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Prescripcion de ejercicio en el paciente con
comorbilidad. Peculiaridades a tener en
cuenta en las enfermedades y sindromes
geriatricos mas frecuentes.
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* Prescripcion de ejercicio en ancianos con:
— Multimorbilidad
— Diabetes mellitus
— Fragilidad
— Deterioro cognitivo
— Declive funcional en hospitalizacion

* Ejemplo en atencion primaria
* Conclusiones



Consenso

e Resistencia: Moderada intensidad (40-60% de FC maxima) 150 minutos a la
semana, o Vigorosa intensidad (>60% de FC maxima) 75 minutos por semana.

Fuerza: 2 a 3 series de 8 a 12 repeticiones por ejercicio, por sesion.

Intensidad

e La mayoria de los estudios incluyen 3 sesiones a la semana, una hora por sesion
en promedio. Sesiones de ejercicio supervisadas.

JCEEEUEERS o Al menos durante 12 semanas.

duracion

e Fuerza, resistencia y equilibrio, o la combinacién de estos, el entrenamiento
multicomponente.

Tipo de e Puede ser individualizado o grupal, por ejemplo: terapia fisica, Thai Chi, otros.

ejercicio

AGS: Realizar Evaluacion Multifactorial de Riesgos = Intervencion Multi-componente

Sherrington C, et al. Br J Sports Med 2017;51:1749-1757.



Sujetos excluidos

 Enfermedad cardiovascular Diabetes mellitus
severa o inestable pobremente controlada

 Enfermedad pulmonar Hipotension ortostatica
aguda o severa sintomatica

* Disnea en reposoy de Fractura en el ultimo mes

minimos esfuerzos

Enfermedades terminales
* Tromboembolismo reciente
Casas-Herrero et al.

Effect of a multicomponent exercise programme (VIVIFRAIL) on functional capacity in frail community
elders with cognitive decline: study protocol for a randomized multicentre control trial. Trials. 2019;20:362.
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TABLE 3. Summary of the mle of physical activity (n the prevention, management, and treatment of chronl; dissase and disabiliny,

Disease Siate
Arthrifis

Gancer

Chronic obstructive
pulmanary disease

Ghranic renal
f2llura

Cognitive
impairmant

Congestive
heart fadure

Goronary aneny
disease

Depression

Pravanlive Role
Possible, via prevention
of obesity

Yis, AET In epidemiological
studies

Mo

Possible, via prevention of
diabates and hypertension

Yes, AET In epidemioiagical
sludes

Passible, via prevention of
cororary artery disease
and hyparension

Yoz

AET and RET nowr shown

to be profective

Yes, AET in ephdemioiogical
studies

Therapeutic Role
Yeg

Yes, for DOL, wasting.
ymphedema. psychological
functioning, breast
CANGEr Survival

Yes, for extrapulmanary
manifesiations

Yes, for emercise capacity, body
composition, sarcopenia,
cardiovascular status,
0OL. psychological function,
inflammation, et

Yag

Yas, lor exarcise capachy,
swndval, cardiowascular risk

profile, sympioms, Q0L
Yies

s

Effective
Exercisa Modality

AET

RET
Aquatic exemnise

AET

RET

AET
RET

AET
AET

AET
RET

AET
RET

Other Considerations

Low impact
Sufficent voluma o achisve healthy weight If obesa

RET may be moees tolerable in severe diseass;
combined effects complemeantary if feasible

Time exercise sessions to coincide with
branchodilator medication peak

Use oxygen during exercise as needead

Exercise reduces cardiovascular and metabodc
risk factors; improves depression

RET offsets myopathy of chronic renal
failura

Mechansm unknown
Supervision neaded for demantia
RET may be more lolerable if dysprea severely
limits AET activity
Cardiac cachexda targeted by RET
Complementary effects on exercise capacity and
metabalic profile from combined exercise modalities
Resistance may be more toderable if schemic threshold
I5 very low because of lower HR response to trining
Moderate- to high-intensity exercise more efficacious
than kow-imtensity mercise In major depression
Minor depression may respond to wider variety of
gxgrcise modaliies and intensiies



Effectiveness of a multimodal intervention in
functionally impaired older people with type 2
diabetes mellitus

Intervention (IG) Usual care (UCG) Total
n = 451 n=513 n =964

Male, n (%) 222 (49.2) 269 (52.4) 491 (50.9)
Age, mean (SD) [n] 78.4 (5.58) [451] 77.6(5.29) [513] 78.0 (5.44) [964]
Frail, n (%) 170 (33.1) 194 (43.0) 364 (37.8)
Glycated haemoglobin %, mean (SD) [n] 7.21 (1.23) [400] 7.33(1.18) [485] 7.28 (1.21) [885]
Co-morbidities, n (%)

Hypertension 385 (85.4) 453 (88.3) 838 (86.9)

Stroke/TIA 55(12.2) 77 (15.0) 132 (13.7)

Cancer 49 (10.9) 78 (15.2) 127 (13.2)

Hip fracture 16 (3.5) 20(3.9) 36 (3.7)

Osteoporosis 67 (14.9) 72 (14.0) 139 (14.4)

Parkinson’s disease 15 (3.3) 15(2.9) 30 (3.1)

Asthma/COPD 56 (12.4) 80 (15.6) 136 (14.1)

CHF 41 (9.1) 41 (8.0) 82 (8.5)

OA/RA 140 (31.0) 127 (24.8) 267 (27.7)

Result of analysis of the primary outcome (SPPB) and sensitivity analyses.

Baseline 1 year Adjusted” mean
Mean (95% Cl) Mean (95% ClI) difference {95% CI) P-value ICC
Primary analysis
Usual care (n = 381) 2.83 (B.58 to 9.09) B.71(8.41 to 9.01) 0.85 (044 to 1.26) < 10.001 0.06e6
Intervention (n = 233) 8.55(8.22108.87) 9.37(3.04 to 9.70)

ICC, interclass correlation coefficient.
*Adjusted for baseline SPFB, age, gender, frailty, co-morbidities, and clustering by site.

Rodriguez-Mafas et al. Journal of Cachexia, Sarcopenia and Muscle. 2019;10:721-733.



Diabetes y ejercicio a largo plazo

Estudio aleatorizado con
mejoria del desempeno
fisico (SPPB) hasta 11 anos
posteriores al programa
intensivo de ejercicio en
comparacion con grupo
control.

Fitted Mean Activity Change
(kcal/wk)

1200
1000
800 -
600 -

400 -

| | [ | I | | | ] [ | T

3 4 5 6 7 8 9 10 11 12
Years from Look AHEAD Enroliment

| Randomization Group = = = DSE == [L||

Houston D, Neiberg R, Miller M,Hill J, Jakicic JM, Johnson KC, Et Al . Physical Function Following a Long-Term
Lifestyle Intervention Among Middle Aged and Older Adults With Type 2 Diabetes: The Look AHEAD Study. Journals of
Gerontology: MEDICAL SCIENCES, 2018, Vol. 73, No. 11



Effect of a multifactorial, interdisciplinary
intervention on risk factors for falls and fall
rate in frail older people: a randomised

controlled trial

Moo s Faisall ', CATHERIME SHERRIMGTOM?, STEPHER R Lown®, Susan B KUrRLE", Cou Een LapicRom?,
KER Locewoon ', Noeune MoracHan!, CHRsTIMG Accar®, lam D, Cameron!

Intervencion multifactorial

12 meses

* No hubo diferencia
en la tasa de caidas

e Adherencia
25-49%

Age and Ageing 2014;43:616-622.

[ntervention Cowrateol

Characteristic

Age (years) 834 (5.81; 71997 83.2(5.91;71-101)
Gender, # males [4) 32 (33 39032
Lives alone, & (%) ol (MR 51 45
Number of frailty criteria present”, r (%4)
3 77 (64) 70 (65)
4 13 28 300 (25)
5 10 (B 12 (100

Health status

Mini-Mental Seale score” (03 Iy 26,6 (2,58; 1930
ale” (015) 476 G18.0-14)
TA4 (2.90; (-13)
696 (3.534; 0-23)

259 (3.14; 18300
506 (3.19: 1)
7.37 (2.58; -12)
6.85 (2.92; 0-14)

Creriatric
Medical condmons" {1-24)
Medicatons




SYSTEMATIC REVIEW Arch Phys Med Rehabil Vol 93, February 2012

Effect of Exercise on Physical Function, Daily Living Aclivities,
and Quality of Life in the Frail Older Adults: A Meta-Analysis

Chil-Hsuan Chou, BSc, Chueh-Lung Hwang, M5, Ying-Tai Wu, Phi)

Mean Difference

¥ B ) Fandoi

™™ 11.8

Binder 2002

A5 B8.40 [5.189, 13.61]

¥ 86
Hauer 2003 947 48 22 942 A8 20 306% 0.50 [-3.77, 4.77)
Sato 2007 ™ 257 1.8 22 198 33 B 38.5% 5.90 [3.48, 8.32)
Total (95% CI) 110 77 100.0% 5.33 [1.01, 9.564]

Heterogensity: Tauw* = 1108, Chi* =867, df =2 (P=0.01);, PF=T77%
Test for overall effect: & = 2.42 (P = 0.02)

Exercise group
=1 ¥

B Velocidad de marcha
Control group

Mean Difference
) d. 95% Ci

At = 2 DgrouR | iL"ET 1R '

Mean Differance

-20 -10 ] 10 20
Favours contrgl Favours exercise

Mean Difference

Hauar 200 071 0.18 0.51 0.18 020 [0ude, 0.31)

22 20
Rosendahl 2006 057 018 78 054 018 B8 665% 0.03[-0.03 009
Timonen 2002 091 0.3 26 078 D43 an 28% 012[-D007, 0.31)
Woll 2006 107 05 99 102 049 G5 109% 0.05[-0.09 0.19)
Total (95% CI) 225 234 100.0% 0.07 [0.02, 0.11]

Hetlerogeneity: Chi* = 7 44 df = 3 (P = 0.06); I = 60%
Test for overall effect: £ = 2 82 (P = 0.005)
C Prueba de balance Berg

Exercise group Control group Mean Difference

R

>

=02-01 0 0.7 0.2
Favors control Favors axercise

Maan Differance

—atudy or Subgroup  Mean S0 Total Mean S0 Total Weight 1V, Fixed. 95% Cl IV, Fixed. 95% Cl
Binder 2002 525 3.7 66 508 41 489 60.4% 1.60[0.15, 3.05] -
Rosendahl 2006 295 6.3 82 28 67 91 34.0% 1.50 [-0.44, 3.44) ™
Timonen 2002 449 74 34 411 122 34 56% 3.80[-1.00, B.60]
Total {35% CI) 182 174 100.0% 1.69 [D0.56, 2.82] »
Heterogeneity: Chi* = 0.80, df = 2 (P = 0.67); I = 0% v:n pa i : 1';:‘

Test for overall effect: Z = 2.93 (P = 0.003)

Favaors control Favors exencisas



Programas de entrenamiento de
fuerza en el anciano fragil

Caracteristicas de los programas de entrenamiento de fuerza en el anciano fragil

Aulores

Frecuendcia semanal
(namero veces/semana)

Volumen (sesiones X
repeticiones)

Intensidad (% de 1 RM)

Fiatatone et al.”’
Hauer et al.**
Binder et al.*®

Sullivan et al.*®
Hagedom y Holm?!
Villareal et al ?¢

Serra-Rexah et al.*
Henesey er al. ™
Cadore et al.'

3
3
3

bt b

Al

Pl s

3«8

3x 10
1:1-2 x6-8
2: 3= 8-12

Fx8
3 % 10-15EM
-3 x 8-12

2-3 % &-10
3x8
1-3 = 810

80% 1 RM
70-90% 1 RM
1:65% 1RM  2:85-100% 1 RM inicial

10-20 vs, 20-80% 1 RM
No mencionado, repeticiones hasta fallo
65-80% 1 RM

30% progresando a 70% 1 EM
20% progresando a 90% 1 EM
40% progresando 60% 1 RM

Casas Herrero y cols. El ejercicio fisico en el anciano fragil: una actualizacion. Rev Esp Geriatr

Gerontol.2015;50(2):74-81.



Physical Training Improves Motor Performance in People with
Dementia: A Randomized Controlled Trial

Klaus Hauer, PhD,” Michael Schwenk, MA,” Tania Zieschang, MD,” Marco Essig, MD,"
Clentens Becker, MD,” and Peter Oster, MD"

Characteristic Intervention Group (n = 62) Caontrol Group (n = 60} P-Value

Age, mean + SD* 823 + 6.6 &29+70 i1
Femals, %' 742 733 M
Mini-Mantal State Examination sCore, mean 4+ 507 217+28 219132 70
Fducation, years, median (range)* 11.0 (5-19] 11.0 {715} A
Comorbidity Miness Rating Scale score, mean £+ 5D0* 240 +3.2 3EL3IS A8
Mumber of medications, mean + 507 . T0£31 12+£28 B7
Living situation, %" 29

Gommunity dwelling E7.1 BO.O

Institutiomnalizd 12.8 200
Recent hictory of falis, %" 574 Bd.4 A3

T T2 T3 Ti-T2 Ti-T3
IG: n = &2 IG: n = 54 IG: n=48
CG: n =60 CG:n=53 CG:n =51 %% Change® P- Effect % Chamge® [ Effect

Variable Mean +S50 Mean +SD  Mean £ 50  Mean £ S0 Value Size’ Mean + SO Value' Size’
Functiomal parformance POMA total, score
IG 201+ 48 245 + 37 231 + 43 +277+ 35 <0 0.22 +222 + 784 <001 0.15
GG 194 £ 54 206 £ 6.0 20.2 + B3 i34 + 209 08+ 23.5
Timed Up and Go, seconds
IG 149 £ 6.7 112 £45 123 £ 48 —182 = 183 00 0.06 112 = 281 .00y 0.07
GG 17.90 = 16.0 175+ 17.3 170 2 14.2 2.3+ 6386 —1.4 = 26,3
Walking spead, m/s
IG 09«03 1.22 « 0.36 1.13 + 0.36 #3768 = 46,0 =001 0.28 +204 = 496  -.001 0.15
0 09 +«03 0.96 +« 0.34 096 < 0.31 +47 4 2.6 5.8 =182

J Am Geriatr Soc. 2012; 60:8-15



Original Study

The Effects of Exercise on Falls in Older People With Dementia Living
in Nursing Homes: A Randomized Controlled Trial

Annika Toots PhD

40 Robert Wilklund PT*", Halkan Litthrand PhD ™",

Ellinor Nordin PhD?, Peter Nordstraom PhD ", Lillemor Lundin-Olsson PhD?,
Yneve Gustafson PhD Y Erik Rosendahl PhD ™"

MMSE
14.9 (DE 3.5)

[EY] s ds
= W =]
I i

P
i

B Exgrrise

Cantrod

[
b

MNumber of falls per person-year
b= =

=]
wa

IritErvention Follor- up B-12 Fallows-up 12
months {tatal]

=
=]

Fiolldve-Lip B
stk

IRs and IRR of Falls per Person-Year During Follow-Up in Exercise and Control Group

Group Follow-Up 6 Mo

>1 Fall n (%)" Total Falls (Obs d) IR IRR (95% CI)' P
Exercise, n = 87 45 (52) 111 (14 967) 27 0.9 (0.5, 1.7) .838
Control, n = 89 42 (47) 113 (14 746) 2.8 1 (reference)

JAMDA. 2019;20:835-842.



Exercise Program for Nursing Home Residents with Alzheimer’s
Disease: A 1-Year Randomized, Controlled Trial

Yues Rolland, MD, PhD, "5 Fabien Pillard, MD," Adrian Klapouszezak, MD,’
Emma Reynisk, MD,*® David Thomas, MD," Sandrine Andriew, MD, PhD =
Daniel Riviere, MD' and Bruno Vellas, MD, PhD*S

* Programa de ejercicio: aerobico, fuerza, flexibilidad y balance.
Una hora por la tarde 2 veces por semana, durante 1 aio.

e Caidas: Grupo de ejercicio 139 vs Grupo control 136

* Fracturas: Grupo de ejercicio 5 vs Grupo control 2

* Factor de adherencia

Charactenstic Exercise Group (n = 67) Routine Medical Care (n = 67)
Age, mean + 50 B2a+748 83170
Mini-Mental State Examination score, mean + 50 8.7 £ 6.8 T9+64
Medicalion use

Medication, n, mean = 5D’ E44+£23 48+ 21

Psychotropic, n, mean = SD* 1.9+1.3 1.8+ 1.1

Acebyicholinesterase inhibitor, n (%) 18 (26.9) 14 (20.9)
Comorbidities, n {96)5

1 9 (13.4) 16 (23.9)

2 21 (31.3) 15 (22.4)

=3 26 (38.9) 12 (17.9)
Walk speed, m's, mean + SO 0.33 £ 0.14 0.33 =014
Get-up-and-go test score, mean + 5D 2.7 + 0B 27108

J Am Geriatr Soc . 2007;55:158-165.
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[Intervention Review]

Exercise programs for people with dementia

Dorothy Forbesl, Scott € Forbes?, Catherine M Blaked, Emily J Thiessen!, Sean Forbes®

MMSE promedio de 8 a 20 puntos

Forest plot of comparison 2: Physical activity vs usual care: Activities of daily living (ADLS)

Exaicice Usual care Std. Mean DiTerance Stil. Mean Diifarence
Study or Subgroup  Mean SD Total Mean SD Total Weight IV, Random, 95% CI IV, Random, 95% C
2.1.1 ADL: all trials
Francese 1997 2467 2B6 b 266 2.3 5 120% -0:70 [-1.95, 0.54] T
Conradsson 2010 -1 T2 43 -1.89 319 48 2X3% 023018, 0.64] =
Rolland 2007 26 15 56 22 15 54 227% 0.26 [-0.91,0.54) T
Vreugdenhil 2012 996 1.2 10 942 126 20 195% 0.59 [-0.04,1.23 i
Vanturalli 2011 42 ] 11 az B 10 138% 1.90 [0.83, 1.97] =
Santana-Sosa 2008 2 925 RS 8 70 ES5 B aT® 281 [1.32, 4.300
Subitotal (95% CI 144 145 100.0% 0.68 [0.08, 1.27] i
Hetarogenelty Taw®= 037, Chi®= 2219, i = 5 (P= 0.0005); P= 7T%
Testfor overall effect Z£2= 224 F=0.03)
Total (95% CI) 144 145 100.0% 0.68 [0.08, 1.27] e
Heterogeneity, Tau™= 0.37; Chi*= 2219, df= 5 (F= 0.0005), P= 7T% l

e
F

1 E 0

Testfor overall effect =234 (F=0.03) Favours usual care Favours exgiciss

Test for subgroup differences: Not applicable

Cochrane Database of Systematic Reviews 2015, Issue 4. Art. No.: CD006489
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Original Study

Effect of a Simple Exercise Program on Hospitalization-Associated

José Antonio Serra-Rexach MD, PhD el al

Disability in Older Patients: A Randomized Controlled Trial

Talde 3

Effects of the Exercise Intervention on the Change in ADL Function, Ambulatory Capacity, and Physical Performance Capacity

Median/Mean Change

Control Group

IntereEnison Lmap

Unadjusted Difference

Between Croups
Mean (955 CI)

Al justed Differ=noe”
Berween Groups
Mean (955 00)

ADL function (Katz index})
Fromm haseline to discharge, mean [50)

Froom adimi ssion 1o discharge, mean [ 50]
Fromm baseline to 3 mo postdischarge, mean | 50
From admission to 3 mo postdischarge, mean |50

FALC
From bateline to dischange, median [10R ]

Froam adimission to discharge, median (TOR)
Froam baseline to 3 mo postdischarge, median. {1JR)
Froam admission 1o 3 mo postdischarge, median (JOR |

sIrB
From admission (o discharge, mean (50

-1.26 (1.72)
017 (1.61)
—1.31 [1.86)

07 {203}

0(2)
o1l
01

0 (2)

030 (2.17)

-1.03 (1.96)
073 (1.32]
—L85 (1.92]

038 [ 1.B9)

i}
01}
0(1)

IR N

038 (1.75])

023 [ =022, (.68)
P = 316

036 (L 18, 0.94)
P s

(.46 [ —0u05, 0.96)
P =074

L1 (19, 123

P~ 07
o4 (023, 0.31)
P = 556

0.11 {—0.16, 0.39)
P=.133
0,08 (044, 0.27)
P= 130
0,03 [—DA46, 0.41)
P~ 558

009 [ —0.40, 0.57)
pP= 732

0,03 [ - 040, D.45)
P~ 005
0,32 (- 0.0, D.68)

P - 083
0.27 (-021, 0.76)
P = 265

.39 - 00, OLET)
=114

—0LDG [ —0.53, 0.41)
- 395

Significant Pvalues are in bald,



Exercise for acutely hospitalised older medical patients
(Review)

e Moron N, Keaving J1. l«fis K

THE COCHRANE
COLLABORATION®
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Conclusion:

Existen evidencia en pacientes ancianos
hospitalizados por enfermedad médica
aguda gue la intervencion
interdisciplinaria que incluye al ejercicio
puede aumentar la proporcion de
pacientes que fueron dados de alta al
domicilio y reduce la duracién y el costo
de la estancia hospitalaria.



Tabla 1. Caracteristicas generales de la poblacion del estudio (n= 523)

DE= desviacion estandar

Uarlables Humeru (%), o Promedio + DE
Edad 68.26 + 10.53
Grupos de edad _
<65 194 (37.1)
65-74 177 (33.8)
>=75 152 (29.1)
Genero
Mujeres 466 (89.1)
Hombres 57 (10.9)
Enfermedades crénicas
Hipertensién 467 (89.3)
Diabetes 185 (35.7)
EPOC 43 (8.2)
Artritis 28 (5.3)
Comorbilidad
0 34 (6.5)
1 280 (53.4)
i 188 (36.0)
3 17 (3.3)
4 4 (0.8)
TFG 66.00 £ 27.27
Albumina 44403
Gllc:erma 108 + 36.6
Triglicéridos 1476 £ 74.3
Colesterol 173.8+41.0

Programa de
ejercicio en
ancianos con
enfermedad
cronica en
atencion primaria



Programa de ejercicio en ancianos con enfermedad crdnica en atencion primaria

en el programa de actividad fisica

Modificacion del dolor y la autopercepcion de salud

a0
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&0
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Tabla 3. Analisis bivariado variables funcionales y antropométricas, prueba antes (inicial) y después (final) (n=
523) del programa de actividad fisica

Nota: DE= desviacién estandar; Ninguno escogié APS muy mala; * T-test pareado para obtener el valor; *

Variables Numero (%), o Diferencia Valor p
Promedio £ DE promedio

Escala de BARTHEL inicial 97.28+ 7.16

'Escala de BARTHEL final 9781+ 6.57 0.53 0.0019*
Fuerza de agarre inicial 15.26 £ 647
Fuerza de agarre final 19.06 £ 6.37 3.79 <.0001 *
Escala SPPB
Prueba de silla inicial 252+ 1.16
Prueba de silla final 3,79+ 0,75 1.27 <.0001*
Posicion tandem inicial 0.28 £ 0.58
Posicién tandem final 1674072 1.39 <0001 *
Posicion semitandem inicial 0.70 + 0.46

Posicion semitandem final 098014 0.28 <.0001
Paosicion pies paralalos inicial 098 + 015
Posicién pies paralelos final 1.00 + 0.06 0.02 0.0038 *
Velocidad de marcha inicial 1.06 £ 0.29 _ -
Velocidad de marcha final 1.91 + 0.65 0.85 <0001 *
Puntaje SPPB inicial 553+ 1.68
Puntaje SPPB final 933+ 1.78 3.80 <.0001 *
Antropometria
Perimetro abdominal inicial 93.74 + 12.86
Perimetro abdominal final 87.45 + 12.57 6.28 <.0001"
Peso inicial 66.60 + 14.93 - S
Peso final 66.79 + 14.71 0.19 0.0389 *
Indice de masa corporal inicial 27.34 £ 553
Indice de masa corporal final 27.44 £ 548 0.09 0.0471*
Perimetro de pantorrilla inicial 3444+ 414
Perimetro de pantorrilla final 34.98 £ 5.02 0.54 0.0014 *

McMNemar test para obtener el valor p; comorbilidad es sumando HTA, DM, EPOC, y artritis



Modificacion en la escala SPPB segun
comorbilidad

Pared Prafiles for (TatBatSPRE_Imleial Tat2asPPE_Final)

A0

50

TaBHEFPE_nk:E| ToEsIFFE_Finz

Comorbilidad 0-1 (n=308); paired t-test
diferencia promedio 3.73; p=<.0001

100

(]

4]

25

Pared Prafiles for (TatBatSPRE_Imleial Tat2asPPE_Final)

A0

1.5

50

TaBHEFPE_nk:iE| ToEsIFFE_Finz

Comorbilidad = 2 (n=204) ; paired t-test
diferencia promedio 3.93; p=<.0001

100
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Conclusiones

La multimorbilidad no excluye a la PAM para recibir entrenamiento fisico, a
excepcion de una enfermedad severa y/o agudizada.

El adulto mayor con diabetes mellitus logra mejoria en pruebas de desempeno
fisico y reduccion de caidas con ejercicio multicomponente.

Los ancianos con fragilidad pueden beneficiarse de programas de ejercicio
multicomponente, pero el beneficio es menor entre mas criterios del fenotipo
se cumplan.

El efecto del ejercicio en ancianos con demencia moderada a severa es pobre,
en parte debido a la baja adherencia alcanzada en los programas.

La fragilidad y el trastorno neurocognitivo mayor parecen tener mayor peso en
el beneficio de la prescripcion de ejercicio en la PAM que su multimorbilidad.



Recomendaciones

Intervencion dirigido y supervisado por personal capacitado.
Intervenciones con grupos pequenos

Manual escrito, video o técnica en espejo segun deterioro cognitivo
Seguimiento estrecho para asegurar adherencia

Paciente fragil iniciar con 30% de 1 RM

Ejercicios deben estar aplicables a las actividades de vida diaria



