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Introduction

Continuity of care (CC) is based on patient and family
care as the main element, with a bidirectional rela-
tionship between healthcare and social care services;
the main aim being to avoid a lack of coordination
between levels of care which could be detrimental to
users [1].

CC is associated with patients perceiving a level of
consistency and connectedness in their care experi-
ence over time. Three inter-related types of CC have
been identified [2, 3]: a) relational: the perception of
the user with regards to their relationship over time
with one or more providers; b) informational: the per-
ception of the user with regards the availability, use
and interpretation of the information on previous

events to provide care appropriate to their current
circumstances, and c) management: the perception
of the user that they receive the different services in
a coordinated and complementary manner, without
duplicity. Each type of CC is characterised by a series
of dimensions and attributes and can be analysed in
a specific clinical episode or from the general percep-
tions of users [1-3].

It has been reported that CC is associated with higher
levels of user satisfaction [4—8], better perceived quality
of life, greater use of preventive services [5-9], higher
rates of adherence to treatment [7, 8] and decreases
in hospital admission rates [5, 6, 8-10]. On the other
hand, rapid technological advances and changes in the
organisation of health services, as well as the growth
in the prevalence of complex chronic diseases and the
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number of patients with multiple diseases, mean that
patients tend to be seen by a large number of provid-
ers in different organisations and services. In turn, this
makes it difficult to coordinate their care and, there-
fore, threatens CC [2, 11, 12]. For this reason, health
systems usually include CC in their quality improve-
ment plans for complex chronic diseases so that it is
considered across the system in the ways of working
and included in the training programmes of health pro-
fessionals [13, 14].

In relation to this working model, the objectives of our
case management service are:

1. To optimise and rationalise the use of services and
of resources to prevent admissions due to clinical
worsening of people with chronic diseases, that is,
avoiding unnecessary transfers to hospital

2. To decrease visits to the emergency department
by people with complex conditions, as well as their
number of admissions and, if admitted, the length of
their hospital stay

3. To empower family members by providing them
with the necessary tools to avoid clinical worsening
and manage risky situations.

Description of the intervention

This intervention was based on the work carried out
by a case management unit composed of nurses.
Case Management is the process of systematic and
dynamic collaboration to provide and coordinate health
services for a given population. That s, it is a participa-
tive process to enable access to a range of options and
services that cover patient needs, as well as reducing
fragmentation of care and duplicity of services, while
improving the quality of care and cost-effectiveness in
the achievement of clinical targets [15].

Patients included on the list of the case management
unit under study had complex conditions and had been
referred from Primary Care (through review of patient
clinical histories and referrals of health professionals)
or Specialised Care (hospital admissions and social

Annex 1. Social Risk Indicator

care services). A patient was considered to be complex
on the basis of meeting 5 of the following 10 criteria,
agreed by the case management unit:

1. =65 years old

2. Comorbidity according to the Charlson index [16]
3. Five or more drugs (including psychiatric drugs)
taken continuously

Terminal stage of a disease

Barthel index [17] of <55, as an assessment of

independence in the basic activities of daily living

(BADL)

6. Dementia or cognitive deterioration (Pfeiffer’s Short
Portable Mental Status Questionnaire [18] score
>5)

7. Two or more unplanned hospital admissions due
to clinical worsening in the previous 12 months

8. Three or more visits to a hospital emergency
department in the previous 12 months

9. More than 2 falls in the previous 2 months

10. Living alone or with caregiver who can only pro-
vide a limited amount of support, as assessed by
a social risk indicator (‘TIRS’ 21) (Annex 1)

S

A descriptive study was carried out comparing a period
of one year (from January to December 2010) before
and after the management unit was established. For
this, data were collected on the basis of the 10 afore-
mentioned criteria, agreed in the case management
unit, indicating the level of complexity of the patients.

The geographical area, on the outskirts of the city of
Barcelona, is the district of Baix Llobregat Litoral which,
including the towns of Gava and Viladecans among
others, can be defined as urban and has a population
of 120,000. The different levels of care are offered by
the same health service provider. On the other hand,
they do have different IT systems, but health profes-
sionals can access patient data through shared medi-
cal records (SMRs).

The study population was composed of 78 patients with
complex chronic conditions. The inclusion criteria were:
patients being registered in the unit and having a level

relationships)

1. Living alone or with family with little capacity to provide support: an individual who lives on their own or with people YES NO
who have some level of disability (for reasons of age, illness or impairment)
2. Problematic family relationships: where this refers to any type of family conflict (from disagreements to broken YES NO

3. Family are not readily able to take on responsibility for caring for the patient: where this refers to work YES NO
commitments, other dependent relatives, exhaustion and other personal limitations.

professionals (by observation)

4. Unsatisfactory or poor personal hygiene: as stated YES NO
5. The accommodation does not meet patient needs: where this refers to architectural barriers, lack of space, damp, YES NO
lack of basic utilities (running water, electricity, etc.)

6. An apparent lack of financial resources: this refers to statements by the family and also the impression of YES NO

Score: ‘Yes' response to 1 or more item=Social risk.
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Figure 1. Level of complexity.

of complexity =5 at baseline. After the overall assess-
ment of the patients, the intervention carried out by the
nurses was to agree treatment with the patient, produc-
ing a personalised care plan with the collaboration of
informal caregivers and of the professionals involved in
the patient’s care at the various levels of care.

Data were retrieved from the primary care and the shared
medical records. They was then analysed using the most
suitable statistical tests for each of the variables.

Results

The level of complexity decreased in 55.76% of patients
(n=44) (Figure 1).
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Introduccion

La continuidad asistencial (CA) esta basada en la
atencion al paciente y nucleo familiar como eje prin-
cipal, a través de una interrelacion bidireccional entre
servicios sanitarios y socio-sanitarios con un obijetivo
asistencial principal, evitar descoordinaciones entre
niveles asistenciales que perjudican directamente al
usuario [1].

La continuidad asistencial (CA) es el grado de coher-
encia y union de las experiencias en la atencién que
percibe el paciente a lo largo del tiempo. Se distinguen
tres tipos de CA [2, 3] interrelacionados entre si: a) de
relacion: es la percepcion del paciente sobre la relacion
que establece a lo largo del tiempo con uno 0 mas prov-
eedores; b) de informacion: es la percepcion del usu-
ario sobre la disponibilidad, utilizacién e interpretacién

Table 1. Results before and after the intervention

Before After
3.03 (2.80)

p-Value
1.58 (1.77)  0.02

Visits to the emergency
department

Number of admissions 2.34 (1.8) 1.27 (1.5) <0.0001
Length of hospital stay 30.94 (21.8) 17.83 (17.14) ns

in days

We also observed a decrease in the number of vis-
its to the emergency department and in the length of
hospital stay, both results being statistically significant
(Table 1).

Conclusions

The case management model facilitates the three main
types of continuity of care: relational, informational and
management. The observed reduction in the complex-
ity of the patients indicates that patient health prob-
lems were being more effectively monitored by nurses,
which enabled worsening in their chronic conditions to
be avoided, and in turn a more rational use of health
service resources. This indicator is related to activities
affecting the three aforementioned types of continuity
of care with an associated improvement in patient per-
ceived quality of life and level of satisfaction.

Further, our data demonstrate that the intervention
significantly reduced Emergency Department atten-
dances and hospital admissions, while inpatient stays
tended to be shorter.

de la informaciéon sobre acontecimientos anteriores
para proporcionar una atencion apropiada a sus circun-
stancias actuales, y c) de gestion: es la percepcion del
usuario de que recibe los diferentes servicios de man-
era coordinada, complementaria y sin duplicaciones.
Cada tipo de CA se describe mediante una serie de
dimensiones y atribuciones y puede ser analizado a
partir de un episodio clinico concreto o a partir de las
percepciones generales de los usuarios [1-3].

La CA se asocia a una mayor satisfaccion de los usu-
arios [4-8], mejor calidad de vida percibida, mayor
utilizacion de los servicios preventivos [5-9], mayor
tasa de adherencia a los tratamientos [7, 8] y dismi-
nucion del indice de hospitalizaciones [5, 6, 8—-10]. Sin
embargo, los rapidos avances tecnolégicos, los cam-
bios en la organizacion de los servicios de salud, el
aumento de las enfermedades cronicas complejas y
del numero de pacientes pluripatolégicos, hacen que
los usuarios sean atendidos por un elevado nimero de
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proveedores en organizaciones y servicios distintos,
hecho que dificulta la coordinacién de la atencién, y
por tanto, amenaza la CA[2, 11, 12]. Por ello los siste-
mas sanitarios integran la CA en los distintos planes
de calidad para enfermedades cronicas complejas de
tal forma que se considere transversalmente en sus
formas de trabajo y sea incluida dentro de los planes
de formacion de los profesionales [13, 14].

En consonancia con este modelo de trabajo, los objeti-
vos de nuestro servicio de gestion de casos son:

1. Optimizar y racionalizar el consumo de servicios y
la utilizacion de recursos para prevenir los ingresos
por agudizaciones de las personas con patologias
cronicas, evitando traslados innecesarios a los ser-
vicios hospitalarios.

2. Disminuir el nimero de ingresos, tiempo de hos-
pitalizacion y visitas a urgencias en personas en
situacién de complejidad.

3. Capacitar a los componentes del ndcleo famil-
iar facilitando las herramientas necesarias para
resolver situaciones de riesgo y evitar descompen-
saciones.

Descripcion de la experiencia

La experiencia parte del trabajo realizado en una uni-
dad de gestion de casos formada por enfermeras. Se
entiende por gestion de casos el proceso de colabo-
racion sistematico y dinamico para proveer y coordinar
servicios sanitarios en una poblacion determinada; es
decir, un proceso participativo para facilitar opciones
y servicios que cubran las necesidades del paciente,
a la vez que reduce la fragmentacion y duplicacion de
servicios y mejora la calidad y la relacién coste-efectiv-
idad de los resultados clinicos [15].

La cartera de pacientes de la unidad de gestiéon de
casos estaba compuesta por pacientes complejos
derivados de Centros de Atencion Primaria (revision
historias clinicas y derivaciones de los profesionales
sanitarios) y Atencion Especializada (hospitalizacion

Anexo 1. Indicador de riesgo social

y atencion socio-sanitaria). El perfil de paciente com-
plejo se definié en base al cumplimiento de 5 de los
10 criterios consensuados por la unidad de gestién de
casos Yy descritos a continuacion:

1. 265 afios.
2. Comorbilidad en base al indice de Charlson [16]
3. 5 o mas farmacos o psicofarmacos de forma
continua.
Proceso terminal
Valoracion de las actividades basicas de la vida
diaria (ABVD) a partir de un indice de Barthel <55
0 menos [17]
6. Demencia o deterioro cognitivo (Test Cognitivo de
Pfeiffer >5) [18]
7. 2 0 mas ingresos no planificados en el hospital por
exacerbacion en los ultimos 12 meses.
8. 3 0 mas visitas a urgencias hospitalarias en los
ultimos 12 meses.
9. mas de dos caidas en los ultimos dos meses
10. Vivir solo o con cuidadores con capacidad limitada
de soporte. Indicador de riesgo social (TIRS=1)
(Anexo 1)

Se realizé un estudio descriptivo, comparativo de antes
y después, durante el periodo de enero a diciembre de
2010, mediante la recogida de datos, en base a los cri-
terios de complejidad consensuados en la unidad de
gestion de casos (10 criterios descritos anteriormente)
que nos informaban del grado de complejidad de los
pacientes.

ok

El area geografica, de 120.000 habitantes, esta situada
en el Baix Llobregat Litoral, extrarradio de Barcelona, con
poblacion urbana, que abarca los municipios de Gava y
Viladecans. Los diferentes niveles de atencion asistencial
estan gestionados por el mismo proveedor de servicios
sanitarios. Cuentan con sistemas de informacion distin-
tos, pero se puede acceder a los datos de los pacientes
desde la Historia Clinica Compartida (HCC).

La poblacién de estudio estuvo constituida por 78
pacientes en situacion de patologia crénica y compleja.
Los criterios de inclusion fueron: pacientes incluidos

1. Persona que vive sola o familia con capacidad limitada de soporte: persona que no convive con nadie o Sl NO
que convive con personas con algun tipo de discapacidad (por motivos de edad, de enfermedad o de disminucion)

2. Persona con relacion familiar conflictiva: hace referencia a cualquier tipo de conflicto familiar (desavenencias, no Sl NO
relacion)

3. Familia con dificultad para asumir las responsabilidad de atencion del paciente: las dificultades hacen referencia a Sl NO
motivos laborales, cargas familiares, agotamiento y otras limitaciones personales.

4. Condiciones de higiene personal inadecuadas o deficientes: definido en el mismo enunciado Sl NO
5. La vivienda es inadecuada a las necesidades del enfermo: hace referencia a la existencia de barreras arquitecténicas, | Sl NO
falta de espacio, humedades, falta de servicios basicos (agua, luz...)

6. Se aprecia falta de recursos econémicos: la apreciacion hace referencia a la manifestacion expresa del enfermo y Sl NO
familia, y también a la impresion de los profesionales (observacion)

Puntuacién: 1 indicador positivo=Riesgo social.
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4,90%

B Empeoramiento

O No variacion

55,76%

B Mejora

Figura 2. Grado complejidad.

en la unidad, con grado de complejidad inicial de =5.
La intervencion de las enfermeras tras valoracion inte-
gral del paciente fue realizar un pacto terapéutico con
el paciente elaborando un plan de cuidados individu-
alizado en el que intervenian los profesionales impli-
cados en la atencion del paciente de los diferentes
niveles asistenciales y los cuidadores informales.

La recogida de la informacién se hizo a través de la
explotacion de datos de la historia clinica de Atencién
Primaria e HCC. El andlisis de datos se realizé con las
pruebas estadisticas mas adecuadas para cada tipo
de variable.

Resultados

El grado de complejidad mejord en un 55,76% (n=44)
de los pacientes (Figura 2).
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