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Una preguntas previas...

*»* Profesiones a las que perteneceis

“* Ambitos en los que trabajais
+** éQue objetivos os habéis marcado con este

workshop?




é¢Conoceis estos libros?

Ti eres ol protogonista TG eres ol protagonista
de esta historia, elige entre de esta historia, elige entre
14 soluciones diferentes 20 soluciones diferentes

TE CONVIERTES CAZADOR
EN TIBURON DE FANTASMAS

! PACK 1D ENIK
CDWARD PACKARD - RON WINC EDWAKUD L’:: KARD L

TIMUN MAS

iiIADVERTENCIA!!

No leas este libro de corrido, una pagina tras otra,
del principio al fin. Comienza por la pagina 1 y lee
hasta que aparezca la primera opcién. Viviras mu-
chisimas aventuras mientras viajas por la Cueva del
Tiempo. De tanto en tanto, a medida que vayas
leyendo, se te pedird que tomes una decisién o

realices una opcién. Lo que elijas puede conducirte
al éxito o al desastre.

Las aventuras que tendrés seran el resultado de _
tus opciones. Cuando hayas optado, sigue las ins-
trucciones para ver qué ocurrira después.

Recuerda: la Cueva del Tiempo puede llevarte al
pasado o al futuro... 0 a mundos mas alla del nues-
tro.

iBuena suerte!




Si decides coger la opcion A... Si decides coger la opcion B...
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Habéis escogido hablar de profesionales, sistema y mayores ...

Situacién actual del sistema — Esta bien ... ¢éPero que

propuestas haces? — 8 Retos

Reto o problema




Habéis escogido abordar los sindromes geriatricos en mayores

Geriatric Vicious
Circles

Source: Sandra Whytock RN MSN
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Envejecimiento, ¢De donde venimos y hacia donde vamos?




Esperanza de vida a lo largo de la historia de la humanidad

Era Life expectancy at birth in years

2014 world average 71.5
1950 world average 48
1900 world average 31
Bronze Age and Iron Age 26
Classical Greece, another estimate 25
Classical Greece 28

Classical Rome 20-30

Early Modern England 33-40

Neolithic 20-33
Paleolithic 33

Pre-Columbian Southern United States 25-30




La cronicidad, la complejidad y los mayores
éDonde esta la evidencia?

Modelo de transicion demografica Least developed countries Developed countries

(En%) e.g.Subsaharan Africa e.g. USA, UK, Japan
deﬁghignr‘éegoo Transicion v s
antiguo Primera Segunda
nn 1 .
50¢ ] Developing Life style related
450 countries chronic diseases
404 €.g- INDIA [NCD’s]: Diabetes,
Obesity, Hypertension,
35e " Cardiovascular disease
30e ©
250 2
g
20e §°
15 :
100 Tasa de mortalidad Cor;glel;r::ble
5e
0e ‘ T = =
Epidemiologic transition
Transicion demografica Transicion epidemioldgica

Dos fendmenos clave...



Transicion demografica

Proceso de ruptura en la continuidad del curso del
movimiento de la poblacion, que explica paso de

niveles altos de mortalidad y fecundidad a bajos.

Transicion demografica postula la existencia de una

ruptura historica en las dinamicas poblacionales.

Inicio finales siglo XVIII, culmina en el siglo XX

ESPERANZA DE VIDA AL NACER EN ESPANA

Afios Incremento desigual: peor en hombres Crecimiento
de vida por tabaquismo, alcohol, profesiones de constante
90- riesgo y menor prevencion de la salud.
Mejoras en
80 higiene y sanidad
Control de la Guerra Civil
70. Mmortalidad y postguerra
infantil
601 Pandemia /
de gripe
1 -1
50 918-19
40 J :ll
30 ! T I T T l T T
1910 20 22 30 36 4043 50 58 60 70 80 87 90 2000 2010
Fuente: Revista Espaniola de Investigaciones Sociologicas. EL PAIS
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Transicion epidemiologica

* La Transicidon epidemioldgica, proceso a largo plazo del cambio de les condiciones de salud en
una poblacidn, incluidos los cambios en los patrones de enfermedad, invalidez y muerte.

* Surge de forma paralela a la transicion demografica

La mortalidad se reduce notablemente y las

enfermedades degenerativas y no

transmisibles, principales causas de

mortalidad y morbididad.
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Impacto decisiones a transicion epidemioldgica
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CAUSAS DE MORTALIDAD EN ESPANA

Anterior al s. XX

Neumonia y gripe

Diarrea y otras

TBC

Enfermedades del corazén
Enfermedades del rifion
Accidentes (laborales)
Cancer

Muerte perinatal

(parto/puerperio)

Posterior al s. XX

Enfermedades del corazon
Cancer

Lesiones cerebrales
Enfermedades del pulmdn

Accidentes (circulacion)
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Causas de muerte en Espana

Figura 2.4.- Defunciones de poblacién de 65 y mas afios segun la causa, 2003 y 2013 (tasas por 100.000 habitantes)

IX. Circulatorias

Il. Tumores

X. Respiratorias
VI-VIIl. Nerviosas

V. Mentales

XI. Digestivas

XIV. Genitourinarias
IV. Endocrinas

XX. Causas externas
XVIII. Otros sintomas
I. Infecciosas

XIll. Huesos

Ill. Sangre

XIl. Piel

XVII. Congénitas

m2013
®2003

1.673 1912
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Las enfermedades cronicas y su impacto

Published Online
November 11, 2010
DOK10.1016/50140-
6736(10)61414-6

Chronic Diseases: Chronic Diseases and Development 1

Raising the priority of preventing chronic diseases:
a political process

Robert Geneau, David Stuckler, Sylvie Stachenko, Martin McKee, Shah Ebrahim, Sanjay Basu, Arun Chockalingham, Modi Mwatsama,
Rozmin jamal, Ala Alwan, Robert Beaglehole

30 & Group i Injuries

[ Group Ii: Other deaths from chronic non-communicable
diseases

O Group Ii: Premature deaths from non-communicable [ 3am
diseases (below the age of 60 years), —
which are preventable 68m

= Group I: Communicable diseases, maternal,
perinatal and nutritional conditions

251

20

154

Number of deat bs (millions)

High-income Upper-middle ~ Lower-middle Low-income
countries income countries income countries countries

Figure 1: Total number of deaths in the world in 2004”

Key messages

Chronic diseases substantially contribute to the global
burden of disease but they remain neglected globally,
especially in low-income and middle-income countries
Global economic and social policies are driving the chronic
disease pandemic

Human development programmes must include action
against chronic diseases to fulfil their potential

Neglect of chronic disease by international agencies and
national governments is a political, not a technical, failure
since cost-effective interventions are available

Political opportunities for progress are building, but
coordinated and inclusive actions by all stakeholders are
necessary to exploit these opportunities

Key actions are implementation of available cost-effective
interventions, addressing the common causes of the high
burden of preventable diseases irrespective of the cause,
and distributing resources more eguitably on the basis of
avoidable mortality
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Evolucion de la mortalidad

JAMA PATIENT PAGE | Public Health

Death in the United States: Changes From 1969 to 2013

Americans are becoming healthier, living longer,

and losing fewer years of life to preventable disease.

Age-Standardized Death Rate per 100 000

1800+

1600+

1400+

1200+

1000+

800+

600+

400

Age-Standardized Death Rate From All Causes
in the United States, 1969-2013

Both sexes

Female

l]lllllllllllllIIIIIIIIIIIIIIIIIlllllllllllll

1970 1980 1990 2000 2010
Year

Source: JAMA. 2015;314(16):1731-1739.
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Envejecimiento poblacional

Figura 1.1.- Evolucién de la poblacién mayor, 1900-2061

Poblaclon en mlles

Un perfil de las personas
mayores en Espaia, 2016
Indicadores estadisticos basicos
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% personas mayores de 60 anos (2050)

«*  Percentage aged
60 years or older

109
1 10-19
] 20-24
B 25-29
I 30 0r more
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Progresion piramide poblacional 2013-2051
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éInfluye el tipo de sistema de salud en la esperanza de vida?




El sistema de salut impacta en I’esperanca de vida de les persones?

Life Expectancy

84
83
823»
81!
80
79

78"
77!
76
75

/
74 -

2010

2014

2N ;
73+ -l : : : : g : : : :
/ 1}75
o Dol i A Y G S S NN (R (e NS S SO N NN (W S, SR S . 1

714

" 2,0008

30008 40008 50008 60008  7,0008

Health Expenditure per capita

8,0008

9,0008

e 2018

11,0005

Eric Topol @
@EricTopol

The #US now spends more than
$11,000 per person for healthcare,
while the #UK ~$4,000. Yet life
expectancy has declined in the #US for
each of the past 3 years, while it
continues to increase in the #UK (graph
adopted from @OurWorldinData)



El sistema de salut impacta en I’esperanca de vida de les persones?

Life Expectancy

84

82!

81:

79
78

7

Countries with
/ universal healthcare

“Universal healthcare can't
| possibly work!”

2014

2010
s 2018

2005

2 More expensive, less effective

1975
"k Failed attempts to institute

<«—— universal healthcare system in US

50081,0008 20008 30008 40008 50008 60008 7,0008 80008 9,008 11,000$
Health Expenditure per capita

Eric Topol @
@EricTopol

The #US now spends more than
$11,000 per person for healthcare,
while the #UK ~$4,000. Yet life
expectancy has declined in the #US for
each of the past 3 years, while it
continues to increase in the #UK (graph
adopted from @OurWorldinData)



¢ O pesan mas otros elementos?




Esperanza de vida y enfermedad: ;Son los recursos sanitarios la respuesta?

Spend in Billions vs Health Impact
DeterminantsOfHealth.Org

$1,562
SOCIOECONOMIC

$260 » 239 Environment
BEHAVIOR ) e
¢ 38% Medical Care
;$ » 11 Individual Behavior

>
$15
BIOLOGY Genetics and Biology
$404 v 21% |
ENVIRONMENT
4 7%
Social Circumstances
$3,337

MEDICAL CARE 11% .



Esperanza de vida en ciudades: los determinantes sociales

In Barcelona, life expectancy of citizens may vary up to /+( Agéncia
11,3 years, according to district where they reside. ‘=’ de Salut Publica

BARCELONA

mE[75.2, 82.1)
. % EE [82.1, 83.0)
D i Y Y, 1 [83.0, 83.3)
LONDON [83.3, 83.8)

' [83.8, 84.5)
HE [84.5, 84.8)
HHN (848, 86.5)




Esperanza de vida en ciudades: los determinantes sociales (ll)

The King's Fund @ TheKingsFund - 2 h (%)
Hear how to achieve better joint working between housing & health at our event

with @PHE_uk kingsfund.org.uk/events/housing..

Influencia mutua:

1 euro en politicas de vivienda

puede ahorrar 70 euros en salud

por afio / 10 anos.
P o o] T 1 |

10:57 - 30 sept. 2015 - Detalles




Esperanza de vida en ciudades: los determinantes sociales (lll)

¢

Deciles of deprivation

Personas que viven en 1 s
zonas deprimidas | ;
adquieren enfermedades vl s

w
o

cronicas 10 anos antes que

Percentage of patients with 2 or more conditions
S

-
=]

aquellas que viven en en

0 - Y T
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Age GI“OUP (years) BarnettK et al. The Lancet 2012; 380: 37-43.
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Esperanza de vida en ciudades: los determinantes sociales (IV)

Britain’s deprived areas have five times as many fast
food shops as rich areas

Jacqui Wise BMJ 2018;363:k4661 doi: 10.1136/bmj.k4661 (Published 2 November 2018)

Box 1: Top 10 healthiest and unhealthiest British high streets
Unhealthiest
1.Grimsby
2.Walsall
3.Blackpool
4. Stoke-on-Trent
5. Sunderland
6.Northampton
7.Bolton
8. Wolverhampton
9. Huddersfield
10Bradford

Healthiest

1.Edinburgh
2.Canterbury
3.Taunton

4. Shrewsbury
5.Cheltenham

6. York

7.Brighton and Hove
8.Eastbourne
9.Exeter
10Cambridge

Density of fast food
outlets in England

Fast food outlets per
100,000 population

W 150 - 232
W 100 - 150

C

INo data

Top 5 local authorities "“

with the highest levels a_% d

%
S 5y

of deprivation a FRCAN

o Blackpool “%‘g}‘%"'{' ?
QKnowsley e—%' ¢ g{'
QKingston upon Hull ."" “

eLiverpool
© Manchester ﬁ. ,? ’
Bottom 5 ‘,‘ g, {1

o Hart

eWokingham
© chitem

OWaverIey
@ Elmbridge

Source: Public Health England / English Indices of Deprivation 2015
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Esperanza de vida en ciudades: los determinantes sociales (V)

Alguns exemples de la relacié entre Determinants i Salut

Les condicions de treball es relacionen amb les
malalties cardiovasculars i amb la salut mental

El 80% dels determinants de la salut es
troben fora del sistema sanitari !

Fig. 4. Self-reported level of job control and
incidence of coronary heart disease in men and
women

25

Risc de mala salut mental segons situacié laboral per sexe. Catalunya, 2010

45

Figura 1.
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Trabajo a nivel comunitario — De forma Integrada!!

INVEST IN YOUR COMMUN'TY 4 Considerations to Improve

Health & Well-Being for All

WHAT Know What Affects Health

WHERE Focus on Areas of Greatest Need WHO Collaborate with Others to Maximize Efforts

Your zip code can be more important than your PEOPLE
genetic code. Profound health disparities exist NONPROFITS

COMMUNITY

Jeete ; - & DEVELOPERS

epending on where you live. Q &

o
INSURANCE @ BUSINESSES
COLLECTIVE

PUBLIC

oo VISION EDUCATION
HEALTH CARE oG Qoovemmmr

PROVIDERS o

FAITH-BASED PHILANTHROPISTS
ORGANIZATIONS & INVESTORS

HEALTH
SOCIOECONOMIC

FACTORS 10%

PHYSICAL
CLINICAL
CARE ENVIRONMENT

HEALTH
BEHAVIORS

S

www.countyhealthrankings.org




La edad, étiene relacion con la enfermedad y el consumo de recursos?




Autopercepcion de salud en los mayores de Cataluia

Figura 21. Proporcié de poblacié que no té bona salut autopercebuda per sexe i edat.
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Font: Elaboracié propia a partir de les microdades de 'ESCA.

Generalitat
MY de Catalu nya Imdgenes correspondientes a Atlas de salud de la poblacién de 50 y mds afios en Catalufia del Centro de Estudios Demogrdficos 2018. Disponible en http://cedsaluticrisi.uab.cat/wp-
content/uploads/2018/08/ATLESspijker_etalt_Versio20180729.pdf
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Empeora con la edad
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hombres




Autopercepcion de salud en los mayores de Cataluiia (ll)

Figura 35. Proporcié de poblacié que no té bona salut autopercebuda per nivell d'ingressos i sexe.

Homes Dones

Figura 31. Proporcié de poblacié que no té bona salut autopercebuda per classe social i sexe. 0
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Autopercepcion de salud en los mayores de Cataluina (lll)
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Consumo de farmacos entre los mayores de Cataluia

Figura 87. Proporcié de poblacié que pren medicaments (ultims 2 dies) per sexe i edat.

N 2013-2015
£ 100 85,4%
€ 73 0%
o 90
: . .
©
L 80
Classe més alta B
MENOR E 70
us de medicaments, 3
2 g0
sobretot entre les dones @ I Pren algun
w
96—‘_ 50 medicament
Ga © S8N2l 198N 8L (Gltims 2 dies)
Classe més baixa I %’Jﬁésé 889"‘_5 889:5‘1’
MAJOR oo oo oo
. : NN NN NN '
us de medicaments Menys ingressos
50-64 65-74 75+ MAJOR
Homes consum de
medicaments N

Font: Elaboracié propia a partir de les microdades de I'ESCA.

Més ingressos

TN Generalitat Imdgenes correspondientes a Atlas de salud de la poblacién de 50 y mds afios en Catalufia del MENOR
J, de Catalunvya Centro de Estudios Demogrdficos 2018. Disponible en http://cedsaluticrisi.uab.cat/wp-
y content/uploads/2018/08/ATLESspijker_etalt_Versio20180729.pdf consum de

medicaments



La cronicidad y edad
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El consumo de recursos y la edad

Mﬂco 4-11 Froeuontaclbn por grupos do odad a la urgencia do ahnelén prlmarla del SNS. 2015
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Fuente: Ministerio de Sanidad, Servicios Sociales e Igualdad. Si de Informacién de Atencién Primaria (SIAP).

Gréfico 4-4 Frecuentacién por grupos de edad a la consulta de atencién primaria del SNS, 2015
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Observaciones: En los datos de medicina se incluye medicina de familia y pediatri

Fuente: de Sanidad, Servicios Sociales e Sistema de Inf ion de A i6n Primaria (SIAP).
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El consumo de recursos y la edad (Il)

3.5. Estada mitjana en dies dels contactes dels malalts residents a Barcelona ciutat per sexe i edat. The Dynamics Of HO Spital Use among

2011-2015
Grups dodet TOTAL__Homes ___pones Older People Evidence for Europe Using
2011 47 5,2 43
2012 s 51 42 SHARE Data
2013 45 4.9 41 © Health Research and Educational Trust
2014 44 49 41 . ” ., DOI: 10.1111/1475-6773.12518
- 4 4 &4 Nicolas Sirven and Thomas Rapp RESEARCH ARTICLE
Menys d'1 any 6,6 6,3 7.0
1-4 anys 24 24 2,5 3 3 = s
5.9 anys 20 2,0 2,0 Figure 1: Prevalence and Incidence of Health Status and Health Care Use in
10-14 anys 29 24 3.7 E
15-19 anys 34 3,0 38 urope
20-24 anys 2,7 31 2,5 Health Care Use Health Status
25-29 anys 2,8 33 2,6 100% 4 50%
30-34 anys 28 31 2,8 g
35-39 anys 28 33 2,6 ; idi
40-44 anys 2.9 3,6 25 i 4 Multxm?rbldny
45-49 anys 37 43 3,1 Visit to GP Pre-frailty
50-54 anys 40 47 34 =) / %
55-59 anys 43 48 3,7 Poor health (MCA)
44 51 37
65-69 anys 46 53 3.9 E 1
70-74 anys 47 51 42 Poor self-rated health
75-79 anys 5,0 55 4.6 i i
80-84 anys 55 57 54 60% %
85 anys i més 6,3 6,2 6,3
Nota: C d' i i val i cirurgia major ambulatoria (CMA). T 7 "
No s'han inclés 75 contactes per tenir invalida l'edat, el sexe o I'estada. Depressive symptoms
Visit to specialits
Dep dE j de B . 40%- /’—" 20%
Font: Registre del CMBD dels hospitals d'aguts. Servei Catala de |la Salut. Generalitat de Catalunya.
20% 10% Frailty
/0 Hospital stays
4 A IADL limit. = 2
‘:'é ADL limit. = 2
0% 0%
T T T T T T
Wawes 2004 2006 2008 2010 Waves 2004 2008 2008 2010
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El consumo de recursos y la edad (lll)

Evolucio de I'activitat d’urgencies

Urgéncies 4000 +
hospital

{milers) 3500 + T—
_ [
3.000 W2 85anys
2.500 +-- ok e e W75 -84 anys
-74
2.000 + 65 anys
45 - 64 anys
1.500
W15 44 anys
1.000 + < 15 anys
500 +
0+ T T
2014 2015 2016

En los udltimos afios las urgencias hospitalarias
han aumentado en Catalufia un 7%: el grupo con
mayor crecimiento ha sido el de mayores de 85

afos (incremento del 15%)

mm

Hospitals 3351994 3.469.756

cuAp! 1143580 1.054.686 7.8%
Atencio al centre 1.089.483 1.031.589 -5,3%
Atencio al domicili 54.097 23.097 57,3%

AP continuada 1536569 1.573.767 24%
Atencio al centre 1414432 1.468.302 3,8%
Atencio al domicili 122.137 105.465 -13,7%
Atencio telefonica 56.174 58.688 4,5%

7.030.238 urgéncies ateses
130.856 (1,9%) més que |'any anterior
811,5 urgencies per 1.000 habitants

Font: Informe breu CatSalut n21 2017

El procentaje de urgencias de riesgo vital (niveles |,
Il, Ill) en general aumenta con la edad. Representa
el 73% en los mayores de 95%
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¢ CUANTOS PACIENTES MAYORES HAY EN EL HOSPITAL DE AGUDOS?

Two-thirds of hospital bed
days are for patients over

== I_ﬁ .

® 9 e e

l.—_ I.—_ . 1

o | G— with a quarter for e hospital inpatients
P - patients over o ot e s s
lﬂlh 80 g =

MAIN REPORT
NOVEMBER 2014

|

admitted acutely to hospital
are in the last year of life

HSJ. Comission on Hospital Care for Frail Older people. 2014.
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¢ Es diferente en Cataluna?

Localitzacié % de pacients
dels pacients. NECPAL +
NECPAL + per setting
| NECPAL+,n(k) | | NECPALtn(H) | Intrahospital Mortality and Survival of Patients
Population C785(1.52) | | with Advanced Chronic llinesses in a Tertiary Hospital
Primary care | 524 (66.8) | | 524 (1.0) ‘ Identified with the NECPAL CCOMS-ICO® Tool
Nursing home $ 155 (19.7) 159 (53,9) | ,
st ‘ 55 (7 0) ‘ 64 (70.0) E Setting of care Social-health centre Nursing home %gsml Home
District general hospital | 51 (6 5) 1 60 (37.3)
L=, W—— Age (years), mean (SD) 78.1 (118) 85.2(6.9) 768 (11.3) 80.3(12.9)
B e e s i aned ol sl b Gender, n (%)
Male 29 (527) 28(182) 28 (56.0) 218 (41.5)
Female 2 (473) 126 (81.8) 22 (40) 307 (58.5)
Disease/condition, n (%)
@8 Cancer 15 273) 2(13) 13 (26.0) 71(135)
&9 Orgn falure 21 (382) 20(13.0) 27 (540) 185 (35.2)
&, Dementi 6(109) 107 (69.5) 4(80) 66 (126)
it Advanced fraity 13 (236) 25(162) 6(120) 203 (38.7)
any Genera"tat Gémez-Batiste X et al. Prevalence and chara t f patients with advanced chronic conditions in
Y, de Catalunya need of palliative care in the general Population: A cross-sectional study, fall Med, 2014.




.CUANTOS SON FRAGILES? o E

Special Article
Frailty: An Emerging Public Health Priority
Matteo Cesari MD, PhD *"*, Martin Prince MD*,

Joosten et al. BMC Geriatrics 2014, 14:1
http//www.biomedcentral.com/1471-2318/14/1

Jotheeswaran Amuthavalli Thiyagarajan MD, PhDY, Islene Araujo De Carvalho MD*,
BMC Roberto Bernabei MD, PhD', Piu Chan MD, PhD?,
Geriatrics Luis Miguel Gutierrez-Robledo MD, PhD ", Jean-Pierre Michel MD ',

John E. Morley MB, BCh', Paul Ong PhD*, Leocadio Rodriguez Manas MD, PhD',
Alan Sinclair FRCP, MD ™, Chang Won Won MD, PhD ", John Beard PhD*,

Bruno Vellas MD*"
RESEARCH ARTICLE Open Access

Prevalence of frailty and its ability to predict in
hospital delirium, falls, and 6-month mortality in
hospitalized older patients

Etienne Joosten'", Mathias Demuynck’, Elke Detroyer** and Koen Milisen'?

Al menos un

40 «
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14% (codificados como fragiles)

qq

Soong J, Pet al. Quantifying the prevalence of frailty in English hospitals. BMJ
Open 2015 43



El dano derivado de la hospitalizacidn del mayor

Perspective

Post-Hospital Syndrome — An Acquired, Transient Condition

of Generalized Risk

Harlan M. Krumholz, M.D
To promote successful recovery after a hospitalization, health care professionals often focus
on issues related to the acute illness that precipitated the hospitalization... Patients who
were recently hospitalized are not only recovering from their acute illness; they also
experience a period of generalized risk for a range of adverse health events. Thus, their
condition may be better characterized as a post-hospital syndrome, an acquired, transient
period of vulnerability. ... At the time of discharge, physiological systems are impaired,

reserves are depleted, and the body cannot effectively defend against health threats.

Patients (%)

Heart failure  Pneumonia COPD  Gastrointestinal
problems

Condition at Initial Discharge

[ Readmission
for other
causes

B Readmission
for same
cause
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Complicaciones asociadas a la no atencion geriatrica del mayor

Complicaciones de la hospitalizacién en personas mayores

Hospital complications in the elderly

Xavier Rojano i Luque®*, Pau Sanchez Ferrin” y Antoni Salva?,

por el Grupo de Trabajo de Complicaciones de la Hospitalizacién del Pla director sociosanitari”

 Fundacié Salut i Envelliment Universitat Autdbnoma de Barcelona, Institut d’Investigacié Biomédica Sant Pau, Barcelona, Espafia
b Pla director sociosanitari, Departament de Salut, Generalitat de Catalunya, Barcelona, Espafia

Tabla1
Interaccién entre envejecimiento y hospitalizacién

Cambios del envejecimiento Contribucién de la

Efectos potenciales primarios

Efectos potenciales

hospitalizacién secundarios
Reduccién de la fuerza muscular y la capacidad aerébica Inmovilizacién, camas altas Decondicionamiento, caidas Dependencia
y barandillas
Inestabilidad vasomotora Reduccién volumen plasmadtico Sincope, mareo Caidas, fracturas
Insensibilidad vasomotora y reduccién volumen total Inaccesibilidad a fluidos
de agua
Reduccién de la densidad ésea Pérdida ésea acelerada Aumento del riesgo Fractura
de fracturas
Ventilacién reducida Volumen de cierre Reduccién PO, Sincope, delirio
incrementado
Disminucién de la capacidad sensorial Aislamiento, pérdida de gafas Delirio «Etiquetaje», restricciones
o audifono, privacién sensorial quimicas y/o mecanicas
Alteracién de sed, hambre, olfaccién y denticién Barreras, contenciones fisicas, Deshidratacién, malnutricién Reduccién del volumen
dietas terapéuticas plasmadtico, nutricién enteral
Piel fragil Inmovilizacién, fuerzas Ulceras por presién Infeccién

de cizalla

Tendencia a la incontinencia urinaria Barreras, «ataduras»

Incontinencia funcional

Catéter

Fuente: Creditor’.
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f Grifice 4-4 Fracuantackén por grepos de edad a la comsulta de atenchén primaria del SNS, 2018
Diabetes MPOC X

| MAYOR COMORSBILIDAD |

IRC © C.lsquémica " Cirrosis

Distribucié segons estrats de risc. Catalunya 2016

A

= | MAYOR RIESGO DE
INGRESO Y
FALLECIMIENTO

Risc baix

Risc basal

Poblaci6 de Catalunya Pacients amb TCA

-
MAYOR CONSUMO DE

RECURSOS

MAYOR DIFICULTAD EN
EL MANEJO POR
EQUIPO
SANITARIO/SOCIAL
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.Y el FUTURO... ?

”I Generalitat
MY, de Catalunya
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Evolucionar la vision de enfermedad a multimorbilidad...

Global burden of COPD: risk factors, prevalence, and future
trends

IDF Diabetes Atlas: Global estimates of the prevalence of
diabetes for 2011 and 2030

‘ David R. Whitina®". Leonor Guariguata®, Clara Weil®, Jonathan Shaw *

BM]

BAU2013;346:12510 doi: 10.1136bmy 12510 (Published 2 May 2013) Page 1ofd

Better management of patients with multimorbidity
Martin Roland and Charlotte Paddison call for greater emphasis on continuity of care and clinical
judgment to improve the experience of patients with multiple conditions

o e Page 1 o010
RESEARCH

Managing patients with multimorbidity: systematic
review of interventions in primary care and community
settings

IEEES open AccEsS

Susan M Smith associafe professor of general practice’. Hassan Soubhi adjunct professor of family
medicine’, Martin Fortin professor of family medicine”, Catherine Hudon associale professor of
family medicine®, Tom O'Dowd professor of general practice™
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...Y avanzando hacia una atencidn orientada a dar respuesta a la |la
complejidad

1956} 12610 Pusbaned 2 May 2013) Page 1 of

RESEARCH

ANALYSIS

Managing patients with multimorbidity: systematic
review of interventions in primary care and community

Better management of patients with multimorbidity settings
Martin Roland and Charlotte Paddison call for greater emphasis on conbnuity of care and clinical R oren access
judgment to improve the experience of patients with multiple conditions ’
Suss M Simith 0 Vi of lamiy

madicine”, Martin Fortin pratessar of tamily medione’, Catharing Hudon assockte profeasor of
family mecscing”, Tom O Dowt prolassor of general practice”

N l c National Institute for
Hecalth and Care Excellence

i

Pathways

2 Developing care
NICE ya elabora guias y rutas asistenciales para VOO, CTC

personas con necesidades de atencion sanitaria y social fol a Chmnqing

population:
supporting
patients with costly,
complex needs

Social care for older people with multiple long-
term conditions overview

NICE Pathways bring together all NICE guidance, quality standards and other NICE
nformation on a specific topic

NICE Pathways are interactive and designed to be used online. They are updated

regularly as new NICE guidance is published. To view the latest version of this pathway
see:

Pathway last updated: 12 November 2015 https://www.nice.org.uk/guidance/ng22



The NEW ENGLAND
JOURNAL of MEDICINE

“HIGH-NEED, HIGH-COST PATIENTS”:
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People with multiple chronic conditions that are often

'/p complicated by patients’ limited ability to care for themselves

independently and by their complex social needs

Perspective

Caring for High-Need, High-Cost Patients — An Urgent Priority
David Blumenthal, M.D., M PP, Bruce Chernof, M.D., Terry Fulmer, Ph.D., R.MN., John Lumpkin, M.D_, M PH., and Jeffrey Selberg,
MH.A

N Engl J Med 2016; 375:909-911 | September 8, 2016 | DOL 10.1056/NEJMp1 603511

Share: ﬂ L g m ﬁ?

Article References Citing Articles (1) Metrics

Improving the perfarmance of America's health system will require Audio Interview
improving care for the patients who use it most: people with multiple
chronic conditions that are often complicated by patients’ limited ability to
care for themselves independently and by their complex social needs.
Focusing on this population makes sense for humanitarian, demographic,

d fi ial :
and financial reasons http://bit.lv/2cPyla?7



http://bit.ly/2cPyLa7

PERSONAS CON ALTAS NECESIDADES

Situacién de Situaciéon de

{ “COMPLEJIDAD

mayor mayor
complejidad CLiNICA” complejidad

FOMPLEJIDAD
SOCIAL /
CONTEXTUAL”

'hﬁt.’;‘_*g_-i:._ ‘:_:::-__:__M o

Situacion de mayor complejidad

Kuipers P et al. Complexity and Health care:
health practicioner workforce services, roles,

ATIN i
U dGeer(‘:eartaallllzar;t & skills and training, to respond to patients with
y complex needs. 2011

PCC

Paciente con limitado, altas
necesidades,
orientacidn paliativa,

planificacion de

multimorbilidad o
condicion unica que
comporta gestion
clinica dificil

2-3%

decisiones avanzadas

1,5%

INDIVIDUAL EQUIPO TERRITORIO

N/ \ N

Identificacion
Rediseno interno

ACP Lideraje Transiciones

Experteza Coordinacién servicios

Valoracioén integral

Planificacién proactiva  Gestidn casos sociales
PI l c Atencidn Intermedia



Impacto distribucion diferentes segmentos

Mortalidad Hospitalitzacion Gasto Acumulativo
o 14215 €
4% 5804 €
e 1,2% 20% 2353 € 65%
350/ 0,2% 7% 741 € 93%

" catsalut

Servei Catala
de la Salut

i”l‘.\ Generalitat de Catalunya
WY Departament de Salut

http://www.sciencedirect.com/science/article/pii/S0212656716302104



http://www.sciencedirect.com/science/article/pii/S0212656716302104

Perfiles de personas “altas necesidades de atencion”
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Font: Catsalut, 2017
https://msiqg.catsalut.cat/
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https://msiq.catsalut.cat/

“Complejidad” de los pacientes ingresados en UME y ULE en Cataluna

Risc alt

Risc moderat

Risc baix 30%

Risc basal

Poblaci6 de Catalunya Pacients en SS

Descripcion de los pacientes ingresados en Centros Sociosanitarios en Cataluina, 2016.

Fuente: Base de datos de morbilidad poblacional
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“Complejidad” de los pacientes institucionalizados en Cataluna

Risc alt

Risc moderat

Risc baix 30%

Risc basal

Poblacié de Catalunya Pacients en Residéncies

Descripcion de los pacientes ingresados en Centros Residenciales en Cataluiia, 2016.

Fuente: Base de datos de morbilidad poblacional
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¢Pero esto es una moda pasajera?

Portada > Secciones » Politica Sanitaria » Ministerio de Sanidad
= L - .
Nueva estrategia de cronicos:

primer gran plan de Sanidad
esta legislatura

Convoca a autonomias, profesionales y pacientes para renovar la
Estrategia que se aprobo en 2012

Maria Luisa Carcedo, ministra de Sanidad en funciones.

“

lo crénico’ 5}/ e/ Ministerio
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Cinco reflexiones de futuro (I)

AGEING UNEQUALLY

Francesca Colombo
Head, OECD Health Division
Brussels, April 16

@) OECD

Inequality has increased in most
OECD countries

Increasing inequalitites
050

045 A

040

035 ﬁi——f
0.30 —_—.L_f.—l ¥

025

Being Old in 2040 Will Be No Fun

Current trends in demographics and national budgets will leave the elderly
of the future in dire straits.

By Martin Hutchinson, March 31, 2015

y Martin Hutchinson

[ £]v ESREEN in | = | © BETH

There are times when it's good to be young - the 1960s,
with its prosperity and hedonism, was one such period
Being old has fewer joys, but you can argue that the
1990s were a halcyon period for the old. Pension funds
were swollen by stock appreciation and the senior citizen
generation was relatively small

However, with the current trends in demographics and
national budgets, the younger generation of Baby
Boomers and the older Gen-X'ers (only few of the older
Baby Boomers will still be around) can rest assured of

Ana thina: Daina ald in ARAN Gill ka Gans

Croat John - www. ficks com

Growing gap in male life expectancy at

® Lowest quartile of earnings
® 2nd quartile

» 3rd quartile

® Highest quartile of earnings
® Gap highest-lowest

020 . .
s e e age 65 by earnings levels in the U.S.
& & G D & .é“‘ O
F o F & & Y & Ny L
‘}:\éﬁ “\e x\& & & ,_,..\iy*‘o & o
v & p og
30
Stable Decreasing o
oso qcdualties - mequalles - Evolution of Gini
045 coefficients *
040 L between 1985 i
05 and 2010. il
v
0.30
-
025 ~ :
s Source: OECD (2011), 04
Divided We Stand
015 A A
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Source: Goldman and Orszag, 2014
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Cinco reflexiones de futuro (ll)

JAMA
@JAMA _current

JAMA

Age-adjusted prevalence of #obesity in 2013-2014

The NEW ENGLAND JOURNAL of MEDICINE

SPECIAL REPORT

was 35.0% among men and 40.4% among women
spr.ly/6011BSzwc

S— ——

A Potential Decline in Life Expectancy in the United States
in the 21st Century

S. Jay Olshansky, Ph.D., Douglas J. Passaro, M.D., Ronald C. Hershow, M.D.,
Jennifer Layden, M.P.H., Bruce A. Carnes, Ph.D., Jacob Brody, M.D., Leonard Hayflick, Ph.D.,
Robert N. Butler, M.D., David B. Allison, Ph.D., and David S. Ludwig, M.D., Ph.D.

Odds Ration (95% C1) Prodicied Margins, % (95% C1)
Adpnted for Age G for Age G
Race/Mispanx Origin Race/Mspanic Origin
Sample Samoking Statun, and Status, and

Survey Cycle Sire Adpusted for Age Growp £ ducationsl Categery Adjusted for Age Group  Edocational Category
o
2005-2006 4356 | [Reference] 1 [Reference] 36 (01.9-37.4) 5017374
2007-2008 5550 097 (0.83-1.13) 0.96 (0.81-1.14) 319 (31.8-36.1) 336 (31.3-36.0)
2009-2010 5926 106 (0.92-1.22) 1.06(0.91-1.2%) B 58041379
20112012 5181 1.02 (0.86-1.21) 1.04 (0.87-1.25) 5.1 (324-37.9) 35.4(328-382)
20132014 5455 115 (1.00-1.33) 1.18(101-0.37) 932397 38.1 (36.3-400)
Total 26468
Men*
2005-2006 2y 1 [Reference] 1 [Reference] 315 (295-37.7) 34093377
20072008 2046 0.94 (0.75-1.18) 094 (0.74-1.20) 322(94.35) 21091352
2009-2010 2889 1.10 (0.87-1.39) 1.05 (0.86-1.38) 3550322-390) 35.3(32.2-386)
2011-2002 2585 1.01 (0.81-1.25) 1.02 (0.82-1.28) 3117 (31.1-364) 1190014.368)
20132014 2638 1.08 (0.88-1.32) 1.08 (0.87-1.34) 352 (33.1-37.3) 3.1 03.1-37.3)
Total 13095
Women*
2005- 2006 19 1 [Reference] 1 [Reforence) 35.7(330.385%) 156(0330-383)
2007.2008 2804 099 (0.85-1.16) 0.97 (0.83-1.14) 355 (314.37.7) 35.0(328-37.3)
2009-2010 037 1.03 (0.89-1.18) 1.02(088-1.18) 363(34538)) 600342378
20112012 259 1.04 (0.85-1.26) 1.06 (0.86-1.31) 365 (33.0-40.1) 36.9(33.3-40.7)
20132014 ;7 1.23(1.04-1.45) 1.28 (1L.08.1.51) 40537942 411085417
Total 13373

Atrevaton BAIL body mass index SEAtUS, FAce/HISPANC CEEN Oup and sex, educational category and sex,

" BMI was ke Ubated i werght 1 bdograms drvided by heightt n meters. and wmoking status and sex
squared Obese was defined as participants with a B of 30 or greater “For men, the model indudes 5pareC ONgN
Al of the models for both ade sen 28 Woup and smoking status.
 Models for both sewes. combined for al covariates. inchude ugnficant *For women, the model inchdes etween age group and
ter actions between face/HARINKC o @ §roup and educatonal (ategory educational Category, race/Hisparsc ongin group and educational category,
PYR RN mor 4o - Acisiced statun and nowin evesn

m Lifespan Weighed Down by Diet

Since the end of the Civil War until the late 20th cen-

those most severely affected by the obesity epidemic

David S. Ludwig, MO,
PhD tury, lifespai lyinthe atre-  (ie, counties located predominately in the Southeast
New Balance mendous public health triumph brought about byamore  and ). This trend in longevity will
poundationQoessY  dependable food supply. improved sanitation, and ad-  almost certainly accelerate as the current generation of
Boston Children's vances in medical care. In 1850, life expectancy among  children—with higher body weights from earlier in life
Hospital and Harvard whites was an estimated 38 years for menand 40years  than ever before—reaches adulthood. Modern medical
x:mm forwomen, These numbers nearly doubled by 1980,t0  care may prevent premature death among adults who
71years for menand 78 years for women. Withthestart  develop obesity at age 45 years, diabetes at 55 years,
of the obesity epidemic in the late 1970s, thistrendbe-  and heart disease at 65 years, but the public heaith
gan to slow, leading some to predict that life expec-  implications are likely vastly greater if this sequence of
tancy would decline in the United States by the mid-  events were initiated in childhood.
21st century.’ In addition to the health-related effects, the eco-
Original Investigation

Trends in Obesity Among Adults in the United States,
2005t0 2014

Katherine M. Flegal, PhD; Deanna Kruszon-Moran, MS; Margaret D. Carroll, MSPH;
Cheryl D. Fryar, MSPH: Cynthia L. Ogden, PhD

JAMA. 2016:315(21):2284-2291. doi:10.1001/jama 20166458
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2 6
Projections of multi-morbidity in the older ¥ Men
a
. . . g 4
population in England to 2035: estimates from g 3
2
he P ion Agei d Care Simulati ‘ 1l
the Population eing an are simuiation 8 3
P geing io n
.
-1
(PACSim) model § 5
2
Total life years 0 1 2 3 A4+ diseases 2+diseases
i T T : . . T 3 z 6 Women
Conclusions: our findings indicate that over the next 20 years there will be an expansion of morbidity, particularly complex 2
multi-morbidity (4+ diseases). We advocate for a new focus on prevention of, and appropriate and efficient service provi- '.'25 A
sion for those with, complex multi-morbidity. g 3
o I
¥ i
% 0 =
i . L . - - - -1
Table |. Prevalence of (and numbers with) individual diseases and impairments in 2015, 2025 and 2035 and percentage i 3
change in numbers between 2015 and 2025, and 2015 and 2035, population aged 65 years and over Totallife 0 1 2 3 o 2
years diseases diseases
2015% (s) 2025% () 2035% () % Change (2015-2025) % Change (2015-2035) ) , . ) o
---------------------------------------------------------------------------------- Figure 1. Years gained between 2015 and 2035 in life expect-
Discases ancy at age 65 and years lived from age 65 with muld-
/£ .6 (4,721,300 0.3 (7,059,300 2.6 (9,046,30( 9.5 91. R H .
Arthritis 48.6 (4,721,300 60.3 (7,059,300 62.6/9,016,300) 492 16 morbidity (diseases only), by sex
Cancer 12.6 (1,224,900) 19.6 (2,297,700) 23.7 (3,422,000 87.6 179.4 ? ’ )
CHD 18.3 (1,778,700) 16.6 (1,937,800) 15.0 (2,172,500) 89 21
Dementia 6.8 (659,700) 7.8 (918,800) 8.5 (1,227,500) 39.3 86.1 Key Points
Depression 2.3 (225,700) 1.3 (155,500) 1.3 (191,600) -31.1 -15.1 = ()1 & - . .
) tween 2015 and 203 't people w
Diabetes 147 (1,428,400) 19.8 (2,317,900) 21.6 (3.115,400) 623 118.1 Between 2015 and 2035, numbers of older people with
Hypertension 49.0 (4,768,200) 54.9 (6,423,400) 55.9 (8,080,400) 347 69.5 4+ diseases will double and a third of these will have
Respiratory 18.0 (1,747,400 21.5 (2,520,000) 24.4 (3,520,300) 442 101.5 mental ill-health.
Stroke 7.5 (726,100) 8.7 (1,021,700) 9.3 (1,337,500) 40.7 84.2 * Two-thirds or more of the gain in years of life at age 65
Impairments will be years with 4+ long-term conditions (complex mul-
CIND* 2.7 (264,100) 2.3 (273,500) 2.3 (331,600) 3.6 25.6 ti-morbidity).
Hearing 12.4 (1,201,800) 11:6 (1,354,400) 12.5.(1,812,400) 127 0.8 * Our findings suggest the need for a focus on prevention
Vision 6.2 (600,000) 5.2 (613,400) 5.4 (777,700) 22 29.6 - ST e G A y
= A 4 e 2 of, and service provision for those with, complex multi-
Total Population 9,723,900 1,170,5800 1,444,9900 o
morbidity.
*Cognitive impairment no dementia. 60
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www.chelancet.com. Vol 392 November 10, 2018

Forecasting life expectancy, years of life lost, and all-cause

and cause-specific mortality for 250 causes of death: reference
and alternative scenarios for 2016-40 for 195 countries

and territories

Interpretation With the present study, we provide a robust, flexible forecasting platform from which reference
forecasts and alternative health scenarios can be explored in relation to a wide range of independent drivers of
health. Our reference forecast points to overall improvements through 2040 in most countries, yet the range found
across better and worse health scenarios renders a precarious vision of the future—a world with accelerating
progress from technical innovation but with the potential for worsening health outcomes in the absence of
deliberate policy action. For some causes of YLLs, large differences between the reference forecast and alternative
scenarios reflect the opportunity to accelerate gains if countries move their trajectories toward better health
scenarios—or alarming challenges if countries fall behind their reference forecasts. Generally, decision makers
should plan for the likely continued shift toward NCDs and resources toward the modifiable risks that drive
substantial premature mortality. If such modifiable risks are prioritised today, there is opportunity to reduce
avoidable mortality in the future. However, CMNN causes and related risks will remain the predominant health
priority among lower-income countries. Based on our 2040 worse health scenario, there is a real risk of HIV
mortality rebounding if countries lose momentum against the HIV epidemic, jeopardising decades of progress
against the disease. Continued technical innovation and increased health spending, including development
assistance for health targeted to the world’s poorest people, are likely to remain vital components to charting a
future where all populations can live full, healthy lives.

Implications of all the available evidence

Because of faster
progress among many lower-SDI countries, absolute disparities
between countries are currently projected to narrow by 2040.
Nonetheless, the differences between better health and worse
health scenarios for 2040 remain substantial, emphasising
that the reference forecast is not inevitable and thus policy
choices made today can profoundly affect each country’s

future health trajectories. Fe

, ce pre y Although NCDs
were projected to rise in many low-SDI countries,
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Key points Brieﬁng: Understanding

. As the number of people with multiple health conditions grows, meeting their needs
will be one of the biggest challenges facing the NHS. In 2006/07, one in 10 patients the health care needs Of
admitted to hospital as an emergency had 5+ conditions. |n h 5 1
admitte e people with multiple

. People with multiple conditions often have poorer quality of life, greater risk of health Condltlons

premature death, and may need substantial NHS support. But the ability of the NHS
to plan care that responds to these needs has been hampered by a lack of information
about the conditions that people have and their existing patterns of care.

e Tofill some of the gaps, we analysed data from 2014 to 2016 for 300,000 people * | Although ha_Ving multip!g conditions is often thought of as beiqg related to 0|.d age, 30%
in England. We considered 36 health conditions, including physical and mental of people with 4+ conditions are under 65 years of age, and this percentage is higher in
heg'th conditions, ongoing symptoms such as chronic pain, sensory impairment and disadvantaged areas. Improving care for peaple with multiple conditions requires action
ke across the NHS and other sectors, not just services targeting elderly people.

o We found that one in four adults had 2+ health conditions. This equates to _ . — _ :
approximately 14.2 million people in England with multiple conditions. ¢ People with multiple conditions have multiple consultations and treatments. We found

. People in disadvantaged areas are at greater risk of having multiple conditions, and are patients with 4+ conditions had an average of 8.9 outpatient visits across 2.8 different
likely to have multiple conditions at younger ages. Around 28% of people in the most- medical specialties. Over the study period, they visited their general practice 24.6

deprived fifth of England have 4+ conditions, compared with 16% in the least-deprived

times (or once a month on average) and were prescribed 20.6 different medications.
fifth. In the least-deprived fifth of areas, people can expect to have 2+ conditions by the ‘ g ) P

time they are 71 years old, but in the most-deprived fifth, people reach the same level of This compares with the 2.8 outpatient visits, 8.8 visits to the general practice, and 5.6

iliness a decade earlier, at 61 years of age. different medications for patients with one condition. However, people with multiple
conditions did not seem to have significantly longer GP consultation times despite their
more complex needs.
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Dos visiones complementarias, dos retos complementarios
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Trabajar para mantener a la persona en su domicilio de forma segura
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Prevenir ingresos hospitalarios
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Los hospitales y su Trabajo mas alla del propio centro

M 2013:347-15442 Gok- 101136015442 (Published 12 Soptember 2013 Page 10t 2

EDITORIALS

What is the future of hospitals?
Futu ital C: ion ad a return to general

He

| physicians and greater focus on acute

= BM] a

|
BMJ 2013;347:15479 doi: 10.1136/bmj 15479 (Published 12 September 2013) Page 103

E,;;) FEATURE

INTEGRATED CARE

Hospitals without walls

A new report from the Royal College of Physicians suggests a radical approach to the problem of
providing continuity of care for modern patients. Nigel Hawkes examines the details

Nigel Hawkes freelance journalist

TheKingsFund) i

Acute hospitals
and integrated
care

From hospitals to health
systems

B Reductions in hospital admissions and
Open mortality rates observed after integrating
ehrts Nyt emergency care; a natural experiment

Adrian A Boyle," Viazeer Ahmed, Christopher R Palmer.2 Tom J H Bennett®
March 2015 Susan M Robinson'




¢PERO SON PREVENIBLES LAS HOSPITALIZACIONES EN ESTE COLECTIVO DE PERSONAS?

. i | R Col Physcians Edin 2013; 433404
S)’mPOS ium review httpdldx.doi.org/ 104997 RCPE2013.415

©2013 Royal College of Physicians of Edinburgh

Predicting and preventing avoidable hospital
admissions: a review

'S Purdy, ’A Huntley
"Reader in Primary Health Care, *Research Associate, Centre for Academic Primary Care, School for Social and Community Medicine,
University of Bristol, UK

ABSTRACT The strongest risk factors for avoidable hospital admission are age and
deprivation but ethnicity, distance to hospital, rurality, lifestyle and meteorological
factors are also important, as well as access to primary care. There is still
considerable uncertainty around which admissions are avoidable. In terms of

BM] EDITORIALS

BMJ2013;346:13186 doi: 10,1136/bmj 13186 (Published 20 May 2013) Page 10f 2

Preventing admission of older people to hospital

No evidence that managing “frail older” people in the community reduces admissions

Shaun D'Souza specialist registrar, medicine for older people, Sunku Guptha consultant physician,
medicine for older people

R—

En los ultimos 10 afios muy pocas intervenciones han

demostrado reducciones significativas de la derivacion de

Purdy S. Avoiding Hospital Admissions. What

eStOS paCIenteS en eI h05p|ta| wee Does the Research Evidence Say ? Kings Fund, 2010




PERO SON PREVENIBLES LES HOSPITALITZACIONS EN AQUEST COL-LECTIU DE PERSONES? (ll)

... Y la poca evidencia* que hay es débil, con muy pocos
ensayos aleatorizados y en ambitos muy concretos.

Turner J, et al. What evidence is there on the effectiveness of different models of delivering
urgent care? A rapid review. Health Serv Deliv Res 2015

Econ RL, et al. Interventions to reduce hospital readmissions in the elderly: in-hospital or home
care. A systematic review. Journal of Evaluation in Clinical Practice. 2011.

v Incremento de la atencidn continuada (7 x 24)
v Equipos multidisciplinares proactivos
v’ Presencia de “seniors” en los servicios de Urgencias

v Incremento de la integracion de los equipos

O'Cathain A, et al. Variation in avoidable emergency admissions: multiple case studies of
emergency and urgent care systems. J Health Serv Res Policy 2016;21(1):5-14.



La importancia de la AP en la atencion a mayores

GLOBAL

CONFERENCE
) ON PRIMARY
Declaration of Astana = HEALTH CARE

Integrating
health services
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La importancia de la AP New challenges and demands in the 21st
] century

En muchos paises, el envejecimiento de la poblacion y la creciente carga de

enfermedades crdnicas a largo plazo y multiples enfermedades provocan que los
actuales sistemas de de salud luchen para satisfacer las crecientes demandas de
atencion.

El aumento de las expectativas asistenciales han supuesto nuevas demandas en los
servicios de salud

Ofrecer una atencion proactiva mas que reactiva, amplia y continua en vez de especifica .
para episodios y enfermedades, construido sobre relaciones sostenibles entre pacientes

y proveedores.

Integrating
health services

La fragmentacion existente es el resultado del exceso de medicalizacion, la

subespecializacion excesiva y los modelos curativos de atencidn asistidos verticalmente.
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PPAC i la importéncia de ’AP New challenges and demands in the 21st
] century

¢ Estos enfoques fragmentados reducen la capacidad del sistema sanitario para
proporcionar continuidad de la atencion ...

» Estos enfoques también crean una baja satisfaccion del usuario y los vacios en
la atencion de pacientes con multimorbilitats (1-5).

% Se necesita una respuesta alineada en todo el sistema de salud para mejorar

la integracion para superar estos desafios (6).

Integrating
health services

s Aguesta resposta pot generar beneficis significatius en tots els paisos.

7



PPAC i la importéncia de AP A response to fragmentation: integration
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of services

Muchos gobiernos han implementado reformas estructurales y financieras para
alejarse de los modelos de cuidados centrados en el proveedor y reorientarlos
basandose en principios de integracion ...

La integracion exitosa también garantiza que los servicios de salud a través de
este continuo de atencidn tienen una calidad aceptable, es decir, efectiva, segura
y centrada en las personas.

Los servicios sanitarios integrados, basados en funciones de atencion primariay Integrating

health services

salud publica fuertes, contribuyen directamente a una mejor distribucion de los
resultados sanitarios y el bienestar y la calidad de vida, que a su vez aportan

importantes beneficios econdmicos, sociales e individuales.
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Reto 1 — Liderar y mejorar atencion a la complejidad en AP ENAPISC
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Mejoramos atencion al mayor con necesidades complejas una vez ingresado

Delayed transfers of care:
a quick guide

kingsfund.org.uk

Evitar estancias innecesarias en
el hospital
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Evitar estancias innecesarias

o Delayed transfers of care by reason, 2016/17 IE
Las estancias

inadecuadas y el mal
uso de recursos estan o

mas relacionadas con 2 100,000
los procesos de |4
g % 200,000
atencidon que con el g
100,000

perfil de paciente
atendido.

Bodenheimer T E et al. High and rising
health costs.

Part 1: Seeking and explanation. Ann Intern
Med- 2005/ 142847'54 Source: NHS England, https://wvw.england.nhs.uk/statistics/statistical-work-areas/delayed-transfers-of-care/

R I————_—

Problema lligat a procés d’atencio
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Evitar estancias innecesarias

Original Article JAMDA 13 (2012) 82.e13-82.e17

Prolonged length of stay in hospitalized internal medicine patients

Raquel Barba ?, Javier Marco °, Jestis Canora €, Susana Plaza ¢, Sara Nistal Juncos ?, Juan Hinojosa €,
Manuel Mendez Bailon °, Antonio Zapatero “*

Table 3
En compa racion con pacientes sin estancias pro]ongadas’ los Multivariable Logistic Regression Model for Prediction of In-hospital Mortality
OR 95% Cl

pacientes con EM prolongadas tenian mas posibilidades de ——y 313 056 173
Age 1.024 1.022 1.027
requerir consultas de cuidados paliativos (OR: 2,48; IC del Dementia 1.093 1.032 1.158
Cancer 2.038 1.860 2,233
95%: 2,39 a 2,58); cirugia (OR: 6,9; IC del 95%: 6,8 a 7,0); y SR e i oy s
.. Acute respiratory failure 2.002 1.901 2.108
fue dado de alta a un centro de atencidn post-aguda (OR: Pressure sore 1.779 1.624 1.948
Nosocomial pneumonia 2.504 2.298 2,729

2,91, IC del 95%: 2,86 a 2,95).

Cl, confidence interval; OR, odds ratio.
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¢, CUANTOS PACIENTES GRANDES HAY EN EL HOSPITAL DE AGUDOS?

Two-thirds of hospital bed
days are for patients over

== I_ﬁ .

® 9 e e

l.—_ I.—_ . 1

o | G— with a quarter for e hospital inpatients
P - patients over o ot e s s
lﬂlh 80 g =

MAIN REPORT
NOVEMBER 2014

|

admitted acutely to hospital
are in the last year of life

HSJ. Comission on Hospital Care for Frail Older people. 2014.



Reto 2 — Evitar el daifo derivado de la hospitalizacidon

Perspective

Post-Hospital Syndrome — An Acquired, Transient Condition

of Generalized Risk

Harlan M. Krumholz, M.D
To promote successful recovery after a hospitalization, health care professionals often focus
on issues related to the acute illness that precipitated the hospitalization... Patients who
were recently hospitalized are not only recovering from their acute illness; they also
experience a period of generalized risk for a range of adverse health events. Thus, their
condition may be better characterized as a post-hospital syndrome, an acquired, transient
period of vulnerability. ... At the time of discharge, physiological systems are impaired,

reserves are depleted, and the body cannot effectively defend against health threats.

Patients (%)

Heart failure  Pneumonia COPD  Gastrointestinal
problems

Condition at Initial Discharge

[ Readmission
for other
causes

B Readmission
for same
cause
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Reto 2 - Evitar el daino derivado de la hospitalizacion (ll)

Complicaciones de la hospitalizacién en personas mayores

Hospital complications in the elderly

Xavier Rojano i Luque®*, Pau Sanchez Ferrin” y Antoni Salva?,

por el Grupo de Trabajo de Complicaciones de la Hospitalizacién del Pla director sociosanitari”

 Fundacié Salut i Envelliment Universitat Autdbnoma de Barcelona, Institut d’Investigacié Biomédica Sant Pau, Barcelona, Espafia
b Pla director sociosanitari, Departament de Salut, Generalitat de Catalunya, Barcelona, Espafia

Tabla1
Interaccién entre envejecimiento y hospitalizacién

Cambios del envejecimiento Contribucién de la

Efectos potenciales primarios

Efectos potenciales

hospitalizacién secundarios
Reduccién de la fuerza muscular y la capacidad aerébica Inmovilizacién, camas altas Decondicionamiento, caidas Dependencia
y barandillas
Inestabilidad vasomotora Reduccién volumen plasmadtico Sincope, mareo Caidas, fracturas
Insensibilidad vasomotora y reduccién volumen total Inaccesibilidad a fluidos
de agua
Reduccién de la densidad ésea Pérdida ésea acelerada Aumento del riesgo Fractura
de fracturas
Ventilacién reducida Volumen de cierre Reduccién PO, Sincope, delirio
incrementado
Disminucién de la capacidad sensorial Aislamiento, pérdida de gafas Delirio «Etiquetaje», restricciones
o audifono, privacién sensorial quimicas y/o mecanicas
Alteracién de sed, hambre, olfaccién y denticién Barreras, contenciones fisicas, Deshidratacién, malnutricién Reduccién del volumen
dietas terapéuticas plasmadtico, nutricién enteral
Piel fragil Inmovilizacién, fuerzas Ulceras por presién Infeccién
de cizalla

Tendencia a la incontinencia urinaria Barreras, «ataduras»

Incontinencia funcional

Catéter

Fuente: Creditor’.
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Reto 2 - Evitar el dano derivado de la hospitalizacion (lll)

Taula 6. Factors de risc associats a les complicacions hospitalaries

Complicacions

Factors de risc Caigudes RAM J autonomia upP U Delirium

Estat cognitiu v v v v v

Immobilitat v v v v v

Estat funcional v v v v v

Comorbiditat v v

Polimedicacio v v v

Estada perllongada v v

RAM: reaccioé adversa a medicaments; |, autonomia: pérdua d’autonomia;

UP: ulceres per pressio; IU: incontinéncia urinaria.
Taula 7. Mesures preventives

Complicacions

Activitats preventives Caigudes RAM | autonomia uUpP |V] Deliri
Mobilitat/exercici v v v v v
Adaptacions de I'entorn v Y v v v
Nutricio* v v v
Deshidratacio Ind v
Son ind v
Revisio del.tractament v v v v v 7
farmacologic

*Només en persones amb problemes nutricionals.
Ind = actua de manera indirecta sobre un factor de risc

Prevencié de complicacions
associades a
I’hospitalitzacié de la gent
gran

Barcelona, juliol de 2015

mm Generalitat de Catalunya
Departament de Salut
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Reto 3 - Mejorar Atencidon al mayor complejo en Urgencias

PATI
By Ula Hwang, Manish N. Shah, Jin H. Han, Christopher R. Carpenter, Albert L. Siu, and James G. Adams 5
2 %

THE CARE SPAN

Return within 30 days

Transforming Emergency Care spprosmtely 2 percen

For Older Adults

Nursing home patients
are a particularly
challenging population
because essential
information is often
lacking.

of older adults discharged
from the ED return to
hospitals within 30 days.

The aging population
will challenge
hospitals to reinvent
the role of the ED in
the broader health
care system.

To optimize
emergency care for
older adults,
alternative models of
care have been
proposed to address
their special care
needs.
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Reto 3 - Mejorar Atencion al mayor complejo en Urgencias (ll)

yserce RESPONSE: RCP LONDON FUTURE HOSPITAL
S i 1O IDENTIFYING KEY CHALLENGES

HOSPITAL CARE

FRAIL OLDER PEOPLE

v Increased collaborative working by hospitalists and their teams
with primary care services to identify frail older patients in the
community

v Identifying those patients who present to hospital as an

emergency but who do not require admission
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Reto 3 - Mejorar Atencion al mayor complejo en Urgencias (lll)

Tabla 1
ARTICULO ESPECIAL Herramienta propuesta para la adecuacién de la intensidad terapéutica
Protocolo territorial de adecuacion de la intensidad terapéutica. () |
A . Check for o -
Area Metropolitana Sur de Barcelona Rev Esp Geriatr Gerontol, 2018:53(4)217-222 = Perfill  Perfilll Perfilll  Perfily e
Benito Jesds Fontecha-Gomez ab.zs  Jordi Amblas-Novellas", Evora Betancor-Santana®", Candidato a trasplante -
Lourdes Rexach-Cano', Marina Isabel Ugarte®", Araceli Lopez-Pérez““, Kenneth Planas®¢, SVA y ventilacién mecénica
Nuria Gutiérrez Jiménez/, Rosario Casas Floriano*, Cristina Garcia-Fortea', invasiva
Gala Serrano Bermtidez™, Maria Rotllan-Terradellas® y Daniel Fernandez-Ponce" z

Iniciar depuracién extrarrenal
el Cota P ‘;“m;;n R Sl Farmacos vasopresores (1)
2 Ventilacién mecénica no invasiva
— : o e
78 ; i Ingreso medicina intensiva
> fue % ‘p Problemes de salut
. 2o oo — Ouaats  Sesviscs  Comeeun Pruebas invasivas (2)
| Etapal | T Eseomorthesiumesn o =
2! - o rnA nmrn.-.utmms.mu.-.: nmutmm ™ Canalizacién vias centrales
Dia nbstic Fir2 m[:;mﬁ;::?:?&wu 20272013 AR A3 des Tintet 100 AN
Riagnostie (TIY @ SWOWECOMSSTMAN  wemiz AN Posibilidad de traslado a unidad
situacional 16 TUMORMALIGNE DE LESTOMAC ™ s
Srs) s v agudos (3)
i Alimentacién Parenteral
e T Ty~
-~ b ;J.'}I’%_’.,; INHALACION EN ENVASE A % Transfusiones / Medicacién ev
. v ot ACOINER W00 PO s T
’,.) SHALACION 1 ACCIM 1 TIRA 60 HDROXMAFTOAT Pruebas no invasivas (4)
ey smorto Ao . usRoren i e
' 1032013 5:::&&[;&:6{":Y’MCGO ACENOCUMARCL Wxrs Indcteuca A"mn‘acidﬂ 0fi| /en(era|
m 01022013 %ﬁ;:;’:,’::?&JMAERODMGDUS k.l TERBUTALINA Txan Indetency
CTMADN BISOLTUS IDMGANE 24O, SOLUCION COOEIA CLORHERAT xR 20 Transfusiones sintomaticas
Presa de Allergies -
decisions P8 __Desapas Custcoon Resccis _Agest _ Comestan Tratamiento médico
RN AR 7063 ALTRES ANTINFECCKISOS [ oral/sc/inhalador.
COmpanda ZBB0 LA PENICL LINA Les
ZIRT SERUM O VAGUNA s ke Cuidados de confort/sintomas
Directrius i crisi o descompensacio Pla de decisions anticipades
. Proves drecus ] Imm
Atencio al pacient
servelweassitocar  8i[] nofF] nesperpaces?  sifE] o]
Aobe por gesior de cancn> 3i[] noff]) nesperarooar  sif] (]
Vs on resssincis? si] wf@ Vi sty sE w0 83



Reto 3 - Mejorar Atencion al mayor complejo en Urgencias (1V)

Atenci6 Urgent “Classica” Atencié Urgent en Pacients Fragils

Presade Transferéncia Entor‘n :
Avaluaci6 de decisions Posthospitalari

Poblacié Avaluacié Presa de
atesa Clinica decisions

Deteccio de
poblacida
avaluar

assistencial

les necessitats ajustadaa i
justada COtBets Actuacions
necessitats coordinades

Imagenes correspondientes a diapositivas de Mireia Puig Campmany
- Servicio Urgencias Hosp. San Pablo y Santa Cruz.

)

11l JORNADA SOCIOSANITARIA Propostes disruptives per a 'evolucié del _— SOCIETAT CATALANA DE ‘ " M U E
model d’atencid sociosanitaria ' /

GERIATRIA I GERONTOLOGIA wwn 3o (o1

Societat Catalana de 84
Medicina d'Urgéncies | Emergéncies



Reto 3 - Mejorar Atencion al mayor complejo en Urgencias (V)

Emergency Department Program of Care for Frailty (ED_PCF) ‘i} S/

American Colleg 3 Physicians

GERIATRIC EMERGENCY DEPARTMENT ACCREDITATION

Patient 2 65 y in triage
)
T e g e Alert PCC / MACA
0/\‘
Hospital De La Santa Creu I Sant Yes No = Triage Checklist

Pau ; /\

Samm—— (-] No =+ Normal Urgent Care
has boen foumd 10 mavt o exoved the 1uandanis and wguiements of the ACEP Genierre Ewarpency Department Acereditirion Program and thevefoms grants this Frail Patient mark v ge

>, p - 1
( o ?/1/1('(1/(} /( Aee ?()(4/(1/1(//1 Adapted Urgent Care ]

v
« Care ptan for delirium and other
l < Medication reconciliation

in the discipline of
GERIATRICS IN THE EMERGENCY DEPARTMENT

Cognitive assessment at entry
Effectwe Apel 1, 2019 - Exgies A 1, 2022
b-CAM every 8 h during ED stay | wypoxa, v fad of
(Brief-Confusion thod) v £h ¥ Mydroelectrolyte disturbance
D r——y e A S s ¥ Painadapted scales i necessary < Infection
b ‘ B Visual of hearing impairment ¥ Alcohol withdrawal
m:\." u[ﬂ . B (.)‘“.\“.,.m, < Urine retention < Previous cognitive impairment
Ny i < Constipation ¥ Previous

Prevent or reduce delirium in ED
« Tight pain control
* Avoid sedatives
« Avod physical restraint, tubing or catheters
« Ensure nutrition / hydration
« Avoud constipation
Ewropean Genatre Medaine * Promote relax and nightly rest
https//dovorg/10.1007/341999-018-0151-2 < Larly and regular mobdization

“ Encourage orientation (glasses, hearing aids)
SPECIAL ARTICLE < Medication review

Development of a comprehensive, multidisciplinary program of care
for frailty in an emergency department ol

Observation, discharge:
Mireia Puig Campmany'> ©. Josep Ris Romeu'** - Marta Blazquez Andion'*" - Salvador Benito Vales'** ST vency e

Early discharge from ED

* Climical information on transfers

Mailing to Primary Care
Adequacy of treatment area

ST X
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Systematic reviews

A meta-analysis of “hospital in the home”

2 Effects of hospital in the home (HITH) on mortality

Hospital
Events Total Events Total Weight Odds ratio, Peto, fixed effect (95% CI)

Medical
Aimonino Ricauda 20082 9 52 12 52 2.7% 0.70 (0.27-1.83) e —
Aujesky 20113 1 m 1 168 0.3% 098 (0.06-15.83) e —
Caplan 1999%¢ 6 51 7 49 1.8% 0.80 (0.25-2.57) A
Carratala 2005% 1 102 0 101 0.2% 3.00 (0.12-74.52) e —
Cotton 2000%° 1 41 2 40 0.4% 0.47 (0.04-5.46) -1
Davies 200045 9 100 4 50 1.7% 114 (0.33-3.89) e
Diaz Lobato 2005°* 0 20 1 20 0.2% 0.32(0.01-8.26) —
Hernandez 2003% 5 121 7 101 1.8% 0.58 (0.18-1.88) e
Hill1978% 17 132 14 132 4.4% 1.25 (0.59-2.64) ——
Koopman 1996%¢ 14 202 16 198 4.5% 0.85 (0.40-1.79) p— -
Levine 19964° n 247 17 253 4% 0.65 (0.3-141) ——
Mather 19767 44 226 58 224 12.7% 0.69 (0.44-1.08) poed
Melin 199234 40 150 26 99 76% 1.02(0.57-1.82) —t—
Mendoza 2009%° 2 37 3 34 0.7% 0.59 (0.09-377)
0joo 2002* 1 30 3 30 0.5% 031(0.03-3.17) [ —
Otero 2010* 3 72 S 60 1.2% 0.48 (0.11-2.09) ———
Patel 2008%* 2 13 2 18 0.6% 145 (0.18-11.94) ——
Richards 1998%" 12 160 6 81 24% 1.01(0.37-2.81) ——
Shepperd 19987'* 3 15 3 7 0.8% 117 (0.2-6.89) —_—
Skwarska 2000°' 4 122 6 62 1.5% 0.32 (0.09-1.17) —_—
Tibaldi 20047 24 56 26 53 4.4% 0.78 (0.37-1.66) -
Tibaldi 20093° ol 48 8 53 21% 096 (0.32-2.88) ——
Wilson 1999 26 101 30 96 6.5% 0.76 (0.41-1.42) —t

Total 242 2269 257 1991 63.1% 0.79 (0.65-097) .|

Test for heterogeneity: y° = 8.54; df =22; P> 0.99;° =0

Test for overall effect: Z=2.28;P = 0.02

DELIVERY INNOVATIONS

By Lesley Cryer, Scott B. Shannon, Melanie Van Amsterdam, and Bruce Leff

Costs For ‘Hospital At Home'
Patients Were 19 Percent Lower,
With Equal Or Better Outcomes
Compared To Similar Inpatients

WA I e
HEALTH AFFARS 31,

Conclusion: HITH is associated with reductions in
mortality, readmission rates and cost, and increases in
patient and carer satisfaction, but no change in carer
burden.
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MATURIT

The Luropean Menopause Journal

réwnctonol ol
7 Fiogroied Coe

Contents s SvelaDie ot " encelirect

Maturitas

journal Nomepeage: www sicavier com locate/ maturitas

REVISION
Hospitalizacion domiciliaria en el paciente anciano: revision de la

evidencia y oportunidades de la geriatria”

Hospital-at-home integrated care programme for older patients with
orthopaedic conditions: Early community reintegration maximising
physical function

RESEARCH AND THEORY

Implementation of Home Hospitalization and Early
Discharge as an Integrated Care Service: A Ten Years

Pragmatic Assessment

Carme Hernandez’, Jesus Aibar', Nuria Seijas', Imma Puig'#, Albert Alonso’, Judith

Garcia-Aymerich® and Josep Roca’

Generalitat de Ca

Age and Ageing 2017; 0z | -7
dot: 10.1093/ageing/afx099

© The Author 2017. Published by Oxford University Press on behalf of the Brtish Genatrics Society.
All rights reserved. For permissions, please email: journals.permissions@oup.com

Hospital-at-home Integrated Care Programme
for the management of disabling health crises
in older patients: comparison with bed-based
Intermediate Care

MiUEL A. Mas'?, MaRCO INZITAR®>, SERGI SABATE”, SEBASTIA |. SANTAEUGENIA®, RAMON MRALLES>®

IV Programa de prevencio i atencio

a la cronicitat

Miquel Angel Mas*"* y Sebastia Santaeugénia™"

Rev Esp Genatr Gerontol

Vol. 50. Nim. 01. Enero 2015 - Febrero 2015

Hospital-at-home Integrated Care Program for Older Patients With
Orthopedic Processes: An Efficient Alternative to Usual Hospital-
Based Care JAMDA 2017

Conxita Closa MD ?, Miquel A. Mas MD >“*, Sebastia J. Santaeugénia MD, PhD ¢,
Marco Inzitari MD, PhD ¢, Aida Ribera PhD "£, Miquel Gallofré MD, PhD#

Onginal Study

Effectiveness of a Hospital-at-Home Integrated Care Program as
Alternative Resource for Medical Crises Care in Older Adults With

Complex Chronic Conditions JAMDA 19 (2018) 860863

Miquel A. Mas MD*"“", Sebastid J. Santaeugénia MD, PhD “,
Francisco ). Tarazona-Santabalbina MD, PhD ', Sara Gimez RN ",
Marco Inzitari MD, PhD "’
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Apuesta Consejeria Salud para implementary
desarrollar mas equipos de HAD

Desarrollar modelo mas adaptado a las personas
mayores

Implicacion de geriatras en nuevos equipos

Vision territorial, supraproveidor, integrada

Definir cartera clara y unificada
Definir isécronas y masa critica necesaria para

objetivar donde y porque es necesario tener HAD
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Reto S - Estancias inapropiadas e Interconsultas

Analisis de la actividad de interconsulta realizada por

los servicios de medicina interna. Estudio REINA-SEMI:

Registro de Interconsultas y Asistencia Compartida
INTER- de la Sociedad Espanola de Medicina Interna

CONSULTAS

Tabla 1  Servicios solicitantes de IC a los servicios de MI Revista Clinica

ﬂ n (%) Espanola
- :5 Servicios quirurgicos
{(/ l Traumatologia 377 (32,5)
4t ﬁ Cirugia general 199 (17,4)
o Urologia 93 (8,2)
Cirugia vascular 73 (6,2)
Neurocirugia 53 (4,6)
Cirugia cardiovascular 38 (3,3) o=
Ginecologia y obstetricia 34 (3)
Otros servicios quirlrgicos 65 (5,7)
Servicios médicos
Psiquiatria 69 (6)
Rev Clin Esp. 2018. https://doi.org/10.1016/j.rce.2018.03.014 Cardiologia 38 (3,3)
Neurologia 30 (2,6)
Oncologia 21 (1,8)
Digestivo 20 (1,8)
Neumologia 16 (1,4)

Otros servicios médicos 23 (2) 89




Reto 5 - Estancias inapropiadas y Interconsultas (ll)

Especialistas

V' Curso cliico -

S — w—

Ordenes médicas

Imagen de J. Varela. 5 intensidades de provision para 1 sanidad mas Valiosa

Articulo especial Med Clin (Barc). 2018. https://doi.org/10.1016/j.medcli.2018.07.001

El problema de la fragmentacion de la medicina hospitalaria

The problem of the fragmentation of hospital medicine

e Implantar y desarrollar la asistencia compartida?, ya que reduce
el nimero de interconsultas y de traslados internos, y mejora la
coordinacion de la asistencia médica del paciente por los diversos

facultativos que pudieran estar implicados en ella'’.
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Reto 6 - El hospital y la atencidn a las personas - écambiamos?

2015

Eje Servicios: las personas deben adaptarse a los servicios

Servicios Sociales Ayuntamientos, Burocracia
- Primaria Diputaciones, Fragmentacion
- Especializados CC.AA,, Descoordinacién
LAPAD Estado Duplicidades
L. Efecto Mateo*
Sanidad Areas sanitarias Descoordinacion
- Primaria (EAP) CC.AA. Fragmentacion
- Especializada Estado Duplicidades
- Hospital
| Regulacion general | )
Educacion, Estado Inadecuacion,
Empleo, CC.AA. Incumplimiento,
Participacién, Cultura Ayuntamientos Vigencia estereotipos
| Efecto Mateo*
Urbanismo, Transporte, | Estado, CC.AA. Incumplimiento
Vivienda, Ayuntamientos, normativo, falta de
Productos de apoyo Diputaciones adecuacion, duplicidades,
TIC burocracia
1 Efecto Mateo*



Reto 6 — Hacia un nuevo modelo de atencidon en el Hospital

Hospitales: 10 reformas estructurales
necesarias

B :" * Industrializar los procesos protocolizables (1/3 de la casuistica)

Las reformas hospitalarias

* Introducir las sesiones clinicas de coordinacion y los planes

individualizados como metodologia de trabajo en las plantas de

hospitalizacion (2/3 de la casuistica)

* Reorientar |la organizacion hacia la fragilidad geriatrica y deconstruir la
atencion a los pacientes crénicos

* Replantear las competencias entre especialistas y generalistas

 Aumentar la formacion, la calidad organizativa y las competencias

enfermeras; y generar magnetismo
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Reto 6 — Hacia un nuevo modelo de atencidn en el Hospital (ll)

Nuevos modelos asistenciales en medicina interna:
respondiendo a la necesidad de una atencién integral

a los pacientes

Rev Clin Esp. 2016;216(1):22-25

Tabla 1 Diferencias entre las interconsultas y la asistencia

compartida
Interconsultas Asistencia compartida
e A demanda o A todos los pacientes del

e Circunscrita al motivo de

consulta

e Mala comunicacion entre

médicos
e Problemas de
coordinacion

e Se deben ofrecer
recomendaciones
o Responsabilidad muy

limitada

servicio
e Atencion integral-global

e Comunicacion fluida entre
meédicos
e Buena coordinacion

e Se toman y ejecutan
decisiones

« Responsabilidad
compartida

Asistencia compartida (comanagement)

@ CrossMark

E. Montero Ruiz y por el Grupo de Trabajo de Asistencia Compartida e Interconsultas

de la Sociedad Espafola de Medicina Interna (SEMI)

Medicina Interna es la especialidad mds adecuada para la asistencia
compartida. El internista que la ejerza ha de tener unas caracteristicas
determinadas y debe superar una serie de temores del cirujano y del

anestesista.
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Reto 6 — Hacia un nuevo modelo de atencion en el Hospital (lll)

aiserco RESPONSE: RCP LONDON FUTURE HOSPITAL
QoMo IDENTIFYING KEY CHALLENGES

FRAIL OLDER PEOPLE

v" Organising services so that frail older patients who require
admission receive a comprehensive geriatric assessment early in

their admission pathway — ideally in a dedicated frailty assessment

unit

NOVEMBER 2034
Y AT |

il
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Reto 6 — Hacia un nuevo modelo de atencion en el Hospital (I1V)

Rev Esp Geriatr Gerontol. 2018;53(4):217-222
Effectiveness of acute geriatric units on
functional decline, living at home, and case
fatality among older patients admitted to

hospital for acute medical disorders:
meta-analysis

Juan J Baztan, Francisco M Suarez-Garcia, Jesus Lopez-Arrieta, Leocadio
Rodriguez-Manas and Fernando Rodriguez-Artalejo

Eficiencia de las unidades de agudos de geriatria frente al resto de
servicios hospitalarios. Analisis de la casuistica de 5 afnos ajustada

por GRD

Juan Ignacio Gonzalez-Montalvo®"*, Coro Mauleén Ladrero?, Rocio Menéndez-Colino®",

Sara Hernandez-Gutiérrez¢, Raquel Ramirez-Martin®:", Macarena Diaz-de Bustamante*:°,
Francisco Sanz Segovia?®, Francisco Robles Agudo? y Teresa Alarcén Alarcén®:"

BMJ 2009;338;b50
doi:10.1136/bmj.b50

-22% -16% -21% -34% -25%

a 12 -
WHAT IS ALREADY KNOWN ON THIS TOPIC 10 4
The effect of geriatric assessment has been evaluated in hospital and community settings 8 1
In older people admitted to hospital with acute disorders, the intervention of consultation 6 - = Res;f hoepil
teams has not shown clinical or administrative benefits UGA Geriatria

4 -
WHAT THIS STUDY ADDS &
Care of older people with acute disorders in acute geriatric units reduces the risk of functional 0 . . : . :
decline at discharge and increases the probability of returning home 2011 2012 2013 2014 2015
This benefitis not accompanied by an increase in case fatality, readmissions, orhospital costs . L . _ ,
Conclusiones: Las UGA son un 25% mas eficientes que el resto de servicios en el ingreso de pacientes

mayores de 75 afos.

AN Generalitat

MY, de Catalunya 95



Reto 6 — Hacia un nuevo modelo de atencion en el Hospital (V)

lunes, 26 de marzo de 2018

Unidades de Geriatria de Agudos (UGA):
la fuerza de la evidencia

JORDIVARELA 1

Intrigado por esta afirmacion, pedi al grupo "Geriatria Basada en la Evidencia" si
tenian datos (evidentemente no oficiales) sobre las UGA en Espana y la respuesta que
obtuve fue que tienen detectadas 38, lo que representa que solo un 11% de los
hospitales publicos han desarrollado este recurso, con una distribucion territorial muy
desigual, ya que Catalunya y Madrid aportan 24 de ellas, por lo que se deduce
facilmente que hay muchas comunidades autbnomas que aun no han adquirido este
producto tan beneficioso para las personas mayores cuando tienen que ingresar.

Volviendo a las palabras de Cumbler, si las UGA fueran un nuevo
farmaco costosisimo veriamos debates parlamentarios y portadas de
GERTATRIC ASSESSMENT periddicos exigiendo su compra, pero el asunto es quizas demasiado

“ivgew. B sencillo: se trata s6lo de juntar equipos con vocacion y capacitacion y
poner a su alcance recursos y confianza. La evidencia dice que, a pesar

CGA, death or significant deterioration is

del silencio mediatico, no hacerlo es una grave irresponsabilidad.




Reto 6 — Hacia un nuevo modelo de atencion en el Hospital (VI)

Orthogeriatric services associated with Optimal setting and care organization in the
lower 30-day mortality for older patients management of older adults with hip fracture
who undergo surgery for hip fracture

Development and delivery of patient treatment in R I SEEES

the Trondheim Hip Fracture Trial. A new geriatric
in-hospital pathway for elderly patients with hip  qivedt er ot swc research Notes 2012, 5:355

fractu re httpy//www.biomedcentral.com/1756-0500/5/355
SV YRS Review
Broactimrare il pesilmulisutin The Orthogeriatrics Model of Care: Systematic Review of Predictors
surgery (‘POPS’): Designing, embedding, of Institutionalization and Mortalitv in Post-Hip Fracture Patients
evaluating and funding a comprehensive p . i
geriatric assessment service for older elective and EVldence for Interventions s
surgical patients

The development of a comprehensive
multidisciplinary care pathway for patients with a ek e
hip fracture: design and results of a clinical trial

MM Generalitat de Catalunya
Y Programa de prevencio i atencio 97
a la cronicitat
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Association of orthogeriatric services with long-term mortality

in patients with hip fracture European Geriatric Medicine
https://doi.org/10.1007/541999-018-0028-4

Maria-Jests Pueyo-Sanchez'? . M. Larrosa'* - X. Suris'** . P. Sanchez-Ferrin® - |. Bullich-Marin®-
E. Frigola-Capell'® - Vicente Ortun’

Table 1 Characteristics of patients according to the type of hip fracture care model and the vital status on December, 2015

Non-orthogeriatric model  Orthogeriatric model p

N(%) 5635 (61.2%) 3580 (38 2

Women (%)

Age [mean (SD¥) \“g “on\c‘\‘ wM Ca‘c L . <0.001
Trochanteric fracture (% ““f\ 0 “0“ 578 0.003
m red v 000 12,1 259 <0.001
s CO g <0.001 20.1 333 <0.001
9.8 0092 59 14.1 <0.001
149 <0001 75 149 <0.001
'\\Cd n 7.1 0725 6.1 84 <0001
nts \ ) w-\\, _ 0.2 0.857 0.1 04 <0.001
\ ons p\ “0“\“ su Peripheral arteriopathy (%) 17 2.0 0327 14 24 <0.001
(,O“dus " al\d 24-1 Complicated diabetes mellitus (%) 2.7 32 0.166 26 34 0015
bc“c\' \2- Neoplasm (%) 25 3.2 0.057 16 47 <0.001
aﬂd Stroke (%) 02 04 0.050 02 04 0023
Arthroplasty (%) 354 35.7 0.787 363 344 0058
Discharge to nursing homes (%) 47.1 524 <0001 453 474 0.003
Length of stay (days) [mean (SD*)] 11.6(SD7.1) 10.7 (SD 6.4) <0.001 NAP NAP
Antiosteoporotic treatment (%) 7.1 46 <0001 77 38 <0.001
In-hospital mortality (%) 41 3.9 0532 NA® NA®
12-month mortality (%) 233 25 0.377 NA® NAP
1M Generalitat 24-month mortality (%) 33.1 31.6 0.127 NA® NA
¥/ de Catalunya *SD standard deviation

®NA not applicable



Por una Medicina Interna
de Alto Valor

Jordi Varels
Antonio Zapatero

Volver a los origenes ... Salir de la crisis...

M levi | Eurgpesn Journad of Imternal Medicine o (2017) o2 B
BMJ 2012344 2652 doi: 10.1 136bm) e652 (Published 13 February 2012) Page 10t 4 Ricarco Gmez-Huelgas

. - Ana M aseste
| Biomedical knowledge per T

| increment v
Renaissance of hospital generalists Osler
Hospital medicine in the US and acute medicine in the UK are the fastest growing specialties in
their countries. Robert M Wachter and Derek Bell examine the factors behind their rise and how
the differing national healthcare systems have influenced their structure
1850 1875 1900 1925 1950 1975 2000 2025

Reflections in Internal Medicine

Generalism in modern subspecializing medicine

Marcel Levi*

Unversaty Col e London Mospitals, Lomdom, Unsted Kangdom
Department of Vescuber Medicne, Acodemic Medical Center Unversity of Amsterdom Amderdam, The Netherlands

Is it time for a new kind of hospital physician? @ Societat Catalanobalear de Medicina Interna

The changing demography requires current models of inpatient care to evolve

R M Temple acute care fellow, V Kirthi clinical fellow to the president, L J Patterson dinical vice SOCIETAT CATALANA DE

president ””l GERIATRIA I GERONTOLOGIA

Royal College of Physcians, London NW1 4LE, UK

AN Generalitat
MY, de Catalunya 99



The Future of Geriatrics

Solomon Papper, MD,* William E. Reefe, MD

... de Internistas y Geriatras R

SPECIAL ARTICLI CONTROVERSIES IN GERIATRICS

AND GERONTOLOGY

Mainstream or Extinction: Can Defining Who We Are Save
Geriatrics? Geriatricians: The Super Specialists

Mary Tinetti Jobn E. Morley, MB, BCh

Geriatric medicine and geriatricians in the UK. How they
relate to acute and general internal medicine and what
the future might hold?

EDITORIAL
La geriatria ante el reto de construir un nuevo relato de futuro

Geriatrics and the challenge of facing our future

Authors: David Oliver” and Eileen Burns®

Miquel Angel Mas** y Jordi Amblas-Novellas®<

Caring for Older Americans: The Future of Geriatric Medicine @ Societat Catalanobalear de Medicina Interna

American Genatrics Society Core Writing Group of the Task Force on the Future of Genatric Medicine et SOCIETAT CATALANA DE
jas R 2 H”” GERIATRIA I GERONTOLOGIA

AN Generalitat
MY, de Catalunya 100



Necesario reflexionar que profesionales necesitamos de futuro

Favorecer el desarrollo del rol del médico generalista como garantes de una atenciéon médica con visién global

*mw

A Generalitat
MY, de Catalunya

\

\ ’
N V:
S /
\\ 1 //
~._ Familia _-
Geriatria Medicina
Interna

Atencion
Primaria

/

Propuesta extensiva
a Enfermeria
geriatrica, familiary
comunitariay

"hospitalaria”
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Recursos per regions sanitaries: 97 centres IMLEE 21(1)
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54% de las camas de media y larga

Ambito sociosanitario en Cataluifia estancia de toda Espafia
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Resto 7 - Que ha de ser la atencidon intermedia

Alternatives “that bridge”... (Carpenter 2002)

A. P. social i sanitaria A. Intermédia H. aguts

e

** Promover la recuperacion mas rapida de la enfermedad en el mayor

¢ Prevenir ingresos hospitalarios de agudos innecesarios y estancias
inadecuadas

+¢ Evitar la institucionalizacién

** Promover la autonomia y el retorno a domicilio

¢ Ingresos limitados en el tiempo

Un puente entre Atencion Primaria y el Hospital de agudos

Carpenter I. Clinical and research challenges of intermediate care. Age and Ageing 2002;31:97-100
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Reto 7 — Mejorar el soporte dado por la Atencion Intermedia

CONVALECENCIA (-3.5% ESTANCIAS CONTRATADAS) Larga estancia (-21.6% ESTANCIAS CONTRATADAS)

120,28% episodis

Pla director sociosanitari

Estratégies 2017-2019
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Reto 8 - ¢Qué profesionales de futuro queremos?
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¢Qué hemos formado?

Metges
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Gréfico 12. Porcentaje de eleccion de especialidad preferida, segun especialidad
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Fragilidad

<>

» | Fragilidad
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Lancet 2013; 381: 752-62

Published Online

February 8, 2013
http://dx.doi.org/10.1016/
$0140-6736(12)62167-9

See Online for a vidac interview
with Andrew Clegg

Frailty in elderly people
Andrew Clegg, John Young, Steve lliffe, Marcel Olde Rikkert, Kenneth Rockwood

Frailty is the most problematic expression of population ageing. It is a state of vulnerability to poor resolution of

homoeostasis after a stressor event and is a consequence of cumulative decline in many physiological systems during

a lifetime. This cumulative decline depletes homoeostatic reserves until minor stressor events trigger disproportionate

changes in health status. In landmark studies, investigators have developed valid models of frailty and these models
have allowed epidemiological investigations that show the association between frailty and adverse health outcomes.
We need to develop more efficient methods to detect frailty and measure its severity in routine clinical practice,
especially methods that are useful for primary care. Such progress would greatly inform the appropriate selection of
elderly people for invasive procedures or drug treatments and would be the basis for a shift in the care of frail elderly
people towards more appropriate goal-directed care.

Introduction small insult (eg, a new drug, minor infection, or minor
Population ageing is accelerating rapidly worldwide, surgery) results in astriking and disproportionate change
from 461 million people older than 65 years in 2004 to in health state—ie, from independent to dependent,
an estimated 2 billion people by 2050, which has mobile to immobile, postural stability to proneness to
profound implications for the planning and delivery of falling, or lucid to delirious. The dependency oscillations
health and social care. The most problematic expression seen in frail elderly people have been referred to as

Af nanulatinn amaine ie tha slinical canditian AF feailie vnctahla dicahilite in viaw af tha Aftan natahla chanaac in
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lidad y funcionalidad

systematic Literature Review.
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= A, Trayectoria optima: la capacidad intrinseca permanece alta hasta el
final de la vida.
B. Trayectoria interrumpida: un acontecimiento provoca disminucion de
w== |3 capacidad, sequida de cierta recuperacion.
(. Trayectoria con deterioro: la capacidad disminuye de forma constante
hasta la muerte. Las lineas discontinuas representan trayectorias
alternativas.
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Fragilidad y objetivos terapéuticos

Periodo Capacidad alta y estable Deterioro de la capacidad
Riesgosy Conductas de riesgo, enfermedades no Deterioro de la movilidad, sarcopenia,
desafios transmisibles de reciente aparicion salud delicada, deterioro cognitivo o

demencia, deterioro sensorial

Pérdida considerable de capacidad

Dificultad para realizar tareas basicas, dolor
y sufrimiento causado por enfermedades
cronicas avanzadas

Compensar la pérdida
de capacidad

Objetivos
Fomentar y mantener la capacidad y resistencia
Invertir, detener o moderar la pérdida de capacidad
Respuestas Reducir los factores de riesgo y fomentar Implementar programas

los habitos saludables multidimensional en los entornos de
atencion primaria de la salud

Deteccion temprana y tratamiento de las Tratar las causas fundamentales del
enfermedades cronicas deterioro de la capacidad

Fomentar la resiliencia con conductas Mantener la masa muscular y la densidad
que mejoran la capacidad mediante el osea con ejercicio y buena nutricion

fortalecimiento de las habilidades personales
y la creacion de relaciones

Intervenciones para recuperar y mantener
la capacidad intrinseca

Atencion y apoyo para compensar las pérdidas
en la capacidad y garantizar la dignidad

Acceso rapido a atencion de cuadros agudos

Cuidados paliativos y al final de la vida
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Fragilidad segun Fenotipo de Fried

Journal of Geroniology: MEDICAL SCIENCES

2001, Vol. 56A, No, 3. M146-M156

Copyright 2001 by The Gerontological Society of America

1. Pérdida de peso

Pérdida de peso no intencionada en el Gltimo afio mayor de 10 libras (4,5 kg) o
mayor del 5% del peso previo en el ultimo afo.

Frailty in Older Adults: Evidence for a Phenotype

2. Baja energia y resistencia

Linda P. Fried,' Catherine M. Tangen,? Jeremy Walston,! Anne B. Newman,* Calvin Hirsch,*
John Gottdiener,’ Teresa Seeman,® Russell Tracy,” Willem J. Kop,® Gregory Burke,’
and Mary Ann McBurnie? for the Cardiovascular Health Study

Respuesta afirmativa a cualquiera de la dos preguntas de la escala de depresion
CES-D: “;Sentia que todo lo que hacia suponia un esfuerzo en la Gltima semana?”
0 “;Sentia que no podia ponerse en marcha la ultima semana?”.

Collaborative Research Group

Se considera criterio de fragilidad si a una de ellas se responde: “moderada
cantidad de tiempo (3-4 dias) o la mayor parte del tiempo”.

3. Bajo nivel de actividad fisica

Kilocalorias gastadas por semana usando el Minnesota Leisure Time Activity
P amam— Questionnaire (MLTAQ), estratificado por género.
8% . Se considera fragilidad cuando se encuentra en el quintil inferior:
- S Hombres < 383 kcal/semana
. Muijeres < 270 kcal/semana
60% .
o i al o e Comuorbidity 4. Velocidad de la marcha
Drisability: =1 ADL n=
(=67} == tr =2131) Tiempo que se tarda en andar 15 pasos (4,6 m), estratificado por altura y género.
ol Se considera criterio de fragilidad cuando los sujetos estan en el quintil inferior:
~ NoFralty 2469 20 Hombres: altura < 173 cm > 7 segundos/altura > 173 cm > 6 segundos
 Intemediate 2480 M )
o0 v il 368 1% 46,295 Mujeres: altura < 159 cm > 7 segundos/altura > 159 cm > 6 segundos
(=170
5. Fuerza prensora
26.6% - TR—
0% =TT e \ [ =98} Medida en kilogramos y estratificada por género e indice de masa corporal.
0 % 4 1 9% Frailty / Se considera criterio de fragilidad cuando los sujetos estan en el quintil inferior:
IMC< 24 <29 IMC <23 <17
IMC 24,1-26 <30 IMC 23,1-26 <il7:3
Se considera fragiles a los sujetos que cumplen tres o mas criterios, prefragiles a IMC 26.1-28 <30 IMC 26,1-29 <18
los que cumplen uno o dos y no fragiles o robustos a los que no cumplen ninguno. IMC > 28 <32 IMC > 29 = 0]




Fragilidad versiéon acumulo de déficits — Kenneth Rockwood

Clinical Frailty Scale*

| Very Fit — People who are robust, active, energetic
and motivated. These people commonly exercise
regularly. They are among the fittest for their age.

2 Well - People who have no active disease
symptoms but are less fit than category |. Often, they
exercise or are very active occasionally, e.g. seasonally.

o T e e - @

3 Managing Well — People whose medical problems
are well controlled, but are not regularly active
beyond routine walking.

4 Vulnerable —\While not dependent on others for
daily help, often symptoms limit activities. A common
complaint is being “slowed up”, and/or being tired
during the day.

5 Mildly Frail — These people often have more
evident slowing, and need help in high order IADLs
(finances, transportation, heavy housework, medica-
tions). Typically, mild frailty progressively impairs
shopping and walking outside alone, meal preparation
and housework.

6 Moderately Frail — People need help with all
outside activities and with keeping house. Inside, they
often have problems with stairs and need help with
bathing and might need minimal assistance (cuing,
standby) with dressing.

7 Severely Frail - Completely dependent for
personal care, from whatever cause (physical or
cognitive). Even so, they seem stable and not at
high risk of dying (within ~ 6 months).

8 Very Severely Frail - Completely dependent,
approaching the end of life. Typically, they could

| not recover even from a minor illness.

9.Terminally lll - Approaching the end of life. This
category applies to people with a life expectancy
<6 months, who are not otherwise evidently frail.

Scoring frailty in people with dementia

The degree of frailty corresponds to the degree of dementia.
Common symptoms in mild dementia include forgetting the
details of a recent event, though still remembering the event itself,
repeating the same question/story and social withdrawal.

In moderate dementia, recent memory is very impaired, even
though they seemingly can remember their past life events well.
They can do personal care with prompting.

In severe dementia, they cannot do personal care without help.

* |. Canadian Study on Health & Aging, Revised 2008.
2. K. Rockwood et al.A global clinical measure of fitness and
frailty in elderly people. CMA| 2005;173:489-495.

© 2007-2009.Version 1.2. All rights reserved. Geriatric Medicine
Research, Dalhousie University, Halifax, Canada. Permission granted

DALHOUSIE
UNIVERSITY

to copy for research and educational purposes only. Inspiring Minds

A global clinical measure of fitness and frailty
in elderly people

Kenneth Rockwood, Xiaowei Song, Chris MacKnight, Howard Bergman, David B. Hogan,
lan McDowell, Arnold Mitnitski

CMAJ 2005;173(5):489-95
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Fragilidad Implicaciones

Implicacion prondstica de la fragilidad y los sintomas " "
depresivos en una poblacion ambulatoria con insuficiencia Famlly PraCtlce
an intemational journal

cardiaca

Josep Lupén, Beatriz Gonzalez, Sebastian Santaeugenia, Salvador Altimir, Agustin Urrutia, Dolores

Mas, Crisanto Diez, Teresa Pascual, Lucia Cano y Vicente Valle

Supervivencia acumulada

0,8+

Log rank test, p < 0,001
== Pacientes con fragilidad

Pacientes sin fragilidad

| I I ] | 1
50 100 150 200 250 300 350 400
Seguimiento (dias)

Effectiveness of a geriatric intervention in primary
care: a randomized clinical trial
Rosa Monteserin*, Carlos Brotons?, Irene Moral?, Salvador Altimir®,

Antonio San José" 9, Sebastian Santaeugenia®, Jaume Sellarés® and
Jaume Padros®

Rev Esp Cardiol. 2008;61(8):835-42

Family Practice 2010; 27:239-245

“La intervencion especifica geriatrica a nivel de
atencion primaria en pacientes mayores de 74 afos
de edad fragiles se asocia a disminucion de
morbimortalidad (14% a los 12%), y revierte a

pacientes a su estado de no fragilidad (14%)”




Necesidad de Consenso!

JAMDA 14 (2013) 392397

TAVIDA

JAMDA

| journal homepage: www.jamda.com

Special Article
Frailty Consensus: A Call to Action

John E. Morley MB, BCh**, Bruno Vellas MD "¢, G. Abellan van Kan MD ®¢, Stefan D. Anker MD, PhD ¢,
Juergen M. Bauer MD, PhD', Roberto Bernabei MD #, Matteo Cesari MD, PhD "¢, W.C. Chumlea PhD ",
Wolfram Doehner MD, PhD !, Jonathan Evans MD’, Linda P. Fried MD, MPH ¥, Jack M. Guralnik MD, PhD,
Paul R. Katz MD, CMD ™, Theodore K. Malmstrom PhD*", Roger J. McCarter PhD°,

Luis M. Gutierrez Robledo MD, PhDP, Ken Rockwood MD 9, Stephan von Haehling MD, PhD",
Maurits F. Vandewoude MD, PhD?*, Jeremy Walston MD*



Un principio.... 25 anos después
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Searching for an Operational Definition of Frailty:

A Delphi Method Based Consensus Statement. The Frailty
Operative Definition-Consensus Conference Project
Leocadio Rodriguez-Maiias,! Catherine Féart,>* Giovanni Mann,* Jose Viia,® Somnath Chatterji,®
Wojtek Chodzko-Zajko,” Magali Gonzalez-Colago Harmand,' Howard Bergman,® Laure Carcaillon,'?

Caroline Nicholson,* Angelo Scuteri,'” Alan Sinclair,'' Martha Pelaez,'? Tischa Van der Cammen,?
Frangois Beland,'* Jerome Bickenbach,'S Paul Delamarche,'® Luigi Ferrucci,'” Linda P. Fried, '

Luis Miguel Gutiérrez-Robledo,'? Kenneth Rockwood,? Fernando Rodriguez Artalejo,?! Gaetano Serviddio,

and Enrique Vega®*; on behalf of the FOD-CC group (Appendix 1)

CONCLUSIONS

Additional experimental work i1s needed to identify the
specific combination of clinical and laboratory biomarkers
that can be used for the diagnosis of frailty. Such studies
may well enable us to move beyond a theoretical definition
of frailty to a robust consensual operational definition that
can be employed in a variety of settings.

La fragilidad es un sd. de disminucién de reserva funcional
y resistencia a estresores, que provoca vulnerabilidad.
Identifica sujetos en riesgo de deterioro funcional y otros
eventos deterioro de salud.

Es multidimensional, dindmica y no lineal.

Es diferente de discapacidad y comorbilidad, aunque las
enfermedades modulan su aparicion.

El diagndstico es util en Atencidn Primaria y Especializada.
La velocidad de la marcha, movilidad y actividad fisica
pueden ser Utiles para el diagndstico, al igual que la
valoracion del estado mental y nutricional.

Puede ser reversible. La actividad fisica es un tratamiento.



Fragilidad algunas consideraciones ...
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Fragilidad inicial — Prevencion de discapacidad
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Fragilidad inicial — Prevencion de discapacidad
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Fragilidad inicial — Prevencidén de discapacidad — que evidencia?

JAMDA

journal homepage: www.jamda.com

Original Study

A Multicomponent Exercise Intervention that Reverses Frailty and
Improves Cognition, Emotion, and Social Networking in the

Community-Dwelling Frail Elderly: A Randomized Clinical T=~
Francisco José Tarazona-Santabalbina MD, PhD ", Mari Carmen =~
Pilar Pérez-Ros PhD", Francisco Miguel Martinez-Arnan-»"

Konstantina Tsaparas PhD“, Andrea Salvador-Pas=
Leocadio Rodriguez-Maiias MD, PhD®, Jos®

-

Promoting :
and social ce
inequalities ir
disadvantagec
randomised coi
Sergi Blancafo

Laura Coll-Planas’ orta Roque™”

and Rosa Montese

23

Cameran et al. BMC Medicine 2013, 11:65
https//www biomedcentral com/1741-7015/11/65

GI\:I?Z Medicine

Open Access

RESEARCH ARTICLE

A multifactorial interdisciplinary intervention
reduces frailty in older people: randomized trial

lan D Carneron'”, Nicola Fairhall'?, Colleen Langron’, Keri Lockwood', Noeline Monaghan', Christina Aggar®,
Catherine Sherrington?, Stephen R Lord” and Susan £ Kurrle?

Journals of Gerontology: Medical Sciences
cite as: J Gerontol A Biol Sci Med Sci, 2018, Vol. 73, Ne. 12, 16681674

Té E RO NTO L(\r‘q‘CA L doi: 10,1096 gerona/ghcs

Advance Access publication January 10, 2018
" OXFORD
SOCIETY OF 2
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ased Multifactorial Intervention
re Function in Frail, Elderly
Sontrolled Trial

, MD, PhD,34*
0,557 Maria Lluisa Fabra, Physio,’
‘nna Ramirez, RN," Nuria Marti, RN,’
“rs Martinez, RN,' Maria Giné, PhD,?
_.<na Perez, RN," Maria Assumpta Fabregat, RN,

THE AMERICAN

JOURNAL of
MEDICINE »

CrossMark

Nutritional, Physical, Cognitive, and Combination
Interventions and Frailty Reversal Among Older
Adults: A Randomized Controlled Trial

Tze Pin Ng, MD,” Liang Feng, PhD,” Ma Shwe Zin Nyunt, PhD,” Lei Feng, PhD,” Mathew Niti, PhD,” Boon Yeow Tan, MMED,"
Gribson Chan, MSc, Sue Anne Khoo, MPsych(Clin),” Sue Mei Chan, MHIthSc (Mgmt),” Philip Yap, MRCP,"

Keng Bee Yap, FRCP(Edin)®
Cerontoloey Resegrgh I I

of Pochologiogl Medicine, Nagonal Universies of S Singaoere: "Perf

Contents lists available at ScienceDirect

European Journal of Internal Medicine

journal homepage: www.alsevier.com/locata/ejim

Original Article

Integrated primary and geriatric care for frail older adults in the community: M)

P

Implementation of a complex intervention into real life =

Marco Inzitari®"*, Laura Ménica Pérez®, M. Belén Enfedaque®, Luis Soto®, Francisco Diaz"",
Neus Gual™”, Elisabeth Martin®, Francesc Orfila™*, Paola Mulero', Rafael Ruiz®, Matteo Cesari®"
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Fragilidad inicial — Prevencion de discapacidad
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De la MBE a la medicina basada en aportar valor

Annals of Internal Medicine
Caring for Patients With Multiple Chronic Conditions

Mary E. Tinetti, MD; Ariel R. Green, MD, MPH; Jennifer Ouellet, MD; Michael W. Rich, MD; and Cynthia Boyd, MD, MPH

» We care for patients, not diseases.

s We must be willing to work collaboratively with patients and other clinicians when perspectives differ,
remembering that there is no 1 best answer for patients with multimorbidity.

s Aligning care with patients' priorities, even if this means not following guideline recommendations, is the
core of patient-centered care for persons with multimorbidity.

s It requires that clinicians be proficient in deprescribing and decision making based on patient priorities,

essential skills in caring for the growing population of adults (and particularly older adults) with multiple

chronic conditions.

124



Enfrentarse a los estereotipos y el edadismo

4. Estereotipos

Modificaciones asociados a
de IOS estereotlpos. laS personas

Estudios recientes sobre el envejecimiento humano muestran,
insistentemente, la existencia de problemas en la estructura, organizacién y

relaciones entre distintas generaciones, entre los medios de comunicacion y I I I ayore S ™
entre la sociedad en general, lo cual estd afectando, de forma significativa, a

la formacién de actitudes respecto a dicho grupo de edad.

Los avances en la mejora de vida de los mayores, son percibidos, a veces,
de forma errdnea sobre todo los estereotipos compartidos por adolescentes
y jovenes, dado que, la imagen de los mayores aparece, para éstos,

como una imagen restrictiva, autoritaria y censora de sus actitudes y
costumbres. Tales imdgenes parten, o se basan, en falsas creencias sobre
¢l envejecimiento. Pero estas creencias podrian modificarse, a pesar de las
dificultades que ello comporta, si los individuos recibieran la informacién
adecuada, principalmente en los periodos fundamentales de formacién.

Lo que pedimos

A las Personas Mayores:

...participacién intergeneracional y proactiva en acciones de mejora

social: que las Personas Mayores salgan de sus circulos generacionales,
permitiendo el enriquecimiento mutuo y de la sociedad entera. Debemos ser
participativos como ciudadanos y ciudadanas de pleno derecho. La vida nos
ensefia que las personas asumimos con mds ganas y entusiasmo aquello que
d bri nosotros 4Qué nos preocupa? ;Qué sentimos? [ Qué
problemas tenemos? /Qué soluciones queremos?

A la Sociedad:

...imagen del colectivo de Personas Mayores en los medios de comunicacién:
que las ideas, mensajes, manifiestos y demis proclamas que se difundan a
la opinién publica sobre el envejecimi de la poblacién, sean compatibles
con el desarrollo de politicas reales de progreso. Contribuir en la blisqueda
de una identidad alejada de los estereotipos que existen sobre el colectivo
de Personas Mayores. El maltrato, negligencia o trato inadecuado, es un
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A tratar a los mayores con conocimiento ...

(r Kenneth Rockwood
@Krockdoc

"GCA ...only as good as the plan that
the assessment generates.” That's
what's least obvious to non-
geriatricians about our trade. | hold that
the management of frailty is our burden
and our glory. We can glory in a great
care plan; burden includes a CGA
reduced to endless forms.

...ya que, no por ver muchos, se sabe de Geriatria
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Y sobretodo... innovar si, pero.... De forma integrada

The three paradoxes of patient flow: an @
Kreindler BMC Health Services Research (2017) 17:481

explanatory case StUdy DOI 10.1186/512913-017-2416-8

1. Many Small Successes and One Big Fail: les iniciatives milloren parts
del sistema pero no aconsegueixen resoldre les restriccions del
sistema subjacents

2. Your innovation My Agravation: la innovacio local xoca amb la
integracio regional

3. Your Order Is My Chaos: Millores en I'organitzacié de serveis per als

meus pacients, creen obstacles per als teus pacients.

Table 1 Interview Guide

1. Could you start by telling me about your role and your involvement

in improving flow?

- Probe: How long have you been in this role? (Ask about past roles in
the organization if applicable.)

2. Please describe [XYZ project, as applicable] and your role in it.

- How did you choose this particular initiative? (What problem were
you trying to solve? Where did you get the idea? Who was involved
in the decision?)

« Can you walk me through the process of implementing the project?
« What worked well? What didn't work well?

- Did you encounter major barriers to implementing the project? If so,
what were they? What caused them? How did you address them?

« What were the project’s outcomes? Why do you think this occurred?

« Have you tried to spread the project beyond [area]? How has that
gone?

. Now looking at the regional level: overall, how do you feel efforts to

improve patient flow are going?

« Probes: What has worked well? What hasn't? Why? (Ask for
examples.)

« What do you think are the most important things the Region should
do to improve flow? (What would that look like? What would it
take?)

« How important do you think it is for all the hospitals to have similar
processes or similar initiatives for improving flow?

+ What do you think should be the role of (programs, sites) in

improving flow? Why?

4. Is there anything else we should know?

5. Is there anyone else we should talk to?




Correo: santaeugenia@gmail.com

Twitter: SJSantaeugenia

Muchas gracias
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