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In  one  of  his  daily  appearances  during  the  coronavirus  pan-
demic  state  of  emergency,  the  Director  of  the  Coordination
Centre  for  Health  Alerts  and  Emergencies  of  the  Ministry
of  Health,  Fernando  Simón,  admitted  that  ‘‘it  is  very  hard
to  know  what  the  real  death  rate  from  COVID-19  is;  even
though  we  have  very  good  health  statistics  we  will  still  not
know  the  real  death  figure  from  this  cause’’.

If  the  attribution  of  mortality  to  coronavirus  is  unclear,
what  is  even  less  clear  are  the  primary  or  intermediate
causes  of  death  with  their  origin  in  complications  in  the
majority  of  patients  affected  by  chronic  diseases,  including
neurological  diseases.  We  could  hazard  a  guess  in  saying  that
neurological  patients  have  been  a  highly  affected  group,
judging  by  the  deaths  by  age  groups.  In  mid-April  the  gen-
eral  fatality  of  infection  by  COVID-19  was  2.3%,  and  rose  to
11%  among  those  aged  70---79  years  and  21.6%  in  those  aged
≥  80  years.

Basic  epidemiological  information  has  failed  to  produce
case  numbers  and  also  hospitalisations  and  deaths  by  age
groups,  sex,  social  class,  diseases  and  drug  consumption  for
these  diseases.  In  fact,  many  elderly  people,  apart  from
being  too  close  together,  were  being  treated,  either  rightly
or  wrongly,  with  psychotropic  drugs  and  these  drugs  are

PII of original article: S2013-5246(20)30018-0

� Please cite this article as: Funes Molina C. Carta de la presidenta.

Rev Cient Soc Esp Enferm Neurol. 2020;52:1.
∗ Corresponding author.

E-mail address: luispalomocobos@gmail.com (L. Palomo Cobos).

m
i
t
t
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ssociated  with  a  higher  probability  of  pneumonia.  The
ncreased  risk  of  pneumonia  or  pneumonitis  on  the  depres-
ion  of  immunity  and  other  protective  mechanisms  (e.g.
mmunosuppressant  agents  and  antipsychotics,  some  opioid
nalgesics,  and  proton  pump  inhibitors)  leads  to  sedation
hich  may  increase  the  risk  of  aspiration  on  depression
f  pulmonary  ventilation  and  promote  the  presence  of
telectasis  (e.g.  opioids  analgesic,  anti-cholinergic  drugs,
sychotropic  agents),  or  through  a combination  of  these
echanisms.1

During  the  lockdown,  primary  care  professionals  reorga-
ized  to  attend  to  mild  cases  at  home  and  actively  follow  up
eople  with  greater  vulnerability  by  phone,  caring  for  their
ealth  and  avoiding  the  complications  that  would  require
ospital  admission.  As  well  as  treating  mild  cases,  they  have
revented  the  worsening  by  COVID-19  and  other  pathologies,
hich  has  protected  peoples’  health  and  prevented  many
ospital  admissions,  particularly  for  chronic  patients.

Primary  care  has  been  responsible  for  periodic  monitor-
ng  of  patients  whose  condition  was  likely  to  worsen  due  to
epercussions  of  isolation,  non  communication  and  immobil-
ty  in  chronic  neurological  patients.

Another  no  less  important  aspect  has  been  putting  into
ractice  prophylactic  measures  to  protect  human  relation-
hips,  maintain  emotional  stability  and  contain  anxiety.  In
ther  words  endeavour  to  sow  calm  to  promote  an  environ-

ent  of  wellbeing.  To  do  this  it  is  essential  to  select  the

nformation  and  advice  offered  to  patients,  the  content  and
one  of  our  communications,  the  way  in  which  we  interact
o  avoid  ‘‘infoxication’’  (excessive  information)  to  show  how
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Table  1  Assessment:  Dementias  and  Alzheimer’s  disease,  Parkinson’s  disease  and  stroke  (mean  stages  of  disease).

Dementias  and  Alzheimer’s  disease  Parkinson’s  disease  Stroke

Has  become  extremely  dependent  on
family  members  and  care  providers

Presents  with  greater  motor
impediment

Presents  with  greater  functional
impairment  and  disability

Degree of  BADL  (greater  disability)  Degree  of  BADL  (greater  disability  Shows  signs  of  cognitive  impairment  or
changes  with  respect  to  their  recent
situation

Presents with  greater  difficulties  with
language

Motor  complications  (fluctuations  or
dyskinesias)

Control  of  most  common  vascular  factors
(HBP,  tobacco  consumption,  diabetes
and obesity)

Disorientation  in  own  home  Non-motor  complications:  Urinary,
cognitive  impairment  falls

If  treatment  with  sustained-release  oral
anticoagulants  has  been  established,
control  and  review  of  them

Behavioural problems  Presents  with  problems  swallowing  Changes  to  sleep
Changes to  sleep  Changes  to  sleep  Problems  relating  to  urinary  continence

have  appeared
Sees or  hears  things  that  are  not  there  Suffers  pain  Suffers  pain
Shows dysfunctional  patterns  regarding

feeding
Has  received  new  treatments  during
lockdown  period

Has  lost  habits  relating  to  mobility

Has evacuation-related  problems  Has  lost  routines  relating  to  mobility
prior  to  lockdown

Participation  or  socialisation  activities
have become  impaired

Suffers pain  Psychosocial  abilities  have  been
affected

Has  received  new  treatments  during  the
lockdown  period

Has difficulty  walking  What  type  of  aid  or  resources  do  they
receive  for  their  care?

What  type  of  aid  or  resources  do  they
receive  for  their  care?

Has lost  routines  relating  to  mobility
prior  to  lockdown

Has  lost  practices  relating  to  cognitive
stimulation  prior  to  lockdown

Has  received  new  treatments  during
lockdown  period

What  type  of  aid  or  resources  do  they
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ime  dedicated  to  the  ‘‘hypertheme’’  should  be  strictly  lim-
ted  and  to  establish  plans  with  tasks  which  take  up  attention
nd  help  to  establish  some  type  of  sustainable  normality.2

The  impact  of  healthcare  and  more  specifically  primary
are,  on  the  most  common  and  severe  processes,  such  as
ementias  and  stroke,  are  directly  related  to  the  disability
nd  heavy  dependency  of  these  patients,  which  generate
ajor  social  and  health  needs,  for  emotional  care  and  sup-
ort  for  patients,  families  and  care-givers.

The  current  situation  of  the  health  crisis  provoked  by
OVID-19  and  the  isolation  measures  imposed  by  the  state
f  alarm  decreed  on  14th  March  led  to  the  break-down  of  a
eries  of  routines  and  actions  upon  which  the  care  of  these
atients  was  based,  with  their  continued  application  being
ost.  These  patients  were  not  free  from  comorbidities  or
reater  susceptibility  to  suffering  from  infections  and  as

 result,  right  from  the  start  of  the  pandemic  they  were
lassified  as  at  risk  patients  and  forced  into  strict  home
ockdown.

The  protocol  of  the  neurological  patient  who  may  cur-
ently  be  suffering  the  consequences  of  lockdown  in  the

ontext  of  primary  care,  would  be  adults  and  the  elderly
ver  65  years  of  age  with  sequelae  of  strokes  or  who  suffered
rom  Alzheimer’s  disease  or  any  other  type  of  dementia  or

s
t

arkinson’s  disease,  with  different  degrees  of  severity  relat-
ng  to  the  course  of  the  disease.

Primary  Care  services  must  now  face  the  effects  of  the
eclusion  of  these  patients  and  ensure  the  continuity  of  the
hole  range  of  care  they  receive.  Care  provided  by  the  com-
unity  is  aimed  at  physiotherapy,  at  ensuring  these  patients
aintain  the  highest  level  of  autonomy  possible.
An  evaluation  (Table  1) aimed  at  determining  the  func-

ional,  mental  and  social  health  situation  of  patients  is
herefore  a  way  to  detect  possible  changes  or  delays  which
ccurred  throughout  lockdown  and  it  is  the  necessary  step
efore  establishing  new  healthcare  interventions,  or  the
ssignment  of  new  resources  and  social-health  resources  and
e-assessment.

The  aim  of  the  interventions  would  be  to  reverse  disabil-
ty  and  dependence  to  the  levels  prior  to  lockdown.  Review
nd  adjustment  of  pharmacological  treatments,  given  the
evel  of  polymerization  of  these  patients,  will  be  a  deter-
ining  factor  for  the  risk  of  side  effects  or  interactions,  with

 possible  effect  on  mobility,  continence,  sleep  disorders,
lertness,  etc.
If  changes  are  detected  in  the  control  of  other  diseases
uch  as  high  blood  pressure,  diabetes  mellitus,  obesity  etc.,
herapeutic  endeavours  will  be  increased  until  they  are



a
e
f
m
w
c
a
s
t
a
d
d
p

c
w
e
r
o
t

p
(
w
o
b
i
s
d
p
t
e
d

s
w
o
a
l
i
e
t
t
c
m
o
P
q
t
c

C

T

R

Chronicity  and  primary  care  in  times  of  pandemic  

controlled.  If  dysfunctional  patterns  are  observed,  relating
to  diet,  such  as  malnutrition,  dysphagia  or  other  changes,
the  guideline  will  be  to  provide  educational  advice  on  diet
or  the  prescription  of  appropriate  nutritional  supplements,
both  for  energy  and  swallowing  purposes.  If  the  disability
is  related  to  mobility  or  carrying  out  activities  of  daily  liv-
ing  (ADLs)  with  a  high  degree  of  dependency,  greater  aid
will  need  to  be  assigned  or  home-based  care,  day  centres,
devices  to  aid  mobility,  etc.

When  the  pressure  of  current  times  falls,  care  will  stop
being  monographic  and  the  diaries  of  primary  care  profes-
sionals  will  revert  to  the  common  problems,  rather  than
those  derived  from  the  lockdown.  One  of  the  relevant  activi-
ties  in  these  diaries  should  be  home-based  care,  which  is  an
irreplaceable  activity  to  guarantee  continuity  of  care  and
provide  an  early  response  to  the  many  social  and  health
requirements  of  these  patients.

Managing  the  care  of  dependence  in  Spain  should  also
take  up  a  great  deal  of  space  in  the  diary  of  politicians  at
all  administrative  levels,  from  an  increase  in  its  expenditure
to  the  functional  and  employment  regulation  for  all  citizens
and  those  employed  in  this  sector.3

A  committed  care  situation  for  patients  severely  affected
by  infection  has  been  the  debate  around  which  therapeutic
resolution  revolves  and  the  possible  limitation  by  age.  News
items  have  also  circulated  that  could  be  included  in  the  con-
text  of  ‘‘infoxication’’  in  parallel  form  to  the  pandemic.
The  Ethics  Committee  advisor  to  the  Ministry  of  Health  has
been  clear  on  this:  elderly  patients  subjected  to  extreme
scarcity  of  care  resources,  must  be  treated  under  the  same
conditions  as  the  rest  of  the  population,  i.e.in  keeping  with
the  clinical  criteria  of  each  particular  case.  This  implies
that,  eventually,  and  as  the  scarcity  of  basic  means  impedes
the  coverage  of  the  requirements  of  the  entire  population,
admission  criteria  will  be  applied  to  patients  with  serious
symptoms  in  intensive  care  units  and  equally  the  application
of  mechanical  ventilation  in  exactly  the  same  conditions  as
for  any  other  citizen.  What  is  totally  unacceptable  is  to  rule
out  ex  ante  the  access  to  these  means  to  anyone  who  is
above  a  certain  age.4

Notwithstanding,  in  extraordinary  circumstances,  the
ethics  which  guide  decision-making  differs  from  the  ethics
of  care  in  normal  situations.  This  is  because  the  values  and
duties  derived  from  the  principle  of  justice  putting  collec-
tive  health  protection  as  the  prima  facie  duty  above  all
individual  values  become  salient.  This  prevalence  of  the
principle  of  distributive  justice  includes  the  ethical  duty  of
planning  and  achieving  maximization  of  the  overall  benefit,
without  compromising  the  protection  of  the  most  vulner-
able  people.  This  may  require  taking  difficult  decisions,
such  as  equal  distribution  of  goods  or  scarce  resources,  with
patient  selection  being  paradigmatic  due  to  its  moral  diffi-
culty  (moral  equality  of  all  people)  who  will  receive  critical
care  when  not  everyone  can  be  attended.

This  prevalence  of  the  duties  of  justice,  in  the  most  tragic
of  situations,  must  lead  to  the  questioning  of  health  auton-
omy  since  the  patient  (or  their  family  or  close  relatives,
where  applicable)  are  not  always  able  to  participate  in  deci-

sions  concerning  their  health,  their  life  and  their  death,  and
this  is  an  immensely  difficult  issue  upon  which  the  whole
of  society,  not  only  health  professionals,  must  reflect.  We
are  faced  with  the  challenge  of  defending  the  values  that

1

5

re  to  be  preserved  without  ignoring  other  duties,  when-
ver  possible,  and  this  will  not  be  easy,  because  the  capacity
or  decision-making  (healthcare  autonomy)  has  been  under-
ined.  So  too  has  the  capacity  for  care  by  the  professionals
ho  will  feel  frustration  at  not  being  able  to  do  what  they
onsider  would  be  best  for  their  patient.  Non-malfeasance
lso  acquires  a  different  dimension  because  faced  with
ituations  like  the  present  one,  where  there  is  much  uncer-
ainty  and  insufficient  proof  (evidence),  prudence,  lex  artis
nd  an  ethical  vision  must  also  be  sustained.  This  entails
oing  the  best  for  the  individual  patient,  provided  that  this
oes  not  endanger  the  benefit  of  the  greatest  number  of
eople.

Among  the  duties  of  not  doing  harm,  issues  such  as
are  for  critically  ill  patients  come  into  play,  together
ith  decisions  regarding  appropriate  therapy.  These  include
nd-of-life  treatment  decisions,  orders  not  to  begin  CPR,
emoval  of  treatments  considered  to  be  futile,  assessment
f  Advanced  Directive  documents  and  particularly  care  at
he  time  of  death,  and  they  acquire  enormous  significance.5

Coming  out  of  the  crisis  will  affect  relationships  between
rofessionals  and  patients,  and  the  way  in  which  they  work
triages,  risk  selection,  telemedicine,  etc.).  Considering
hat  has  been  rehearsed  during  these  last  weeks  of  the  state
f  alarm  and  social  distancing,  it  is  possible  that  there  will
e  a  cooling  down  of  interpersonal  relationships  and  a  fall
n  personal  and  face-to-face  encounters.  Patient  symptoms,
igns  and  complaints  may  also  be  belittled  or  undervalued  to
elay  home-care  visits  or  face-to-face  contact.  We  must  be
repared  for  these  situations  because  personalized  atten-
ion,  the  emotiveness  of  contacts  and  the  interpretation  of
motions  and  gestures  cannot  always  be  replaced  by  the  cold
istance  of  digital  communication.

In  this  pandemic,  in  this  healthcare  crisis,  and  in  the  sub-
equent  financial  crisis  it  will  entail,  essential  challenges
ill  continue  to  be  that  of  avoiding  the  greatest  number
f  deaths  possible  and  ensuring  that  the  social  structures
nd  fabric  are  not  impaired.  The  exceptional  measures  of
ockdown  must  not  sow  a  seed  of  social  deterioration  or
mpairment  of  relationships,  or  care  resources.  Here  the  two
ssential  pillars  of  the  welfare  state  must  be  reinforced:  on
he  one  hand  the  conditions  and  criteria  adopted  to  institu-
ionalize  chronic  and/or  elderly  patients,  because  the  poor
onditions  of  the  homes  for  the  elderly  have  led  to  raised
orbidity  and  mortality  from  COVID-19  infection.  And  on  the

ther,  the  strengthening  of  the  National  Health  System  and
rimary  Care  are  essential,  because  primary  care  is  the  best
ualified  level  for  providing  equal  and  preventative  care  to
he  whole  population  and  for  most  effectively  organizing
oordination  within  the  National  Health  System.
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