eHealth interventions for serious mental illness: a review of the literature." J Ment Health 24(5): 321-332. BACKGROUND: Serious mental illness (SMI) is one of the leading causes of disability worldwide. Emerging mobile health (mHealth) and eHealth interventions may afford opportunities for reaching this at-risk group. AIM: To review the evidence on using emerging mHealth and eHealth technologies among people with SMI. METHODS: We searched MEDLINE, PsychINFO, CINAHL, Scopus, Cochrane Central, and Web of Science through July 2014. Only studies which reported outcomes for mHealth or eHealth interventions, defined as remotely delivered using mobile, online, or other devices, targeting people with schizophrenia, schizoaffective disorder, or bipolar disorder, were included. RESULTS: Forty-six studies spanning 12 countries were included. Interventions were grouped into four categories: (1) illness self-management and relapse prevention; (2) promoting adherence to medications and/or treatment; (3) psychoeducation, supporting recovery, and promoting health and wellness; and (4) symptom monitoring. The interventions were consistently found to be highly feasible and acceptable, though clinical outcomes were variable but offered insight regarding potential effectiveness. CONCLUSIONS: Our findings confirm the feasibility and acceptability of emerging mHealth and eHealth interventions among people with SMI; however, it is not possible to draw conclusions regarding effectiveness. Further rigorous investigation is warranted to establish effectiveness and cost benefit in this population. Nepal, S., et al. (2014). "A framework for telehealth program evaluation." Telemed J E Health 20(4): 393-404. Evaluating telehealth programs is a challenging task, yet it is the most sensible first step when embarking on a telehealth study. How can we frame and report on telehealth studies? What are the health services elements to select based on the application needs? What are the appropriate terms to use to refer to such elements? Various frameworks have been proposed in the literature to answer these questions, and each framework is defined by a set of properties covering different aspects of telehealth systems. The most common properties include application, technology, and functionality. With the proliferation of telehealth, it is important not only to understand these properties, but also to define new properties to account for a wider range of context of use and evaluation outcomes. This article presents a comprehensive framework for delivery design, implementation, and evaluation of telehealth services. We first survey existing frameworks proposed in the literature and then present our proposed comprehensive multidimensional framework for telehealth. Six key dimensions of the proposed framework include health domains, health services, delivery technologies, communication infrastructure, environment setting, and socioeconomic analysis. We define a set of example properties for each dimension. We then demonstrate how we have used our framework to evaluate telehealth programs in rural and remote Australia. A few major international studies have been also mapped to demonstrate the feasibility of the framework. The key characteristics of the framework are as follows: (a) loosely coupled and hence easy to use, (b) provides a basis for describing a wide range of telehealth programs, and (c) extensible to future developments and needs. Nesbitt, T. S., et al. (2000). "Development of a telemedicine program." Western Journal of Medicine 173: 169174, 165 tabl. http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1071081/pdf/wjm1730169A.pdf Nicholas, J., et al. (2015). "Mobile Apps for Bipolar Disorder: A Systematic Review of Features and Content Quality." J Med Internet Res 17(8): e198. Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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BACKGROUND: With continued increases in smartphone ownership, researchers and clinicians are investigating the use of this technology to enhance the management of chronic illnesses such as bipolar disorder (BD). Smartphones can be used to deliver interventions and psychoeducation, supplement treatment, and enhance therapeutic reach in BD, as apps are cost-effective, accessible, anonymous, and convenient. While the evidence-based development of BD apps is in its infancy, there has been an explosion of publicly available apps. However, the opportunity for mHealth to assist in the self-management of BD is only feasible if apps are of appropriate quality. OBJECTIVE: Our aim was to identify the types of apps currently available for BD in the Google Play and iOS stores and to assess their features and the quality of their content. METHODS: A systematic review framework was applied to the search, screening, and assessment of apps. We searched the Australian Google Play and iOS stores for English-language apps developed for people with BD. The comprehensiveness and quality of information was assessed against core psychoeducation principles and current BD treatment guidelines. Management tools were evaluated with reference to the best-practice resources for the specific area. General app features, and privacy and security were also assessed. RESULTS: Of the 571 apps identified, 82 were included in the review. Of these, 32 apps provided information and the remaining 50 were management tools including screening and assessment (n=10), symptom monitoring (n=35), community support (n=4), and treatment (n=1). Not even a quarter of apps (18/82, 22%) addressed privacy and security by providing a privacy policy. Overall, apps providing information covered a third (4/11, 36%) of the core psychoeducation principles and even fewer (2/13, 15%) bestpractice guidelines. Only a third (10/32, 31%) cited their information source. Neither comprehensiveness of psychoeducation information (r=-.11, P=.80) nor adherence to best-practice guidelines (r=-.02, P=.96) were significantly correlated with average user ratings. Symptom monitoring apps generally failed to monitor critical information such as medication (20/35, 57%) and sleep (18/35, 51%), and the majority of self-assessment apps did not use validated screening measures (6/10, 60%). CONCLUSIONS: In general, the content of currently available apps for BD is not in line with practice guidelines or established self-management principles. Apps also fail to provide important information to help users assess their quality, with most lacking source citation and a privacy policy. Therefore, both consumers and clinicians should exercise caution with app selection. While mHealth offers great opportunities for the development of quality evidence-based mobile interventions, new frameworks for mobile mental health research are needed to ensure the timely availability of evidence-based apps to the public. Nielssen, O., et al. (2015). "Procedures for risk management and a review of crisis referrals from the MindSpot Clinic, a national service for the remote assessment and treatment of anxiety and depression." BMC Psychiatry 15: 304. BACKGROUND: The MindSpot Clinic (MindSpot) provides remote screening assessments and therapistguided treatment for anxiety and depression to adult Australians. Most patients are self-referred. The purpose of this study was to report on the procedures followed to maintain the safety of patients and to examine the circumstances of urgent referrals to local services made by this remote mental health service. METHOD: A description of the procedures used to manage risk, and an audit of case summaries of patients who were urgently referred for crisis intervention. The reported measures were scores on self-report scales of psychological distress (K-10) and depression (PHQ-9), the number reporting suicidal thoughts and plans, and the number of acute referrals. RESULTS: A total of 9061 people completed assessments and consented for analysis of their data in the year from 1 July, 2013 to 30 June, 2014. Of these, 2599 enrolled in online treatment at MindSpot, and the remainder were supported to access local mental health services. Suicidal thoughts were reported by 2366 (26.1 %) and suicidal plans were reported by 213 (2.4 %). There were 51 acute referrals, of whom 19 (37.3 %) lived in regional or remote locations. The main reason for referral was the patients' self-report of imminent suicidal intent. The police were notified in three cases, and in another case an ambulance attended after the patient reported taking an overdose. For the remaining acute referrals, MindSpot therapists were able to identify a local mental health service or a general practitioner, confirm receipt of a written case summary, and confirm that the patient had been contacted, or that the local service intended to contact the patient. CONCLUSIONS: Around 0.6 % of the people seeking assessment or treatment by MindSpot were referred to local mental health services for urgent face to face care. The procedures for identifying and managing those patients were satisfactory, and in every case, either Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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emergency services or local mental health services were able to take over the patient's care. This review suggests that the uncertainty associated with taking responsibility for the remote treatment of patients who disclose active suicidal plans is not a major impediment to providing direct access online treatment for severe forms of anxiety and depression. Oldenburg, B., et al. (2015). "Using new technologies to improve the prevention and management of chronic conditions in populations." Annu Rev Public Health 36: 483-505. Lifestyle factors are important in the development of chronic diseases, such as heart disease, respiratory disease, and diabetes, and chronic disease risk can be reduced by changes in lifestyle behaviors linked to these conditions. The use of mass media and community-wide strategies targeting these behaviors has been extensively evaluated since the 1970s. This review summarizes some examples of interventions and their use of media conducted within the old communications landscape of the 1970s and 1980s and the key lessons learned from their design, implementation, and evaluation. We then consider the potential and evidence base for using contemporary technology applications and platforms-within the new communications landscape-to improve the prevention and management of lifestyle-related chronic diseases in the future. We discuss the implications and adaptation of lessons derived from the ways in which new technologies are being used in commercial and political contexts and their relevance for public health. Finally, we consider some recent examples of applying new technologies to public health issues and consider some of the challenges in this rapidly developing field. Oliver, D. P., et al. (2012). "A systematic review of the evidence base for telehospice." Telemed J E Health 18(1): 38-47. Abstract The use of telehealth technologies to overcome the geographic distances in the delivery of hospice care has been termed telehospice. Although telehospice research has been conducted over the last 10 years, little is known about the comprehensive findings within the field. The purpose of this systematic article was to focus on available research and answer the question, What is the state of the evidence related to telehospice services? The article was limited to studies that had been published in the English language and indexed between January 1, 2000 and March 23, 2010. Indexed databases included PubMed and PsycINFO and contained specified key words. Only research published in peer review journals and reporting empirical data, rather than opinion or editorials, were included. A twopart scoring framework was modified and applied to assess the methodological rigor and pertinence of each study. Scoring criteria allowed the evaluation of both quantitative and qualitative methodologies. Twenty-six studies were identified with the search strategy. Although limited in number and in strength, studies have evaluated the use of a variety of technologies, attitudes toward use by providers and consumers, clinical outcomes, barriers, readiness, and cost. A small evidence base for telehospice has emerged over the last 10 years. Although the evidence is of medium strength, its pertinence is strong. The evidence base could be strengthened with randomized trials and additional clinical-outcome-focused research in larger randomized samples and in qualitative studies with better-described samples. Olver, I. N. et Selva-Nayagam, S. (2000). "Evaluation of a telemedicine link between Darwin an Adelaide to facilitate cancer management." Telemedicine Journal 6(2): 213-218, 214 tabl. http://online.liebertpub.com/doi/abs/10.1089/107830200415144 Omboni, S. et Ferrari, R. (2015). "The role of telemedicine in hypertension management: focus on blood pressure telemonitoring." Curr Hypertens Rep 17(4): 535. This review aims at updating and critically assessing the role of telemedicine, and in particular, of home blood pressure telemonitoring (HBPT), in the management of the hypertensive patient. Result from several randomized trials suggest that HBPT represents a promising tool for improving blood pressure (BP) control of hypertensive patients, in particular, those at high risk. Most studies documented a significant BP reduction with regular HBPT compared to usual care. HBPT interventions showed a very high degree of acceptance by patients, helped improving the patients' quality of life, and were associated with lower medical costs than standard care, even though such costs were offset Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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by those of the technology, thus reducing the overall cost-effectiveness of HBPT. The high heterogeneity of the technologies, study designs, and type of patients in the various studies suggest that further well-designed, large cohort, prospective studies are needed to identify key elements of HBPT approach to be able to give impact on specific outcomes. Likely, patients who need a constant monitoring of multiple vital signs and a tight BP control, such as high risk patients with chronic diseases (ischemic heart disease or heart failure, diabetes, etc.), as well as non-adherent patients, may particularly benefit from HBPT. In general, HBPT can be an advantageous choice when a network among healthcare professionals (doctors, nurses, and pharmacists) is needed to improve the screening and management of hypertension and related comorbidities and to achieve an effective prevention of cardiovascular diseases in the community. Owsley, C., et al. (2015). "Eye Care Quality and Accessibility Improvement in the Community (EQUALITY) for adults at risk for glaucoma: study rationale and design." Int J Equity Health 14: 135. BACKGROUND: Primary open angle glaucoma is a chronic, progressive eye disease that is the leading cause of blindness among African Americans. Glaucoma progresses more rapidly and appears about 10 years earlier in African Americans as compared to whites. African Americans are also less likely to receive comprehensive eye care when glaucoma could be detected before irreversible blindness. Screening and follow-up protocols for managing glaucoma recommended by eye-care professional organizations are often not followed by primary eye-care providers, both ophthalmologists and optometrists. There is a pressing need to improve both the accessibility and quality of glaucoma care for African Americans. Telemedicine may be an effective solution for improving management and diagnosis of glaucoma because it depends on ocular imaging and tests that can be electronically transmitted to remote reading centers where tertiary care specialists can examine the results. We describe the Eye Care Quality and Accessibility Improvement in the Community project (EQUALITY), set to evaluate a teleglaucoma program deployed in retail-based primary eye care practices serving communities with a large percentage of African Americans. METHODS/DESIGN: We conducted an observational, 1-year prospective study based in two Walmart Vision Centers in Alabama staffed by primary care optometrists. EQUALITY focuses on new or existing adult patients who are at-risk for glaucoma or already diagnosed with glaucoma. Patients receive dilated comprehensive examinations and diagnostic testing for glaucoma, followed by the optometrist's diagnosis and a preliminary management plan. Results are transmitted to a glaucoma reading center where ophthalmologists who completed fellowship training in glaucoma review results and provide feedback to the optometrist, who manages the care of the patient. Patients also receive eye health education about glaucoma and comprehensive eye care. Research questions include diagnostic and management agreement between providers, the impact of eye health education on patients' knowledge and adherence to follow-up and medication, patient satisfaction, program cost-effectiveness, and EQUALITY's impact on Walmart pharmacy prescription rates. DISCUSSION: As eye-care delivery systems in the US strive to improve quality while reducing costs, telemedicine programs including teleglaucoma initiatives such as EQUALITY could contribute toward reaching this goal, particularly among underserved populations atrisk for chronic blinding diseases. Oyeyemi, S. O. et Wynn, R. (2015). "The use of cell phones and radio communication systems to reduce delays in getting help for pregnant women in low- and middle-income countries: a scoping review." Glob Health Action 8: 28887. BACKGROUND: Delays in getting medical help are important factors in the deaths of many pregnant women and unborn children in the low- and middle-income countries (LMIC). Studies have suggested that the use of cell phones and radio communication systems might reduce such delays. OBJECTIVES: We review the literature regarding the impact of cell phones and radio communication systems on delays in getting medical help by pregnant women in the LMIC. DESIGN: Cochrane Library, PubMed, Maternity and Infant care (Ovid), Web of Science (ISI), and Google Scholar were searched for studies relating to the use of cell phones for maternal and child health services, supplemented with hand searches. We included studies in LMIC and in English involving the simple use of cell phones (or radio communication) to either make calls or send text messages. RESULTS: Fifteen studies met the inclusion criteria. All the studies, while of various designs, demonstrated positive contributory effects of cell phones or radio communication systems in reducing delays experienced by pregnant women in Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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getting medical help. CONCLUSIONS: While the results suggested that cell phones could contribute in reducing delays, more studies of a longer duration are needed to strengthen the finding. Palsson, T. et Valdimarsdottir, M. (2004). "Review on the state of telemedicine and eHealth in Iceland." Int J Circumpolar Health 63(4): 349-355. This article provides an overview of telemedicine and other eHealth activities in Iceland. Several telemedicine projects, which have been running since 1996, are described. The projects include teleradiology, teleobstetrics, telepsychiatry, maritime telemedicine, telemedicine in surgery, telepathology and a project for the use of telemedicine in various consultations. The role of the Icelandic Health-net for telemedicine, including projects for teleobstetrics and telemedicine for emergency medicine, is described with the projects included:. A few other eHealth activities, including electronic patient record and information systems, are also described. Panait, L., et al. (2004). "A review of telemedicine in Romania." J Telemed Telecare 10(1): 1-5. Romania is an eastern European country that is undergoing rapid reform of its medical system. We conducted an assessment of the potential for telemedicine in the country, through a literature review, personal visits to Romania and discussions with individuals from academia, the Ministry of Health and Family, and businesses. The results suggest that telemedicine has the potential to accelerate healthcare reform. The main hospitals and universities could promote the wider distribution and development of telemedicine within Romania, which in turn would bring benefits to the Romanian people, 46% of whom live in rural areas. Pandor, A., et al. (2013). "Home telemonitoring or structured telephone support programmes after recent discharge in patients with heart failure: systematic review and economic evaluation." Health Technol Assess 17(32): 1-207, v-vi. BACKGROUND: Remote monitoring (RM) strategies have the potential to deliver specialised care and management to patients with heart failure (HF). OBJECTIVE: To determine the clinical effectiveness and cost-effectiveness of home telemonitoring (TM) or structured telephone support (STS) strategies compared with usual care for adult patients who have been recently discharged (within 28 days) from acute care after a recent exacerbation of HF. DATA SOURCES: Fourteen electronic databases (including MEDLINE, EMBASE, PsycINFO and The Cochrane Library) and research registers were searched to January 2012, supplemented by hand-searching relevant articles and contact with experts. The review included randomised controlled trials (RCTs) or observational cohort studies with a contemporaneous control group that included the following RM interventions: (1) TM (including cardiovascular implanted monitoring devices) with medical support provided during office hours or 24/7; (2) STS programmes delivered by human-to-human contact (HH) or human-to-machine interface (HM). REVIEW METHODS: A systematic review and network meta-analysis (where appropriate) of the clinical evidence was carried out using standard methods. A Markov model was developed to evaluate the cost-effectiveness of different RM packages compared with usual care for recently discharged HF patients. TM 24/7 or using cardiovascular monitoring devices was not considered in the economic model because of the lack of data and/or unsuitability for the UK setting. Given the heterogeneity in the components of usual care and RM interventions, the cost-effectiveness analysis was performed using a set of costing scenarios designed to reflect the different configurations of usual care and RM in the UK. RESULTS: The literature searches identified 3060 citations. Six RCTs met the inclusion criteria and were added to the 15 trials identified from the previous systematic reviews giving a total of 21 RCTs included in the systematic review. No trials of cardiovascular implanted monitoring devices or observational studies met the inclusion criteria. The methodological quality of the studies varied widely and reporting was generally poor. Compared with usual care, RM was beneficial in reducing allcause mortality for STS HH [hazard ratio (HR) 0.77, 95% credible interval (CrI) 0.55 to 1.08], TM during office hours (HR 0.76, 95% CrI 0.49 to 1.18) and TM 24/7 (HR 0.49, 95% CrI 0.20 to 1.18); however, these results were statistically inconclusive. The results for TM 24/7 should be treated with caution because of the poor methodological quality of the only included study in this network. No favourable effect on mortality was observed with STS HM. Similar reductions were observed in all-cause hospitalisations for TM interventions, whereas STS interventions had no major effect. A sensitivity Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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analysis, in which a study was excluded because it provided better-than-usual support to the control group, showed larger beneficial effects for most outcomes, particularly for TM during office hours. In the cost-effectiveness analyses, TM during office hours was the most cost-effective strategy with an estimated incremental cost-effectiveness ratio (ICER) of pound11,873 per quality-adjusted life-year (QALY) compared with usual care, whereas STS HH had an ICER of pound228,035 per QALY compared with TM during office hours. STS HM was dominated by usual care. Similar results were observed in scenario analyses performed using higher costs of usual care, higher costs of STS HH and lower costs of TM during office hours. LIMITATIONS: The RM interventions included in the review were heterogeneous in terms of monitored parameters and HF selection criteria and lacked detail in the components of the RM care packages and usual care (e.g. communication protocols, routine staff visits and resources used). As a result, the economic model developed scenarios for different RM classifications and their costs were estimated using bottom-up costing methods. Although the users can decide which of these scenarios is most representative of their setting, uncertainties still remain about the assumptions made in the estimation of these costs. In addition, the model assumed that the effectiveness of the interventions was constant over time, irrespective of the duration of deployment, and that the intervention was equally effective in different age/severity groups. CONCLUSION: Despite wide variation in usual care and RM strategies, cost-effectiveness analyses suggest that TM during office hours was an optimal strategy (in most costing scenarios). However, clarity was lacking among descriptions of the components of RM packages and usual care and there was a lack of robust estimation of costs. Further research is needed in these areas. STUDY REGISTRATION: PROSPERO registration no. CRD42011001368. FUNDING: The National Institute for Health Research Health Technology Assessment programme. Parmar, P., et al. (2015). "Use of telemedicine technologies in the management of infectious diseases: a review." Clin Infect Dis 60(7): 1084-1094. Telemedicine technologies are rapidly being integrated into infectious diseases programs with the aim of increasing access to infectious diseases specialty care for isolated populations and reducing costs. We summarize the utility and effectiveness of telemedicine in the evaluation and treatment of infectious diseases patients. The use of telemedicine in the management of acute infectious diseases, chronic hepatitis C, human immunodeficiency virus, and active pulmonary tuberculosis is considered. We recapitulate and evaluate the advantages of telemedicine described in other studies, present challenges to adopting telemedicine, and identify future opportunities for the use of telemedicine within the realm of clinical infectious diseases. Pedone, C. et Lelli, D. (2015). "Systematic review of telemonitoring in COPD: an update." Pneumonol Alergol Pol 83(6): 476-484. Telemedicine may support individual care plans in people with chronic obstructive pulmonary disease (COPD), potentially improving the clinical outcomes. To-date there is no clear evidence of benefit of telemedicine in this patients. The aim of this study is to provide an update on the effectiveness of telemedicine in reducing adverse clinical outcomes. We searched the Pubmed database for articles published between January 2005 and December 2014. We included only randomized controlled trials exclusively focused on patients with COPD and with a telemedicine intervention arm. Evaluated outcomes were number of exacerbations, ER visits, COPD hospitalizations, length of stay and death. We eventually included 12 randomized controlled trials. Most of them had a small sample size and was of poor quality, with a wide heterogeneity in the parameters and technologies used. Most studies reported a positive effect of telemonitoring on hospitalization for any cause, with risk reductions between 10% and 63%; however only three studies reached statistical significance. The same trend was observed for COPD-related hospital admission and ER visits. No significative effects of telemedicine was evidenced in reducing length of hospital stay, improving quality of life and reducing deaths. In conclusion, our study confirms that the available evidence on the effectiveness of telemedicine in COPD does not allow to draw definite conclusions; most evidence suggests a positive effect of telemonitoring on hospital admissions and ER visits. More trials with adequate sample size and with adequate consideration of background clinical services are needed to definitively establish its effectiveness. Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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Peeters, J. M., et al. (2011). "Costs and financial benefits of video communication compared to usual care at home: a systematic review." J Telemed Telecare 17(8): 403-411. We conducted a systematic review of video communication in home care to provide insight into the ratio between the costs and financial benefits (i.e. cost savings). Four databases (PUBMED, EMBASE, COCHRANE LIBRARY, CINAHL) were searched for studies on video communication for patients living at home (up to December 2009). Studies were only included when data about the costs of video communication as well as the financial benefits were presented. The methodological quality of the included studies was assessed. Nine studies, mainly conducted in the US, met the inclusion criteria. The methodological quality was poor, except for one study. Most studies (8 of the 9) did not demonstrate that the financial benefits were significantly greater than the costs of video communication. One study - the only one with a high methodological quality - found that costs for patients who received video communication were higher than for patients who received traditional care. The review found no evidence that the cost of implementing video communication in home care was lower than the resulting financial benefits. More methodologically well conducted research is needed. Peetoom, K. K., et al. (2015). "Literature review on monitoring technologies and their outcomes in independently living elderly people." Disabil Rehabil Assist Technol 10(4): 271-294. PURPOSE: To obtain insight into what kind of monitoring technologies exist to monitor activity inhome, what the characteristics and aims of applying these technologies are, what kind of research has been conducted on their effects and what kind of outcomes are reported. METHODS: A systematic document search was conducted within the scientific databases Pubmed, Embase, Cochrane, PsycINFO and Cinahl, complemented by Google Scholar. Documents were included in this review if they reported on monitoring technologies that detect activities of daily living (ADL) or significant events, e.g. falls, of elderly people in-home, with the aim of prolonging independent living. RESULTS: Five main types of monitoring technologies were identified: PIR motion sensors, body-worn sensors, pressure sensors, video monitoring and sound recognition. In addition, multicomponent technologies and smart home technologies were identified. Research into the use of monitoring technologies is widespread, but in its infancy, consisting mainly of small-scale studies and including few longitudinal studies. CONCLUSIONS: Monitoring technology is a promising field, with applications to the long-term care of elderly persons. However, monitoring technologies have to be brought to the next level, with longitudinal studies that evaluate their (cost-) effectiveness to demonstrate the potential to prolong independent living of elderly persons. [Box: see text]. Pereira-Azevedo, N., et al. (2015). "mHealth in Urology: A Review of Experts' Involvement in App Development." PLoS One 10(5): e0125547. INTRODUCTION: Smartphones are increasingly playing a role in healthcare and previous studies assessing medical applications (apps) have raised concerns about lack of expert involvement and low content accuracy. However, there are no such studies in Urology. We reviewed Urology apps with the aim of assessing the level of participation of healthcare professionals (HCP) and scientific Urology associations in their development. MATERIAL AND METHODS: A systematic search was performed on PubMed, Apple's App Store and Google's Play Store, for Urology apps, available in English. Apps were reviewed by three graders to determine the app's platform, target customer, developer, app type, app category, price and the participation of a HCP or a scientific Urology association in the development. RESULTS: The search yielded 372 apps, of which 150 were specific for Urology. A fifth of all apps had no HCP involvement (20.7%) and only a third had been developed with a scientific Urology association (34.7%). The lowest percentage of HCP (13.4%) and urological association (1.9%) involvement was in apps designed for the general population. Furthermore, there was no contribution from an Urology society in "Electronic Medical Record" nor in "Patient Information" apps. A limitation of the study is that only Android and iOS apps were reviewed. CONCLUSIONS: Despite the increasing Mobile Health (mHealth) market, this is the first study that demonstrates the lack of expert participation in the design of Urology apps, particularly in apps designed for the general public. Until clear regulation is enforced, the urological community should help regulate app development. Maintaining a register of certified apps or issuing an official scientific seal of approval could improve overall app quality. We Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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propose that urologists become stakeholders in mHealth, shaping future app design and promoting peer-review app validation. Pessus, N. (2011). "La Nouvelle-Zélande à Paris. Un débat fructueux sur la santé en France." Gestions Hospitalieres(511): 625-630. [BDSP. Notice produite par EHESP CF9R0x7p. Diffusion soumise à autorisation]. Si la Nouvelle-Zélande est réputée pour ses paysages immaculés, son mode de vie sain et son sens de l'innovation, elle joue aussi un rôle de tout premier plan dans le domaine de l'e-santé. Chai Chuah, directeur national du Health Board du gouvernement néo-zélandais, est venu à Paris le 17 octobre 2011 pour prononcer un discours sur l'avenir du secteur de la santé dans le contexte de l'adoption par la France du dossier médical personnalisé (DMP), un domaine dans lequel la nouvelle-Zélande continue de s'investir fortement. Peterson, A. (2014). "Improving type 1 diabetes management with mobile tools: a systematic review." J Diabetes Sci Technol 8(4): 859-864. This study aims to provide a better understanding of the ability of mobile health tools to offer glycemic control for patients with type 1 diabetes mellitus. Data gained from research articles searched in PubMed, Ovid (Medline), and CINAHL from 2005 to 2013 focused on interventions introduced to a type 1 diabetic population. Articles were screened to identify interventions that examined mobile health tools effect on glycemic control using %A1C as a proxy. Fourteen articles were included in this study. Descriptive data, %A1C difference, and statistical significance, if available, were extracted for comparison. Five major categories were identified across the spectrum of interventions, including "Internet," "Mobile," "Mobile and Internet," "Phone," and "Videoconference and phone." Seven of the 14 articles reported statistically significant decreases in measured outcomes. Seven studies examine a single cohort, and 7 examined a double cohort. Eleven of the 14 authors (79%) reported success with their intervention. Twelve studies reported a decrease in %A1C values in their intervention groups. Initial results for glycemic control through these tools appear promising, though inconclusive. Additional measures of mobile health tool efficacy should be assessed more directly. More rigorous study methods are also needed to improve the reliability of results. Piette, J. D., et al. (2015). "The potential impact of intelligent systems for mobile health self-management support: Monte Carlo simulations of text message support for medication adherence." Ann Behav Med 49(1): 84-94. BACKGROUND: Mobile health (mHealth) services cannot easily adapt to users' unique needs. PURPOSE: We used simulations of text messaging (SMS) for improving medication adherence to demonstrate benefits of interventions using reinforcement learning (RL). METHODS: We used Monte Carlo simulations to estimate the relative impact of an intervention using RL to adapt SMS adherence support messages in order to more effectively address each non-adherent patient's adherence barriers, e.g., forgetfulness versus side effect concerns. SMS messages were assumed to improve adherence only when they matched the barriers for that patient. Baseline adherence and the impact of matching messages were estimated from literature review. RL-SMS was compared in common scenarios to simple reminders, random messages, and standard tailoring. RESULTS: RL could produce a 5-14% absolute improvement in adherence compared to current approaches. When adherence barriers are not accurately reported, RL can recognize which barriers are relevant for which patients. When barriers change, RL can adjust message targeting. RL can detect when messages are sent too frequently causing burnout. CONCLUSIONS: RL systems could make mHealth services more effective. Piette, J. D., et al. (2015). "Mobile Health Devices as Tools for Worldwide Cardiovascular Risk Reduction and Disease Management." Circulation 132(21): 2012-2027. We examined evidence on whether mobile health (mHealth) tools, including interactive voice response calls, short message service, or text messaging, and smartphones, can improve lifestyle behaviors and management related to cardiovascular diseases throughout the world. We conducted a state-of-the-art review and literature synthesis of peer-reviewed and gray literature published since Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub



Page 135 sur 254



www.irdes.fr E-santé : télésanté, santé numérique et santé connectée



Septembre 2016



2004. The review prioritized randomized trials and studies focused on cardiovascular diseases and risk factors, but included other reports when they represented the best available evidence. The search emphasized reports on the potential benefits of mHealth interventions implemented in low- and middle-income countries. Interactive voice response and short message service interventions can improve cardiovascular preventive care in developed countries by addressing risk factors including weight, smoking, and physical activity. Interactive voice response and short message service-based interventions for cardiovascular disease management also have shown benefits with respect to hypertension management, hospital readmissions, and diabetic glycemic control. Multimodal interventions including Web-based communication with clinicians and mHealth-enabled clinical monitoring with feedback also have shown benefits. The evidence regarding the potential benefits of interventions using smartphones and social media is still developing. Studies of mHealth interventions have been conducted in >30 low- and middle-income countries, and evidence to date suggests that programs are feasible and may improve medication adherence and disease outcomes. Emerging evidence suggests that mHealth interventions may improve cardiovascular-related lifestyle behaviors and disease management. Next-generation mHealth programs developed worldwide should be based on evidence-based behavioral theories and incorporate advances in artificial intelligence for adapting systems automatically to patients' unique and changing needs. Purcell, R., et al. (2014). "Telemonitoring can assist in managing cardiovascular disease in primary care: a systematic review of systematic reviews." BMC Fam Pract 15: 43. BACKGROUND: There has been growing interest regarding the impact of telemonitoring and its ability to reduce the increasing burden of chronic diseases, including chronic cardiovascular disease (CVD), on healthcare systems. A number of randomised trials have been undertaken internationally and synthesised into various systematic reviews to establish an evidence base for this model of care. This study sought to synthesise and critically evaluate this large body of evidence to inform clinicians, researchers and policy makers. METHODS: A systematic review of systematic reviews investigating the impact of telemonitoring interventions in the primary care management of CVD was conducted. Reviews were included if they explored primary care based telemonitoring in either CVD, heart failure or hypertension, were reported in the English language and were published between 2000 and 2013. Data was extracted by one reviewer and checked by a second reviewer using a standardised form. Two assessors then rated the quality of each review using the Overview Quality Assessment Questionnaire (OQAQ). RESULTS: Of the 13 included reviews, four focused on telemonitoring interventions in hypertension or CVD management and the remaining 9 reviews investigated telemonitoring in HF management. Seven reviews scored a five or above on the OQAQ evidencing good quality reviews. Findings suggest that telemonitoring can contribute to significant reductions in blood pressure, decreased all-cause and HF related hospitalisations, reduced all-cause mortality and improved quality of life. Telemonitoring was also demonstrated to reduce health care costs and appears acceptable to patients. CONCLUSION: Telemonitoring has the potential to enhance primary care management of CVD by improving patient outcomes and reducing health costs. However, further research needs to explore the specific elements of telemonitoring interventions to determine the relative value of the various elements. Additionally, the ways in which telemonitoring care improves health outcomes needs to be further explored to understand the nature of these interventions. Puskin, D. S., et al. (2010). "Implementation and evaluation of telehealth tools and technologies." Telemed J E Health 16(1): 96-102. In June 2009, the National Center for Research Resources (NCRR), National Institutes of Health (NIH), convened a conference of experts to discuss future directions for research in addressing healthcare disparities through the use of telehealth technologies. As part of this conference, a panel was convened to review the status of current efforts to assess, implement, and evaluate telehealth technologies, and to recommend future directions for research. The panel members provided a series of practical recommendations to those who are contemplating establishing a telehealth service, as well as recommendations to the NIH on future funding for telehealth research. The recommendations to the NIH focused on three broad areas of concern: (1) technology assessment, (2) evaluation, and (3) technical assistance, education, and dissemination. The panel members emphasized the need for NIH to support research in areas that have been seriously underfunded in the past, including but not Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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limited to primary care research, multisite collaborative telehealth studies, nonphysician telehealth services, and methodological development to develop a "gold standard" for telehealth studies. Quanbeck, A., et al. (2014). "Mobile Delivery of Treatment for Alcohol Use Disorders: A Review of the Literature." Alcohol Res 36(1): 111-122. Several systems for treating alcohol-use disorders (AUDs) exist that operate on mobile phones. These systems are categorized into four groups: text-messaging monitoring and reminder systems, textmessaging intervention systems, comprehensive recovery management systems, and game-based systems. Text-messaging monitoring and reminder systems deliver reminders and prompt reporting of alcohol consumption, enabling continuous monitoring of alcohol use. Text-messaging intervention systems additionally deliver text messages designed to promote abstinence and recovery. Comprehensive recovery management systems use the capabilities of smart-phones to provide a variety of tools and services that can be tailored to individuals, including in-the-moment assessments and access to peer discussion groups. Game-based systems engage the user using video games. Although many commercial applications for treatment of AUDs exist, few (if any) have empirical evidence of effectiveness. The available evidence suggests that although texting-based applications may have beneficial effects, they are probably insufficient as interventions for AUDs. Comprehensive recovery management systems have the strongest theoretical base and have yielded the strongest and longest-lasting effects, but challenges remain, including cost, understanding which features account for effects, and keeping up with technological advances. Radhakrishnan, K., et al. (2016). "Barriers and Facilitators for Sustainability of Tele-Homecare Programs: A Systematic Review." Health Serv Res 51(1): 48-75. OBJECTIVE: To identify the barriers and facilitators for sustainability of tele-homecare programs implemented by home health nursing agencies for chronic disease management. DATA SOURCES: English-language articles on home telehealth in the CINAHL, PubMed/MEDLINE, PsychInfo, Web of Science, and Cochrane Reviews databases published from January 1996 to December 2013. STUDY DESIGN: We performed a systematic literature review. Data extraction using PRISMA guidelines and quality appraisal using the Mixed Methods Appraisal Tool (MMAT) were conducted on relevant empirical studies. Thematic analysis across the studies and narrative summaries were used to synthesize the findings from the included studies. PRINCIPAL FINDINGS: Of the initial 3,920 citations, we identified 16 articles of moderate quality meeting our inclusion criteria. Perceptions on effectiveness of tele-homecare programs for achieving intended outcomes; tailoring of tele-homecare programs to patient characteristics and needs; relationship and communication between patient, nurse, and other health care professional users of tele-homecare; home health organizational process and culture; and technology quality, capability, and usability impacted the sustainability of telehomecare programs. CONCLUSIONS: The findings of this systematic review provide implications for sustained usage of tele-homecare programs by home health nursing agencies and can help such programs realize their potential for chronic disease management. Raison, N., et al. (2015). "Telemedicine in Surgery: What are the Opportunities and Hurdles to Realising the Potential?" Curr Urol Rep 16(7): 43. Since the first telegraphic transmission of an electrocardiogram in 1906, technological developments have allowed telemedicine to flourish. It has become a multi-billion pound industry encompassing many areas of medical practice and education. Telemedicine is now widely used in surgery from performing operations to teaching and can be divided into three main components; telesurgery, telementoring and teleconsultation. Developments across these fields have led to remarkable achievements such as intercontinental telesurgery and telementoring. However, barriers to the further implementation of telemedicine remain. In this review, the developments and recent advances of telemedicine across the three domains are discussed together with the challenges and limitations that need to be overcome. Rasekaba, T. M., et al. (2015). "Telemedicine interventions for gestational diabetes mellitus: A systematic review and meta-analysis." Diabetes Res Clin Pract 110(1): 1-9. Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub



Page 137 sur 254



www.irdes.fr E-santé : télésanté, santé numérique et santé connectée



Septembre 2016



OBJECTIVE: To evaluate the effect of telemedicine on GDM service and maternal, and foetal outcomes. METHODS: A systematic review and meta-analysis of randomised controlled trials (RCT) of telemedicine interventions for GDM was conducted. We searched English publications from 01/01/1990 to 31/08/2013, with further new publication tracking to June 2015 on MEDLINE, EMBASE, PUBMED, CINAHL, the Cochrane Central Register of Controlled Trials and the World Health Organization International Clinical Trials Registry electronic databases. Findings are presented as standardised mean difference (SMD) and odds ratios (OR) or narrative and quantitative description of findings where meta-analysis was not possible. RESULTS: Our search yielded 721 abstracts. Four met the inclusion criteria; two publications arose from the same study, resulting in three studies for review. All studies compared telemedicine to usual care. Telemedicine was associated with significantly fewer unscheduled GDM clinic visits, SMD. Quality of life, glycaemic control (HbA1c, pre and postprandial blood glucose level (BGL)), and caesarean section rate were similar between the telemedicine and usual care groups. None of the studies evaluated costs. CONCLUSIONS: Telemedicine has the potential to streamline GDM service utilisation without compromising maternal and foetal outcomes. Its advantage may lie in the convenience of reducing face-to-face and unscheduled consultations. Studies are limited and more trials that include cost evaluation are required. Reeve, C., et al. (2015). "A comprehensive health service evaluation and monitoring framework." Eval Program Plann 53: 91-98. OBJECTIVE: To develop a framework for evaluating and monitoring a primary health care service, integrating hospital and community services. METHOD: A targeted literature review of primary health service evaluation frameworks was performed to inform the development of the framework specifically for remote communities. Key principles underlying primary health care evaluation were determined and sentinel indicators developed to operationalise the evaluation framework. This framework was then validated with key stakeholders. RESULTS: The framework includes Donabedian's three seminal domains of structure, process and outcomes to determine health service performance. These in turn are dependent on sustainability, quality of patient care and the determinants of health to provide a comprehensive health service evaluation framework. The principles underpinning primary health service evaluation were pertinent to health services in remote contexts. Sentinel indicators were developed to fit the demographic characteristics and health needs of the population. Consultation with key stakeholders confirmed that the evaluation framework was applicable. CONCLUSION: Data collected routinely by health services can be used to operationalise the proposed health service evaluation framework. Use of an evaluation framework which links policy and health service performance to health outcomes will assist health services to improve performance as part of a continuous quality improvement cycle. Renton, T., et al. (2014). "Web-based intervention programs for depression: a scoping review and evaluation." J Med Internet Res 16(9): e209. BACKGROUND: Although depression is known to affect millions of people worldwide, individuals seeking aid from qualified health care professionals are faced with a number of barriers to treatment including a lack of treatment resources, limited number of qualified service providers, stigma associated with diagnosis and treatment, prolonged wait times, cost, and barriers to accessibility such as transportation and clinic locations. The delivery of depression interventions through the Internet may provide a practical solution to addressing some of these barriers. OBJECTIVE: The purpose of this scoping review was to answer the following questions: (1) What Web-delivered programs are currently available that offer an interactive treatment component for depression?, (2) What are the contents, accessibility, and usability of each identified program?, and (3) What tools, supports, and research evidence are available for each identified program? METHODS: Using the popular search engines Google, Yahoo, and Bing (Canadian platforms), two reviewers independently searched for interactive Web-based interventions targeting the treatment of depression. The Beacon website, an information portal for online health applications, was also consulted. For each identified program, accessibility, usability, tools, support, and research evidence were evaluated and programs were categorized as evidence-based versus non-evidence-based if they had been the subject of at least one randomized controlled trial. Programs were scored using a 28-point rating system, and evidenceIrdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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versus non-evidence-based programs were compared and contrasted. Although this review included all programs meeting exclusion and inclusion criteria found using the described search method, only English language Web-delivered depression programs were awarded an evaluation score. RESULTS: The review identified 32 programs meeting inclusion criteria. There was a great deal of variability among the programs captured in this evaluation. Many of the programs were developed for general adolescent or adult audiences, with few (n=2) focusing on special populations (eg, military personnel, older adults). Cognitive behavioral therapy was the most common therapeutic approach used in the programs described. Program interactive components included mood assessments and supplementary homework sheets such as activity planning and goal setting. Only 12 of the programs had published evidence in support of their efficacy and treatment of depressive symptoms. CONCLUSIONS: There are a number of interactive depression interventions available through the Internet. Recommendations for future programs, or the adaptation of existing programs include offering a greater selection of alternative languages, removing registration restrictions, free trial periods for programs requiring user fees, and amending programs to meet the needs of special populations (eg, those with cognitive and/or visual impairments). Furthermore, discussion of specific and relevant topics to the target audience while also enhancing overall user control would contribute to a more accessible intervention tool. Reponen, J. (2004). "Radiology as a part of a comprehensive telemedicine and eHealth network in Northern Finland." Int J Circumpolar Health 63(4): 429-435. Oulu University Hospital is the northernmost tertiary hospital in Finland and its responsibility area is the largest in the country, covering nearly half of the Finnish territory, also including the arctic regions. Because of vast distances and a sparse population, Oulu has been a forerunner in developing telemedicine and eHealth services in the country. The development started in 1990 and has resulted in the establishment of teleradiology and televideoconferencing services, distance education and a multimedia medical record with remote access capabilities. Wireless technology has been a special focus area, as has the development of an efficient communication between primary care and secondary care. This review highlights some of the key success elements. Rigby, M. (1999). "The management and policy challenges of the globalisation effect of informatics and telemedecine." Health Policy 46(2): 97-103, tabl. http://www.healthpolicyjrnl.com/article/S0168-8510(98)00055-4/abstract Le développement récent des nouvelles technologies (télémédecine, informatique médicale, internet) a complètement bouleversé l'organisation du système de soins. L'objectif de cet article est d'étudier ces changements radicaux, et la manière dont les décideurs doivent y faire face, pour que cette nouvelle société d'information ne devienne pas un cauchemar pour des victimes innocentes. Ce papier se base sur une communication donnée lors de la conférence annuelle de « l'European Healthcare Management Association », Dublin, juin 1998. Roberts, A., et al. (2012). "Can telehealth deliver for rural Scotland? Lessons from the Argyll & Bute Telehealth Programme." Scott Med J 57(1): 33-37. Policy-makers consider telehealth to be a potential solution to delivery of care in rural Scotland. Telehealth can support patients in the community and may reduce emergency admissions to hospital. The Argyll & Bute telehealth initiative, which commenced in 2007, trialled home telehealth monitoring of patients with chronic obstructive pulmonary disease (COPD), and community- and surgery-based monitoring of general wellbeing and hypertension. An evaluation in 2010 assessed staff and patient satisfaction by questionnaire, impact on hospital and general practice attendance by case record review and detailed opinions on the programme by qualitative interviews with key staff. Home monitoring for COPD was associated with high levels of patient satisfaction and a reduction in hospital admissions and other health service contacts. Delays in implementation and some technical challenges compromised evaluation of the surgery and community initiatives. Patients and staff were generally enthusiastic but also identified potential barriers to development. This paper describes the implementation and outcomes of the initiative and identifies issues that clinicians embarking on telehealth programmes must consider: technical factors; governance and security; staff profiling and training; clinical outcomes; and scalability. Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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Ross, J., et al. (2015). "Exploring the challenges of implementing e-health: a protocol for an update of a systematic review of reviews." Bmj Open 5(4): e006773. INTRODUCTION: There is great potential for e-health to deliver cost-effective, quality healthcare and spending on e-health systems by governments and healthcare systems is increasing worldwide. However, the literature often describes problematic and unsuccessful attempts to implement these new technologies into routine clinical practice. To understand and address the challenges of implementing e-health, a systematic review was conducted in 2009, which identified several conceptual barriers and facilitators to implementation. As technology is rapidly changing and new ehealth solutions are constantly evolving to meet the needs of current practice, an update of this review is deemed necessary to understand current challenges to the implementation of e-health. This research aims to identify, summarise and synthesise currently available evidence, by undertaking a systematic review of reviews to explore the barriers and facilitators to implementing e-health across a range of healthcare settings. METHODS AND ANALYSIS: This is a protocol for an update of a systematic review of reviews. We will search MEDLINE, EMBASE, CINAHL, PSYCINFO and The Cochrane Library for studies published between 2009 and 2014. We will check reference lists of included studies for further studies. Two authors will independently screen the titles and abstracts identified from the search; any discrepancies will be resolved by discussion and consensus. Full-text papers will be obtained and relevant reviews will be selected against inclusion criteria. Eligible reviews have to be based on the implementation of e-health technologies. Data from eligible reviews will be extracted using a data abstraction form. A thematic analysis of barriers and facilitators to e-health implementation will be conducted. ETHICS AND DISSEMINATION: Ethical approval is not required. The permission of the original authors to update the review was sought and granted. TRIAL REGISTRATION NUMBER: PROSPERO CRD42015017661. Rosser, B. A., et al. (2009). "Technologically-assisted behaviour change: a systematic review of studies of novel technologies for the management of chronic illness." J Telemed Telecare 15(7): 327-338. A systematic review was conducted to investigate the use of technology in achieving behaviour change in chronic illness. The areas reviewed were: (1) methods employed to adapt traditional therapy from a face-to-face medium to a computer-assisted platform; (2) targets of behaviour change; and (3) level of human (e.g. therapist) involvement. The initial literature search produced 2032 articles. A total of 45 articles reporting 33 separate interventions met the inclusion/exclusion criteria and were reviewed in detail. The majority of interventions reported a theoretical basis, with many arising from a cognitivebehavioural framework. There was a wide range of therapy content. Therapist involvement was reported in 73% of the interventions. A common problem was high participant attrition, which may have been related to reduced levels of human interaction. Instigating successful behaviour change through technological interventions poses many difficulties. However, there are potential benefits of delivering therapy in this way. For people with long-term health conditions, technological selfmanagement systems could provide a practical method of understanding and monitoring their condition, as well as therapeutic guidance to alter maladaptive behaviour. Rubin, M. N., et al. (2013). "A systematic review of telestroke." Postgrad Med 125(1): 45-50. BACKGROUND: The use of 2-way audiovisual (AV) technology for delivery of acute stroke evaluation and management, termed "telestroke," is supported by a rapidly growing literature base. A systematic review that provides a comprehensive, easily digestible overview of telestroke science and practice is lacking. PURPOSE: To conduct a systematic review of the published literature on telemedical consultation for the purposes of providing acute stroke evaluation and management. DATA SOURCES: The Ovid Medline, Embase, PsychINFO, CINAHL, PubMed, and Cochrane databases were searched with numerous keywords relevant to telestroke from January 1996 through July 2012. STUDY SELECTION: Studies were included if the title or abstract expressed use of 2-way AV communication for acute stroke evaluation and management. DATA EXTRACTION: Each article was classified using a novel scoring rubric to assess the level of Functionality, Application, Technology, and Evaluative stage (FATE). DATA ANALYSIS: The search yielded 1405 potentially eligible articles, which were independently reviewed by 2 investigators. There were 344 unique studies that met eligibility criteria Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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and underwent full-text review. Ultimately, 145 unique studies underwent FATE assessment and scoring. RESULTS: Most telestroke studies evaluated functionality in the context of acute stroke assessment of adults in emergency departments. Nearly half of all published articles on telestroke were narrative reviews. After exclusion of these reviews, the median FATE score for telestroke primary data was 4. CONCLUSION: Telestroke technology is now part of mainstream clinical stroke practice in North America and internationally. Telestroke reliability, validity, efficacy, safety, clinical, and costeffectiveness studies reflect maturity in the field, and new post-implementation studies in the prehospital setting present welcome and sophisticated advancements in the field. Ruhdel, I. (2007). "[Revision of the EU Directive 86/609/EEC: results of the Internet consultations of the European Commission]." Altex 24(1): 41-45. In the context of the process of revising EU Directive 86/609/EEC on the protection of animals used in experiments, the European Commission conducted a public internet consultation for EU citizens in mid-2006. Simultaneously, the Commission requested opinions from experts on specific animal welfare issues. The results of both consultations were published in the internet in December 2006. An overwhelming majority of EU citizens answered that the protection of laboratory animals currently is poor and that efforts are needed to improve the level of welfare for these animals. Additionally, they request increased transparency and public participation in the determination when and how the use of animals in experiments is to be considered acceptable. They also asked for an increased promotion of the research for replacing animal experiments. Amongst other issues, the experts called for an extension of the scope of the Directive to also cover animals used in basic research and the establishment of a compulsory authorization procedure which should include a concrete ethical review process. The estimations put forward on the consequences of introducing a retrospective analysis of projects with animal experiments were controversial just as the opinions submitted regarding different options regarding a ban to using wild caught primates and their direct offspring. All in all, both the responses of the citizens and experts consultations are a promising basis to justify the need to improve the protection of animals used in experiments within the EU. Russell, K. W., et al. (2015). "Transition from grant funding to a self-supporting burn telemedicine program in the western United States." Am J Surg 210(6): 1037-1042; discussion 1042-1034. BACKGROUND: Many Americans have limited access to specialty burn care, and telemedicine has been proposed as a means to address this disparity. However, many telemedicine programs have been founded on grant support and then fail once the grant support expires. Our objective was to demonstrate that a burn telemedicine program can be financially viable. METHODS: This retrospective review from 2005 to 2014 evaluated burn telemedicine visits and financial reimbursement during and after a Technology Opportunities Program grant to a regional burn center. RESULTS: In 2005, we had 12 telemedicine visits, which increased to 458 in 2014. In terms of how this compares to in-person clinic visits, we saw a consistent increase in telemedicine visits as a percentage of total clinic visits from .26% in 2005 to 14% in 2014. Median telemedicine reimbursement has been equivalent to inperson visits. CONCLUSIONS: Specialty telemedicine programs can successfully transition from grantfunded enterprises to self-sustaining. The availability of telemedicine services allows access to specialty expertise in a large and sparsely populated region without imposing an undue financial burden. Sabesan, S., et al. (2014). "Timely access to specialist medical oncology services closer to home for rural patients: experience from the Townsville Teleoncology Model." Aust J Rural Health 22(4): 156-159. PROBLEM: Prior to 2009, the teleoncology model of the Townsville Cancer Centre (TCC) did not achieve its aims of equal waiting times for rural and urban patients and the provision of reliable, local acute cancer care. From 2007-2009, 60 new patients from Mt Isa travelled to TCC for their first consultation and their first dose of chemotherapy. Six of these patients required inter-hospital transfers and eight required urgent flights to attend outpatient clinics. Only 50% these rural patients (n = 30) were reviewed within one week of their referral, compared with 90% of Townsville patients. DESIGN: A descriptive study. SETTING: TCC provides teleoncology services to 21 rural towns; the largest is Mt Isa, Qld. KEY MEASURES FOR IMPROVEMENT: Specialist review of 90% of urgent cases Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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within 24 hours, and 90% of non-urgent cases within one week of referral via videoconferencing. A 50% reduction in inpatient inter-hospital transfers from Mt Isa to Townsville. STRATEGIES FOR CHANGE: Employment of a half-time medical officer and a half-time cancer care coordinator, and implementation of new policies. EFFECTS OF CHANGE: Between 2009 and 2011, TCC provided cancer care to 70 new patients from Mt Isa. Of these new patients, 93% (65/70) were seen within one week of referral. All 17 patients requiring urgent reviews were seen within 24 hours of referral and managed locally thus eliminating the need for inpatient inter-hospital transfers. LESSONS LEARNT: Provision of timely acute cancer care closer to home requires an increase in the rural case complexity and human resources. Saliba, V., et al. (2012). "Telemedicine across borders: a systematic review of factors that hinder or support implementation." Int J Med Inform 81(12): 793-809. PURPOSE: Innovative technologies to deliver health care across borders have attracted both evangelists and sceptics. Our aim was to systematically identify factors that hinder or support implementation of cross-border telemedicine services worldwide in the last two decades. METHODS: Two reviewers independently searched ten databases including MEDLINE and EMBASE, in June 2011 including citations from 1990 onwards when at least an abstract was available in English. We also searched ELDIS and INTUTE databases and Internet search engines to identify grey literature. We included studies which (a) described the use of telemedicine to deliver cross-border healthcare and, or (b) described the factors that hinder or support implementation of cross-border telemedicine services. All study designs were included. Two reviewers independently assessed titles and abstracts of articles identified. Papers were allocated to one of four reviewers who extracted relevant data and validated it. We took a qualitative approach to the analysis, conducting a narrative synthesis of the evidence. RESULTS: 6026 records were identified of which 5806 were excluded following screening of titles and abstracts. We assessed 227 full text articles, excluding 133 because they were fatally flawed or did not meet the inclusion criteria, producing a final sample of 94. They involved 76 countries worldwide, most involving collaborations between high and low or middle income countries. Most described services delivering a combination of types of telemedicine but specialties most represented were telepathology, telesurgery, Emergency and trauma telemedicine and teleradiology. Most link health professionals, with only a few linking professionals directly to patients. A main driver for the development of cross-border telemedicine is the need to improve access to specialist services in low and middle income countries and in underserved rural areas in high income countries. Factors that hinder or support implementation clustered into four main themes: (1) legal factors; (2) sustainability factors; (3) cultural factors; and (4) contextual factors. CONCLUSIONS: National telemedicine programmes may build infrastructure and change mindsets, laying the foundations for successful engagement in cross-border services. Regional networks can also help with sharing of expertise and innovative ways of overcoming barriers to the implementation of services. Strong team leadership, training, flexible and locally responsive services delivered at low cost, using simple technologies, and within a clear legal and regulatory framework, are all important factors for the successful implementation of cross-border telemedicine services. Salisbury, C., et al. (2015). "TElehealth in CHronic disease: mixed-methods study to develop the TECH conceptual model for intervention design and evaluation." Bmj Open 5(2): e006448. OBJECTIVE: To develop a conceptual model for effective use of telehealth in the management of chronic health conditions, and to use this to develop and evaluate an intervention for people with two exemplar conditions: raised cardiovascular disease risk and depression. DESIGN: The model was based on several strands of evidence: a metareview and realist synthesis of quantitative and qualitative evidence on telehealth for chronic conditions; a qualitative study of patients' and health professionals' experience of telehealth; a quantitative survey of patients' interest in using telehealth; and review of existing models of chronic condition management and evidence-based treatment guidelines. Based on these evidence strands, a model was developed and then refined at a stakeholder workshop. Then a telehealth intervention ('Healthlines') was designed by incorporating strategies to address each of the model components. The model also provided a framework for evaluation of this intervention within parallel randomised controlled trials in the two exemplar conditions, and the accompanying process evaluations and economic evaluations. SETTING: Primary care. RESULTS: The TElehealth in CHronic Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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Disease (TECH) model proposes that attention to four components will offer interventions the best chance of success: (1) engagement of patients and health professionals, (2) effective chronic disease management (including subcomponents of self-management, optimisation of treatment, care coordination), (3) partnership between providers and (4) patient, social and health system context. Key intended outcomes are improved health, access to care, patient experience and cost-effective care. CONCLUSIONS: A conceptual model has been developed based on multiple sources of evidence which articulates how telehealth may best provide benefits for patients with chronic health conditions. It can be used to structure the design and evaluation of telehealth programmes which aim to be acceptable to patients and providers, and cost-effective. Salmoiraghi, A. et Hussain, S. (2015). "A Systematic Review of the Use of Telepsychiatry in Acute Settings." J Psychiatr Pract 21(5): 389-393. Telepsychiatry is increasingly being used in many parts of the world. We performed a systematic review of the literature on the use of telepsychiatry in acute treatment settings using MEDLINE, EMBASE, and PsycINFO from inception to June 2013 using the following key words: acute telepsychiatry, teleconsultation, teleconferencing, telemedicine, emergency telepsychiatry, and emental health. Only articles in English were included. All study abstracts were reviewed by both authors independently to assess whether the topic of the paper was relevant to the review. References were selected independently until no new papers were found. If there was a disagreement, a discussion between the authors took place. A leading expert in this field was contacted to check for gray literature. The review included 23 papers. No meta-analyses or systematic reviews were found. The main results are (1) that patients have a positive attitude toward the technology and show a high level of satisfaction with telepsychiatry, (2) that the use of telepsychiatry is correlated with decreased admissions to psychiatric inpatient units, (3) that the quality of clinical interaction in telepsychiatry is similar to that in face-to-face care, and (4) that telepsychiatry seems to be cost effective. The use of telepsychiatry seems to be a viable and relatively inexpensive option for use in places where access to emergency services is difficult. Sankaranarayanan, J. et Sallach, R. E. (2014). "Rural patients' access to mobile phones and willingness to receive mobile phone-based pharmacy and other health technology services: a pilot study." Telemed J E Health 20(2): 182-185. OBJECTIVE: This pilot study explores the patient-centered demand for mobile phone-based health (mobile health [m-health]) services in the rural United States by documenting rural patients' access to mobile phones and patients' willingness to receive m-health services. SUBJECTS AND METHODS: An anonymous institutional review board-approved survey was completed by patients visiting two rural pharmacies in Nebraska from August to October 2011. Patients who volunteered to complete the survey provided their demographic data, disease state information, health status, mobile phone access, and willingness to receive (in terms of using and giving time to) m-health services. RESULTS: The majority of the 24 survey respondents were 19-40 years old (52%), female (88%), married (63%), with excellent to very good health status (63%), with no comorbidities (83%), with /= 60%) when participants agreed only on applicability or importance, or as no consensus (< 60%). Priority for decision-making was defined as factors with strong consensus with scores of 4 or 5 on a five-point Likert scale for applicability and importance. RESULTS: Three Delphi rounds were completed by 64 participants. Levels of consensus of 100%, 64%, 64%, and 44% were attained on factors submitted to non-physician healthcare professionals, health information professionals, managers, and physicians, respectively. While agreement between and within user groups varied, key factors were prioritized if they were classified as strong (>/= 75% from questionnaire answers of user groups), for decision-making concerning EHR implementation. The 10 factors that were prioritized are Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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perceived usefulness, productivity, motivation, participation of end-users in the implementation strategy, patient and health professional interaction, lack of time and workload, resources availability, management, outcome expectancy, and interoperability. CONCLUSIONS: Amongst all factors influencing EHR implementation identified in a previous systematic review, ten were prioritized through this Delphi study. The varying levels of agreement between and within user groups could mean that users' perspectives of each factor are complex and that each user group has unique professional priorities and roles in the EHR implementation process. As more EHR implementations in Canada are completed it will be possible to corroborate this preliminary result with a larger population of EHR users. McGinn, C. A., et al. (2011). "Comparison of user groups' perspectives of barriers and facilitators to implementing electronic health records: a systematic review." BMC Med 9: 46. BACKGROUND: Electronic health record (EHR) implementation is currently underway in Canada, as in many other countries. These ambitious projects involve many stakeholders with unique perceptions of the implementation process. EHR users have an important role to play as they must integrate the EHR system into their work environments and use it in their everyday activities. Users hold valuable, firsthand knowledge of what can limit or contribute to the success of EHR implementation projects. A comprehensive synthesis of EHR users' perceptions is key to successful future implementation. This systematic literature review was aimed to synthesize current knowledge of the barriers and facilitators influencing shared EHR implementation among its various users. METHODS: Covering a period from 1999 to 2009, a literature search was conducted on nine electronic databases. Studies were included if they reported on users' perceived barriers and facilitators to shared EHR implementation, in healthcare settings comparable to Canada. Studies in all languages with an empirical study design were included. Quality and relevance of the studies were assessed. Four EHR user groups were targeted: physicians, other health care professionals, managers, and patients/public. Content analysis was performed independently by two authors using a validated extraction grid with pre-established categorization of barriers and facilitators for each group of EHR users. RESULTS: Of a total of 5,695 potentially relevant publications identified, 117 full text publications were obtained after screening titles and abstracts. After review of the full articles, 60 publications, corresponding to 52 studies, met the inclusion criteria. The most frequent adoption factors common to all user groups were design and technical concerns, ease of use, interoperability, privacy and security, costs, productivity, familiarity and ability with EHR, motivation to use EHR, patient and health professional interaction, and lack of time and workload. Each user group also identified factors specific to their professional and individual priorities. CONCLUSIONS: This systematic review presents innovative research on the barriers and facilitators to EHR implementation. While important similarities between user groups are highlighted, differences between them demonstrate that each user group also has a unique perspective of the implementation process that should be taken into account. McGrath, J. M., et al. (2007). "The influence of electronic medical record usage on non verbal communication in the medical interview." Health Informatics Journal 13(2): 105-118. Merandi, J., et al. (2013). "Improvement of medication event interventions through use of an electronic database." Am J Health Syst Pharm 70(19): 1708-1714. PURPOSE: Patient safety enhancements achieved through the use of an electronic Web-based system for responding to adverse drug events (ADEs) are described. SUMMARY: A two-phase initiative was carried out at an academic pediatric hospital to improve processes related to "medication event huddles" (interdisciplinary meetings focused on ADE interventions). Phase 1 of the initiative entailed a review of huddles and interventions over a 16-month baseline period during which multiple databases were used to manage the huddle process and staff interventions were assigned via manually generated e-mail reminders. Phase 1 data collection included ADE details (e.g., medications and staff involved, location and date of event) and the types and frequencies of interventions. Based on the phase 1 analysis, an electronic database was created to eliminate the use of multiple systems for huddle scheduling and documentation and to automatically generate e-mail reminders on assigned interventions. In phase 2 of the initiative, the impact of the database during a 5-month period was evaluated; the primary outcome was the percentage of interventions documented as completed after Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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database implementation. During the postimplementation period, 44.7% of assigned interventions were completed, compared with a completion rate of 21% during the preimplementation period, and interventions documented as incomplete decreased from 77% to 43.7% (p < 0.0001). Process changes, education, and medication order improvements were the most frequently documented categories of interventions. CONCLUSION: Implementation of a user-friendly electronic database improved intervention completion and documentation after medication event huddles. Merrill, J. A., et al. (2013). "A system dynamics evaluation model: implementation of health information exchange for public health reporting." J Am Med Inform Assoc 20(e1): e131-138. OBJECTIVE: To evaluate the complex dynamics involved in implementing electronic health information exchange (HIE) for public health reporting at a state health department, and to identify policy implications to inform similar implementations. MATERIALS AND METHODS: Qualitative data were collected over 8 months from seven experts at New York State Department of Health who implemented web services and protocols for querying, receipt, and validation of electronic data supplied by regional health information organizations. Extensive project documentation was also collected. During group meetings experts described the implementation process and created reference modes and causal diagrams that the evaluation team used to build a preliminary model. System dynamics modeling techniques were applied iteratively to build causal loop diagrams representing the implementation. The diagrams were validated iteratively by individual experts followed by group review online, and through confirmatory review of documents and artifacts. RESULTS: Three casual loop diagrams captured well-recognized system dynamics: Sliding Goals, Project Rework, and Maturity of Resources. The findings were associated with specific policies that address funding, leadership, ensuring expertise, planning for rework, communication, and timeline management. DISCUSSION: This evaluation illustrates the value of a qualitative approach to system dynamics modeling. As a tool for strategic thinking on complicated and intense processes, qualitative models can be produced with fewer resources than a full simulation, yet still provide insights that are timely and relevant. CONCLUSIONS: System dynamics techniques clarified endogenous and exogenous factors at play in a highly complex technology implementation, which may inform other states engaged in implementing HIE supported by federal Health Information Technology for Economic and Clinical Health (HITECH) legislation. Michalowsky, B., et al. (2016). "[Financing Regional Dementia Networks in Germany: Determinants of Sustainable Healthcare Networks]." Gesundheitswesen. Objectives: Analysis of practice-based financing concepts in German dementia networks (DN); Provision of sustainable financing structures and their determinants in DN. Materials and Methods: Qualitative expert interviews with leaders of 13 DN were conducted. A semi-structured interview guide was used to analyse four main topics: Finance-related organization, cost, sources of funding and financial sustainability. Results: DN were primarily financed by membership fees, earnings of services provided, public funds and payments by municipalities or health care providers. 63% of the DN reported a financial sustainability. Funds to support the interpersonal expanding, a mix of internal and external financing sources and investments of the municipality were determinants of a sustainable financing. Overall, DN in rural areas seemed to be disadvantaged due to a lack of potential linkable service providers. Conclusion: DN in urban regions are more likely able to gather sustainable funding resources. A minimum funding of 50.000 euro/year for human resources coordinating the DN, seems to be a threshold for a sustainable DN. Millard, P. S., et al. (2012). "Open-source point-of-care electronic medical records for use in resource-limited settings: systematic review and questionnaire surveys." Bmj Open 2(4). BACKGROUND: Point-of-care electronic medical records (EMRs) are a key tool to manage chronic illness. Several EMRs have been developed for use in treating HIV and tuberculosis, but their applicability to primary care, technical requirements and clinical functionalities are largely unknown. OBJECTIVES: This study aimed to address the needs of clinicians from resource-limited settings without reliable internet access who are considering adopting an open-source EMR. STUDY ELIGIBILITY CRITERIA: Open-source point-of-care EMRs suitable for use in areas without reliable internet access. Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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STUDY APPRAISAL AND SYNTHESIS METHODS: The authors conducted a comprehensive search of all open-source EMRs suitable for sites without reliable internet access. The authors surveyed clinician users and technical implementers from a single site and technical developers of each software product. The authors evaluated availability, cost and technical requirements. RESULTS: The hardware and software for all six systems is easily available, but they vary considerably in proprietary components, installation requirements and customisability. LIMITATIONS: This study relied solely on self-report from informants who developed and who actively use the included products. CONCLUSIONS AND IMPLICATIONS OF KEY FINDINGS: Clinical functionalities vary greatly among the systems, and none of the systems yet meet minimum requirements for effective implementation in a primary care resource-limited setting. The safe prescribing of medications is a particular concern with current tools. The dearth of fully functional EMR systems indicates a need for a greater emphasis by global funding agencies to move beyond disease-specific EMR systems and develop a universal opensource health informatics platform. Minard, J. P., et al. (2010). "Asthma electronic medical records in primary care: an integrative review." J Asthma 47(8): 895-912. BACKGROUND: Quality management, evaluation, and surveillance of asthma may be enhanced by access to and utilization of an asthma electronic medical record (EMR) in primary care. PURPOSE: To describe the current status, support tools, and utility of asthma EMRs in primary care. METHODS: An integrative review of the literature published between 1996 and 2008 was completed using Ovid MEDLINE, EMBASE, and CINAHL databases. Key search terms included asthma, medical records, computerized, primary health care, primary care, family physician, family practice, chronic disease, COPD, neoplasm, diabetes mellitus, and cardiovascular disease. Articles related to concepts, systems in development, and sources such as acute care and pharmacy EMRs were excluded. Each article was reviewed by two reviewers. RESULTS: Of 309 articles identified, 76 met the inclusion criteria. Twentytwo percent were specific to asthma, 78% pertained to other chronic diseases and/or the overall status of an EMR in primary care. The literature varied in methodology, topics of discussion and value of data. Articles describing an asthma EMR most often reported on decision support tools (n = 3) and/or utility (n = 14), specifically the ability to predict mortality and assess severity and timeliness of diagnosis. A primary care EMR containing a validated asthma minimum data set was not found. Three themes emerged from the review: status (description of users, functionalities and adoption issues), tools (decision support tools to enhance knowledge uptake), and utility (data quality, extraction and outcomes). CONCLUSIONS: There is a paucity of asthma elements in EMRs in primary care, with the exception of discussion of decision support tools and utility. Integration of a more robust asthma EMR in primary care, including a minimum data set, standardized terminology, and validated indicators, may further enhance care and enable outcomes monitoring. Minshall, S. (2013). "A review of healthcare information system usability & safety." Stud Health Technol Inform 183: 151-156. Healthcare information systems have been designed to increase the efficiency and safety of healthcare processes. Systems such as electronic health records and pervasive computing devices have been shown to improve the safety of healthcare. However, increasing research has indicated that the design of such systems, in particular the user interface, may be related to increased incidence of other types of error. In this review, the relationship between human factors and usability will be considered in the context of designing safe and effective healthcare applications, with a focus on hand-held computing devices. Medline was searched for the specific terms listed below and restricted to the date ranges 2006-01-01 through to 2011-03-03: (error AND technology AND human factors); (error AND (CPOE OR (Computerized AND provider AND order AND entry))); (Technology AND Induced AND Error). The returned list of papers was screened by examining titles and abstracts to select candidate papers for further review. The initial search yield was 239 papers. On reviewing the title and abstract, 186 were rejected and 51 papers remained for analysis. New technology, such as CPOE, offers improvements over traditional paper tools and it is shown to have a positive effect on patient safety. New technology also creates the opportunity for new errors to occur and lead to the coining of the term "technology-induced error". The magnitude of the usability-testing needs is larger than it may seem. Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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Moorman, P. W., et al. (2009). "An inventory of publications on electronic medical records revisited." Methods Inf Med 48(5): 454-458. OBJECTIVES: In this short review we provide an update of our earlier inventories of publications indexed in MedLine with the MeSH term 'Medical Records Systems, Computerized'. METHODS: We retrieved and analyzed all references to English articles published before January 1, 2008, and indexed in PubMed with the MeSH term 'Medical Records Systems, Computerized'. RESULTS: We retrieved a total of 11,924 publications, of which 3937 (33%) appeared in a journal with an impact factor. Since 2002 the number of yearly publications, and the number of journals in which those publications appeared, increased. A cluster analysis revealed three clusters: an organizational issues cluster, a technically oriented cluster and a cluster about order-entry and research. CONCLUSIONS: Although our previous inventory in 2003 suggested a constant yearly production of publications on electronic medical records since 1998, the current inventory shows another rise in production since 2002. In addition, many new journals and countries have shown interest during the last five years. In the last 15 years, interest in organizational issues remained fairly constant, order entry and research with systems gained attention, while interest in technical issues relatively decreased. Nguyen, L., et al. (2014). "Electronic health records implementation: an evaluation of information system impact and contingency factors." Int J Med Inform 83(11): 779-796. OBJECTIVE: This paper provides a review of EHR (electronic health record) implementations around the world and reports on findings including benefits and issues associated with EHR implementation. MATERIALS AND METHODS: A systematic literature review was conducted from peer-reviewed scholarly journal publications from the last 10 years (2001-2011). The search was conducted using various publication collections including: Scopus, Embase, Informit, Medline, Proquest Health and Medical Complete. This paper reports on our analysis of previous empirical studies of EHR implementations. We analysed data based on an extension of DeLone and McLean's information system (IS) evaluation framework. The extended framework integrates DeLone and McLean's dimensions, including information quality, system quality, service quality, intention of use and usage, user satisfaction and net benefits, together with contingent dimensions, including systems development, implementation attributes and organisational aspects, as identified by Van der Meijden and colleagues. RESULTS: A mix of evidence-based positive and negative impacts of EHR was found across different evaluation dimensions. In addition, a number of contingent factors were found to contribute to successful implementation of EHR. LIMITATIONS: This review does not include white papers or industry surveys, non-English papers, or those published outside the review time period. CONCLUSION: This review confirms the potential of this technology to aid patient care and clinical documentation; for example, in improved documentation quality, increased administration efficiency, as well as better quality, safety and coordination of care. Common negative impacts include changes to workflow and work disruption. Mixed observations were found on EHR quality, adoption and satisfaction. The review warns future implementers of EHR to carefully undertake the technology implementation exercise. The review also informs healthcare providers of contingent factors that potentially affect EHR development and implementation in an organisational setting. Our findings suggest a lack of socio-technical connectives between the clinician, the patient and the technology in developing and implementing EHR and future developments in patient-accessible EHR. In addition, a synthesis of DeLone and McLean's framework and Van der Meijden and colleagues' contingent factors has been found useful in comprehensively understanding and evaluating EHR implementations. Norman, I. D., et al. (2011). "Ethics and electronic health information technology: challenges for evidencebased medicine and the physician-patient relationship." Ghana Med J 45(3): 115-124. OBJECTIVES: The National Health Insurance Scheme (NHIS), and the National Identification Authority (NIA), pose ethical challenges to the physician-patient relationship due to interoperability. This paper explores (1) the national legislation on Electronic Health Information Technology (EHIT), (2) the ethics of information technology and public health and (3) the effect on the Physician-patient relationship. METHOD: This study consisted of systematic literature and internet review of the legislation, information technology, the national health insurance program, and the physician-patient Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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relationship. RESULT: The result shows that (1) EHIT have eroded a big part of the confidentiality between the physician and patient; (2) The encroachment on privacy is an inevitable outcome of EHIT; (3) Legislation on privacy, the collection, storage and uses of electronic health information is needed and; (4) the nexus between EHIT, NHIS, NHA, Ethics, the physician-patient relationship and privacy. CONCLUSION: The study highlights the lack of protection for physician-patient relationship as medical practice transitions from the conventional to the modern, information technology driven domain. Nutley, T. et Reynolds, H. W. (2013). "Improving the use of health data for health system strengthening." Glob Health Action 6: 20001. BACKGROUND: Good quality and timely data from health information systems are the foundation of all health systems. However, too often data sit in reports, on shelves or in databases and are not sufficiently utilised in policy and program development, improvement, strategic planning and advocacy. Without specific interventions aimed at improving the use of data produced by information systems, health systems will never fully be able to meet the needs of the populations they serve. OBJECTIVE: To employ a logic model to describe a pathway of how specific activities and interventions can strengthen the use of health data in decision making to ultimately strengthen the health system. DESIGN: A logic model was developed to provide a practical strategy for developing, monitoring and evaluating interventions to strengthen the use of data in decision making. The model draws on the collective strengths and similarities of previous work and adds to those previous works by making specific recommendations about interventions and activities that are most proximate to affect the use of data in decision making. The model provides an organizing framework for how interventions and activities work to strengthen the systematic demand, synthesis, review, and use of data. RESULTS: The logic model and guidance are presented to facilitate its widespread use and to enable improved datainformed decision making in program review and planning, advocacy, policy development. Real world examples from the literature support the feasible application of the activities outlined in the model. CONCLUSIONS: The logic model provides specific and comprehensive guidance to improve data demand and use. It can be used to design, monitor and evaluate interventions, and to improve demand for, and use of, data in decision making. As more interventions are implemented to improve use of health data, those efforts need to be evaluated. Pearce, C., et al. (2006). "Analysing the doctor-patient-computer relationship : the use of video data." Informatics in Primary Care 14(4): 221-226. Phillips, K., et al. (2010). "Electronic medical records in long-term care." J Hosp Mark Public Relations 20(2): 131-142. Long-term care (LTC) facilities possess unique characteristics in terms of implementation and utilization of electronic medical records (EMRs). The focus of LTC is on a population requiring care encompassing all aspects associated with quality of life rather than simply acute treatment. Because this focus is of a larger scale than traditional medical facilities, the priorities in the implementation and utilization of EMRs are higher in accessing patient history information. The purpose of this study was to determine the EMR utilization in the chronic care settings. In conclusion, the literature review performed does not support the fact that EMRs are currently being effectively and widely used in the LTC facilities. Pliskie, J. et Wallenfang, L. (2014). "How geographical information systems analysis influences the continuum of patient care." J Med Pract Manage 29(5): 282-285. As the vast repository of data about millions of patients grows, the analysis of this information is changing the provider-patient relationship and influencing the continuum of care for broad swaths of the population. At the same time, while population health management moves from a volume-based model to a value-based one and additional patients seek care due to healthcare reform, hospitals and healthcare networks are evaluating their business models and searching for new revenue streams. Utilizing geographical information systems to model and analyze large amounts of data is helping organizations better understand the characteristics of their patient population, demographic and socioeconomic trends, and shifts in the utilization of healthcare. In turn, organizations can more Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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effectively conduct service line planning, strategic business plans, market growth strategies, and human resource planning. Healthcare organizations that use GIS modeling can set themselves apart by making more informed and objective business strategy decisions. Plu, I., et al. (2009). "[Principles and stakes of external communication of healthcare networks: the case of heathcare networks for health services accessibility]." Sante Publique 21(2): 173-181. Healthcare networks which purpose is to manage patients through better coordination of the care, need to develop a communication strategy to be recognized by the public and by healthcare professionals and to be inserted in the healthcare landscape. We firstly will present legal requirements related to external communication of healthcare networks. Then, we will describe the different tools which can be used to communicate about healthcare networks in its area, with the example from a healthcare network for health services accessibility. In the French Public health code, the legal status and the ethical charter of the healthcare network have to be delivered to the healthcare professionals in its area and to the patients. Moreover, the example healthcare network informed collectively and individually the healthcare professionals of its area about its activities. It made it known to the public by the way of departmental prevention manifestations and health education sessions in community social associations. From these examples, we will conduct an ethical reflection on the modalities and stakes of the external communication of healthcare networks. Rudin, R. S., et al. (2014). "Usage and effect of health information exchange: a systematic review." Ann Intern Med 161(11): 803-811. BACKGROUND: Health information exchange (HIE) is increasing in the United States, and it is incentivized by government policies. PURPOSE: To systematically review and evaluate evidence of the use and effect of HIE on clinical care. DATA SOURCES: Selected databases from 1 January 2003 to 31 May 2014. STUDY SELECTION: English-language hypothesis-testing or quantitative studies of several types of data exchange among unaffiliated organizations for use in clinical care that addressed health outcomes, efficiency, utilization, costs, satisfaction, HIE usage, sustainability, and attitudes or barriers. DATA EXTRACTION: Data extraction was done in duplicate. DATA SYNTHESIS: Low-quality evidence from 12 hypothesis-testing studies supports an effect of HIE use on reduced use or costs in the emergency department. Direct evidence that HIEs were used by providers was reported in 21 studies involving 13 distinct HIE organizations, 6 of which were located in New York, and generally showed usage in less than 10% of patient encounters. Findings from 17 studies of sustainability suggest that approximately one quarter of existing HIE organizations consider themselves financially stable. Findings from 38 studies about attitudes and barriers showed that providers, patients, and other stakeholders consider HIE to be valuable, but barriers include technical and workflow issues, costs, and privacy concerns. LIMITATION: Publication bias, possible selective reporting of outcomes, and a dearth of reporting on context and implementation processes. CONCLUSION: Health information exchange use probably reduces emergency department usage and costs in some cases. Effects on other outcomes are unknown. All stakeholders claim to value HIE, but many barriers to acceptance and sustainability exist. A small portion of operational HIEs have been evaluated, and more research is needed to identify and understand success factors. PRIMARY FUNDING SOURCE: U.S. Department of Veterans Affairs. (PROSPERO registration number: CRD42014007469). Salzano, G. et Bourret, C. (2003). "Healthcare networks services for patients and large public: methodological and engineering issues." Stud Health Technol Inform 95: 492-497. In this paper, we analyse the services supplied by innovative and transversal healthcare organisations to satisfy patients and large public requirements and we illustrate them with the French healthcare networks. We classify these services in two groups, healthcare delivery services and health related information services, and we define three layers for their possible contexts. We will use an Information System perspective to investigate about various methodological approaches to realise each group of services and we compare their challenges and difficulties. Finally, we identify methodological and engineering issues common to both groups. Secginli, S., et al. (2014). "Attitudes of health professionals towards electronic health records in primary health Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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care settings: a questionnaire survey." Inform Health Soc Care 39(1): 15-32. PURPOSE: This study aimed to assess the attitudes of health professionals towards electronic health records (EHRs) in primary health care settings in Turkey. METHODS: A survey was administered to 754 health professionals working in Family Health Centres (FHCs) in seven districts in Istanbul, Turkey. The survey was developed based on extensive literature review, and consisted of 33 statements rated on a five-point Likert-scale. RESULTS: A total of 325 completed questionnaires were received, representing a 43% response rate, with 97% of respondents being satisfied with the EHR system in the FHCs. There were significant differences between health professional groups (physicians and nurses/midwives) in their perceptions of EHRs decreasing paper-based records, data security in EHRs, and costs of EHRs (p < 0.05). Narrative responses indicated ongoing needs in software development, further support of nursing documentation and training. CONCLUSIONS: Overall positive attitudes towards EHRs among primary care health professionals in Turkey suggest strong acceptance and use. Recommendations based on the findings include EHR technology refinements, improved clinical documentation using standardized terminologies, and health professional-informed EHR training. Stolee, P., et al. (2010). "The use of electronic health information systems in home care: facilitators and barriers." Home Healthc Nurse 28(3): 167-179; quiz 180-161. Electronic health information systems (EHIS) containing standardized assessment data (e.g., RAI-Home Care, Outcome and Assessment Information Set [OASIS]) hold considerable promise, but their potential has yet to be fully realized. Literature was searched for strategies on implementing and using EHIS, including barriers and facilitators of their use in home care. Results of this review will be discussed in terms of their implications for the future development and use of EHIS in home care, and for future research. Thompson, G., et al. (2015). "Impact of the Electronic Medical Record on Mortality, Length of Stay, and Cost in the Hospital and ICU: A Systematic Review and Metaanalysis." Crit Care Med 43(6): 1276-1282. OBJECTIVE: To evaluate effects of health information technology in the inpatient and ICU on mortality, length of stay, and cost. Methodical evaluation of the impact of health information technology on outcomes is essential for institutions to make informed decisions regarding implementation. DATA SOURCES: EMBASE, Scopus, Medline, the Cochrane Review database, and Web of Science were searched from database inception through July 2013. Manual review of references of identified articles was also completed. STUDY SELECTION: Selection criteria included a health information technology intervention such as computerized physician order entry, clinical decision support systems, and surveillance systems, an inpatient setting, and endpoints of mortality, length of stay, or cost. Studies were screened by three reviewers. Of the 2,803 studies screened, 45 met selection criteria (1.6%). DATA EXTRACTION: Data were abstracted on the year, design, intervention type, system used, comparator, sample sizes, and effect on outcomes. Studies were abstracted independently by three reviewers. DATA SYNTHESIS: There was a significant effect of surveillance systems on in-hospital mortality (odds ratio, 0.85; 95% CI, 0.76-0.94; I=59%). All other quantitative analyses of health information technology interventions effect on mortality and length of stay were not statistically significant. Cost was unable to be quantitatively evaluated. Qualitative synthesis of studies of each outcome demonstrated significant study heterogeneity and small clinical effects. CONCLUSIONS: Electronic interventions were not shown to have a substantial effect on mortality, length of stay, or cost. This may be due to the small number of studies that were able to be aggregately analyzed due to the heterogeneity of study populations, interventions, and endpoints. Better evidence is needed to identify the most meaningful ways to implement and use health information technology and before a statement of the effect of these systems on patient outcomes can be made. Thrasher, E. H. et Revels, M. A. (2012). "The role of information technology as a complementary resource in healthcare integrated delivery systems." Hosp Top 90(2): 23-32. As in many industries, it is recognized that there is a need to increase the use of information technology (IT) in the healthcare industry. However, until now, this has not occurred. In fact, some say that IT in healthcare has consistently fallen far short of expectations. The purpose of this study was to Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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illuminate the need for a more holistic view of healthcare network integration and demonstrate that simply applying the latest technology to the network is not adequate for improving overall effectiveness. The study results showed that the more holistic view has to include management commitment, of complementarity between IT integration and organizational integration, and continued investments. Topaz, M. et Ash, N. (2013). "[Overview of the US policies for health information technology and lessons learned for Israel]." Harefuah 152(5): 262-266, 310, 309. The heaLthcare system in the United States (U.S.) faces a number of significant changes aimed at improving the quality and availability of medical services and reducing costs. Implementation of health information technologies, especiaLly ELectronic Health Records (EHR), is central to achieving these goals. Several recent Legislative efforts in the U.S. aim at defining standards and promoting wide scale "Meaningful Use" of the novel technologies. In Israel, the majority of heaLthcare providers adopted EHR throughout the Last decade. Unlike the U.S., the process of EHR adoption occurred spontaneously, without governmental control or the definition of standards. In this article, we review the U.S. health information technology policies and standards and suggest potential lessons Learned for Israel. First, we present the three-staged Meaningful Use regulations that require eligible healthcare practitioners to use EHR in their practice. We also describe the standards for EHR certification and national efforts to create interoperable health information technology networks. Finally, we provide a brief overview of the IsraeLi regulation in the field of EHR. Although the adoption of health information technology is wider in Israel, the Lack of technology standards and governmental control has Led to Large technology gaps between providers. The example of the U.S. Legislation urges the adoption of several critical steps to further enhance the quality and efficiency of the Israeli healthcare system, in particular: strengthening health information technology regulation; developing Licensure criteria for health information technology; bridging the digital gap between healthcare organizations; defining quality measures; and improving the accessibility of health information for patients. van Velthoven, M. H., et al. (2016). "Feasibility of extracting data from electronic medical records for research: an international comparative study." BMC Med Inform Decis Mak 16(1): 90. BACKGROUND: Electronic medical records (EMR) offer a major potential for secondary use of data for research which can improve the safety, quality and efficiency of healthcare. They also enable the measurement of disease burden at the population level. However, the extent to which this is feasible in different countries is not well known. This study aimed to: 1) assess information governance procedures for extracting data from EMR in 16 countries; and 2) explore the extent of EMR adoption and the quality and consistency of EMR data in 7 countries, using management of diabetes type 2 patients as an exemplar. METHODS: We included 16 countries from Australia, Asia, the Middle East, and Europe to the Americas. We undertook a multi-method approach including both an online literature review and structured interviews with 59 stakeholders, including 25 physicians, 23 academics, 7 EMR providers, and 4 information commissioners. Data were analysed and synthesised thematically considering the most relevant issues. RESULTS: We found that procedures for information governance, levels of adoption and data quality varied across the countries studied. The required time and ease of obtaining approval also varies widely. While some countries seem ready for secondary uses of data from EMR, in other countries several barriers were found, including limited experience with using EMR data for research, lack of standard policies and procedures, bureaucracy, confidentiality, data security concerns, technical issues and costs. CONCLUSIONS: This is the first international comparative study to shed light on the feasibility of extracting EMR data across a number of countries. The study will inform future discussions and development of policies that aim to accelerate the adoption of EMR systems in high and middle income countries and seize the rich potential for secondary use of data arising from the use of EMR solutions. Walton, R. T., et al. (2003). "Computerised advice on drug dosage to improve prescribing practice." Cochrane Library (the)(6): 22. Webster, P. C. (2011). "Go local, European review of electronic health records advises." Cmaj 183(9): E535-536. Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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Weinfeld, J. M., et al. (2012). "Electronic health records improve the quality of care in underserved populations: a literature review." J Health Care Poor Underserved 23(3 Suppl): 136-153. Organizations in underserved settings are implementing or upgrading electronic health records (EHRs) in hopes of improving quality and meeting Federal goals for meaningful use of EHRs. However, much of the research that has been conducted on health information technology does not study use in underserved settings, or does not include EHRs. We conducted a structured literature search of MEDLINE to find articles supporting the contention that EHRs improve quality in underserved settings. We found 17 articles published between 2003 and 2011. These articles were mostly in urban settings, and most study types were descriptive in nature. The articles provide evidence that EHRs can improve documentation, process measures, guideline-adherence, and (to a lesser extent) outcome measures. Providers and managers believed that EHRs would improve the quality and efficiency of care. The limited quantity and quality of evidence point to a need for ongoing research in this area. West, V. L., et al. (2015). "Innovative information visualization of electronic health record data: a systematic review." J Am Med Inform Assoc 22(2): 330-339. OBJECTIVE: This study investigates the use of visualization techniques reported between 1996 and 2013 and evaluates innovative approaches to information visualization of electronic health record (EHR) data for knowledge discovery. METHODS: An electronic literature search was conducted MayJuly 2013 using MEDLINE and Web of Knowledge, supplemented by citation searching, gray literature searching, and reference list reviews. General search terms were used to assure a comprehensive document search. RESULTS: Beginning with 891 articles, the number of articles was reduced by eliminating 191 duplicates. A matrix was developed for categorizing all abstracts and to assist with determining those to be excluded for review. Eighteen articles were included in the final analysis. DISCUSSION: Several visualization techniques have been extensively researched. The most mature system is LifeLines and its applications as LifeLines2, EventFlow, and LifeFlow. Initially, research focused on records from a single patient and visualization of the complex data related to one patient. Since 2010, the techniques under investigation are for use with large numbers of patient records and events. Most are linear and allow interaction through scaling and zooming to resize. Color, density, and filter techniques are commonly used for visualization. CONCLUSIONS: With the burgeoning increase in the amount of electronic healthcare data, the potential for knowledge discovery is significant if data are managed in innovative and effective ways. We identify challenges discovered by previous EHR visualization research, which will help researchers who seek to design and improve visualization techniques. Wollersheim, D., et al. (2009). "Archetype-based electronic health records: a literature review and evaluation of their applicability to health data interoperability and access." Him j 38(2): 7-17. Health Information Managers (HIMs) are responsible for overseeing health information. The change management necessary during the transition to electronic health records (EHR) is substantial, and ongoing. Archetype-based EHRs are a core health information system component which solve many of the problems that arise during this period of change. Archetypes are models of clinical content, and they have many beneficial properties. They are interoperable, both between settings and through time. They are more amenable to change than conventional paradigms, and their design is congruent with clinical practice. This paper is an overview of the current archetype literature relevant to Health Information Managers. The literature was sourced in the English language sections of ScienceDirect, IEEE Explore, Pubmed, Google Scholar, ACM Digital library and other databases on the usage of archetypes for electronic health record storage, looking at the current areas of archetype research, appropriate usage, and future research. We also used reference lists from the cited papers, papers referenced by the openEHR website, and the recommendations from experts in the area. Criteria for inclusion were (a) if studies covered archetype research and (b) were either studies of archetype use, archetype system design, or archetype effectiveness. The 47 papers included show a wide and increasing worldwide archetype usage, in a variety of medical domains. Most of the papers noted that archetypes are an appropriate solution for future-proof and interoperable medical data storage. We conclude that archetypes are a suitable solution for the complex problem of electronic health record Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub



Page 242 sur 254



www.irdes.fr E-santé : télésanté, santé numérique et santé connectée



Septembre 2016



storage and interoperability. Wright, E., et al. (2015). "Sharing Physician Notes Through an Electronic Portal is Associated With Improved Medication Adherence: Quasi-Experimental Study." J Med Internet Res 17(10): e226. BACKGROUND: In surveys, interviews, and focus groups, patients taking medications and offered Web portal access to their primary care physicians' (PCPs) notes report improved adherence to their regimens. However, objective confirmation has yet to be reported. OBJECTIVE: To evaluate the association between patient Internet portal access to primary care physician visit notes and medication adherence. METHODS: This study is a retrospective comparative analysis at one site of the OpenNotes quasi-experimental trial. The setting includes primary care practices at the Geisinger Health System (GHS) in Danville, Pennsylvania. Participants include patients 18 years of age or older with electronic portal access, GHS primary care physicians, and Geisinger health plan insurance, and taking at least one antihypertensive or antihyperlipidemic agent from March 2009 to June 2011. Starting in March 2010, intervention patients were invited and reminded to read their PCPs' notes. Control patients also had Web portal access throughout, but their PCPs' notes were not available. From prescription claims, adherence was assessed by using the proportion of days covered (PDC). Patients with a PDC >/=.80 were considered adherent and were compared across groups using generalized linear models. RESULTS: A total of 2147 patients (756 intervention participants, 35.21%; 1391 controls, 64.79%) were included in the analysis. Compared to those without access, patients invited to review notes were more adherent to antihypertensive medications-adherence rate 79.7% for intervention versus 75.3% for control group; adjusted risk ratio, 1.06 (95% CI 1.00-1.12). Adherence was similar among patient groups taking antihyperlipidemic agents-adherence rate 77.6% for intervention versus 77.3% for control group; adjusted risk ratio, 1.01 (95% CI 0.95-1.07). CONCLUSIONS: Availability of notes following PCP visits was associated with improved adherence by patients prescribed antihypertensive, but not antihyperlipidemic, medications. As the use of fully transparent records spreads, patients invited to read their clinicians' notes may modify their behaviors in clinically valuable ways.



Rapports (2007). eHealth priorities and strategies in European countries. eHEALTH ERA REPORT. Luxembourg Office des Publications officielles des Communautés européennes: 96. http://ec.europa.eu/information_society/activities/health/docs/policy/1-2007ehealth-era-countries01-16.pdf This report presents fact sheets of all European countries for which validated information about their eHealth strategies and implementation was available by the end of January 2007. Les pays concernés sont les suivants : Autriche, Finlande, Roumanie, France, Royaume-Uni et Slovaquie. (2008). Standards and Guidelines for Physician Practice Connections? Patient-Centered Medical Home (PPCPCMH). Washington DC National Committee for Quality Assurance: 68 +annexes, tabl. http://www.ncqa.org/tabid/631/Default.aspx NCQA's Physician Practice Connections- Patient-Centered Medical Home (PPC-PCMH) program assesses whether physician practices are functioning as medical homes. Building on the joint principles developed by the primary care specialty societies, the PPC-PCMH standards emphasize the use of systematic, patient-centered, coordinated care management processes. The Patient Centered Medical Home is a health care setting that facilitates partnerships between individual patients, and their personal physicians, and when appropriate, the patient?s family. Care is facilitated by registries, information technology, health information exchange and other means to assure that patients get the indicated care when and where they need and want it in a culturally and linguistically appropriate manner. There are nine PPC standards, including 10 must pass elements, which can result in one of three levels of recognition. (2010). Achieving Efficiency Improvements in the Health sector through ICTs - Final report. Paris OCDE: 117 , tabl., fig. http://ec.europa.eu/health/eu_world/docs/oecd_ict_en.pdf This report presents an analysis of OECD countries efforts to implement information and Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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communication technologies (ICTs) in health care systems. It provides advice on the range of policy options, conditions and practices that policy makers can adapt to their own national circumstances to accelerate adoption and effective use of these technologies. The analysis draws upon a considerable body of recent literature and in, particular, lessons learned from case studies in six OECD countries (Australia, Canada, the Netherlands, Spain, Sweden, and the United States), all of which reported varying degrees of success deploying health ICT solutions. (2010). Chronic diseases. A clinical and managerial challenge. Bruxelles HOPE: 53 , tabl., fig. http://www.hope.be/05eventsandpublications/docpublications/84_chronic-diseases/84_HOPE_PublicationChronic_diseases-October_2010.pdf The present report has the specific objective of presenting the content and findings of the Hope Agora 2010. Il is covering the presentation of two days discussion and is also integrating information from the most relevant international sources, in particular the WHO publications on the issue of the chronic disease. Chapter 1 gives a brief introduction and a general overview of the issue of chronic disease. Chapter 2 illustrates the main initiative and innovation countries are putting in place to overcome this issue. Chapter 3 reports the context of the presentation heald by each team during the last event of the Exchange programs. (2010). Health care delivery : Features of Integrated Systems Support Patient Care Strategies and Access to Care, but Systems Face Challenges. Washington GAO: 28 , annexes. http://www.gao.gov/new.items/d1149.pdf The Health Care Safety Net Act of 2008 directed GAO to report on integrated health system models that integrate primary, specialty, and acute care and serve uninsured and medically underserved populations. This report provide more in-depth information on organizational features that IDSs use to support strategies to improve patient care; approaches IDSs use to facilitate access to care for underserved populations; and challenges IDSs encounter in providing care, including care provided to underserved populations. (2010). The National Programme for IT in the NHS: an update on the delivery of detailed care records systems. Londres NAO: 46 , 19 fig. http://www.nao.org.uk/publications/1012/npfit.aspx Ce rapport présente le troisième bilan du programme national pour les technologies de l'information (National programme for information technology, NPFIT) en cours de mise en oeuvre en Angleterre depuis 2002 par le National health service (NHS) et critique sévèrement les « Electronic care records » (sorte de DMP) qui sont le pivot du NHS IT project. 2,3 milliards d'euros ont été dépensés sans générer les économies attendues, et le National Accounting Office (NAO) ne croit pas que les 4,6 milliards d'euros restants à investir amélioreront la situation. Parmi les critiques sont cités les retards sur le calendrier, le peu de bénéfice pour le patient, les difficultés de fonctionnement, et le nombre important de professionnels de santé et d'"hospital trusts" qui renoncerait à rejoindre le dispositif. Le projet va être révisé par le gouvernement britannique. (2011). eHealth Benchmarking III. Bruxelles Communauté européenne: 274. The study provides the result of a survey on Benchmarking deployment of eHealth services in acute hospitals in 30 European countries. Chief Information Officers were asked about the availability of eHealth infrastructure and applications in their hospitals whereas Medical Directors were asked about priority areas for investment, impacts and perceived barriers to the further deployment of eHealth. Applying state of the art multivariate statistical analysis to the data of survey of eHealth deployment in Acute European Hospitals funded by DG INFSO, JRC-IPTS researchers have constructed a composite indicator of take up and usage of eHealth in European hospitals, as well as a typology of impacts. (2011). A Vision for Canada: Family Practice: The Patient's Medical Home. Mississauga Collège des Médecins de Famille au Canada: 61 , fig. http://www.cfpc.ca/uploadedFiles/Resources/Resource_Items/PMH_A_Vision_for_Canada.pdf The history of health care in Canada is linked to the vital role played by family practice and our nation’s family physicians. As we deliberate the future of our health care system it is essential that we contemplate the place that will be assumed by family physicians and their practices. The vision of Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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family practices serving as Patients? Medical Homes is intended for the consideration of all who are concerned about the health of Canadians and the health care provided for them. This includes not only family physicians, nurses, and the health professionals and staff who work with them in their practices but also a broad range of other stakeholders in governments, medical schools, and other health care organizations whose responsibilities and commitments intersect with those delivering family practice services. Most important, this vision is intended for the people of Canada, over 30 million of whom are currently cared for by family physicians in urban and rural family practices throughout the nation, as well as the four to five million who do not yet have family physicians. In October 2009, the College of Family Physicians of Canada (CFPC) presented its discussion paper Patient-Centred Primary Care in Canada: Bring it on Home.3 It described the pillars of a model of family practice focused on meeting patient needs. Feedback from a broad cross-section of stakeholders including family physicians, other health professionals and their associations, governments, and the public provided important perspectives that are now incorporated into this vision paper describing family practices throughout Canada serving as Patients? Medical Homes. (2012). Primary Care and Public Health: Exploring Integration to Improve Population Health. Washington DC The National Academies Press: 200 , tabl., fig. http://www.iom.edu/Reports/2012/Primary-Care-and-Public-Health.aspx The United States has the highest per capita spending on health care of any industrialized nation. Yet despite the unprecedented levels of spending, harmful medical errors abound, uncoordinated care continues to frustrate patients and providers, and U.S. healthcare costs continue to increase. The growing ranks of the uninsured, an aging population with a higher prevalence of chronic diseases, and many patients with multiple conditions together constitute more complicating factors in the trend to higher costs of care. A variety of strategies are beginning to be employed throughout the health system to address the central issue of value, with the goal of improving the net ratio of benefits obtained per dollar spent on health care. However, despite the obvious need, no single agreed-upon measure of value or comprehensive, coordinated systemwide approach to assess and improve the value of health care exists. Without this definition and approach, the path to achieving greater value will be characterized by encumbrance rather than progress. To address the issues central to defining, measuring, and improving value in health care, the Institute of Medicine convened a workshop to assemble prominent authorities on healthcare value and leaders of the patient, payer, provider, employer, manufacturer, government, health policy, economics, technology assessment, informatics, health services research, and health professions communities. The workshop, summarized in this volume, facilitated a discussion of stakeholder perspectives on measuring and improving value in health care, identifying the key barriers and outlining the opportunities for next steps. (2013). ICTs and the Health Sector. Towards Smarter Health and Wellness Models. Paris OCDE: 177 , fig. http://www.oecd-ilibrary.org/fr/science-and-technology/icts-and-the-health-sector_9789264202863-en This report examines the challenges facing health care systems and the strategic directions for a smarter health and wellness future, from both technological and policy viewpoints. It looks at the role of information and communication technologies (ICTs) and discusses the research and policy options that could further the development of smarter health and wellness systems. (2013). Socio-economic impact of mHealth. An assessment report for the European Union. Neuily-sur Seine Pricewaterhousecoopers: 28. http://www.gsma.com/connectedliving/wp-content/uploads/2013/06/Socio-economic_impact-ofmHealth_EU_14062013V2.pdf Selon cette étude prospective, le déploiement de la technologie mobile dans le domaine de la santé, ou m-Santé, permettrait d’augmenter le PIB de l’Union européenne de 93 milliards d’euros en 2017 grâce à l’amélioration de l’état de santé qui réduirait la perte de jours de travail et les retraites anticipées. Les économies réalisées faciliteraient l'accès aux soins de 24,5 millions patients supplémentaires. Une généralisation de l’utilisation des solutions mobiles contribuerait à une gestion optimisée des maladies chroniques et des conséquences liées au vieillissement de la population, deux des priorités de l’Union européenne. Selon PwC, l’atteinte de ces effets positifs suppose néanmoins l’intégration rapide de la m-Santé dans la stratégie de santé publique de l’Union européenne. Pour ce faire, les états membres doivent lever de nombreux freins d’ordre réglementaire, économique, structurel et technologique, qui limitent actuellement son développement. Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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(2013). Strengthening Health Information Infrastructure: Matters for Quality Health Care: Good Practices, New Opportunities and Data Privacy Protection Challenges. Paris OCDE: 188 , tabl., graph., fig. https://www.oecd.org/health/Strengthening-Health-Information-Infrastructure_Preliminaryversion_2April2013.pdf Privacy-respectful uses of data for health, health care quality and health system performance monitoring and research must become widespread, regular activities. This report examines the progress OECD countries have made in developing and linking health and health care data for statistics and research, including the use of data from electronic health record systems. It signals differences among countries, as well as the opportunities that exist in all countries to continue to strengthen their infrastructure. (2013). Toward New Models for Innovative Governance of Biomedecine and Health Technologies. OECD Science, Technology and Industry Policy Papers ; 11. Paris OCDE: 42 ,fig. http://www.oecdilibrary.org/docserver/download/5k3v0hljnnlr.pdf?expires=1469544638&id=id&accname=guest&chec ksum=6CFE9126CE408A51503CFFF82CD743E6 This report examines examples of new and emerging governance models that aim to support the responsible development of diagnostics and treatments based on the latest advances in biomedicine. In particular, it presents programmes and initiatives that aim to manage uncertainty in the development and approval of new medical products and thereby to improve the understanding of the risk/benefit balance. It also identifies some of the main challenges for policy makers, regulators and other communities involved in the translation of biomedical innovation and health technologies from the laboratory bench to point of care. (2014). Unleashing the Power of Big Data for Alzheimer's Disease and Dementia Research : Main Points of the OECD Expert Consultation on Unlocking Global Collaboration to Accelerate Innovation for Alzheimer's Disease and Dementia. OECD Digital Economy Papers; No. 233. Paris OCDE: 40 , fig. 10.1787/5jz73kvmvbwb-en More than 35 million people worldwide had dementia in 2010, when annual costs were estimated at USD 604 billion; the number of people with dementia is expected to exceed 115 million by 2050. Alzheimer’s disease is today considered the prototype problem for the Grand Global Challenge in healthcare. Despite decades of intensive research, the causal chain of mechanisms behind Alzheimer’s has remained elusive as reflected in recent failures of well-designed clinical trials on promising investigational new drugs. The multi-factorial nature of the disease requires the collection, storage and processing of increasingly large and very heterogeneous datasets (behavioural, genetic, environmental, epigenetic, clinical data, brain imaging, etc.). No one nation has all the assets to pursue this type of research independently. In an effort to tackle this huge challenge, the OECD held a consultation on "Unlocking Global Collaboration to Accelerate Innovation for Alzheimer’s Disease and Dementia" which looked at ways to harness developments in life sciences and information technologies to accelerate innovation in the prevention and treatment of the disease. This paper reports on the opportunities offered by the informatics revolution and big data. Creating and using big data to change the future of Alzheimer’s and dementia requires careful planning and multistakeholder collaboration. Numerous technical, administrative, regulatory, infrastructure and financial obstacles emerge and will need to be hurdled to make this vision a reality. (2014). Which doctors take up promising ideas? New insights from open data. Londres Nesta: 64 , tabl., graph., fig. http://www.nesta.org.uk/publications/which-doctors-take-promising-ideas-new-insights-open-data The report looks at early adoption of promising new ideas across primary care in England and argues that analysing open data can help public services gain a greater understanding of their take up of innovations. This report demonstrates a rising opportunity to inform practitioners and patients by making use of open data. Analysis of primary care open data shows the potential to chart GP surgeries’ uptake of promising innovations in technologies, drugs and practices. Using open data, this report charts where, when and which GP practices across England have taken-up promising innovations. As well as showing the varied uptake of certain proven drugs, technologies and practices by GP surgeries, the report explores how making use of open data can help people understand trends Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub



Page 246 sur 254



www.irdes.fr E-santé : télésanté, santé numérique et santé connectée



Septembre 2016



and differences in service within primary care, and inform patient and practitioner priorities and choices.The report is based on the analysis of open datasets from the Health and Social Care Information Centre, demographic data, as well as qualitative and quantitative research. (2010). Tendance et ruptures dans le domaine de la santé en Europe à l'horizon 2030 - synthèse. sl Accenture: 20. http://www.eih-eu.eu/Documents/founding_symposium_FR.pdf Cette note de synthèse repose principalement sur la revue d'un nombre significatif d'études publiées en Europe sur la santé et les facteurs d'environnement tels que la démographie, l'économie, la sociologie ou encore l'évolution technologique touchant directement ou indirectement la santé. La très grande majorité des études met en lumière des tendances fondées sur un passé récent et en déduit des projections à moyen terme. Rares sont celles qui raisonnent à un horizon 20 ans. La projection des tendances de santé à cet horizon nécessite donc de compléter ces études par des essais à visée davantage prospective et de prendre des risques. Cette synthèse résume les problématiques déterminantes pour rendre compte de l'évolution de la santé dans les pays européens à l'horizon 2030. Cinq tendances ont été dégagées : vieillir jeune deviendra une priorité et un objectif partagés par tous les européens; le "risque santé" sera de plus en plus individualisé; Les patients seront au c?ur d'un écosystème élargi à de nouveaux acteurs; l'hôpital sera recentré sur les soins grâce à une diffusion massive des nouvelles technologies; La santé sera un vecteur de croissance pour l'économie européenne. Anderson, G., et al. (2011). Health reform : meeting the challenge of ageing and multiple morbidities. Paris OCDE: 221 , fig., tabl., annexes. http://www.oecd.org/dataoecd/51/36/49151107.pdf The ageing of our societies is at the same time one of our greatest achievements and one of our biggest challenges. A longer lifespan is something few people would spurn and it opens up great opportunities in our personal, social and economic lives; yet in practice it is often accompanied by living with disease. Indeed, increasingly people and the health systems that serve them ? have to cope with more than one chronic disease at a time, a situation known as multimorbidity. How to reorient health systems to meet the challenge of multimorbidity was the theme of a conference held by the OECD and the Business and Industry Advisory Committee (BIAC) to the OECD as part of the OECDs 50th anniversary celebrations. This present volume contains five of the papers prepared for this conference, along with a sixth, on measuring quality in the presence of multimorbidity, on a topic which there was not enough time to address. Davis, K., et al. (2006). Slowing the growth of U.S. health care expenditures : what are the options ? New York Commonwealth Fund: 34 , tabl., fig. http://www.cmwf.org/usr_doc/Davis_slowinggrowthUShltcareexpenditureswhatareoptions_989.pdf Health care expenditures are expected to continue to rise rapidly over the next decade, outpacing income and imposing stress on families, businesses, and public budgets. Evidence indicates that the U.S. should be able to achieve savings and better value for this investment by creating more efficient and effective health care and insurance systems. This report reviews factors contributing to high expenditures and examines strategies that have the potential to achieve savings, slow spending growth, and improve health system performance. These strategies cluster into six areas: 1) increasing the effectiveness of markets with better information and greater competition; 2) reducing high insurance administrative overhead and achieving more competitive prices; 3) providing incentives to promote efficient and effective care; 4) promoting patient-centered primary care; 5) investing in infrastructure such as health information technology; and 6) investing strategically to improve access, affordability, and equity. Devers, K. J., et al. (2013). The Feasibility of Using Electronic Health Records (EHRs) and Other Electronic Health Data for Research on Small Populations. Washington The Urban Institute: 120. http://www.urban.org/UploadedPDF/413010_The-Feasibility-of-Using-Electronic-Health-Data-for-Research-onSmall-Populations.pdf This report explores the feasibility of using electronic health record (EHR) and other electronic health data for research on small populations. The first part of the report illustrates the challenges and limitations of using existing federal surveys and federal claims databases for studying small Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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populations. The second part explores the potential of the increasingly available EHR and other existing electronic health data to complement federal data sources, as well as potential next steps to demonstrate and improve the feasibility of using EHRs for research on small populations. Fleming, D., et al. (2008). Electronic Health Indicator Data (eHID). Bruxelles Commission européenne: 112 , tabl., graph., ann. Le projet eHID (Electronic Health Indicator Data) conduit par la Commission européenne a pour objectif de collecter des indicateurs de prévalence en soins de santé primaire à partir de réseaux de médecins généralistes de l'Union européenne. Ce rapport final présente des indicateurs de prévalence et d?incidence pour trois pathologies : diabète, maladie ischémique et santé mentale. Neuf pays ont participé à cette enquête. Les définitions ont été soigneusement choisies pour évaluer la prévalence et l?incidence explicitement reconnues et relevées par les médecins. Fonkych, K. et Taylor, R. (2005). The State and Pattern of Health Information Technology Adoption. Santa Monica Rand corporation: 52 , tabl., graph. http://www.rand.org/pubs/monographs/2005/RAND_MG409.pdf Innovations in information technology (IT) have improved efficiency and quality in many industries. Healthcare has not been one of them. Although some administrative IT systems, such as those for billing, scheduling, and inventory management, are already in place in the healthcare industry, little adoption of clinical IT, such as Electronic Medical Record Systems (EMR-S) and Clinical Decision Support tools, has occurred. Government intervention has been called for to speed the adoption process for Health Information Technology (HIT), based on the widespread belief that its adoption, or diffusion, is too slow to be socially optimal. In this report, we estimate the current level and pattern of HIT adoption in the different types of healthcare organizations, and we evaluate factors that affect this diffusion process. First, we make an effort to derive a population-wide adoption level of administrative and clinical HIT applications according to information in the Healthcare Information and Management Systems Society (HIMSS)-Dorenfest database (formerly the Dorenfest IHDS+TM Database, second release, 2004) and compare our estimates to alternative ones. We then attempt to summarize the current state and dynamics of HIT adoption according to these data and briefly review existing empirical studies on the HIT-adoption process. By comparing adoption rates across different types of healthcare providers and geographical areas, we help focus the policy agenda by identifying which healthcare providers lag behind and may need the most incentives to adopt HIT. Next, we employ regression analysis to separate the effects of the provider's characteristics and factors on adoption of Electronic Medical Records (EMR), Computerized Physician Order Entry (CPOE), and Picture Archiving Communications Systems (PACS), and compare the effects to findings in the literature. Garber, S., et al. (2014). Redirecting Innovation in U.S. Health Care. Options to Decrease Spending and Increase Value. Santa-Monica The Rand: 103. http://www.rand.org/pubs/research_reports/RR308.html New medical technologies are a leading driver of U.S. health care spending. This report identifies promising policy options to change which medical technologies are created, with two related policy goals: (1) Reduce total health care spending with the smallest possible loss of health benefits, and (2) ensure that new medical products that increase spending are accompanied by health benefits that are worth the spending increases. The analysis synthesized information from peer-reviewed and other literature, a panel of technical advisors convened for the project, and 50 one-on-one expert interviews. The authors also conducted case studies of eight medical products. The following features of the U.S. health care environment tend to increase spending without also conferring major health benefits: lack of basic scientific knowledge about some disease processes, costs and risks of U.S. Food and Drug Administration (FDA) approval, limited rewards for medical products that could lower spending, treatment creep, and the medical arms race. Hillestad, R., et al. (2008). Identity crisis : An Examination of the Costs and Benefits of a Unique Patient Identifier for the U.S. Health Care System. Santa Monica Rand corporation: 71 , tabl., annexes. http://www.rand.org/pubs/monographs/2008/RAND_MG753.pdf Correctly linking patients to their health data is a vital step in quality health care. The two primary approaches to this linking are the unique patient identifier (UPI) and statistical matching based on Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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multiple personal attributes, such as name, address, and Social Security number (SSN). Lacking a UPI, most of the U.S. health care system uses statistical matching methods. There are important health, efficiency, security, and safety reasons for moving the country away from the inherent uncertainties of statistical approaches and toward a UPI for health care. In this monograph, we compare the linking alternatives on the basis of errors, cost, privacy and information security, and political considerations. We also discuss operational efficiency, ease of implementation, and some implications for improved health care. Miani, C., et al. (2014). Health and Healthcare: Assessing the Real-World Data Policy Landscape in Europe. Santa-Monica Rand Corporation: 99 , tabl., annexes. http://www.rand.org/content/dam/rand/pubs/research_reports/RR500/RR544/RAND_RR544.pdf Real-world data (RWD) is an umbrella term for different types of data that are not collected in conventional randomised controlled trials. RWD in the healthcare sector comes from various sources and includes patient data, data from clinicians, hospital data, data from payers and social data. There are already examples of ways in which research has contributed to the provision, construction and capture of RWD to improve health outcomes. However, to maximise the potential of these new pools of data in the healthcare sector, stakeholders need to identify pathways and processes which will allow them to efficiently access and use RWD in order to achieve better research outcomes and improved healthcare delivery. Current efforts to improve access to RWD and facilitate its use take place in a context of resource scarcity. Based on a literature review, case studies, a small set of interviews of experts from public and private organisations and a scenario based workshop, the study outlined possible strategies to illustrate how RWD standards development could facilitate RWD-based research. By investigating the current forms and uses of RWD in Europe, this study has highlighted their significant potential for assessing the (short- or long-term) impact of different drugs or medical treatments and for informing and improving healthcare service delivery. Although the potential of RWD use seems quite clear, this research reveals barriers that restrict further development towards its full exploitation: the absence of common standards for defining the content and quality of RWD; methodological barriers that may limit the potential benefits of RWD analysis; governance issues underlying the absence of standards for collaboration between stakeholders; privacy concerns and binding data protection legislation which can be seen to restrict access and use of data. ØVretveit, J. (2009). Does improving quality save money? A review of evidence of which improvements to quality reduce costs to health service providers. Londres Health Foundation: 95 , fig., tabl. http://www.health.org.uk/media_manager/public/75/publications_pdfs/Does%20improving%20quality%20sav e%20money.pdf This review presents evidence of a variety of quality problems in healthcare, found by research, and of their financial costs (the potential savings). It then presents evidence of solutions, their effectiveness, and the intervention costs. Evidence of the subsequent savings, losses or increased revenue is then presented, where there is proof that quality was maintained or increased at the same time. Parts 3 and 4 consider the challenges for enablers to save through improving quality, make research-based recommendations, and propose ways to increase usable knowledge about the subject. Porter, M., et al. (2009). The Finnish Health Care System : A Value-Based Perspective. Sitra report; 82. Helsinki Sitra: 115 , tabl. http://www.isc.hbs.edu/pdf/Finnish_Health_Care_System_SITRA2009.pdf This report applies a value-based framework of health care delivery in order to provide a holistic view of the current state of Finnish health care. This report consists of three parts. Section 2 presents a brief overview of the general principles of value-based care delivery. Sections 3 to 7 then utilize these principles to analyze the Finnish health care system as it looks today. While the text aims to cover the essential features of the Finnish system, special attention is paid to aspects that are crucial from a value-based perspective. Finally, Section 8 proposes a set of general conclusions and recommendations for Finland. Sabes-Figuera, R. et Abadie, F. (2013). European Hospital Survey: Benchmarking deployment of e-Health services (2012–2013) – Country reports. Luxembourg Publications Office of the European Union: 240 , tabl., fig. http://ftp.jrc.es/EURdoc/JRC85927.pdf Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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A widespread uptake of eHealth technologies is likely to benefit European Healthcare systems both in terms of quality of care and financial sustainability and European society at large. This is why eHealth has been on the European Commission policy agenda for more than a decade. The objectives of the latest eHealth action plan developed in 2012 are in line with those of the Europe 2020 Strategy and the Digital Agenda for Europe. This report, based on the analysis of the data from the "European Hospital Survey: Benchmarking deployment of e-Health services (2012–2013)" project, presents policy relevant results and findings for each of the 28 EU Member States as well as Iceland and Norway. The results highlighted here are based on the analysis of the survey descriptive results as well as two composite indicators on eHealth deployment and eHealth availability and use that were developed based on the survey's data. Sabes-Figuera, R. et Maghiros, I. (2013). European Hospital Survey: Benchmarking Deployment of e-Health Services (2012–2013) - Composite Indicators on eHealth Deployment and on Availability and Use of eHealth Functionalities. Luxembourg Publications Office of the European Union: 39 , tabl., fig. http://ftp.jrc.es/EURdoc/JRC85845.pdf The objective of this document is to present results of a benchmarking exercise on the level of eHealth adoption and use in acute hospitals in all 27 EU Member States and Croatia, Iceland and Norway (EU27+3). This exercise is based on data from two surveys carried out in 2010 (Deloitte/Ipsos 2011) and 2012 (PWC 2013) that gathered data on eHealth indicators in acute hospitals. These indicators have been compiled into two different composite indicators on: 1) eHealth deployment and 2) eHealth Availability and Use. The composite indicators are calculated at Hospital level before obtaining average country values, allowing the analysis to build rankings of countries for both composite indicators. Given that the mentioned two surveys gathered comparable information in relation to eHealth deployment, it was possible to compute the related composite indicator for both years and therefore explore its evolution over this 2 year period. However, the questions that gathered information on availability and use of eHealth specific functionalities were introduced in the 2012 survey questionnaire which is why no comparison can be made with the 2010 survey. The structure of the report is as follows. The next section presents the data and methods used. The results section then reports and discusses the main findings. Finally, main conclusions are discussed in the last section Verhulst, S., et al. (2014). The open data era in health and social care. Londres NHS: 81 , tabl., fig. http://images.thegovlab.org/wordpress/wp-content/uploads/2014/06/nhs-full-report.pdf The central premise of this paper is that as the NHS moves to release data systematically, it needs to put in place a strategy for measuring the value of open data for the various stakeholders involved in the nation’s healthcare system—and, indeed, for citizens in general. In today’s budgetary climate, it is not enough to assess the value of expensive and complicated government programmes after the fact. We need to enhance our ability to marshal an arsenal of evidence in order to protect investments in innovative and potentially important new programmes. By becoming more agile in how we measure innovations in governance like open data, we can make government more efficient, and more effective. To aid in this goal, this draft whitepaper articulates recommendations for the NHS to follow as it seeks to measure the impact of open data empirically. By laying out a research agenda to accompany the NHS’s open data strategy, our hope is to ensure that public investment in open data is supported by concrete evidence of its value, which, in turn, can be used to guide and evolve the ambitious plan to shift an entire nation’s bureaucracy to more evidence-based decision-making. We are releasing this as a draft in order to encourage discussion and additional insights from interested readers. The paper is divided into four parts: Part I explains open data as a driver of innovation. We summarize the open data plans of the NHS, including the data the NHS holds, what it is planning to release and when, and the challenges to implementing a nationwide open data plan. Part II lays out the arguments in favor of using open data in a healthcare setting (six value propositions), such as improving patient choice and strengthening provider accountability, and outlines the empirical evidence we currently have in support of each. Part III presents a series of metrics that can help the NHS measure its performance and improve its use of open data. It establishes a conceptual framework to use for continuously evolving and accelerating the ability to measure the impact of open data in healthcare. Finally Part IV concludes with specific principles and recommendations to establish an Open Data Learning Environment (ODLE)--the practices and platforms by which to operationalize agile assessment and enable programme evolution Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub



Page 250 sur 254



www.irdes.fr E-santé : télésanté, santé numérique et santé connectée



Septembre 2016



Vilpert, S. (2012). Médecins de premier recours ? Situation en Suisse et comparaison internationale. Dossier ; 22. Neuchatel Observatoire Suisse de la Santé. (O.B.S.A.N.): 88 , tabl., fig., annexes. http://www.obsan.admin.ch/bfs/obsan/fr/index/05/03.html?publicationID=4956 Pour la troisième année consécutive, la Suisse a pris part à l'enquête internationale du Commonwealth Fund sur la politique de santé. En 2012, l'enquête a porté sur les médecins de premier recours qui ont été interrogés sur trois principaux thèmes : leur satisfaction concernant le système de santé et la pratique médicale, leur activité médicale et le système d’information utilisé dans leur cabinet. Ce rapport, réalisé sur mandat de l'OFSP, présente l'ensemble des résultats pour la Suisse et les compare à ceux des neuf autres pays ayant également participé à l'enquête. De manière globale, la Suisse se profile plutôt en tête de liste pour ce qui est de la satisfaction. Elle se situe dans la moyenne concernant l’activité médicale. Finalement si la gestion des informations médicales n'est pas mauvaise, la Suisse reste faiblement équipée de systèmes électroniques.



Documents de travail Baker, L. C., et al. (2013). Expanding Patients' Property Rights In Their Medical Records. NBER Working Paper series : n°20565. Cambridge NBER: 32 , tabl. http://papers.nber.org/papers/w20565 Although doctors and hospitals own their patients' medical records, state and federal laws require that they provide patients with a copy at "reasonable cost." We examine the effects of state laws that cap the fees that doctors and hospitals are allowed to charge patients for a copy of their records. We test whether these laws affected patients' propensity to switch doctors and the prices of new- and existing-patient visits. We also examine the effect of laws on hospitals' adoption of electronic medical record (EMR) systems. We find that patients from states adopting caps on copy fees were significantly more likely to switch doctors, and that hospitals in states adopting caps were significantly more likely to install an EMR. We also find that laws did not have a systematic, significant effect on prices. Dranove, D., et al. (2013). Investment Subsidies and the Adoption of Electronic Medical Records in Hospitals. NBER Working Paper series : n°20553. Cambridge NBER: 16 ,+annexes, tabl., fig. http://papers.nber.org/papers/w20553 In February 2009 the U.S. Congress unexpectedly passed the Health Information Technology for Economic and Clinical Health Act (HITECH). HITECH provides up to $27 billion to promote adoption and appropriate use of Electronic Medical Records (EMR) by hospitals. We measure the extent to which HITECH incentive payments spurred EMR adoption by independent hospitals. Adoption rates for all independent hospitals grew from 48 percent in 2008 to 77 percent by 2011. Absent HITECH incentives, we estimate that the adoption rate would have instead been 67 percent in 2011. When we consider that HITECH funds were available for all hospitals and not just marginal adopters, we estimate that the cost of generating an additional adoption was $48 million. We also estimate that in the absence of HITECH incentives, the 77 percent adoption rate would have been realized by 2013, just 2 years after the date achieved due to HITECH. Freedman, S., et al. (2015). Information Technology and Patient Health: Analyzing Outcomes, Populations, and Mechanisms. NBER Working Paper Series ; n° 21389. Cambridge NBER: 50 , tabl., fig., annexes. http://www.nber.org/papers/w21389 We study the effect of hospital adoption of electronic medical records (EMRs) on health outcomes, particularly patient safety indicators (PSIs). We find evidence of a positive impact of EMRs on PSIs via decision support rather than care coordination. Consistent with this mechanism, we find an EMR with decision support is more effective at reducing PSIs for less complicated cases, using several different metrics for complication. These findings indicate the negligible impacts for EMRs found by previous studies focusing on the Medicare population and/or mortality do not apply in all settings. Hemant, K. B. et Mishra, A. (2011). Electronic Medical Records and Physician Productivity: Evidence from Panel Data Analysis. Rochester Social Science Electronic Publishing: 39 , tabl., fig. http://papers.ssrn.com/sol3/papers.cfm?abstract_id=1952287 Physician productivity is an important driver of key healthcare outcomes, such as quality of care, treatment costs and patient satisfaction, because physicians influence a vast majority of treatment Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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decisions, and are central to the care delivery process. Thus, it is critical for researchers to understand how transformation technologies, such as electronic medical records (EMRs) impact physician productivity. While researchers and policy makers in the United States have suggested that the implementation of EMRs can have significant beneficial impacts on patient safety, health care quality and overall costs of care delivery, the effects of EMRs on physicians themselves have been understudied in the literature. This paper examineS the productivity impacts of EMR implementation on physicians. Its focus is to investigate if productivity impacts of EMR implementation depend on physician specialties and the duration for which the EMR has been implemented. This research is informed by extant work in physician productivity, IT productivity and task-technology fit theory. It uses a unique panel dataset comprising 87 physicians specializing in internal medicine, pediatrics and family practice in 12 primary care clinics of an academic hospital in a large state in the western United States. Its dataset contains 3,186 physician-month productivity observations collected over 39 months. It employs random effects model on this panel dataset to estimate the impact of EMR implementation on physician productivity. It finds that productivity impacts of EMR are contingent upon physician specialty and the time period for which an EMR has been implemented. Furthermore, we find that the stable stage impacts of EMR on various specialties are different from those in the transitory learning stage. These results emphasize the need for fine-grained analyses of productivity impacts of EMR implementation on physicians. It postulates that the fit provided by an EMR to the task requirements of physicians of various specialties is key to disentangling the productivity dynamics. It contributes to the nascent but emerging stream of literature that examines productivity implications of various information technologies among white color knowledge workers in the service industries. Hurley, E., et al. (2009). The Australian health care system : the potential for efficiency gains. A review of the literature. Canberra Australian Government: 66 , fig. http://www.health.gov.au/internet/nhhrc/publishing.nsf/Content/A5665B8B9EAB34B2CA2575CB00184FB9/$F ile/Potential%20Efficiency%20Gains%20-%20NHHRC%20Background%20Paper.pdf A key component of performance is efficiency. Other dimensions of performance include quality, effectiveness and equity. This paper reviews the available literature on the efficiency of the Australian health care system and the potential areas where gains might be made. The reform directions proposed in this Interim Report seek to improve efficiency in a variety of ways. These include: Using activity-based funding to drive the efficient delivery of services and other key outputs in the health system, including clinical education; Using economic assessments of the cost effectiveness of interventions to ensure funding goes to those interventions that will deliver the best outcomes for a given level of resources; Performance-based payments to encourage the achievement of high quality outcomes; and a rebalancing of the type of interventions delivered so that fewer people become ill and to ensure that when people need care they can receive the most appropriate service. Lee, J., et al. (2012). The Impact of Health Information Technology on Hospital Productivity. NBER Working Paper Series ; n° 18025. Cambridge NBER: 37 , tabl., annexes. http://www.nber.org/papers/w18025 The US health care sector is, by most accounts, extraordinarily inefficient. Health information technology (IT) has been championed as a tool that can transform health care delivery. Recently, the federal government has taken an active role in promoting health IT diffusion. There is little systematic analysis of the causal impact of health IT on productivity or whether private and public returns to health IT diverge thereby justifying government intervention. We estimate the parameters of a valueadded hospital production function correcting for endogenous input choices in order to assess the private returns hospitals earn from health IT. Despite high marginal products, the potential benefits from expanded IT adoption are modest. Over the span of our data, health IT inputs increased by more than 210% and contributed about 6% to the increase in value-added. Virtually all the increase in valueadded is attributable to the increased use of inputs{there was little change in hospital multi-factor productivity. Not-for-profits invested more heavily and differently in IT than for-profit hospitals. Finally, we find no evidence of labor complementarities or network externalities from health IT.
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Ressources électroniques En France : > Ministère chargé de la santé Stratégie nationale e-santé Le Ministère des Affaires sociales et de la Santé vient de publier la Stratégie nationale e-santé 2020. L’objectif de cette stratégie est d’intégrer, de manière innovante, les nouvelles technologies pour améliorer le fonctionnement de notre système de santé. Il s’articule autour de quatre axes. Le premier axe vise à mettre le citoyen au cœur du système de santé, notamment en simplifiant l’accès aux soins et en développant des services favorisant l’autonomie des patients. Le deuxième axe consiste à soutenir l’innovation des professionnels de santé. Il s’agit de développer des cursus de formation autour du numérique, de soutenir les projets en faveur de l’innovation numérique, mais aussi de développer des outils d’aide à la décision médicale. Les mesures du troisième axe entendent simplifier le cadre d’actions pour les acteurs économiques, en clarifiant, notamment, les voies d’accès au marché des solutions e-santé. Enfin, le quatrième et dernier axe concerne la modernisation des outils de notre système de santé, avec l’amélioration des systèmes d’information, de la veille et de la surveillance sanitaire. Territoires de soins numériques Lancé dans le cadre des Investissements d’avenir et doté de 80 millions d’euros, le programme « Territoire de soins numérique » vise à moderniser le système de soins en expérimentant, dans certaines zones pilotes, les services et les technologies les plus innovants en matière d’e-santé. Sur les 18 projets portés par les Agences régionales de santé (ARS), 5 ont été sélectionnés pour leur caractère innovant et pérenne, leur adaptation aux réalités territoriales, leur capacité à mobiliser une majorité d’acteurs et leur impact escompté sur le développement des filières industrielles de l’esanté. Au terme du programme, les solutions qui auront démontré leur efficacité seront généralisées. D’autres dossiers sont disponibles à cette url. > Institut Montaigne Réanimer le système de santé français : propositions 2017 Big data et objets connecté » : Faire de la France un champui de la révolution numérique



La révolution du Big data promet également de fortes opportunités d’amélioration de l’offre de soins, et pourrait être davantage mise au service des professionnels de santé en permettant notamment de faire évoluer l’approche sanitaire vers une médecine prédictive et épidémiologique. Ainsi, par exemple, l’exploitation des données anonymisés des patients pourrait permettre d’analyser la tolérance et l’efficacité des traitements, d’individualiser les prises de décision thérapeutiques et de construire une médecine fondée sur des preuves (evidence-based medecine).La révolution du Big data et des objets connectés crée d’immenses perspectives de création de valeur mais suscite également des interrogations nouvelles sur la protection des droits des individus. Pour renforcer la confiance entre les acteurs et soutenir le développement de modèles économiques innovants, les différentes parties prenantes doivent saisir les opportunités offertes et travailler en confiance. Irdes - Pôle documentation - Marie-Odile Safon www.irdes.fr/documentation/syntheses-et-dossiers-bibliographiques.html www.irdes.fr/documentation/syntheses/e-sante.pdf www.irdes.fr/documentation/syntheses/e-sante.epub
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Voir aussi : >Asip Portail e-santé > LESISS (Les Entreprises des Systèmes d’Information Sanitaires et Sociaux)



> TICSANTE > Frenchweb.fr La e-santé à le vent en poupe A l’étranger : > OMS – Technologies de la santé (2015). The Atlas of eHealth Country Profiles, Genève : OMS (2011). MHealth: New horizons for health through mobile technologies, Genève : OMS (2016). From innovation to implementation – eHealth in the WHO European Region



> Communauté européenne Comyn, G. (2009). "La e-santé : une solution pour les systèmes de santé européens." Dossiers Européens (Les)(17).



> OCDE (2013). ICTs and the Health Sector. Towards Smarter Health and Wellness Models. Paris OCDE: 177 , fig. (2013). Toward New Models for Innovative Governance of Biomedecine and Health Technologies. OECD Science, Technology and Industry Policy Papers ; 11. Paris OCDE: 42 ,fig.
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