T @)t £§}
‘pL\H &) i ;@m st g«fx
KUl CURSO ALMA PARA DOCENTES umumsnnmos DE GERmTRIA
“LA PERSONA MAYOR CON CONDICIONES CRONICAS MULTIPLES”
LA HABANA, CUBA.

Del 26 al 29 Ocrubre de 2017

Programa académico

La persona mayor con varias enfermedades cronicas
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A) ¢Es muy frecuente la coexistencia de
enfermedades cronicas en las personas
mayores?

B) Relacion enfermedad y pronodstico: ces
la enfermedad cronica el principal factor
de riesgo?

C) Otras opciones



Demographic change

Ageing
society

EUROPE: 1950

Proportion: Elderly (Age 60+)
Yeas: 1950
TiI2.1% M43 FIT 2%

0% 0% 0%

o% 0% 0% 39
Proportion: Working-age Population (Age 20-59)

o% 0% 20% 30%
Proportion: Children (Age 0-19)

o 0% 20% 0%

0% 0% 3%

Year 1
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— challenges to society & economy

Health
workforce
shortage

Chronic
conditions

Financial

unsustainability

Health
inequalities




DEMOGRAPHIC TRANSITION
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EPIDEMIOLOGIC TRANSITION
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Diabetes in Older People — high
levels of co-morbidity
comparable to other key
chronic conditions

Patients with this condition

Coronary heart disease (most affluent)
Coronary heart disease (most deprived)
Diabetes (most affluent)

Daibetes (most deprived)

COPD (most affluent)

COPD (most deprived)

Cancer (most affluent)

Cancer (most deprived)
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Figure 4: Selected comorbidities in people with four common, important disorders in the most affluent and

most deprived deciles
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MUJERES HOMBRES

50/0 20
20) — 10%
< 18] — 25%
2 16 — 50% 16
; 14 NORMAL 14
2 12 12
>
= 10 10
Al 8
o
; 6 6
= 4 4
p. p.
0 - . . 0 T .
65 70 75 80 85 65 70 75 80 85

Edad al diagnostico
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DM and Mortality

Females

- Males
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Bertoni AG. Diabetes Care 2002;25:471-475



Contribution of frailty markers by age group

EPESE - Boston

100.0%
mAge and sex mChronic disease  ® Frailty markers
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o
20.0%
0.0% ;
65-69 70-74 75-79 80an
over
Frailty markers 4.3% 5.1% 5.3% 8.8%
Chronic disease 11.4% 6.4% 5.2% 0.7%
Age and sex 56.2% 57.1% 56.4% 67.4%

* Frailty contribution increases from 4.3% to 8.8%
* Chronic disease contribution decreases from 11.4% to 0.7%




Hypertension paradox

5-Year Mortality by Level of SBP or DBP at Entry, in 2 Population-
Based Studies of those aged 85 and Older

Percent Alive Percent Alive
Systolic at 5 Years Disstolic at 5 Years
BP Leiden Tampere BP Leiden Tampere
90120 15 5 50-69 12 (*)
=120-140 25 14 60-69 26 8
=140-160 39 29 70-79 31 19
= 160-180 36 40 80-89 34 31
= 180-200 31 39 9099 35 39
=200 41 44 100-109 () 35
=110 41 46

Notes: # In the Tempere study (7 = 561), the lowest category of diastolic
blood pressure was <<70 (4).
*## In the Leiden study (n — 833). the highest category of diastolic blood

pressure was =100 (35).
Goodwin, J of Gerontol 2003



Rethinking the Assoclation of High Blood Pressure with
Mortality In Elderly Adults: The Impact of Frallty Arch Intern Med 2012 August 13

Michelle C. Odden, PhD'~, Carmen A_ Peralta, MD, MAS®", Mary N. Haan, DrPH*, and
Kenneth E. Covinaky, MD, MPH23

; 172(15): 1162-1168.
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Figure 2.

Sensitivity analyses of the association of elevated systolic BP (>140 mmHg) and mortality,
stratified by walking speed, in NHANES participants aged 65 and older (1999-2002)
followed until December 31, 2006.




Survival rate

Disability, more than multimorbidity,
predicts mortality in advanced age
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Multimorbidity, disability, and mortality
in community-dwelling older adults

SURVIVAL
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fragilidad, pero no la enfermedad, explica el exceso de riesgo de mue

capacidad en poblacion anciana con DM (Estudio Toledo de Envj. Saludz:

Model 1. Death with Charlson Model 3: Incident disability with Charlson
FTS Rockwood FS FTS Rockwood FS
Variable HR LL UL HR LL UL Variable OR LL uL OR LL UL
Age 1,068 | 1,022 | 1,116 1,075 | 1,037 1,114 Age 7,057 | 0,080 | 1,127 1,002 | 1,026 1,161
Charlson Index 1,000 | 0.894 | 1,138 0,987 [ 0,882 | 1,104 gﬁ’;r(lfomnai:g — = 23 g’gg? 1’22? 1’8 = 0’839 ?’235
Disability 1,292 | 0,748 | 2,231 1,095 | 0,653 1,839 Fralv ¥ 1’031 1’005 1,058 1’053 1’012 1’095
Frailty I.* 1,042 | 1,025 | 1,059 1,063 | 1,041 1,085 Frailty Il** 1’165 1’025 1’325 1’292 1,060 1,576
Frailty .* 1,229 | 1,134 | 1,333 1,356 | 1,222 1,503 , y _— ! ! ! J ! !
Frailty 1 1,511 [ 1,286 | 1,776 1,838 | 1,494 | 2,260 Frailty 1. 1,358 | 1,050 | 1,757 1,670 | 1123 | 2,482
Kaplan-Maler cisves far cnde stnvival by quastila of frality scale
FTS
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Castro M et al., JAMDA 2016
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Figure 1: Trends from 1990 to 2015, by GBD Level 1 cause. in global DALYs (A). crude DALY rates (B), and age-standardised DALY rates (C)
The difference in trends between (A) and (B) is caused by population growth and the difference between (B) and (C) is caused by changes in the percentage
distribution of the population by age. Shaded areas show 95% uncertainty intervals. DA LYs=disability-adjusted life-years.

GBD 2015; Lancet, 2017




Leading causes 1990

1 Lower respiratory Infection

2 Neonatal preterm birth

3 Diarhoeal diseases

4 Ischaermic heart disease

§ Cerebrovascular diseass

6 Neonatal encephalopathy

7 Malarla

8 Measles

9 Congenital anomalles

10 COPD

11 Road Injuries

12 Low back and neck pain

13 Tubercuiosis

14 lron-defidency anaemia

[ 16 sense organ aiseases

[ 15 Protein-enengy mainutrition |

[18 meningis

10 Depressive disorders

20 Sxin dlseases

21 Self-harmm

22 Other neonatal

23 Asthma

24 Diabetes

25 Neonatal sepsis

26 Tetanus

| 27 Lung @ncer

28 Fais

29 Migraine

30 Chronic kidney disease

M Intamasr Al ulalnes s

Ml L Y ]

Leading causes 2005 %change. %change % change, age- Leading causes 2015 %change.  %change % change, age-
number  all-age standardised number all-age  standardised
of DALYs DALYrate DALY rate of DALYs  DALYrate DALYrate
1990-2005 1990-2005 1990-2005 2005-15 2005-15  2005-15

1 ischaemic heart disease 263 27 122 1 tschaermic heart dlsease 110 18 142

2 Lower respiratory Infection || 372 [0 [325  }..._ 2 Cerebrovascular disease 01 -113 222

3 Cerebrovascular disease 216 [ 10 zo: }— 3 Lower respiratory Infection || -23-8 -6 31.0
**|_4 Neonatal preterm birth -37-9 [-49-4 (361 b 4 Low back and neck paln 186 49 21
5 HIV/AIDS 5848 4452 4468 e 5 Neonatal preterm birth 244 331 286

6 Diahoeal aiseases 73 |[4s0 393 |- 6 Diarrhoeal diseases 272 357 |[340

7 Malaria 207 || 24 | _mq_/ 7 Sense organ dlseases 252 99 | o6

(A 8 Low back and neck pein 345 9-4 -1-8 8 Neonatal encephalopatty | -14-6 -242 -192
’| 9 Neonatal encephalopathy 24 -20-4 03 - Q Road Injuries 65 -171 -7-6
10 Road Ingurles 1.8 20 79 /'{ouwviams 326 40-4 403
111 coro -11 -19-6 277 LN 11 Diabetes 290 146 16
12 Congenital anomates 131 283 134 /[ 1coe 01 115 221

13 Sense organ diseases 394 17 21 /{13 congenitat anomates 13 -04 55

14 Iron-deficlency anaemia 138 -10-0 -13 1 14 valaria -383 -45-0 431

15 Tubsrcutosts -15-0 305 -358 5 R 15 Depressive disorders 182 45 1.0

16 Diabetes 65-1 344 183 " 4 16 iron-defidency anaemia 33 -172 -113

17 Depressive disorders 3249 81 0-6 . 17 Skin diseases 123 -07 0-6

18 Skin diseases 27 02 12 {18 Tubercuiosis -190 -282 24

19 Seif-harm 14-8 -68 -10-9 19 Lung cancer 145 11 -113

20 Lung c@ancer 317 7-4 61 £ 20 Chronic kidney disease 196 48 -3-0

21 Neonatal sepsts 70 -12.9 105 ; { 21seif-ram 44 -154 -170
22 Chronic kigney disease 366 100 35 . 22 Other muscuioskeietal 199 60 08

/ { 23 Migraine 297 56 -03 »—  23Migraine 153 20 08
{ 24 Meningitis -39 383 268 {24 Neonatal sepsis 02 17 55

25 Other musculoskeletal 515 233 134 > 25 Asthma -26 -13-9 -16-9

26 Asthma -123 287 312 26 Falls 92 33 -87

, '[ 27 Protein-energy mainutnition |[ 361 480 362 77 Meningitss 106 214 78
[ 28 measies 651 718 646 28 Ariety disorders 148 15 10
. | 29 Drowning -38-0 -49-6 -42-8 29 Azheimer’s disezse 32-8 17-4 34
) [ 30Fais 60 -137 -154 30 interpersonal vioience =.9 -16-8 -161

e




e * Median Age- % Median Age
ng causes Leading causes change alkage standard Leading causes allage  standard-
1990 2005 % repn 2015 hange & Ised %
change change change change
|1 Lower respiratosy infections bl 1 Ischaermic heart disease 258 |[ 23 |[-126} 1 Ischaemic heart disease -10-2 || -25 [|-148 |
2 Neonatal preterm birth ions}, 7“-[ 2 Lower respiratory infections -37:3 ||-490 |[-375 }-. 2 Cerebrovasaular disease 09 |[-12.4 |[-230
3 Diarrhoeal diseases 4 3 Cerebrovascular disease 212 || 14 |[133 3 Lower respiratory infections 239 |[327 |[-311
4 Ischaemic heart disease y 4 HV/AIDS 5975 ||4673 |458'7 4 Neonatal preterm birth complications|| -25-9 || 345 || -29-8
5 Cerebrovascular disease 5 Neonatal preterm birth complications || -39-4 ||-50-7 " -37-4 - -29-2 ||-37-4 || -358
6 Neonatal encephalopathy 6 Diarrhoeal diseases -385 |[-s0.0 |[ 404 | -161 |[-25.8 || 205
7 Malaria ~ee—r{ 7 Malaria 211 |[ a5 |[ 191 }. -339 |[415 |[-414
8 Measles "I{ 8 Neonatal encephalopatty 35 |-n6 || 03 81 |[-187 |[-185
9 Congenital anomalies % 9 Road injuries 1o 97 || 78 -401 |[470 |[-447
10 Road injuries +<...[ {10 copp 46 |[-224 |[-301 30 |[-142 |[-250
11 Tuberculosis -..57"] {11 Congenital anomalies 176 |[330 |[-168 ] 23 |[-135 |[ 83
12 COPD %[ +{12 Tuberasloss 160 |[-217_|[-365 | 205 |[-297 |[-337
13 Drowning 4| 13 Self-harm 148 || 66 |[-108 }.. 143 11 |[-1s
14 Protein energy malnutrition 14 Lung cancer 315 || 70 || 62 44 ||-154 |[-71
15 Meningitis AY4 15 Neonatal sepsis 70 |[-30 || 105 254 || 109 | -2a
16 Self-harm 87 [16 Meningitis -252 |[-392 |[-277 | 02 |[-17 ][ 55
17 Other neonatal disorders AN {17 Meastes 651 ||-716 |[ 646 | 184 47 |[ -39
18 Neonatal sepsis “/] . [18 Diabetes 611 || 310 || 162 |/ -118 |[220 |[-189
19 Tetanus . /{19 Drowning -382 |[-497 |[-429 }! -1 |[-170 |[-162
20 Lung Gancer » | ./ "[20 Protein-enerqy malnutrition -385 |[-500 |[-387 46 |[ 75 |[-169
21 Interpersonal violence 4| /" [21 Chronic kidney disease 369 | 14 |[ 53 -160 |[-257 |[-205 |
22 Intestinal infectious diseases [/, /{22 Other neonatal disarders -254 |[-393 |[-230 22 Protein-energy mainutrition -22.9 |[-318 || 294
23 Stomach cancer 3./ {33 interpersonalviolence 163 || 54 |[ 51| B 264 (349 |[-324
24S1Ds | /TN, 24 Livercancer 327 jE"E -9 |[-177 || -273
25 Chronic kidney disease i A{25 Stomach cancer 32 |[-161 |[-265 305 || 155 |[ 51
26 Asthma " Y/ {26 Intestinal infectious diseases 168 |[323 |[-234 |, w1 36 |[ 89
27 Diabetes "/ |27 Hypertensive heart disease 76 |[-125 |[-242 }© 74| 38| -89
28 Liver cancer "3 / |28 Colorectal cancer 329 | 81 || 63 74 || 50 || 88 |
129 HIV/AIDS % / |29Fals 08 |[-181 |[-166 | w2l 37 |[ 75
30 Whooping cough %% [30 Akzheimer's disease 475 || 199 =37 30 Intestinal infectious diseases -16-1 ||-25-8 || -209
31 Hypertensive heart disease g 32 Asthma
32 Falls 33 Breast cancer .
40 Colorectal cancer “. 34STDs - M S O
44 Breast cancer \' 46 Whooping cough ] Non-communicable
45 Alzheimer's disease " 52 Tetanus [ Injuries

“igure 14: Leading 30 Level 3 causes of global YLLs for both sexes combined for 1990, 2005, and 2015, with percent change in number of YLLs, and all-age and age-standardised rates
“auses are connected by lines between time periods. For the time periods 1950 to 2005 and 2005 to 2015, three measures of change are shown: percent change in the number of YLLs, percent change
nthe all-age YLL rate, and percent change in the age-standardised YLL rate. Statistically significant changes are shown in bold. YLLs=years of life lost. COPD=chronic obstructive pulmonary disease.
3TDs=sexually transmitted diseases excluding HIV. An interactive version of this figure is available online at http:/ivizhub healthdata.org/gbd-compare.
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HALE

Functend had thloR (yer

L e pn sy spant with disabiiy (wars)
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“igwre & Co-evolution of HALE (A), functional health lost (life expectancy minus HALE; B}, and Iife expectancy spent with disability (bfe expectancy minus HALE, divided by HALE; C) with

D4 globally and for GBD reglons, 1990 to 2015

“oloured lines show giobal and region valives for each metric. Each point in 2 ine represents 1 year starting at 1990 and ending at 2015. In all regions, SDI has increased year on year 50 progress in SDH is
ssodated with kter years fora given regon. The black fnes indicate trajectonies for each geography expectad on the basis of SDI done. GED-Glcbal Burden of Disease. SDI-Soco-demographic Index.
AALE-heaithy e expectancy. DALYs- disabelity-adjusted life- years.
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A) En edades avanzadas, la
enfermedad cronica agrupada
(comorbilidad) es lo mas frecuente

B) La enfermedad, sola o en clusters,
es un mal marcador prondstico en

ancianos

C) Otras opciones
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Multimorbidity

As people age, they are more likely to experience
multimorbidity - that is, the presence of multi-
ple chronic conditions at the same time. Thiscan [
lead to interactions among conditions; between §
one condition and the treatment recommenda-

WORLD
REPORT
ON
AGEING
AND
HEALTH

B e e e e e e © e

ications prescribed for different conditions. As
a result, the impact of multimorbidity on func-
tioning, quality of life and risk of mortality may
be significantly greater than the sum of the indi-
vidual effects that might be expected from these

S B LR IR AY > n et [P R 0, SORING ¥ D= §-ce-qeeg. oo e

also associated with higher rates of health-care
utilization and higher costs (81).



C. Age-related Frailty

Disability
Clinical
Detection

! ! Risk

accumulation
and homeostatic
mechanisms

7 2 dysfunction

Entropic Forces

Studenski S. J Nutr Health Aging
2009;13:729-32



A 0S5,
Fried LP et al, 2009 B
"
w
S 0.3 4
S
E o
0 S — R— . e — g e —— o |
0 1 2 3 q >=8
Number of Systems at abnormal levels
B 350-
D 3 12
300 '-\_\. \\ ‘
N v F
\} 2
£ 250 N \
) 2 ¢
200 - X N
o) oS =
s N e E 3
St I NN o NNE
g 3 g /
. 0.0 ) ot /
/ fj_\_.\ E '”/ a
' ¢ 4 0
5.0 4 * H A / :
N N §.~-s
s g W s Cy? g
OR 28 30 41 48 1.0 26.0"
(95% C.I): (164.7) (1.5-58) (1.1-15.4) (1.1-21.1) {2.5-47.9) (3.7-183.3}
Odds ratio of pre-frailty ar
frailty (vs. nansfral) by
number of systems with
deficks {vs. 0 delicts)
Non-Frail Pre-Frail Frail
(0 crilena) (1-2 criteria) {23 criteria)

T p value<0.01
tvalue <0.05



Sedentary

i : lifestyle
Energy Chronic

P | *expendlture undernutrlhon

Insulin remsiance

Obesi
\ SARCOPENIA Vascular dysfunchon = ty
/ Inflammahon
‘vozqu

~ Low testosterone

A
l Physical — Sirgrr‘lgih | ’ ‘
performance
power AGING —_, CHRONIC
DISEASES
Cycle of frailty Cycle of inactivity

Angulo J, El Assar M, Rodriguez-Manas L. Mol Aspects Med, 2016
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From disease to function

DISEASE FUNCTION

1. Clinical manifestation

2. Pathophysiology

maQo >

3. Prognostic value

4. Efficiency marker

Clinical management
TOTALLY DIFFERENT
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Tratamiento médico e incremento de la longevidad

1) No podemos incrementar la longevidad

2)La enfermedad no es un buen marcador pronostico

3)La calidad de vida es el principal objetivo en poblaciones ancianas
4) Tenemos excelentes marcadores pronodsticos tanto de mortalidad

como de calidad de vida, entre los que destaca el status funcional .

ERGO
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“When the facts change, |

change my mind. What do you do,

SIr?”

Uotn Magnard Keytes
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Estrategia de cronicos de La Rioja
Clasificacion de pacientes por nivel de cronicidad
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Promedion y Prevencian
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Unidad de Pacientes
Pluripatolodgicos

Organizacion de profesionales
sanitarios que ofrece atencion
multidisciplinaria mediante un amplio
espectro de modalidades de asistencia
a pacientes con pluripatologia, y
cumple unos requisitos funcionales,
estructurales y organizativos que
garantizan las condiciones adecuadas
de calidad, seguridad y eficiencia para
realizar esta actividad.

Paciente Pluripatologico es aquél que
sufre enfermedades cronicas de dos o
mas de las siguientes categorias
clinicas

Categicia A:

o Insuficiencin curdiscu que en saapcsdn de estabillod clinica haya
estudo en prado 1 de In NYHASS

o Cardiopatin squémics, -

Categucia B: Q -

o Vasculitis y enfermedades autoinmunes Cfeatf

o  Enfermedad rennl crdmica defimida
(=14 meidl o hombres o 1.3 mg'dl en {AM
marteandas Jurante I meses

Categoria C!
Enfermedad respirntoria cronecu que en situacion de estabehdad cli
mica hayo estado con dispea grado 2 de ke MRCOY, o FEV 168,
0 Sa2 < WI's,

Categonia D

o Enferrnedad mflamaton: cromcs mbestinal

o Hepatopatin cronca con datas de ing
hiperiensidon portal 77,

Cotegoria E:

o Abuc corebeovascular,

¢  Enfermedad souroléges con Gt
gue uma fmatacion para las actividn e
(Indice de Barthel infenor a &),

o Enfermedsd neurotdgien con deterioro cognitiva permanente, ul
mencs moderado (PReller' ™ oon § & mads orrones)

Cinegoria F

o Arteriopatin perifénca smtomitica.

+ Diabees mellitas con retinopatia prolidecativa o nearopatia sinto.
mitica. - s -

Categonia G U anus

U R R R TV UTS - Anamia cronica 10 gr
subsklzaria de trutamiento curutive
dos de terminaciones separadas ma

DM reﬁnopatia
Ictus ACM agudo

o Neoplasia solica o hematobigicn sctiva no sufrshiarin Jde trasnen-
10 COM Inlensidn Curntive,

Cateporia H:

o Enfermedad asteanrticalir crdnicn (e provosue poe sl misma uni
fimatacidan para ks sotividodes basieas de o vada diara (Indice de
Rarthel mberior a &) (30




Evidencia de la eficacia y eficiencia de
las estrategias de crénicos
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Faemunr e waterncin rarermtable sn SSoudy b s ok oo it rades com o >
Porwer de mderciacncammabiesn | <o sl o ot s dtsm ades com Desarrollo e implementacion de la Estratey
etz oo querrider e wlects Cel Ze rocecer < . pepa w g - 3
. oy ez del Pais Vasco: lecciones aprendidas
reserder corariaczes e i oi e w0 " FMINI, M T, (WA L% e h TIROL
#a zou el b tecionad ¢ secional e erta 1wy honde s 3e0nw wtnde *m - A
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o bl cocdnde o mate o s e ke ¥ coarzocst angrar rechda ly az oy .mhw )
the oo edecezzonvha e ewhaz iy Gty e K Lk T wm e ol
ecuiankn, 3072 P 20200t £VIE 4 02 G5 2105 ol o ks PN Puntos clave
130 v 72 387/d e B 1e0d 292 o8 reNTy
vabuczrararazovmopes. Tr.CvHbel 2 Norw b barrce s coin? oy
En ol cviz du Woces oo Absee 2= o Crieks Dok QU DRI put o | conin e * En un contexto poco favorable en t&rminos econdmicos y

politicos, resulla clave elaborar planteamientos estralégicos
con una narrativa de transformacion ilusionante para los dis-

: on unanarmaiiva do ran
The End of the Disease Era -t i e e conies, sse oo 1o of de

sarrollo de un modelo de atencion integrada a los pacientss
con condiciones cronicas.
* La utilizacion &n la astrategia de marcos tedricos solidos,
’ ' * > comparativa internacional y evidencia robusta sobre [a aten-

Mary E. T nett, M D, Tern Fl’led, MD cién a pacientes crénicos fue relevante, pero no garantizé su
exita.

* La adopcidn de un enfoque de innovacion de #abajo arribas
propicic la emergencia de un gran namero de proyectos de
cambio, pero su escalabilidad fues frenada por barreras buro-
craticas.

® La vision de desarrolio de uns atsncion mas integrada fus
contemplada de forma muy diversa por los distintos grupos

g , da interés, siendo vista por algunos comao una oportunidad

Frioridazes ce salud ¥, por otros, como una amenaza.

intoraccién factores bioksmioos —no biclopices:

Cambinde petrdn erfermedad de aguds o cranics y Sbbﬁetfa‘téﬁ:‘e”zto
variabllidad interindvidual fal Tratamiento
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THE THIRD TRANSITION J \\lll\-

!

BREAKING THE CLINICAL INERTIA

CURAR CUIDAR

ENFERMEDAD FUNCION

SUPERVIVENCIA CALIDAD DE VIDA

HACER RELACION RIESGO/BENEFICIO (NO HACER)

LARGO PLAZO MARCO TEMPORAL ACORTADO (“LAG TIME")



OUR CHALLENGE

LONGEVITY
(AMOUNT OF LIFE)
Prevention HEALTH | Integrated
Risk manag. CHRONIC SYSTEMS Coordinated.
Empowerment | DISEASE + [ Continued
SOCIAL
SYSTEMS |
QUALITY OF LIFE
(FUNCTION) TO MAINTAIN
OUR APPROACH

v Management of chronic disease oriented to avoid frailty and preserve function
v' Management of frailty, as the phenotypic expression of disease in older adults

v' Management of frailty, as the main predictive factor of adverse outcomes

v' Promoting integrated, coordinated and continued care



Flg. 2.4 Apublichealth framework for Healthy Agefng: opportunities for public-health action
across the e course

() it o o s i

Dk wrg amain

Frevent chre ek condition

WORLD o eveare ary deteciee
REPORT

ON Leeg tarm cane:
AGEING

AND o parkipaten, “'wru:: :’:S:;I‘:‘:;;,

HEALTH

M. Interna Geriatria
OCTOBER, 2015 M. Familia M. Familia

Otros profesionales

Table 4.3, Conventlonal care versus older-person-centred and Integrated care

Ewvironments - -
Conventional care Older-person-centred and integrated care
Focuses on a health condition (or conditions) Focuses on people and their goals
Functional ability Goal is disease management or cure Goal is maximizing intrinsic capacity
Older person is regarded as a passive recipient of care Older person is an active participant in care planning and
Heoalth dharsctaristio self-management

'M'l.bln slodd aons . ey . P oy s .
e oo frous oy S Intrinsk capacity Ca‘rieI :;e fragmented across conditions, health workers, settings Ca;ern;emtegrated across conditions, health workers, settings
- Pryikiagal dnges sed Ak hows and life course and life course
- g‘mw ::’ s Links with health care and long-term care are limited or Links with health care and long-term care exist and are strong
s Bt e v non-existent

Ageing s considered to be a pathological state Ageing s considered to be a normal and valued part of the

L ] life course




| have been vaccinated against polio
and mumps. | have been vaccinated
against chicken pox, whooping cough
and measles. Then | fell down the
stairs.

Charlie Brown - Charles M. Schulz

BE AWARE ABOUT
THE TRUE FOCUS:

IT IS FUNCTION!!!

APPROPRIATE

REVERSIBILITY
I » FRAILTY
Candidate
Life-course Chronic markers
Determinants: . N
. : Disease eNutrition
Biological / -
(including ) ‘ ‘ ility
genetic) M > eActivity
. Decline in e Strength
Psychological hvsiolodi
Social, Societal physiologic eEndurance
Environment reserve *Cognition
eMood

> TIME

Adverse outcomes
eDisability
eMorbidity

A

v

eHospitalization
eInstitutionalization
eDeath




Frailty as a dynamic functional state

CARE Preventing Preventing Preventing Preventing Managing
FOCUSED frailty Disability Disabilty Dependency Dependency
ON Treating Treating Treating
Frailty Functional Disability
Decline
functional decline
| Functional Disability Dependency
Limitation
Definition S ‘ v J"
A v
——y : ;,:I-",f.: y ‘\' »
Interventions to | What What What What What
improve quality How How How How How
and outcomes -
and preventor | Where Where Where Where Where
delay further
functional ? ? ? ? ?
decline -




PRIMARY
COMMUNITY CARE

INTEGRATED
CARE

SOCIAL SERVICES

COORDINATION

N
OOORD\N'“\O

_ccu HOSPITAL CARE

GERIATRICS DEPARTMENT < > OTHER HOSPITAL-BASED
.ACU 4o -FRPAC| COORDINATION | ~DEPARTMENTS
: GDH% - FOU

- LT - 0C

COORDINATION CONTINUED
CARE

ACU: Acue Care Unit ; FRPAC: Functional Recovery Post-Acute Care; FOU: Falls and Orthogeriatric Unit;
GDH: Geriatric Day Hospital; LT: Liaision Team; OC: Outpatien Clinic; CCU: Community Care Unit
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Is it necessary to modulate the
prevention strategy
according to the level of frailty?

Yes

INTUITIVE

_ NOT EVIDENCE-BASED
How should it be modulated

Clinical Phenotypes
By severity

By comorbidity GREAT OPPORTUNITIES FOR RESEARCH

By setting
With which approaches

_ _ OBSERVATIONAL STUDIES
Improving diet RCTS

Physical exercise

Managing cardiovascular risk
Others




THANK YOU




