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¢Qué cuantos anos tengo? - jQué importa eso!
iTengo la edad que quiero y siento!

La edad en que puedo gritar sin miedo lo que pienso.
Hacer lo que deseo, sin miedo al fracaso o lo desconocido...
Pues tengo la experiencia de los anos vividos
y la fuerza de la conviccion de mis deseos.
jQué importa cuantos anos tengo!
iNo quiero pensar en ello!

Pues unos dicen que ya soy viejo,

y otros “que estoy en el apogeo”

Pero no es la edad que tengo, ni lo que la gente dice,
sino lo que mi corazon siente y mi cerebro dicte.
Tengo los anos necesarios para gritar lo que pienso,
para hacer lo que quiero, para reconocer yerros viejos,
rectificar caminos y atesorar éxitos.

José Saramago
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El nimero de personas mayores esta aumentado de forma progresiva y acelerada en todo
el mundo y, en este contexto, la fragilidad constituye una de las expresiones mas problematicas
del envejecimiento poblacional. La fragilidad se ha asociado con un mayor riesgo de resultados
adversos para la salud y el bienestar de la poblacién, un aumento de los servicios de atencion
médica y una ingente carga econdmica sobre los costes de atencién médica y las familias.
Recientemente, la literatura ha enfatizado el caracter multidimensional de la fragilidad y la
necesidad de un abordaje holistico enfocado en aumentar el “valor” de la atencién brindada al
paciente. En este sentido, los sistemas de salud deben adaptarse para mejorar la efectividad y la
calidad de la atencién a una poblacién envejecida que presenta cuadros complejos y, la atencion
sanitaria basada en el valor, se estd abriendo camino de forma incesante en la gestion, la practica
y las politicas sanitarias, como un modelo alternativo que permite ofrecer una atencién sostenible

a la vez que mejora los resultados de salud para el paciente.

Por consiguiente, la presente tesis tiene como objetivo: 1) Identificar, analizar y comparar las
politicas europeas innovadoras en términos de apoyo a las condiciones socioecondmicas derivadas
de los servicios de cuidado prestados por las familias. 2) Analizar la atencidén basada en el valor
atendiendo a las disimilitudes en la conceptualizacion, la implementacion y los resultados y, 3)
Evaluar la implementacion del programa integral y personalizado ValueCare en Valencia, en el

marco de la atencién basada en el valor, para las personas mayores fragiles que viven la comunidad.

Para tal efecto, se empled una investigacién/metodologia mixta integrando las perspectivas
cualitativa y cuantitativa de forma complementaria en una triangulacion intermétodo marcada por
un disefio secuencial exploratorio, en la que la recoleccién y el andlisis de los datos cuantitativos,
se construyen secuencialmente a la luz de los resultados cualitativos. La investigacion concluye
que la existencia de politicas europeas de apoyo a las condiciones socioecondmicas derivadas
de la atencién a largo plazo es reciente y refleja una notoria variabilidad en las caracteristicas
de las mismas entre paises. Asimismo, se refleja la presencia escasa y reciente de estudios que
evallen estrategias implementadas en el marco de la atencién basada en el valor donde, pese a
la existencia de unanimidad en torno a la conceptualizacién de la atencién sanitaria basada en el
valor, también se detectan distinciones notorias entre los principales factores de las estrategias
implementadas y los resultados, sefialando la necesidad de estudios adicionales. Los resultados
obtenidos de la implementacién del programa ValueCare subrayan el impacto positivo de la
atencién basada en el valor para las personas mayores que presentan fragilidad en términos de
mejora de la funcion fisica, la calidad de vida, la sintomatologia depresiva y ansiosa, y la reduccién
del uso de los recursos y servicios sanitarios. Las evidencias sugieren una mayor investigacion
sobre estrategias holisticas basada en el valor por medio del disefio y activacion de programas

integrales y personalizados para poblacion mayor fragil.

Palabras clave: Atencién basada en el valor, personas mayores, fragilidad, cuidado, apoyo

socioecondmico, atencidn integral, atencidn personalizada, ensayo clinico controlado pre-post.
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The number of older people is increasing progressively and rapidly worldwide and in
this context frailty is one of the most problematic expressions of population ageing. Frailty
has been associated with an increased risk of adverse health and well-being outcomes in
the population, an increase in health care services and a huge economic burden on health
care costs and families. Recently, the literature has emphasised the multidimensional nature
of frailty and the need for a holistic approach focused on increasing the ‘value' of patient
care. In this regard, health systems must adapt to improve the effectiveness and quality of
care for an ageing population with complex conditions, and value-based care is steadily
making its way into health management, practice and policy as an alternative model for
delivering care in the framework of sustainable care while improving health outcomes for

the patient.

Therefore, this thesis aims to: 1) Identify, analyse and compare innovative European
policies in terms of support for socio-economic conditions arising from family-based care
services. 2) To analyse value-based care in terms of dissimilarities in conceptualisation,
implementation and outcomes and, 3) To evaluate the implementation of the ValueCare
comprehensive and personalised programme in Valencia, within the framework of value-

based care for frail elderly people living in the community.

To this end, a mixed research/methodology approach was employed integrating
qualitative and quantitative perspectives in a complementary manner in an inter-method
triangulation marked by an exploratory sequential design in which quantitative data
collection and analysis are sequentially constructed in light of the qualitative findings. The
research concludes that the existence of European policies to support socio-economic
conditions arising from long-term care is recent and reflects a notorious variability in the
characteristics of these policies between countries. It also reflects the scarce and recent
existence of studies evaluating strategies implemented in the framework of value-based
care where, despite the existence of unanimity around the conceptualisation of value-
based care, there are also notorious distinctions between the main factors of the strategies
implemented and the results, pointing to the need for further studies. The results obtained
from the implementation of the ValueCare programme underline the positive impact of
value-based care for frail older people in terms of improved physical function, quality of life,
depressive and anxious symptomatology, and reduced use of health resources and services.
The evidence suggests further research into holistic value-based strategies through the

design and activation of comprehensive and personalised programmes for frail older people.

Key words: Value-based care, older people, frailty, caregiving, socio-economic support,

integrated care, personalised care, pre-post controlled clinical trial.




La culminacién de esta tesis doctoral refleja, no solo el resultado de 4 afios de arduo
trabajo y dedicacién, sino también el esfuerzo, apoyo y colaboracién de todas aquellas
personas que han contribuido, de multiples formas, a este logro. Sin duda alguna, el objetivo de
alcanzar la maxima titulacion universitaria, ha supuesto un continuo de desafios, aprendizajes
y momentos inolvidables, que han ido definiendo no solo mi vida académica y laboral, sino

también, mi vida personal.

En este espacio quiero expresar mi mas profundo agradecimiento a todas aquellas

personas que han estado presentes y han dejado una huella indeleble en esta etapa de mi vida.

Con profunda estima y reconocimiento, extiendo mi mas sincero agradecimiento a mis
directores Jorge Garcés Ferrer, Tamara Alhambra Borrds y Francisco Rédenas Rigla. A lo largo
de este camino, sus consejos, sus ensefanzas y su apoyo invaluable, han supuesto una fuente

constante de inspiracién y aprendizaje.

Gracias, Jorge, por compartir tu vasto conocimiento, tu experiencia y sabiduria en el
ambito de la investigacion, pero también, por tus sabios consejos aplicables a cualquier
ambito de la vida. La capacidad de progresar, explorar nuevos horizontes y aventurarme a
afrontar nuevos desafios son el resultado de tu orientacidn y el entusiasmo con el que me
has acompanado en este recorrido, pero también, de tu confianza depositada en mi en todo
momento. TU actitud positiva y cercana, junto a tu capacidad de liderazgo, en un dmbito
laboral caracterizado por la existencia de multiples perfiles profesionales, se ha traducido en
un clima laboral guiado por el compromiso y el companerismo, siendo para mi un placer y un

orgullo formar parte de este equipo de trabajo.

En segundo lugar, a Tamara, quien desde el inicio de este trayecto me ofrecié su mano
y nunca me soltd. Su actitud entusiasta, su pasion y su perseverancia, con una voluntad firme
y decidida, luchando contra viento y marea por lograr aquello que desea, han sido y seran,
quizas hasta en ocasiones sin que ella sea consciente, un ejemplo a seguir para mi. Gracias
por tu refuerzo constante, por acompafarme y motivarme en este proceso de crecimiento
personal y profesional, por no haber dudado nunca de mi'y por transmitirme en todo momento
los conocimientos y consejos necesarios para hoy poder estar aqui. Esta tesis es el reflejo de

multiples horas, momentos y suefios compartidos, que siempre guardaré en mi memoria.

A mis compaferas y compaferos de Polibienestar, que sin duda alguna me han brindado
su apoyo desde que inicié mi labor investigadora en el instituto, acogiéndome con los brazos
abiertos y guidndome en el camino de la investigacién. Trabajar con un buen clima laboral
donde poder compartir experiencias, conocimientos y consejos, es un hecho en Polibienestar

y es para mi un privilegio ser parte de ello.
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dia a dia para que mi futuro académico fuese el que yo eligiese y por habernos educado en
la humildad, la confianza, el respeto y el esfuerzo como valores fundamentales. Esta tesis no

hubiese sido posible sin vuestro respaldo y el amor que siempre me habéis bridando.

Y, en especial, a mi hermana melliza, Noelia. Me siento una privilegiada por haber
compartido toda mivida contigo, incluido también los desafios y éxitos de este viaje académico.
Gracias por estar a mi lado y por ser mi mayor apoyo siempre, sin excepcion. Este logro es
también un reflejo de nuestra conexién y del respaldo que me has ofrecido en cada una de las
etapas. Eres la mejor companera de vida que me podria haber tocado y no me cabe ninguna
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Yo, Mirian Ferndndez Salido, he desarrollado la presente tesis inscrita bajo la
denominacion “Atencién basada en el valor: Una aproximacién a la integracién de la asistencia
social y sanitaria en el diagnéstico y abordaje de la fragilidad en la poblacién mayor” en el
marco del Programa de Doctorado en Diseno, Gestion y Evaluacién de Politicas Publicas
de Bienestar Social (R.D. 99/2011) del Instituto Universitario de Investigacion en Politicas de
Bienestar Social ( en adelante Polibienestar) de la Universitat de Valencia. El programa de
doctorado anteriormente mencionado y en el que se enmarca la presente tesis doctoral, se
articula en torno a dos lineas de investigacién, siendo la linea de investigacion “Modelizacion,
evaluacién, sistemas de gestiéon y tecnologia en politicas publicas” en la que se encuadra
la tesis, dado su interés en analizar las politicas publicas como respuesta de los estados de
bienestar para hacer frente a los retos de la sociedad actual en términos de envejecimiento

poblacional, digitalizacion, gasto sanitario, etc.

La tesis ha sido llevada a término bajo la direccidn de Jorge Garcés Ferrer - Catedratico
de Politicas Sociales en la Universitat de Valéncia, Catedratico Principe de Asturias en la
Georgetown University de Washington, Doctor en Administracién y Ciencias Politicas, Doctor
en Psicologia y Doctor Honoris Causa por la Universitat Jaume | de Castellén y director de
Polibienestar, la Codireccién de Francisco José Rddenas Rigla - Doctor en Sociologia,
Profesor Titular de la Universitat de Valéncia e Investigador en el Instituto de Investigacion
Polibienestar , y la Codireccién de Tamara Alhambra Borras - Doctora en Psicologia e
investigadora consolidada de Polibienestar. La mision del Instituto Polibienestar radica en
lograr la mejora de las politicas publicas en términos de eficacia y eficiencia, mediante el
desarrollo e implementacion de propuestas innovadoras, integrales e interinstitucionales bajo
un enfoque sociotécnico, interdisciplinar y multicéntrico que se traduzca en Ultima instancia
en la mejora del bienestar, la sostenibilidad y la calidad de vida de la sociedad, con especial

atencién a la poblacién vulnerable.

La labor investigadora del instituto se encuadra en diferentes areas de investigacion
gue cuentan, en términos mas especificos, con sus respectivas lineas de investigacion. En
este sentido, la presente tesis se halla inserta en las dreas de Salud y Politica Social y en
las respectivas lineas de investigacién en cuidados de larga duracién, atencién primaria,
promocion de la saludy prevencion de la enfermedad, atencién sociosanitaria y envejecimiento

activo y saludable.

Polibienestar, estd compuesto por un equipo interdisciplinar que cuenta con maés
de 80 investigadores/as tanto seniors como juniors concernientes a diferentes dmbitos
académicos, tales como, Trabajo Social, Psicologia, Economia, Derecho, Sociologia, Medicina
o Ingenieria y Telecomunicaciones, pertenecientes tanto a la Universitat de Valencia como
a otras 12 Universidades asociadas: Universidad Politécnica de Valencia, Universitat Jaume

| de Castelld, Universidad Politécnica de Madrid, Universidad del Pais Vasco, Universidad




Zan %y VNIVERSITAT
€ % DGVALENCIA

de Burgos, Universidad de Murcia, Universidad de Castilla-La Mancha y Universidad de
Extremadura, Universidad de Sevilla, Universidad de Canada, Universidad de Concepcion

(Chile) y Universidad Auténoma de Encarnacion (Paraguay).

Mi labor como investigadora y colaboracién con Polibienestar tuvo su inicio en el afio
2018 con la obtencién de la Beca de Colaboracién del Ministerio de Educacién y Formacién
Profesional con el proyecto “Participacién del Trabajo Social en el Plan Valenciano de Inclusion
y Cohesidn Social 2017-2022" el cual mantenia una estrecha relacién con los Planes de
inclusién y cohesién social desarrollados por Polibienestar, en ese mismo afio, para aquellos
municipios y mancomunidades a los que la Generalitat Valenciana aprobd las subvenciones
para la elaboracion de los mismos. Sin embargo, no fue hasta el afo 2019 que la relaciéon
con Polibienestar se consolidd con el acceso al programa de doctorado y la obtencién del
contrato para la Formacion de Profesorado Universitario (FPU19/04167) subvencionado por
el Ministerio de Ciencia, Innovacion y Universidades, gracias al cual inicie una participacién
mas afianzada como personal docente investigador en formacién en la Universitat de
Valencia-Polibienestar, con el deseo y la inclinacion de aprovechar la oportunidad brindada
para contribuir a la mejora de nuestra sociedad, poniendo especial énfasis en reducir las

desigualdades y garantizar la igualdad de oportunidades de los grupos mas vulnerables.

Sin duda alguna, Polibienestar y concretamente el cardcter interdisciplinar que
caracteriza a su equipo y el apoyo brindado en primer lugar por el director y seguidamente
por cada uno de los miembros que conforman el mismo, han contribuido de buen grado
al alcance de este objetivo. Asi, durante el periodo comprendido entre 2019-2024 la labor
investigadora en Polibienestar como investigadora predoctoral no se ha limitado al desarrollo
de la tesis doctoral si no que ha supuesto un continuo de participaciones y colaboraciones
con multiples perfiles profesionales e instituciones de indole nacional e internacional, en el
marco de la tematica que engloba la tesis, enalteciendo la calidad de la labor investigadora
desarrollada. Todo ello, se concreta en la participacién desde 2019 en mas de 10 proyectos
europeos y la participacién en mas de 10 congresos y conferencias cientificos tanto de
caracter nacional como internacional. Esta tesis doctoral, forma asi parte de un proyecto de
investigacién mas amplio, denominado ValueCare - Value-based methodology for integrated
care supported by ICT (ref. 875215). - Un proyecto de investigacién financiado por la Comisién
Europea bajo el programa Horizonte 2020, constituido por un consorcio de 17 socios de 8
paises europeos. El objetivo del proyecto ValueCare se encuentra en estrecha concordancia
con el objetivo general de la presente tesis, al buscar proporcionar una atencioén integrada
(sanitaria y social) eficiente y basada en resultados a la poblacién =65 afos que experimenta
fragilidad, deterioro cognitivo y/o multiples enfermedades crénicas, con el objetivo de mejorar
su calidad de vida mediante la aplicacién de metodologias basadas en valores apoyadas por

soluciones digitales.




Introduccion

Si bien es indiscutible que el aumento de la longevidad constituye uno de los mas
notables avances del Udltimo siglo, también lo es el reto que supone el envejecimiento
demogréfico y sus previsiones de progreso incesantes para el futuro préximo (Leeson, 2014;
Scott, 2021). En vista de este contexto, gobiernos, responsables politicos, autoridades de salud
publica, investigadores, lideres de salud y médicos, deben tomar consciencia y aunar sus
esfuerzos ante la inminente necesidad de disefar e implementar politicas de salud y atencién
sostenibles, que permitan afrontar una de las condiciones mas comunes entre las personas
mayores y una de las expresiones mas problematicas del envejecimiento poblacional: la
fragilidad (Keevil y Romero, 2015; Lim et al,, 2017).

Pese a que se ha anticipado que el aumento de la esperanza de vida constituye un logro
del desarrollo econdmico, cientifico y tecnoldgico, es escasa la evidencia que sustenta que el
incremento de la longevidad esté asistido de un periodo prolongado de buena salud (Robine
et al, 2009). Al contrario, el aumento de la esperanza de vida se encuentra en una posicién
suprema al aumento de esperanza de vida saludable, en la que una elevada proporcion de la
vida de una persona podria estar presidida por la presencia de la discapacidad, con la carga
adherida que ésta supone para la persona, la familia y el sistema de atencién de salud publica
(Reynolds y Silverstein, 2003; Rodriguez, 2018; Pinilla et al., 2021).

Teniendo en cuenta que la condicién que antecede a la discapacidad es la fragilidad,
constituyéndose exactamente como una fase de transicién entre la discapacidad y el
envejecimiento exitoso/saludable, responsable de mdltiples resultados negativos para la
salud, no es de alarmar que este sindrome se haya descrito como una prioridad surgente de
salud publica (Alonso et al., 2007; Oliveira et al., 2013; Tello y Valeria, 2016).

Ante este panorama, no es de extranar que los académicos expresen explicitamente
lo esencial de concienciar sobre el riesgo de la cascada de discapacidad ante un aumento
sin precedentes de personas mayores fragiles con necesidades de atencién complejas vy la
urgencia de promover cambios en un actual sistema sanitario marcado por la fragmentacion,
centrado en la enfermedad y cuyos servicios de salud se basan en el volumeny la productividad
(Cleg et al, 2013a; Lim et al,, 2017). Asi, el redisefio del sistema de salud requiere apostar por

vias preventivas de atencion integrada y multidisciplinares que garanticen la sostenibilidad
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de los servicios de atencidn a la vez que mejoran los resultados de los pacientes (Kojima
et al, 2019; Obbia et al, 2020). En estos términos, gana importancia la implementacion de
programas personalizados que permitan prevenir la fragilidad o su progreso, y en ultima
instancia la discapacidad y la carga que esta supone para la persona, su familia y los sistemas
de salud publica en términos de prestacion de cuidados de larga duracién y de privacién

socioecondémica ligada a los mismos (Fatoye et al,, 2022; Frost et al,, 2022).

Cadavezson maslasorganizaciones sanitarias que estan promoviendo latransformacién
de los servicios de salud hacia una atencién basada en el valor, que abogue por una mejora
de los resultados de salud, manteniendo una relacién optima con los costos. Hasta ahora la
evidencia sobre la efectividad de programas basados en el valor para la mejorar del sindrome
de fragilidad, es practicamente inexistente, debido no solo a la escasez de ensayos sino

también a la falta de rigor metodolégico y de deficiencias en la muestra (Montano et al,, 2017a).

La investigacién que aqui se presenta pretende vislumbrar un marco basado en la
evidencia cientifica que sirva de referencia para futuras investigaciones aplicadas, mediante el
desarrollo de metodologias mixtas que permitan comprender en profundidad y abordar desde
un enfoque holistico e integral la fragilidad como la expresién mas comun del fenémeno global
del envejecimiento y la atencidn de esta para la mejora y prevencién de su progreso. Todo ello
sobre la base de un marco basado en el valor que garantice mejores resultados sanitarios con
un uso éptimo de recursos, para en Ultima instancia reducir la carga socioeconémica sobre el
individuo, su familia y los sistemas sanitarios de atencién publica. Bajo el enfoque cualitativo,
se busca contribuir a un marco tedrico comparativo del contexto europeo y los modelos de
bienestar que en este se rigen, para comprender el actual marco de implementacién de las
politicas europeas, cuyo caracter innovador busca paliar las condiciones socioecondémicas
derivadas del cuidado a personas mayores con fragilidad o discapacidad. Este enfoque
permitird desarrollar una comprensién profunda, matizada y actualizada de la relacién entre
el envejecimiento poblacional, las consecuencias socioecondémicas derivadas del cuidado
prestado por las familias y el esfuerzo de los diferentes paises europeos para paliar esta

problematica.

Dicho estudio se complementara, en segundo lugar, con el desarrollo teérico de un
marco de conocimiento exhaustivo sobre el modelo de atencién basado en el valor, para
superar los desafios hasta ahora existentes sobre su conceptualizacién, implementacién y
eficacia en términos de mejorar la calidad de la atencién junto a la optimizacion de los costes
del proceso asistencial. Establecer un marco légico sobre el innovador modelo basado en el
valor podrd servir de guia para el desarrollo de politicas y acciones de implementacién por

parte de los gobiernos, investigadores y lideres del sistema sanitario.




En ultimo lugar, se presentan los aspectos practicos desarrollados a través de una
metodologia cuantitativa sobre la base del disefio de un programa de intervencién especifico,
para evaluar la eficacia de la atencién basada en el valor, integral y personalizada en personas

mayores con fragilidad residentes en la comunidad.

Asi, en Ultima instancia esta tesis espera contribuir al debate académico y cientifico sobre
la viabilidad de enfoques holisticos basados en el valor para abordar el sindrome de fragilidad,
constituyéndose como un marco de referencia para lidiar con el que a hasta ahora es uno de

los principales retos del envejecimiento demografico.
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2. Justificacion del estudio y principales contribuciones

Esta tesis presenta para su evaluacion un conjunto de 4 articulos académicos,
publicados por la doctoranda en revistas cientificas de impacto, respondiendo asi a la

modalidad de Tesis por Compendio de Publicaciones.

El articulo Innovating European Long-Term Care Policies through the Socio-Economic
Support of Families: A Lesson from Practices fue publicado en coautoria con Moreno-
Castro,C. Belletti, F. Yghemonos, S. Garcés-Ferrer, J. y Casanova, G. en 2022 en la revista
Sustainability (ISSN: 2071-1050), editada por MDPI. Indicios de calidad para el afio 2022
en JCR (Ultimo ano disponible): Journal Impact Factor (JIF) 3.9; Category Environmental
Sciences Q2 - SCCI, posicion 48/128. Indicadores de calidad para el afo 2022 en SJR:
SJIR 0.67; Q1 Categoy Geography, Planning and Development, Computer Networks &
Communications; Q2 Category Energy Engineering and Power Technology; Environmental
Science; Hardware and Architecture; Management, Monitoring, Policy and Law; Renewable
Energy, Sustainability and the Environment; y Q1 Category Geography, Planning and

Development; H-index 169.

La doctoranda Mirian Fernandez-Salido, ha contribuido significativamente a este

articulo a través de las siguientes acciones:

@ Recopilacién y curacién de datos: la doctoranda participé y supervisé de forma
activa la recogida de datos, desde la busqueda, identificacion, seleccién y curacién
de la informacién, garantizando la calidad vy fiabilidad de la informacién recogida, asi
como también la permanencia en la disponibilidad para la reutilizacién y conservacion

de los datos.

@ Anilisis formal de los datos: la doctoranda fue capacitada y participé activamente
para realizar el analisis categdrico de los datos, agrupando la informacién recogida
segun los criterios establecidos para tal fin, esto es de forma descriptiva y analitica
para favorecer la comparacion entre las similitudes de las caracteristicas presentadas

por las diferentes politicas identificadas.
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@ Redaccion del manuscrito y posterior revision y edicion: la doctoranda fue la
principal responsable de la redaccion del manuscrito, aportando la coherencia tedrica
del tema abordado a la introduccién, garantizando la idoneidad en la estructuracion
de los resultados de forma ldgica y precisa y responsabilizdndose en dltimo término de
la redaccién de la discusién en sintonia con los resultados y la conclusion. Asimismo,
asumié el proceso de revisién por pares de la revista, atendiendo a las peticiones de
los revisores y dotando de el estudio de mayor rigurosidad acuerdo a sus sugerencias

y directrices de la revista.

Elarticulo Value-based healthcare delivery: Ascoping review fue publicado en coautoria
con Alhambra-Borras, T. Casanova, G. y Garcés-Ferrer, J. en 2024 en la International Journal
of Environmental Research and Public Health (ISSN: 1660-4601), editada por MDPI. Indicios
de calidad para el aflo 2021 en JCR (ultimo afo disponible): Journal Impact Factor (JIF)
4.614; Q1 Category Public, Environmental & Occupational Health - SSCI, posicién 45/182.
Indicadores de calidad para el ano 2022 en SJR (Ultimo ano disponible): SIR 0.828; Q2

category Public Health, Environmental and Occupational Health; H-index 167.

Las contribuciones de la doctoranda Mirian Fernandez-Salido al presente articulo

pueden definirse en:

@ Conceptualizacién: fue la principal contribuyente al desarrollo del marco tedrico
abordando la naturaleza y el alcance del problema de investigacion y contextualizando
temporal y espacialmente el tema objeto de estudio, concretado en la necesaria
redefinicién del sistema sanitario hacia un modelo de atencién sanitara basada en el

valor para afrontar los desafios del envejecimiento demogréfico.

@ Metodologia: la doctoranda fue la principal responsable del disefio y la seleccién del
marco metodoldgico mas oportuno dada la necesidad de informar sobre las evidencias
sobre un tema emergente, poco conocido y explorado a fin de proporcionar un mapeo

sintetizado de la evidencia identificada mediante una revisidén de alcance.

@® Recogiday analisis de datos: participé activamente en la recogida de la informacién
previo establecimiento de los criterios de elegibilidad y la estrategia de busqueda en
las diferentes bases de datos seleccionadas para tal propdsito. Asimismo, fue un actor
clave en la revision de los estudios y més concretamente en el anélisis de los datos
siendo la primera revisora independiente encargada de la seleccién y el andlisis de los

estudios.




@ Redacciondel borrador original: La estudiante de doctorado fue la principal redactora
del manuscrito, aportando coherencia al cuerpo del mismo dada su participacion activa
en las secciones clave como la introduccién, metodologia, resultados y discusion.
Asimismo, participd enérgicamente en las fases de revision atendiendo a las peticiones
procedentes de la revision por pares y edicion del texto, siendo la principal interlocutora

con la revista.

El articulo Implementation of a Comprehensive and Personalised Approach for Older
People with Psychosocial Frailty in Valencia (Spain): Study Protocol for a Pre-Post Controlled
Trial fue publicado en coautoria con Alhambra-Borras, T. y Garcés-Ferrer, J. en 2024 en la
International Journal of Environmental Research and Public Health (ISSN: 1660-4601), editada
por MDPI. Indicios de calidad para el afo 2021 en JCR (dltimo afo disponible): Journal Impact
Factor (JIF) 4.614; Q1 Category Public, Environmental & Occupational Health - SSCI, posicién
45/182. Indicadores de calidad para el afio 2022 en SJR (ultimo afio disponible): SJR 0.828; Q2

category Public Health, Environmental and Occupational Health; H-index 167.

Las contribuciones de Mirian Fernandez-Salido en el presente articulo, se

resumen en:

® Diseiio del protocolo y redaccion del manuscrito: la doctoranda fue la principal
responsable y contribuyente en el disefio del protocolo de estudio y la redaccion del
mismo, desarrollando el marco teérico de referencia e informando seguidamente de
los métodos de investigacion, las medidas de resultado empleadas, asi como también
el proceso de gestion, recoleccion y andlisis de datos. Asimismo, se ocupd de las
modificaciones oportunas tras las sugerencias realizadas por los revisores en el proceso

de revisién y de mantener el dialogo con la revista durante dicho periodo.

El articulo Efficacy ofa Comprehensive and Personalized Approach for Frail Older People
in Valencia (Spain): A Pre-Post Controlled Trial fue publicado en coautoria con Alhambra-
Borréas, T. y Garcés-Ferrer, J. en 2024 en la revista Healthcare (ISSN 2227-9032), editada por
MDPI. Indicios de calidad para el ano 2023 en JCR (lltimo ano disponible): Journal Impact
Factor (JIF) 2.4, Q2 Category Health Care Sciences & Services - SCIE posicién 73/174, Health
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Policy & Services - SSCI, posicion 49/118. Indicadores de calidad para el afio 2023 en SJR
(dltimo ano disponible): SJIR 0.606; Q2 Category Health Policy; Leadership and Management;
H-index 57.

Las contribuciones de la doctoranda Mirian Fernandez-Salido al presente articulo se

concretan en:

@ Recogiday registro de los datos: la doctoranda se encargé de la recogida, el registro
y el tratamiento de los datos garantizando el cumplimiento de los estdndares éticos y

metodoldgicos.

@ Anilisis de los datos: la doctoranda colabord en el anélisis de los datos registrados
a través del cuestionario ValueCare, evaluando las variables y validando el uso de la

intervencioén ValueCare en la poblacién objeto d eestudio.

@ Redaccion del articulo: La doctoranda se responsabilizé de la redaccién de la mayor
parte de las secciones del articulo, incluyendo la implementacién de las modificaciones
necesarias tras la revisién efectuada por los revisores y posteriormente por los editores

previa publicacion.
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3. Marco teédrico

3.1. Envejecimiento poblacional: contextualizacion, previsiones y retos

Elenvejecimientodelapoblacion, fendmenoqueimplicaunaumentodelarepresentacién
de las personas mayores en la poblacién total, sigue en auge con una expansién acelerada
de la poblacion de edad avanzada en todo el mundo (Grundy et al, 2017; Ofori-Asenso et
al., 2018). Este aumento progresivo de la proporcién de personas mayores es el efecto de la
consecucion de dos fendmenos paralelos, el aumento continuo de la esperanza de vida, junto
a la disminucién de las tasas de fecundidad (Sander et al, 2015; World Health Organization,
2020; Maj-Wasniowska y Jedynak, 2020).

A nivel mundial, segln las proyecciones de la Organizacién de las Naciones Unidas
(ONU), se estima que la poblacién seguird creciendo de aproximadamente 6100 millones en
el afno 2000 a 9.700 millones en 2050 y 11.200 millones en el afio 2100, y se calcula que en
2050 una de cada cinco personas en todo el mundo tendra 60 anos o mas (United Nations,
2019). En Europa, se estima que para el 2050 la poblacién mayor de 65 anos represente el
27% de la poblacién y los octogenarios constituyan al menos uno de cada diez habitantes
en 2050 (Eurostat, 2019. Si bien es cierto que el envejecimiento poblacional constituye un
reto a nivel mundial, la Unién Europea (UE) presenta una imagen diferenciadora, ya que el
proceso de envejecimeinto poblacional en el continente europeo se encuentra entre los mas

avanzados (Agost et al,, 2021; Morales et al, 2022; Tzouganatou, 2022).

Por lo que concierne a Espafa, segun los datos aportados por el Instituto Nacional
de Estadistica (INE), a fecha 1 de enero de 2024, la poblacién de 65 afos o mas ascendia a
casi el 20% de la poblacion con aproximadamente 10 millones de personas, perpetuando asi
el incremento anual que lleva produciéndose desde afos anteriores (Instituto Nacional de
Estadistica, 2024) y convirtiéndose en el cuarto pais Europeo con mas personas mayores,
por detrds de Alemania, Francia e ltalia (Pérez Diaz et al, 2023a). Las proyecciones de
poblacién prevén para 2050 que la poblacién mayor de 65 afios constituya un 30,4% del total,
convirtiendo a Espafia en el pais mas envejecido de Europa (Lazaro y Potou, 2018; Pérez Diaz
et al, 2023b).
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Las previsiones globales sugieren que el aumento sin precedentes de la esperanza
de vida presenciado en los dos ultimos siglos contintie, de manera que las mejoras en la
supervivencia acrecienten alrededor de 5 anos la esperanza de vida al nacer para la poblacién
mundial, con una longevidad media aproximadamente de 77,2 afios para 2050 (United Nations,
2022).

Atendiendo a estos datos la longevidad de la poblacién puede considerarse a su vez
un éxito y un reto. Un éxito de los avances cientificos, médicos y tecnoldgicos, las mejoras de
las politicas de salud publica y el desarrollo socioeconémico (Petretto et al., 2016; Rebodillo
et al, 2021; Castelblanco-Toro, 2024), que han permitido grandes logros en cuanto a la
disposicién de farmacos, el tratamiento de enfermedades crénicas, cirugias y procedimientos
intervencionistas para abordar enfermedades que antes se gestionaban paliativamente o
incluso se desconocia el entendimiento de sus causas (Valencia, 2012a; Creagh et al,, 2015a).
Pero, a su vez, el rdpido y continuo aumento de la presencia de personas mayores implica
no solo un incremento de la proporcién, sino que también instituye el aumento absoluto
de un grupo social con caracteristicas propias (Creag et al, 2015b). En este sentido, el
envejecimiento poblacional se constituye como el reto demografico médico y social mas
importante del mundo (Officer et al, 2020), implicando mdltiples desafios para los sistemas
sanitarios y los presupuestos de salud publica, ya que se asocia a un fuerte incremento de los

servicios asistenciales (Creag et al,, 2015¢; Arsenijevic et al,, 2016; Gu y Dupre, 2021).

Con mayor precision, el envejecimiento poblacional coincide con el aumento de las
situaciones de fragilidad que pueden desencadenar en discapacidad y el predominio de las
enfermedades cronicas no transmisibles, como son las enfermedades cardiovasculares, el
cancer, la diabetes, la enfermedad, la demencia, la depresion y la osteoartritis, entre otras. Esto
puede conllevar, en multiples ocasiones, comorbilidades y multimorbilidades que ejercen una
gran presion asistencial y presupuestaria para los sistemas de salud y las personas que cuidan
a las personas mayores (Valencia, 2012b; Vos et al, 2020; Rueda, 2022), ademés del impacto

en la calidad de vida de aquellas personas que las padecen (Segura y Barrera, 2016).

Frente a este escenario, se observa que los sistemas sociales y sanitarios se encuentran
sobrecargados y brindan sus servicios y recursos de forma fragmentada y desarticulada,
pudiendo albergar inequidad y discriminacion y provocando la insatisfaccién tanto de
pacientes como de proveedores de atencion médica (Mitchell y Walker, 2020; McMaughan et
al, 2020). En definitiva, los sistemas no estan preparados para afrontar los multiples desafios
gue conlleva el envejecimiento poblacional y ante ello se requieren politicas y acciones que
garanticen afos de vida saludables y una atencion de calidad atendiendo a las necesidades
complejas de las personas mayores, con diagndsticos e intervenciones que aborden la
totalidad del individuo (Wilson et al., 2021; Belachew et al., 2024).




3.2. Privacion socioeconomica derivada de la prestacion de Cuidados de
Larga Duracién a personas mayores

Teniendo en cuenta las previsiones en el aumento de la proporcién de personas
mayores con especial atencién al segmento de poblacién octogenaria, cuyas previsiones
apuntan a un incremento aproximado del 6% para el 2050 (Oficina Europea de Estadistica,
2019), se espera que la demanda econémica y social relacionada con los CLD se incremente
considerablemente en consonancia con esta tendencia general. Este aumento de la
demanda plantea un arduo desafio para las sociedades en proceso de envejecimiento y los
sistemas de CLD (Heger y Korfhage, 2018; Lera et al., 2021a).

Junto a los cambios demograficos, los cambios sociales marcados en parte por la
disminucién de las tasas de fecundidad estdn modificando la estructura y relaciones
familiares y, por ende, la capacidad de respuesta para hacer frente a los CLD devenidos
por la presencia de enfermedades degenerativas y dependencia se esta viendo disminuida
(Garcia y Catalan, 2010). Antes este escenario, no solo se observa una reduccion progresiva
del ndmero de posibles cuidadores informales, sino que, ademas, éstos estan sufriendo
una mayor carga de trabajo (Lind et al, 2020). Si bien es cierto que la proteccién social
se ve influida en funcién del modelo de estado de bienestar (Verbeek-Oudijk, 2015a), en la
mayoria de paises del contexto europeo las personas que requieren CLD y sus familiares,

sufren las consecuencias en términos de privacion social y econémica (Llinca et al,, 2017a).

En este sentido, la literatura evidencia notorias desigualdades en el uso de CLD entre
paises, pero también entre grupos de ingresos dentro de los paises, ya que los hogares e
individuos con un nivel socioeconémico mas bajo presentan un mayor uso de cuidados
informales (procedentes de la familia o la comunidad préxima) para cubrir las necesidades
de cuidados, frente a los hogares e individuos con un nivel socioecondmico alto, quienes
destacan por la presencia de cuidados formales y de un mayor acceso a los recursos de

ambos tipos de cuidados en general (Llinca et al., 2017b; Lera et al, 2021b).

En esta linea, los estudios subrayan que las mujeres son las principales protagonistas
del cuidado informal prestado, sufriendo un mayor riesgo de exclusién social y desigualdad
social, ya que frecuentemente son ellas quienes se sienten obligadas a cubrir las necesidades
de cuidado de sus familiares, limitando para ello su vida social y laboral (Phillips et al., 2022).
Los datos apuntan a que cerca del 80% de todos los cuidados son proporcionados por
cuidadores no remunerados en la UE y tres cuartas partes de los mismos son prestados
por mujeres, con un promedio de 22 horas semanales frente a las 19 horas que dedican los
hombres (Eurofound, 2017).
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Como se ha anticipado, la capacidad de cuidado de los hogares se ha reducido
notablemente debido a los cambios ocasionados en los modelos de organizacién familiar,
asi como también a la progresiva incorporacién de las mujeres al sector laboral, quienes
ahora se esfuerzan por lidiar con la carga del cuidado y sus empleos remunerados
(Sanchez-Salmeron et al, 2021a; Philips et al, 2022). Si bien el empleo puede actuar
como factor protector, en términos de estabilidad financiera, apoyo social y respiro de las
responsabilidades de cuidado (Hansen y Salagsvold, 2015), proporcionar cuidados a los
miembros de la familia es una responsabilidad que requiere tiempo y esfuerzo y si no existen
politicas e intervenciones que apoyen el equilibrio en el mantenimiento del empleo y la vida
laboral y privada, las demandas del trabajo y el cuidado seran dificiles de conciliar (Niimi,
2018; Willink et al,, 2018). La evidencia revela, que las organizaciones asumen en esta linea
que los empleados cuidadores priorizan las demandas del cuidado familiar sobre las del
empleo (Joseph y Joseph, 2019), lo cual puede conllevar a un desempeno laboral deficiente,
aumentar el ausentismo y tener un impacto negativo en el bienestar de la persona y en
la provisiéon de los cuidados (Sethi et al,, 2017a). En definitiva, los trabajadores “con doble
funcién” que poseen un empleo remunerado y a su vez prestan cuidados no remunerados
a familiares, parientes o amigos, constituyen un grupo especialmente vulnerable dado que
frecuentemente realizan empleos precarios (Sethi et al, 2017b); entendiendo el término
“precario” en relacién a experiencias laborales asociadas con contratos de trabajo a tiempo
parcial, inestabilidad, falta de proteccion y vulnerabilidad social y econémica (Tompa et al,
2007). Ademas de esto, hay que tener en consideracion las pérdidas econémicas derivados
del tiempo que se designa al cuidado informal y que conduce a su vez a la pérdida de
oportunidades laborales, reduccién de la jornada laboral y de los ingresos (Heitmueller et
al, 2007; Moya-Martinez et al; 2012).

Ante este contexto, las diferencias en los esfuerzos que estan realizando los diferentes
regimenes de bienestar, para paliar los riesgos sociales y econémicos derivados de la
prestacién de CLD, son notables. Respecto a los paises del norte de Europa, se destaca
que éstos destinan unos presupuestos mas elevados para cuidados no residenciales, con
una provision de servicios de caracter universal y organizados a nivel local, confirmando
la concienciacion y la cobertura publica de esta necesidad, cémo factor protector de la
privacién socioeconémica derivada del cuidado (Cabrero y Gallego, 2013; Verbeek-Oudijk
et al, 2015b). En cuanto a los paises de la regién central de la UE que responden al modelo
Bismarck, se observa un elevado nivel de copago, el cual ha obligado a las personas mayores
a recurrir a los recursos familiares para poder financiar los servicios de cuidado, e incluso
en ocasiones, haber agotado los recursos financieros de la persona por completo para

poder apelar a la asistencia social (Karagiannidou y Wittenberg, 2022). Si bien los paises




del modelo Bismarck han avanzado teniendo en consideracion la necesidad de implantar
un seguro de cuidados en términos de organizar y financiar los CLD, no sucede lo mismo
con los paises que constituyen los regimenes de bienestar mixto o mediterrdneo, como es
el caso de los paises del Sur y del Este de Europa, donde las familias cargan con la mayor
responsabilidad y, por ende, el uso de cuidados informales resulta preponderante (Pacolet,
2006; Sanchez-Salmerdn et al, 2021b) .

Independientemente del modelo de atencién, el reto del sistema de cuidados en todos
los estados, requiere cambios significativos que avancen hacia la educacion del sistema. Se
precisa una gestion y acceso equitativo que aborde los cambios demogréficos y sociales
acaecidos en las Ultimas décadas. Estos cambios deben pasar por incorporar y garantizar
la efectividad de politicas de igualdad de género y de conciliacién entre la vida laboral y

personal para todos los cuidadores que trabajan.

3.3. Conceptualizacion de la fragilidad en poblacién mayor

Como se ha anticipado, a medida que la poblacién envejece, aumenta la prevalencia
de la dependencia requiriendo la ayuda de terceros para la realizacion de las actividades
bésicas de la vida diaria. Este incremento de la dependencia en la longevidad asociado a la
aparicién de enfermedades y a una decadencia fisica y mental tiene un impacto significativo
en los cuidados de larga duracidn, generando una mayor demanda de recursos y servicios
especializados, asi como un aumento en los costos asociados (Bloom et al,, 2015; Esteban
y Rodriguez, 2015). En este contexto, es crucial que los sistemas de salud implementen
estrategias preventivas que aborden la condicién que precede a la dependencia, el sindrome
de fragilidad (Fried et al, 2001; Acosta et al,, 2022). La atencién temprana a la fragilidad,
debe ofrecer una respuesta mediante una evaluacién e intervencién planificada e integral
gue contemple un enfoque clinico, epidemiolégico y social siendo la Atencién Primaria de
Salud la estrategia que cobra mayor importancia para el control y seguimiento del sindrome

de fragilidad en las personas mayores (Gonzalez et al,, 2017; Lesende et al,, 2021).

El concepto de fragilidad ha crecido en importancia en la investigacion sobre el
envejecimiento y el cuidado de la poblacién mayor, constituyendo su abordaje un reto para
todas las sociedades envejecidas, debido a su asociacién con una mayor vulnerabilidad a
resultados adversos de salud (Hernandez, 2020; Fernandez et al,, 2020). Entre los multiples
eventos adversos que conllevan un alto riesgo ante la presencia de fragilidad destaca
la discapacidad, caidas, hospitalizacion, institucionalizacién y mortalidad (Lahousse et
al, 2014;,0'Caoimh et al,, 2014; ; Clegg et al, 2013b; Hoogendijk et al, 2019a). Asimismo,

estudios recientes han reportado que la fragilidad esta asociada con un mayor riesgo de
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depresion, soledad, reduccién de la calidad de vida, una importante carga econémica y un
gran impacto en los CLD (Pilotto et al., 2020; Cella et al, 2021).

Asimismo, se requiere la identificacién de la poblaciéon de edad avanzada con mayor
riesgo de episodios adversos para la salud y, en este sentido, las personas mayores fragiles
constituyen un subconjunto significativo e identificable de los mas vulnerables (Morley et
al, 2013a).

Ahora bien, cuando referimos al concepto de “fragilidad’, es importante destacar,
que pese a los esfuerzos de la comunidad cientifica en las Ultimas dos décadas, todavia
no se ha alcanzado una definicidon consensuada entre los profesionales del ambito de la
salud, coexistiendo grandes diferencias conceptuales, asi como diversidad de herramientas
de evaluacion y criterios segun los cuales una persona es considerada en situacion de
fragilidad (Soler et al, 2010a; Serra-Rexach et al, 2011a; Contel et al, 2012a; Rodriguez-
Manas et al., 2013). La conceptualizacion mas extendida hasta la actualidad y validada en
el Cardiovascular Health Study (Acosta-Benito y Martin-Lessende, 2022) refiere al modelo
fisico o fenotipico (Fried et al., 2001a). Este modelo esta basado en la medicidon objetiva de
la funcidn fisica e identifica la fragilidad por la presencia de al menos tres de los siguientes
cinco criterios: (1) pérdida de peso involuntaria, (2) agotamiento autoinformado, (3) poca
fuerza de agarre, (4) velocidad de marcha lenta y (5) bajo nivel de actividad fisica (Fried
et al, 2001b). En términos generales, se considera que una persona es fragil si cumple al

menos 3 de los 5 criterios y pre-fragil si cumple 10 2 de estos criterios (Rohrman, 2020a).

Frente aestaconceptualizaciéndelafragilidad basadaenunconstructounidimensional
que orienta el sindrome de fragilidad (SF) al dominio fisico del funcionamiento y al estado
bioldgico/fisiologico, los académicos, mas recientemente, se han decantado por un
constructo multidimensional que analiza la interrelacion e interaccién entre diferentes

dominios del funcionamiento humano: fisico, psicolégico y social (Gobbens et al.,, 2010a).

La variabilidad en la conceptualizacion del estado de fragilidad, sobrelleva a una
multiplicidad de instrumentos y herramientas para evaluar la fragilidad, que arrojan tasas de
prevalencia diferentes entre estudios, en funcién de los instrumentos utilizados (Metzelthin
et al, 2010; Jung et al,, 2014). En este sentido, los estudios reflejan tasas de prevalencia que
oscilan entre el 33% y el 88% (Van lersel et al., 2006) y entre el 40% y 591% (Collard et
al, 2012) en funcién de los indices utilizados. No obstasnte, a pesar de la variabilidad de
los resultados y con independencia del instrumento de evaluacion utilizado, la literatura

evidencia que la fragilidad es una condicién que se acentla con la edad, oscila entre el 4%




y el 59% en poblacién mayor que viven en la comunidad y es mayor en mujeres que en
hombres (Rohrman, 2020b).

Siguiendo esta linea de elementos unanimes a la condicion de fragilidad, existen
algunos aspectos en los que se puede constatar la existencia de consenso: (1) La fragilidad
es un sindrome médico importante que expone a la persona adulta a un mayor riesgo de
resultados adversos (Morley et al,, 2013b); (2) La fragilidad se encuentra relacionada con un
estado de alteraciones fisiopatoldgicas que predispone a la persona mayor a presenciar un
declive en multiples sistemas corporales, debido a las alteraciones en la movilidad, equilibrio,
potencia muscular, nutriciéon, coordinacidon motora, resistencia y capacidad de actividad
fisica (Soler et al, 2010b; Serra-Rexach et al, 2011b; Kerschan-Schindl y Foger-Samwald,
2017); (3) Existe consenso en que la fragilidad constituye un estado de pre-discapacidad o
de riesgo de desarrollar una nueva discapacidad desde una situacién de limitacién funcional
incipiente, por lo que ni en su definicidn, ni en los instrumentos de medida, deberian mostrarse
determinantes de discapacidad (Lesende et al, 2010a; Soler et al, 2010c; Salva et al.2012); (4)
Con independencia de la definicién que se utilice, la fragilidad tiende a desarrollarse de forma
escalonada, con empeoramientos progresivos. (Lesende et al 2010b; Contel et al, 2012b); (5)
La fragilidad refiere a una condicién dindmica y no estética, es decir, lo mas probable es
gue cualquier persona mayor no permanezca por largos periodos de tiempo igual de fragil o
vigoroso, al igual que no todas las personas mayores son fragiles en la misma medida, por lo
que la progresion y la reversién son comunes (Firstenau et al, 2022a; Gobbens et al; 2010b);
(6) La fragilidad responde a un sindrome multicausal determinado por variables de diferente
indole (clinicas, sociodemograficas, funcionales, mentales, sociales) y, por ende, requiere
que el reconocimiento clinico de la misma se realice a través de la valoracion integral de las
personas mayores (Fried et al.1988; Cortés et al,2000; Redin,2000; Orueta et al,2008; Soler et
al,2010d; Ministerio de Sanidad, Igualdad y Servicios Social, 2013).

3.4. El enfoque multidimensional de la fragilidad: factores de riesgo y
factores de proteccion

Como se ha anticipado, pese a que tradicionalmente la fragilidad se ha definido como
un constructo unidimensional de caracter (bio)médico, en la actualidad se estd extendiendo
la conceptualizacion a través de modelos integradores que incluyen ademds del dominio
fisico, el dominio psicoldgico y social (Steverink, 2001; Gobbens et al,, 2010c). A este respecto,
la definicién proporcionada por Gobbens y sus colegas (2010)c ofrece un ejemplo claro
de atencién al caracter integral y multidimensional, al definir la fragilidad como “un estado
dindmico que afecta a un individuo que experimenta pérdidas en uno o mas dominios del
funcionamiento humano (fisico, psicoldgico, social), que es causado por la influencia de una

serie de variables y que aumenta el riesgo de resultados adversos”
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En esta misma linea, estudios recientes abordan los factores de riesgo para la aparicién
o progresion de la fragilidad desde una perspectiva multifactorial, que engloba un amplio
espectro de aspectos y condiciones que abarcan los dominios sociales, demogréficos,
clinicos, relacionados con el estilo de vida y biolégicos (Hoogendijk et al, 2019b). En
consonancia con esto, mas recientemente, algunos autores como Jauregui y Ruben (2021)
a se han esforzado por aunar el conjunto de criterios médicos que a lo largo de la historia se
han utilizado para definir la fragilidad y que son coincidentes con los criterios mencionados
por otros autores, como la presencia de enfermedades crénicas (Gray et al, 2013; Lessende,
2009) y especialmente la comorbilidad enfocada en la presencia de dos o mas enfermedades
crénicas (Fried et al, 2001c; Herrera et al, 2020; Wang y Hu, 2022), déficits sensoriales,
alteracién en la marcha, caidas reiteradas, mala autopercepcion de la salud, hospitalizaciones
frecuentes, criterios funcionales en términos de la disminucién de capacidad para realizar
de forma independiente las actividades basicas de la vida diaria (ABVD) y las actividades
instrumentales de la vida diaria (AIVD) (Anderson, 2010; Raya et al, 2006; Serra-Rexach et al,,
2011c); criterios socioecondmicos (vivir solo, viudez reciente, edad mayor de 80 afos, bajos
ingresos econémicos) (Jung et al, 2017; Fhon et al, 2018) y criterios cognitivos/afectivos

(depresidn, deterioro cognitivo) (Soysal et al, 2017; Da Mata et al, 2021).

En este sentido, autores como Elsa dent et al. (2016)a o Fen et al. (2017)a han aunado
sus esfuerzos para, tras revisiones exhaustivas, definir los factores de riesgo relacionados con
el desarrollo de la fragilidad: factores sociodemogréficos como el riesgo de pobreza, la edad
avanzada, el género femenino, ingresos bajos, vivir solo y el bajo nivel educativo; factores
psicolégicos, incluida la depresién; problemas nutricionales como la mala salud bucal o la
desnutricién; polifarmacia; presencia de enfermedades; factores fisicos como la baja actividad
fisica, la obesidad el indice de masa corporal (IMC) vy el estado funcional de las actividades
de la vida diaria (AVD) se asociaron de forma significativa y positiva con la fragilidad. Por su
parte, Brinkman et al. (2018)a y van Assen et al. (2022)a han abordado desde una perspectiva
multidimensional la relacién entre los factores de estilo de vida que se asocian positivamente
con la fragilidad, como el tabaquismo, el consumo de alcohol, la inactividad fisica o la dieta

poco saludable.




UNA APROXIMACION A LA INTEGRACION DE LA ASISTENCIA SOCIAL Y SANITARIA EN EL DIAGNOSTICO Y ABORDAJE DE LA FRAGILIDAD EN LA POBLACION MAYOR

Figura 1. Factores de riesgo relacionados con la aparicion o progresion de la fragilidad
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Frente a los factores de riesgo que se asocian con un indice de fragilidad alto, existe
evidencia de aquellos factores que se constituyen como elementos protectores. En este sentido,
los hallazgos confirman que, frente a la inactividad fisica, la cual se constituye como un factor
de riesgo de fragilidad, la actividad fisica se constituye un factor protector, especialmente,
frente a la fragilidad fisica. (Navarrete-Villanueva et al,, 2021; Corral-Pérez et al., 2023; Pajares y
Pajuelo, 2023). En esta misma linea, Cobacho-Salmoral et al. (2021) confirman que la actividad
y el rendimiento fisico pueden prevenir la condicién de fragilidad e incluso mejorarla, ademas
de tener un impacto positivo en la calidad de vida de la persona. Asimismo, se ha demostrado
gue la actividad fisica también constituye un factor protector frente a otros factores de riesgo
asociados con la fragilidad, como la depresion y el declive cognitivo (Teychenne et al.,, 2008;
Garcia-Garcia et al., 2011).

Prosiguiendo con los factores socioeconémicos que constituyen un riesgo para la
fragilidad, como la pobreza o el bajo nivel educativo, la investigacién llevada a cabo por Rojas
Huerta (2022) confirmo que la escolaridad y ser un trabajador en activo tienen un efecto
protector significativo contra la fragilidad. Asimismo, frente a factores sociodemograficos
de riesgo como el presentar un soporte social deficitario, traducido en vivir solo, el vivir
acompanado de un familiar se ha constituido como un factor protector (Yabar-Palacio et al,
2019; Herrera-Perez et al,, 2020).

Estudios recientes, han focalizado la atencién en determinar la asociacién entre
los factores relacionados con el estilo de vida que tienen un impacto en la fragilidad
multidimensional como protectores de la misma. Asi, van Assen et al. (2022)b constataron a
través de un estudio transversal constituido por un total de 45.336 personas mayores de 65
anos residentes en la comunidad, que factores como el consumo de alcohol, el tabaquismo, la
nutricion y la actividad fisica tienen impacto en todas las dimensiones de la fragilidad (fisica,
psicolégica y social) y que realizar actividad fisica, llevar una alimentacién saludable y un
menos consumo de tabaco se asocian con una menor fragilidad total. Con respecto a la
asociacion entre el alcohol y la fragilidad, los resultados con controvertidos, si bien el consumo
excesivo de alcohol se asocia con una peor salud, el consumo moderado puede no estarlo.
En la misma linea, Brinkman et al. (2018)b y Faria et al. (2022) concluyeron que las personas
mayores que tenian un estilo de vida mas saludable, concretamente, con mayor actividad
fisica, mejor nutricién, soporte social y conductas preventivas, presentaban puntuaciones

mas bajas de fragilidad segun la evaluacién multidimensional del sindrome.

Determinar el conjunto de factores de fragilidad, puede ser de utilidad para el disefio
y la implementacién de intervenciones focalizadas en prevenir y/o reducir la carga que la
fragilidad supone para el individuo, y puede ofrecer orientacién para el desarrollo de futuras
politicas de salud publica (Buttery et al, 2015). Ademas, los hallazgos en materia de fragilidad,

concluyen que la poblacién que no presenta fragilidad tiene, entre otras, menos probabilidades




de desarrollar dependencia u otras enfermedades crénicas. Por consiguiente, la prevencién
del sindrome de fragilidad puede conllevar una reduccién de los costos de atencién médica y

una mejor calidad de la poblacién mayor (Brinkman et al, 2018c).

3.5. Abordar la fragilidad: La idoneidad del Modelo de Atencion Sanitaria
Basado en el Valor (ASBV)

Como se ha anticipado, la discapacidad se establece como una de las consecuencias
negativas de la fragilidad, como un efecto secundario del sindrome, que constituiria la etapa
final (Afilalo, 2016). Por ende y teniendo en cuenta que la fragilidad constituye un sindrome
complejo y multifactorial comun entre la poblacién mayor, que es prevenible y puede
corregirse, es imprescindible que, desde la atencién primaria, como ambito de deteccién
principal de la fragilidad, se proporcione un enfoque multidisciplinar y holistico que aborde
eficazmente el manejo de la misma (Somagutta et al, 2022). Actualmente, los sistemas de
atencion sanitarios estdn mayormente disefados para recompensar el volumen sin tener
en cuenta la relacion calidad-coste (Miller, 2009). Este contexto de atencién basado en el
volumen y la productividad se encuentra a su vez inserto en medios de sistemas de salud
fragmentados y no equipados para satisfacer las necesidades complejas de los pacientes
fragiles (Montafio et al, 2017c; Gobbens, 2018).

En esta linea, las organizaciones sanitarias que tienen como base la atencién de la
salud basada en el volumen, llevan adherida una competicién por la disminucién de los costes
totales en la atenciéon médica, restando asi valor a la prestacién de los servicios. Asimismo,
como se ha anticipado, este paradigma clasico de atencién no responde adecuadamente
a las necesidades de los pacientes, pues los incentivos estan dirigidos a mejorar el flujo de
pacientes (volumen)y no a mejorar la atencién proporcionada (Porter y Teisberg, 2004a)a. Esta
realidad nos conduce a que podamos observar especificamente en Nuestro Sistema Nacional
de Salud la insatisfaccion de la poblacidon entre los principales problemas estructurales
identificados (Gonzélez, 2007).

En consistencia con lo anterior, desde los ltimos afos, se estd trabajando a nivel global
por la transformacién del sistema actual con un enfoque de Atencién en Salud Basada en el

Volumen a un enfoque de Atencién en Salud Basada en el Valor (ICHOM, 2016).

La Atencién de la salud basada en el volumen conlleva a los pacientes, dada la
fragmentacion de los servicios, a “rodar” de departamento en departamento y de institucion
en institucién, para conseguir un “producto” final que nadie ofrece completo (Mayer, 2019a);
mientras que, la atencién en salud basada en el valor se constituye como un modelo integral
de atencién que apuesta por la generaciéon y maximizacién de valor para el paciente a lo
largo del ciclo de la atencidon (Porter y Teisberg, 2006a)a. La atencién basada en el valor

apuesta por que los servicios de atencién médica dejen de ser ofrecidos a los pacientes de



F s VNIVERSITAT

€ & DEFVALENCIA

forma fragmentada para ser considerados como un todo segun lo que necesitan y lo que
es importante para los usuarios. Dicho de otra manera, este enfoque apuesta por que los
servicios de salud dejen de ser organizados alrededor de especialidades y/o prestaciones
aisladas de servicios, para ser proveidos segun las necesidades del paciente, siendo este

considerado de forma integral y no por divisiones independientes de atencién (Mayer, 2019b).

En este sentido, el valor es definido por una relacién entre los resultados y los costes, es
decir, generar valor radica en enfatizar los resultados en salud logrados por el paciente y las
organizaciones de acuerdo a los recursos invertidos (Benington y Moore, 2011a), manteniendo
una relacién éptima con los costes. Este modelo estimula asi la eficiencia, en tanto que no es

viable una reduccion de costes sin obtencion de resultados (Moore y Khagram, 2016).

De esta manera, mientras que en la atencion en salud basada en el valor la importancia
radica en los resultados, los desenlaces en salud que son importantes para el paciente
permitiéndole en la practica una mejor calidad de vida, relativos al dinero invertido (Porter,
2010a); en la atencién en salud basada en el volumen los sistemas de salud operan en base ala
cantidad de servicios prestados y no en base a los verdaderos resultados en salud obtenidos.
Esta practica limita la capacidad de conocer realmente cual es la mejoria alcanzada por el
paciente y de qué manera, como prestador, se pueden ajustar las practicas para obtener

resultados costo-efectivos (Porter, 2010b).

En este sentido, el enfoque porteriano del valor se basa en la construccién de la cadena
de valor del proceso asistencial (CVPA), esto es una herramienta normativa y descriptiva del
total de actos que deben hacerse, quien los realiza y como contribuyen a lograr los resultados
en salud relevantes para el paciente. Hasta ahora la medicina tradicional se basaba en la
evaluacién de los actos asistenciales por separado, evaluando su eficiencia, eficacia y su
coste-efectividad. Este concepto de cadena de valor implica por tanto un cambio de modelo,
donde se deja atras un modelo en el que la prestacion de servicios sanitarios se centra en la
cantidad de servicios prestados, a un modelo centrado en el valor de dichos servicios, donde
se entiende el valor como el resultado integral en salud relativo a la calidad de la asistencia y

al coste de todo el proceso (Barrubés et al, 2019a)

En este contexto, la atencién sanitaria basada en el valor supone un nuevo paradigma
en la provisién de servicios de salud, promoviendo la atencidén centrada en el paciente y la
optimizacion de los procesos asistenciales, en los que la medida de resultados y la experiencia

de los pacientes son fundamentales (Caro et al, 2019a)

De esta manera la atencién en salud basada en el valor conlleva utilizar como indicador
maximo de calidad el valor entregado al paciente, medido como desempefo clinico,
determinado con indicadores pertinentes y comprensibles para el paciente, divididos entre
el coste total de la atencién. A su vez, el desempefio clinico se medird en base a todas las

acciones aplicadas para obtener la condicién clinica necesaria para que el estado de salud se




recupere, teniendo en cuenta no solo el momento en el que el paciente es dado de alta,
sino hasta su evaluacién posterior. De esta manera, no se pueden pretender reducir los costes
en detrimento del desempenio clinico del paciente, dado que el valor no depende Unicamente
de “gastar menos', ni tampoco se pueden ejecutar acciones que suban los costes sin que
estos tengan un impacto positivo en el desempenfo clinico, porque afectaria negativamente el

valor entregado (Barrubes et al,, 2019b).

Estudios recientes que han abordado la fragilidad desde un enfoque integrador basado
en el valor han evidenciado un impacto positivo en los resultados de atencién sanitaria para

las personas mayores que presentan fragilidad (Flrstenau et al, 2022b; Boreskie et al,, 2022).

De acuerdo con los autores originales del modelo (Porter y Thomas, 2013a), la atencién
en salud basada en el valor requiere del cumplimiento de cinco principios necesarios para
su correcta ejecucion. Estos, a su vez, hacen parte de la lista espafiola de 2017 de las 100

medidas que mejorarian el sistema de Salud (Montafo et al, 2017b).

1. Elprimer componente, la medicién de costes y resultados para cada paciente.
Se deben estimar los costes totales como elemento primordial para establecer el valor
alcanzado tras una intervencién, entendiendo por costes totales la consideracion de
todos los gastos que se han requerido para la atencién del paciente durante el periodo
completo de duracién del tratamiento (espacios de cuidado, personal, equipos y recursos
de soporte utilizados para proporcionar la atencién) (Kaplan y Porter, 2011; Kaplan 'y
Anderson, 2004).

2. El segundo componente, la necesidad de crear unidades especializadas e
integradas de atencién. Esto podria alcanzarse mediante la creacién de centros y
equipos especializados que presten servicios al paciente durante todo el ciclo de
cuidado, ofreciendo tratamientos integrales, coordinados, donde exista un alto grado de
interaccién y comunicacion, y que se encuentren organizados por patologias, en base
a pacientes que presentan condiciones de salud especificas, y no por especialidades
o espacios fisicos (Porter y Teisberg, 2006b). Algunos ejemplos de ello lo constituyen
las clinicas especializadas en pacientes con diabetes, en el manejo del dolor y en
enfermedades crénicas. En cualquier caso, esto es especialmente préctico para aquellas
condiciones de salud con mayores niveles de complejidad y comorbilidad, donde los
pacientes, que presentan un alto riesgo, pueden ser atendidos de manera temprana,
reduciendo posibles complicaciones que, en estadios avanzados, podrian ser mas
costosas y dificiles de abordar (Porter y Thomas, 2013b). Ademas, el trato holistico de
determinadas condiciones de salud por una clinica especializada ahorraria a los pacientes
tiempo en tanto que reciben de manera inmediata los servicios complementarios que
requieren sin tener que rondar por el sistema hasta que se logran auto-coordinar

procedimientos y citas. Autores como Enthoven, Crosson y Shortell (2007) contemplan
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ademas la necesidad de aplicacion desde el nivel primario de atencion con el objetivo
de evitar la division del servicio y que el paciente se vea obligado a acudir a varias

instituciones.

3. Eltercer componente se basa en la promocién de modelos de pago basados
en paquetes integrales de atencion. De esta manera existirfa un pago Unico que cubriria
el total del tratamiento suministrado al paciente. Estos pagos por paguetes integrales
de atencién denominados también pagos agrupados en los que se calcula el coste total
de un resultado en salud, va a permitir ademas maximizar la generacion de valor para
los pacientes, quienes podran recibir una atencion integral y completa (Porter y Kaplan,
2016).

4. Elcuarto componente refiere a la importancia de los sistemas de informacion
y tecnologia. Para Porter y Thomas (2013)c asi como para otros autores como Holve
(2019)a se constituyen como una pieza fundamental de este sistema en tanto que las
plataformas de sistemas de informacién facilitan la recogida, el seguimiento y andlisis
de datos proporcionando informacidn clave para la toma de decisiones y reajuste de
procesos. Por ejemplo, a la hora de caracterizar la poblacion y detectar sus necesidades
0 en la deteccidon de carencias en el sistema relativas a la medicién de costos o el
analisis de los desenlaces en salud. Por lo que refiere a los criterios a considerar para la
seleccién de los sistemas de tecnologia e informacién autores como Benington y Moore
(2011)b, Porter y Teisberg (2004)b y Kaiser y Lee (2004) coinciden en que estos deben:

@ Permitir a todas las partes involucradas el acceso a la informacién

@ Utilizar un lenguaje comin y entendible para toda la organizacién

@ Recabar todos los tipos de informacién de los pacientes de manera integrada
alrededor del paciente y su condicion.

@ Permitir extraer y analizar la informacién facilmente

@ Estar basados en la gestién del riesgo y el seguimiento a los costos

[

Estar centrados en el paciente a través de toda la atencion

En este sentido, los sistemas de informacion se constituyen como una de las
herramientas mas eficientes para coordinar la provisién de los servicios de salud, en tanto
que todos los profesionales de un equipo pueden estar informacién durante el curso de
tratamiento de un paciente (Holve, 2019b). Esto permite evitar ciertas limitaciones que se
encuentran a diario prestadores y usuarios en los servicios de salud cuando los pacientes
no consiguen informar de forma precisa durante la consulta las recomendaciones

indicadas por otro profesional o los resultados de sus exdmenes diagndsticos.




5. Elquintoy ultimo componente radica en la expansién geografica y la creacién
de servicios integrados, incluso cuando ello requiera de la utilizacién de méas de un
prestador o sede de atencidn. El objetivo de ello es proporcionar una distribucién eficiente
de los recursos, donde, por ejemplo, los pacientes con un nivel bajo de complejidad que
requieran atencion primaria sean atendidos en centros de baja complejidad, mientras
que los pacientes con altos niveles de complejidad sean atendidos en instituciones
de tercer nivel, de manera que se pueda maximizar el valor obtenido por la atencién
(Porter y Teisberg, 2006c). Autores como Bohmer (2011) describen esta prestacion de
servicios integrados como el disefio de microsistemas en organizaciones de salud de
alto valor, donde se puede lograr la simplificacién de procesos, la disminucion del estrés
laboral y un uso adecuado de los recursos, gracias a la creacién de altos niveles de
articulacion entre los diferentes actores y procesos requeridos. Al proveer los servicios
en salud de forma articulada se va a conseguir reducir los costos innecesarios, como,
por ejemplo, aquellos que surgen de la fragmentacién y reduplicaciéon de procesos, o
de la saturacion de centros de atencion que abarcan todo tipo de patologias (Porter y
Teisberg, 2006d). Relacionado con esto, la atencidn en salud basada en el valor propone
junto a la integracion de servicios la expansién geogréfica en la entrega de los mismos.
Esto significa que es necesario conocer e identificar las zonas geogréficas es las que
va a resultar mas costo-efectivo crear un centro especializado de atencidén antes que
desplazar a la poblacién como tal (Porter, 2008; Badash et al, 2017). Autores como
Porter y Thomas (2013)e y Barrubés et al. (2019)c consideran que esta reorganizacion
de la red de servicios implica promover el desarrollo de alianzas estratégicas mediante
la creacién de acuerdos de cooperacién entre grandes y pequefos prestadores, para
de esta manera conseguir el fortalecimiento del sistema y la atencién de la poblacién

dispersa, garantizando mayores niveles de calidad en la atencion.

3.5. La importancia de la Atencion Centrada en la persona en el contexto
de la Atencién Sanitaria Basada en el Valor

Pese a no formar parte de los cinco componentes anteriormente mencionados, uno
de los aspectos mas relevantes a tener en cuenta durante las fases de implementacion del
modelo de Atencién Basado en el Valor es la importancia de proporcionar una atenciéon

centrada en el paciente- persona (Barrubés et al 2019d).

La relacién entre el sistema sanitario y el paciente ha evolucionado a lo largo del tiempo
de forma importante, en tanto que el Ultimo ha dejado de ser considerado un sujeto pasivo
para ser considerado un sujeto activo. Hasta hace no mucho tiempo la relacion médico-
paciente se basaba en una relacién donde el paciente cumplia en silencio las decisiones

sanitarias dictadas por el médico, quien dado su conocimiento seleccionaba los tratamientos
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e intervenciones necesarios para la mejora de la salud del paciente, e informaba al mismo
esperando la aceptacion pasiva de sus decisiones (Rodriguez, Dackiewicz y Toer, 2014; Elio-
Calvo, 2021).Esta relacién médico-paciente de caracter asimétrico empez6 a cuestionarse
hace 40 afnos con el objetivo de promover una participacion mas auténoma y activa del
paciente, reducir la dominancia del médico sobre el paciente y lograr una mejor interacciéon
entre ambos. En 1969 la psiquiatra inglesa Enid Balint acunaba la expresién “centrada en el
paciente’, instalando asi la idea de que el paciente debia ser entendido como un ser Unico;
y detallada por Lipkin, Quill y Napodano (1984), quienes describieron la interaccion médico-
paciente definiendo a este Ultimo como un ser con historia propia, irrepetible, y donde la
enfermedad formaba parte de su dimensién biopsicosocial. Asi mismo, en 2001 el Instituto de
Medicina de Estados Unidos describia por primera vez, la atencién centrada en el paciente
como un elemento fundamental para alcanzar la calidad en la atencién del paciente y su
seguridad (Institute of Medicine, 2001)a . Este organismo definié la atenciéon entrada en
el paciente como la atencién de la salud que instaura la colaboracién entre profesionales
de atencion, pacientes y familias cuando es necesario. Enfatizan el respeto y la respuesta
individualizada a las preferencias, necesidades y valores del paciente asegurando que éstos
guian las decisiones clinicas, asi como el soporte educativo por parte del profesional para que
las personas puedan tomar sus propias decisiones y participar en el autocuidado (Ekman et
al, 201)a.

No obstate, la expresidn "atencion centrada en el paciente "ha ido evolucionando con
los afnos hacia la expresion “atencion centrada en la persona’; reconociendo de esta manea
al paciente como un ser integral al cual no solo lo acompafan sintomas o enfermedades sino

también las creencias y practicas propias de su contexto (EKman et al,, 2011)b.

Esta expresion fue definida por Morgan y Yoder (2012) como un enfoque holisticobasado
en el respeto y la personalizacién, permitiendo la negociacién en la atencién, ofreciendo
elegir en la relacién terapéutica y empoderando a las personas para que se impliquen en
las decisiones relacionadas con su atencién. En esta misma linea, autores como Nolan y
Cols (2004) y McComack (2004) destacaban como principios en la atencién centrada en el
paciente, el reconocimiento de cada persona como ser singular y valioso, conocimiento de la
biografia, la apuesta por favorecer la autonomia de las personas mayoresy la interdependencia

de éstas con su entorno social.

En la actualidad, el paciente ya no puede ser tratado como un objeto pasivo, sino que
desde la perspectiva de la atencidén centrada en la persona el sujeto es esencial de las
acciones de un equipo de salud concienciado, motivado y sumergido en una cultura de la
mejora continua de la calidad de la atencién, en cuyo caso, el paciente asume un rol activo
dentro de su proceso terapéutico y discute con el profesional de la salud las alternativas de
intervencion, su percepcién frente a estas y la forma en la que puede colaborar dentro de este
proceso (Institute of Medicine, 2001b; Kaur y Lum, 2022).




El Modelo de Atencién Basado es clave en proveer una atencién centrda en la persona,
pues apoya la premisa de que el usuario posee un rol activo dentro de su proceso terapéutico,
empoderandolo en la medida en que sea posible en cada una de las fases del ciclo de
tratamiento, para que de esta manera asuma el liderazgo de su intervencién (de Silvia, 2014).
De acuerdo con Mcmillan, et al. (2014) y Caro et al. (2019)b la participacién activa del paciente
permitird adaptar y ajustar la atencién entendiendo de manera critica que funciona mejor o
no para ellos dentro de una intervencion, ajustando la atencion a cada uno de ellos, lo cual
posibilitara la optimizacién de servicios y resultados al ofrecer tratamientos apropiados en el

momento y lugar oportuno.

Si el conjunto completo de resultados, ajustados a las circunstancias individuales del
paciente es lo que constituye la calidad de atencién del mismo (Porter, 2010c), la incorporacion
del paciente y su participacion deben tener lugar desde el inicio de la atencién, pues para
conocer cuéles son los resultados que importan a estos es imprescindible trabajar directamente
con ellos, incorporandolos en la reflexion de su proceso terapéutico desde el inicio, por dos
motivos: son los pacientes quienes deben definir qué resultados son importantes para ellos
y son estos mismos quienes contribuirdn a recabar los datos necesarios para medir dichos

resultados en la fase de recuperacion (Barrubés et al, 2019)e.
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4. Objetivos

El objetivo general (OG) de esta tesis reside en ofrecer un marco de referencia holistico,
que permita entender las interacciones existentes entre el proceso de envejecimiento y los
desafios que plantea para los sistemas de salud publica, vislumbrando en el contexto actual
las posibles alternativas existentes en el ambito socio-sanitario que se presentan como
soluciones para abordar la fragilidad como expresion mas apremiante del envejecimiento
y, prevenir por ende, el riesgo de discapacidad y en consecuencia un incremento de las

necesidades de cuidados de larga duracion.

Este estudio se constituird como un marco de evidencia cientifica, que servird como
herramienta practica para los responsables de politicas y los profesionales del &mbito social y
sanitario, apoyandoles en la creacién e implementacién de politicas y acciones més eficaces
y eficientes que, alineadas con las transformaciones demogréficas, sanitarias, econémicas y
tecnolégicas, podran mejora la atencién sanitaria, la salud y la calidad de vida de la poblacién

mayor que presenta fragilidad.

Este objetivo general se estructura en torno a objetivos especificos (OE), asociados a

tres hipétesis fundamentales:

H1 La existencia de politicas e iniciativas innovadoras europeas, para abordar el apoyo
socioeconémico a las familias que prestan cuidados de larga duracién, seran
escasas Yy heterogéneas, asocidandose la variabilidad y condicién de las mismas al

régimen de bienestar implantado.

H2 Las implementaciones de un enfoque de Atencién Sanitaria Basada en el Valor
tienen un impacto positivo en los resultados sanitarios a pesar de las diferencias
conceptuales y la escasez y falta de rigor en la evaluacién de resultados de los

estudios.

H3 Un programa integral, personalizado, basado en el valor y apoyado por soluciones
digitales se constituye como una intervencién eficaz para mejorar la fragilidad

multidimensional de las personas mayores de 65 anos.
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La primera hipotesis (H1) establece que, las politicas y practicas existentes con caracter
innovador a nivel europeo, para paliar la privaciéon socioecondmica de las familias que brindan
cuidados de larga duracion, son escasas y ofrecen un apoyo parcial. Esta hipétesis aborda
un vinculo directo entre la heterogeneidad de las politicas asociada al pais, especialmente
al régimen de bienestar adherido y los beneficios que ofrecen en termino de apoyo
socioeconémico. La segunda hipétesis (H2) analiza en profundidad el caracter innovador del
modelo de Atencién Sanitaria Basado en el Valor, examinando las diferencias y similitudes en
la conceptualizacion del modeloy en los resultados de su implementacion. Aqui, se profundiza
en el impacto positivo del modelo pese a la variabilidad presentada en su conceptualizacién
y los resultados, sugiriéndose como un modelo alternativo al actual modelo de atencién
basado en el volumen, por su capacidad para mejorar la eficiencia y sostenibilidad de la
atencién sanitaria. La tercera hipétesis (H3) establece que el disefio y la implementacién de
un programa personalizado e integral y apoyado por una solucion tecnoldgica que responda
a los elementos fundamentales de la atencién basada en el valor, tendrd un impacto positivo
en la mejora de la fragilidad multidimensional de las personas mayores, asi como en otras

condiciones de salud.

De las hipdtesis anteriormente mencionadas se desprenden los objetivos especificos

de esta tesis:

OE1 Identificar y analizar, mediante metodologias cualitativas, el contexto europeo en
torno a las politicas y caracteristicas innovadoras de apoyo a las condiciones de
privacién socioecondmicas que experimentan las personas mayores y sus familias,
como consecuencia de la prestacion de cuidados de larga duracién a poblacion

mayor en situacion de dependencia.

OE2 Explorary sintetizar la evidencia cientifica, a través de una revision bibliografica de
alcance, en torno a la atencién basada en el valor, su conceptualizacion y resultados
de laimplementacién en el contexto de la atencidn sanitaria, informando como estos
pueden contribuir a mejorar la eficiencia y la sostenibilidad del sistema publico de

atencidn sanitaria.

OE3 Evaluar un programa de atencién integral y personalizado basado en el valor,
ValueCare, para abordar el caracter multidimensional de la fragilidad en el adulto

mayor que vive en la comunidad.




La formulacién y el alcance de los objetivos que se han deducido de las hipdtesis
anteriormente mencionadas, presentan su logica al abordarse desde una perspectiva
mas general a una mas particular. Asi, se atiende inicialmente el contexto actual europeo
de apoyo a los cuidados de larga duracién, como una realidad apremiante del proceso de
envejecimiento, que amenaza la sostenibilidad del sistema de cuidados y precisa de un marco
de conocimiento, sobre las respuestas que Europa estd implementando para hacer frente a
estos desafios. Tras dar respuesta a este objetivo, se indaga en la necesidad de trasformar los
sistemas de salud hacia un modelo de Atencién Basado en el Valor, que reoriente los servicios
de salud hacia la consecucién de un doble objetivo, esto es mejorar los resultados de salud
logrados para los pacientes y las organizaciones, manteniendo una relacién éptima con los
costes. Tras establecer un marco de conocimiento actualizado y basado en la evidencia sobre
el significado de la Atencién Basada en el Valor y los resultados de su puesta en practica,
se procede a alcanzar el tercer objetivo de esta tesis. Este tercer objetivo ofrece la mayor
concrecion ofrecida hasta el momento, al abordar el disefio, implementacion y evaluacion
de un programa concreto en el marco de la atencion basada en el valor, para mejorar los

resultados de salud de la poblacién mayor que presenta fragilidad.
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La tabla que se expone a continuacidn presenta la correspondencia entre las hipétesis

y los objetivos de la investigacion:

Tabla 1. Correspondencia entre Hipdtesis y Objetivos Especificos

Hipétesis Objetivos Especificos

La existencia de politicas e iniciativas
innovadoras europeas, para abordar
el apoyo socioeconémico a las
familias que prestan cuidados de
larga duracién, serdn escasas y
heterogéneas, asociandose la
variabilidad y condicién de las mismas
al régimen de bienestar implantado.

Las implementaciones de un enfoque
de Atencién Sanitaria Basada en el
Valor tienen un impacto positivo en
los resultados sanitarios a pesar de las
diferencias conceptuales y la escasez
y falta de rigor en la evaluacién de
resultados de los estudios.

Un programa integral, personalizado,
basado en el valor y apoyado por
soluciones digitales se constituye
como una intervencién eficaz para
mejorar la fragilidad multidimensional
de las personas mayores de 65 anos.

Fuente: elaboracion propia

© © © 0 0 0 00 0000000000000 000000 000000000000 0000000000 000000000000 0000000000000 0000 000

Identificar 'y analizar, mediante
metodologias cualitativas, el contexto
europeo en torno a las politicas
y caracteristicas innovadoras de
apoyo a las condiciones de privacién
socioeconémicas que experimentan
las personas mayores y sus familias,
como consecuencia de la prestacién
de cuidados de larga duracién a
poblacién mayor en situacién de
dependencia.

Explorar y sintetizar la evidencia
cientifica, a través de una revision
bibliografica de alcance, en torno
a la atencién basada en el valor, su
conceptualizacion y resultados de la
implementacién en el contexto de la
atencién sanitaria, informando cémo
estos pueden contribuir a mejorar
la eficiencia y la sostenibilidad del
sistema publico de atencidn sanitaria.

Evaluar un programa de atencién
integral y personalizado basado en
el valor, ValueCare, para abordar
el cardcter multidimensional de la
fragilidad en el adulto mayor que vive
en la comunidad.
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5.1. Contexto Metodolégico

La investigacién en salud estudia fenédmenos sanitarios complejos que requieren
ser analizados de manera global (Kaur, 2016). En este sentido, el enfoque integrador de
la Metodologia Mixta (MM) o Investigacion de Métodos Mixto (IMM) permite fusionar los
enfoques cualitativo y cuantitativo durante el proceso de investigacién para obtener una
imagen completa del fendmeno de salud publica en cuestion (Hesse-Biver, y Johnson, 2013;
Bagur et al,, 2021). Esto permite incrementar la calidad y validez de la investigacion, superando
asi las debilidades de utilizar una Unica via metodoldgica (Abdalla et al, 2018) y obteniendo
una comprension mas profunda y completa del fenémeno estudiado (Smajic et al, 2022).
El interés por el enfoque de métodos mixtos ha crecido en las Ultimas décadas entre los
investigadores de los servicios de salud siendo utilizado en la investigacion de servicios de
salud para la evaluaciéon de programas e intervenciones sanitarias (Zhang y Creswell, 2013;
Maxwell, 2016).

En el presente estudio, el caracter mixto de la investigacién basada en la recopilacion y
analisis de diferentes formas de datos (cualitativos y cuantitativos), responde concretamente a
un disefio mixto de triangulacién metodoldgica, dada la convergencia de diferentes métodos
para abordar un mismo foco temético (Cantor, 2002; Frank, 2018). La triangulacion brinda la
posibilidad de poder visualizar el problema/fenémeno desde diversos dngulos aumentando
asi la consistencia y validez de los hallazgos (Benavides y Gomez-Restrepo, 2005). El uso de
la triangulacién va a permitir reducir los sesgos personales y metodoldgicos incrementando
asi la posibilidad de reproducir los resultados. En este caso la triangulacion metodolégica
responde a la categoria intermétodo basada en la combinacién de los métodos cualitativos y
cuantitativos, en la que se emplean técnicas de recogida de informacién de ambos métodos
(Alpizar, 2009; Gavira y Osuna, 2015).

El desarrollo de la presente tesis se concreta en una serie de fases marcadas por el uso
de diferentes técnicas de recogida y analisis de la informacién que guian la secuencia l6gica
de la investigacion desde el inicio de la misma hasta el final. Ambas fases se desarrollan de
manera secuencial de forma que los resultados obtenidos en el andlisis previo de la fase
cualitativa constituyen la guia para el disefio de la fase cuantitativa y proporcionan informacion
complementaria en el anélisis de los resultados (Ardoy et al, 2004). La triangulacién

intermétodo de cardcter secuencial serd asimismo de tipo exploratorio, conocida también
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como Disefno Exploratorio Secuencial (DEXPLOS) ya que la recoleccién y el andlisis de los
datos cuantitativos se construyen secuencialmente a la luz de los resultados cualitativos
(Ortega y Heras, 2021).

Con el fin de establecer un hilo conductor que permita comprender la metodologia
empleada en la presente tesis, se han identificado tres fases relacionadas con el alcance de

los objetivos y las publicaciones cientificas generadas.

5.2. Primera fase: Analisis Cualitativo Comparativo (ACC)

Para alcanzar el primer objetivo de la tesis, relacionado con la identificacién y el
analisis de las politicas innovadoras europeas que abordan paliar el riesgo de privacién
socioeconémica derivado de la prestacion de cuidados de larga duracién a personas mayores
de 65 afos, se empleé una metodologia cualitativa, basada en la estrategia de Andlisis

Cualitativo Comparativo (en adelante ACC).

5.2.1 Diseno del estudio

El ACC constituye un método comparativo que tiene como objetivo la blusqueda
de similitudes y disimilitudes a través de un procedimiento légico y sistemaético
(Sartori, 1984). Siguiendo a Fideli (1998) y Morlino (2005) la comparacion precisa la
presencia de un ambito espacial horizontal y un area temporal longitudinal. En este
caso, las unidades espaciales fueron los paises y con mayor concrecién las politicas
y/o acciones implementadas por los mismos. Dado que el objetivo radicaba en hallar
todas iniciativas y/o practicas que presentaban caracteristicas innovadoras, no se
establecié un rango temporal a fin de garantizar que la busqueda incluyera todas las
acciones que presentaban un caracter innovador con independencia del afo en que
fueron implementadas. No obstante, teniendo en cuenta que la evidencia constataba
la existencia de elementos innovadores en un contexto mas reciente, se incluyé a la
busqueda la lectura de informes de investigacion europeos publicados entre 2019-2024.
Finalmente se incorporaron al estudio resultados cuya area temporal abarcé un arco de
tiempo comprendido desde 1995 hasta el 2006. La muestra comprendié un total de 22
politicas de 8 paises miembros de la Unién Europea: Italia, Espafia, Alemania, Polonia,

Rumania, Austria, Finlandia y los Paises Bajos.

5.2.2 Seleccion de la muestra

Para definir la muestra, la primera decisidn tuvo que ver con fijar el rea espacial
que representara los cuatro modelos de Estado de Bienestar Europeos, siendo por ello
una premisa la eleccién de estados pertenecientes a cada uno de los regimenes de

bienestar como criterio principal de inclusién. La eleccion de este criterio siguié la idea




de Dogan y Pelassyn (1990) por la cual se considera que el investigador es prudente
en su comparacién cuando selecciona sus paises guidndose por criterios pertinentes y
no por gusto. Se establecieron dos criterios mas con caracter paralelo: que la iniciativa
forme parte de la politica de cuidados a lago plazo del pais en cuestién y que confronte
directa o indirectamente el riesgo de privacion socioecondémica del/de la perceptor/a de
cuidados y/o el/la cuidador/a informal. La seleccién de la muestra excluyé las politicas
que no presentaban un caracter innovador de acuerdo con la literatura: politicas que
abordaban los servicios formales de atencion domiciliaria y los servicios de atencion

residencial por no constituir formas innovadoras de servicios.

5.2.3 Recopilacion de datos

Para facilitar la comparacién se llevé a cabo un andlisis cualitativo por categorias,
con el fin de abordar con concreciéon las similitudes y disimilitudes de las politicas
identificadas (Rueda et al., 2023). El analisis de datos por categorias siguié un proceso
de tres fases interrelacionadas: 1° fase: reduccion de los datos; 22 fase: analisis de los
datos; 3?2 fase: interpretacion de los datos (Sanchez et al, 2023). Primeramente, se
procedié a la reduccién descriptiva de la informacién en 2 fases consecutivas con el
objetivo de resumir los datos para facilitar su posterior entendimiento. Para la primera
fase, se incluyeron un total de 8 dimensiones: nombre, pais, objetivos de la iniciativa,
destinatario, un resumen de la iniciativa, tipo de iniciativa y caracteristicas de innovacién
social. Seguidamente, con el objetivo de acotar mas las caracteristicas de las politicas,
se identificaron 8 categorias (dimensiones) con sus respectivas subcategorias en caso
de que fuese preciso. La relacion entre las categorias y subcategorias se presentan en la
tabla 2. El proceso finalizd con la codificacion de las categorias-subcategorias asignando
cédigos. Los cédigos se basaron tanto en unidades linglisticas como numéricas segun

la conveniencia.
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Tabla 2. Correspondencia entre Categorias y Subcategorias

Categorias Subcategorias (Codigo)
Nombre de la accidon/intervencion -
Ano -
Pais ltalia (IT); Espafa (ES); Alemania (DE);

. Austria (AU); Finlandia (FI); Paises Bajos
. (NL); Polonia (PL); Rumania (RO)
Poblacién objetivo . Personas mayores de 65 afios 0 méas (1);
Personas mayores de 75 afos o mas (2);
Cuidadores trabajadores (3); Cuidadores
informales (4); Poblacién en estado de
dependencia (5).
Tipo de Iniciativa : Prestaciones en efectivo (CB); Vales o
: prestaciones en efectivo ligadas a tipos
especificos de costos (V); Servicios de
apoyo (SS); Régimen de licencia por
cuidados (CL); Beneficios fiscales y de
seguridad social (FS); Convenios de
trabajo (JA).

Nivel de Implementacién Nacional (Nat.); Local (Loc.)
Nivel de Gobernanza Nacional (Nat.); Local (Loc.); Municipio
: (M).
Inclusion en el programa LTC o reforma  : Si; No (-).
nacional
Existencia de objetivos directamente Si; No (-).

relacionados con la mejora de las
condiciones socioeconémicas

Fuente: elaboracion propia

5.3. Segunda fase: Revision de alcance o Scoping Review

Para lograr el segundo objetivo de la presente tesis y ofrecer un marco légico de
conocimiento en torno al innovador modelo de Atenciéon en Sanitaria Basada en el Valor

(ASBV), se realizé una revision de alcance o exploratoria.

5.3.1 Diseno del estudio

La eleccién de optar por una revision exploratoria encuentra su justificacién en la
existencia de una laguna en torno a la falta de consenso en la conceptualizacion de este
paradigmay los resultados de las iniciativas implementadas (Zanotto et al., 2021; Leusder

et al, 2022). Hasta la fecha se han realizado revisiones sistematicas para abordar la




atencidn integrada en un contexto de atencién basado en el valor (Van hoorn et al,, 2024),
conocer la relacion entre la ASBV y los profesionales sanitarios centrada en el impacto
sobre el bienestar de estos Ultimos (Van Engen et al, 2022), ofrecer un mapa sobre las
mediciones de resultados en las implementacién de iniciativas de atencién basadas en el
valor (Zannoto et al,, 2021) y la medicién de los costes de las intervenciones, tratamientos
o vias de atencidn basadas en el valor (Leuesder et al,, 2022). Sin embargo, no existe en
la actualidad ningun estudio previo que en términos genéricos ahonde en la sintesis del
conocimiento existente acerca de la conceptualizacién de este paradigma, atendiendo a
los principales elementos e informando de los resultaos de las estrategias implementadas
en relacién a la mejora y sostenibilidad de sistema de salud. En este sentido, la revision
de alcance se constituye como una herramienta ideal para determinar el alcance del
conjunto de evidencia existente en torno al objeto de estudio, proporcionando una visién
claray detallada del volumen de estudios disponibles y el enfoque de los mismos (Grant
y Booth, 2009). El resultado final, como los autores sugieren, ofrece un informe de la
evidencia reportando la identificacion de las caracteristicas, en este caso en torno al
concepto de “Atencién basada en el Valor” y un mapeo de los elementos clave y los

resultados informados (Munn et al,, 2018).

5.3.2 Estrategia de busqueda y proceso de seleccion

Dadoqueel estudio se enmarca en el contexto sanitario se emplearon las directrices
de la extensién PRISMA especifica para revisiones de alcance; PRISMA-ScR (Moher et
al, 2010; McGowan et al,, 2020). Para garantizar la facil identificacion del articulo como
una revisién de alcance, se incluyé en el titulo el término “revision de alcance” (Tricco
et al, 2018). La inclusion de los articulos se orientd a criterios de inclusién y exclusion
predeterminados. Asimismo, los criterios de seleccion se formularon sobre la base de un
marco de Participante, Intervencién y Resultado (P1O) acorde a los objetivos del estudio
y las preguntas de investigacién. La tabla 3 presenta el modelo PIO como base para la

redaccion de las preguntas de investigacion.
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Tabla 3. Marco PIO aplicado a los objetivos y preguntas de investigacion

Poblacion (P) Intervencion (1) Resultado (O)
Sistema de salud

en general

Estrategias de
implementacién de
la Atencién Sanitaria
Basada en el Valor

Mejora de la eficiencia
y sostenibilidad del
sistema de salud,
aumentando los
resultados en salud para
la poblacién, paralelo
a un uso 6ptimo de los
recursos.

0 0000006000000 0000000000 0 o0

Fuente: elaboracion propia

Se excluyeron los estudios que incluian intervenciones basadas en el valor para
la atencién de enfermedades o condiciones especificas, porque la consideraciéon del
término "Atencién basada en el valor” asi como los procesos de implementacién y los
resultados variaban sustancialmente en funcion de la condicion abordada impidiendo
sintetizar la informacidn. Se incluyeron en la revision los estudios originales o de fuentes
primarias que investigaron explicitamente la implementacion del enfoque ASBV en
el contexto de la atencidon sanitaria en términos genéricos (comidnmente en centros
hospitalarios y centros de atencién primaria), en los ultimos 10 afios siempre y cuando
estuviesen publicados en revistas cientificas de acceso completo y abierto, en lengua
inglesa o espafola. Se revisaron las listas de referencias de los articulos incluidos para

asegurar que toda la literatura relevante fuera examinada.

El proceso de busqueda incluyé articulos relevantes en las bases de datos
electrénicas PubMed, ProQuest, Scopus y SpringerLink. Los términos de busqueda se
identificaron a partir del tesauro multilingie DeCS/MeSH - Descriptores en Ciencias
de la Salud/Medical Subject Headings . La combinacién de los términos empleando el
operador boleano "AND" formé la combinacion de las cadenas de busqueda finales. Las
blsquedas incluyeron la combinacién de las siguientes palabras clave en cada base
de datos: (Value-based) AND (Care); (Value-based) AND (Care) AND (Cost); (Value-
based) AND (Care) AND (Quality of live).

El proceso de cribado se llevd a cabo en tres etapas para cada busqueda. En
primer lugar, los estudios se cribaron a nivel de titulo, posteriormente se focalizé en
el resumen y, en tercer lugar, se implementé un procedimiento de cribado del texto

completo. Se recurrié a dos revisores independientes garantizando una doble evaluacién




que permitiera reducir cualquier sesgo de evaluacion o cualquier imprecision debida
a errores fortuitos (Manterola et al, 2013; Glonti et al, 2019). Los desacuerdos entre
los revisores con respecto a la inclusion de los estudios, se resolvieron mediante la

participacion de un tercer revisor tomando la decisién final.

El numero total de articulos recuperados de las cuatro bases de datos electrénicos,
fue de 2.801, los cuales, fueron importados a través del gestor de referencias bibliogréficas
"Zotero" Mediante este proceso se identificaron 1.609 duplicados. En total, de los 1192
tras eliminar los duplicados, 1112 fueron excluidos en funcién del titulo y el resumen. De
los 43 estudios restantes, 31 fueron excluidos en funcién de la criba de texto completo,

lo que resultd en 12 articulos.

5.4. Tercera fase: Ensayo clinico controlado aleatorizado

Para alcanzar el tercer objetivo de la tesis relacionado con el disefio, implementacién
y evaluacion de un programa (ValueCare) basado en valor, personalizado e integral para
abordar el caracter multidimensional de la fragilidad en personas mayores de 65 afios 0 mas,

se llevé a cabo un disefio experimental.

5.4.1 Contexto del estudio

La evaluacién del programa ValueCare aqui presentado, se enmarca en el
proyecto ValueCare - Value-based methodology for integrated care supported by ICT-
un proyecto de investigacion cuya financiacién procede del programa de investigacién e
innovacién Horizonte 2020 de la Unién Europea en virtud del acuerdo de subvencién n.°
875215, El proyecto engloba un consorcio de 17 socios de 7 ciudades de paises europeos:
Valencia en Espana, Rijeka en Croacia, Atenas en Grecia, Treviso en Italia, Cork/Kerry en
Irlanda, Coimbra en Portugal y Rotterdam en los Paises Bajos. El objetivo del proyecto
ValueCare es brindar una atencién integral (social y sanitaria) eficiente y basada en
resultados y apoyada por soluciones digitales a las personas mayores 65 afnos 0 mas
que padecen deterioro cognitivo, fragilidad y/o multiples enfermedades crénicas con el
propdsito de mejorar su calidad de vida y la sostenibilidad de los sistemas de atencién
social y sanitaria en el contexto europeo. El presente estudio aborda la evaluacién del
enfoque ValueCare implementado en el piloto de la ciudad de Valencia (Espana). El
programa ValueCare en Valencia se llevd a cabo en el sistema de atencién primaria de
salud e incluyo a un total de siete centros de salud dependientes del Departamento
de Salud Valencia Clinico-Malvarrosa: Centro de Salud Benimaclet, Centro de Salud
Alfahuir, Centro de Salud Salvador Pau, Centro de Salud Serreria |, Centro de Salud

Republica Argentina y Centro de Salud Chile.
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El objetivo del disefio e implementacién del programa ValueCare en el piloto de
Valencia fue en términos generales mejorar la fragilidad multidimensional de la poblacion

mayor.

5.4.2 Diseno del estudio y muestra

Se empled un ensayo clinico controlado aleatorizado (ECCA) de caracter pretest-
postest, que incluyé grupos de intervencién y de comparacién para examinar la
efectividad del programa ValueCare tras los doce meses durante los anos 2022 a 2023
en términos de mejorar la fragilidad multidimensional de la poblaciéon mayor de 65 afos.
La muestra estuvo compuesta por un total de 242 adultos mayores con fragilidad que
fueron asignados al azar al grupo de intervenciény grupo de comparacion (122 individuos
en el grupo de intervencion y 120 individuos en el grupo comparacién). La muestra se
selecciond mediante un proceso de aleatorizacién a fin de garantizar la comparacion
no sesgada de efectos de dos posibles tratamientos, el nuevo (programa ValueCare)
y la atencién habitual. Asimismo, el cegamiento de los dos grupos de tratamiento
ayuda a reducir posibles sesgos de informacion vy facilita la comparabilidad de los
datos (Lazcano-Ponce et al,, 2004). Los criterios de elegibilidad para la participacion
en el estudio clinico fueron: (i) personas de 65 afios o mas; (i) presentar fragilidad;
(iii) residir de forma independiente en la comunidad; (iv) ser afiliado de uno de los 7
centros dependientes del Departamento de Salud Valencia Clinico-Malvarrosa. Se
excluyeron del estudio aquellos participantes que presentaban: (i) deterioro cognitivo;
(ii) dependencia significativa; (iii) institucionalizacion; (iv) incapacidad para otorgar
una decisidon informada sobre su participacién en el estudio; (v) desconocimiento
del idioma espafol. Para asegurar la ocultacién de la secuencia de aleatorizacién, se
utilizé el sistema Oxford Minimization and Randomization (OxMaR) consistente en un
método centralizado, basado en computadora, que proporciona medidas de seguridad
comprobadas para prevenir el sesgo en la secuencia (Guillaumes y O'Callaghan, 2019).
Para proteger la informacidn personal, a cada participante se le asigné un cdédigo de
identificacién que indica su grupo y el centro de atencién médica especifico al que esta

afiliado.

5.4.3 Etica y confidencialidad en el estudio

El Comité Etico de Investigacién en Humanos (CEIH) de la Comisién de Etica de
la Investigacion Experimental de la Universitat de Valencia, en la reunién celebrada el
dia 07 de Mayo de 2020, tras estudiar el proyecto de investigacion “Metodologias basada
en el valor para la atencion integrada apoyada en TIC- VALUECARE', proporcionaron

la aprobacién ética del estudio. Asimismo, todas las actividades, incluida la recopilacién




y el tratamiento de los datos de caracter personal se han realizado de conformidad
con la legislacién nacional y europea pertinente. En este sentido, las partes sociales
involucradas en el piloto de Valencia, en el que se incluyen el Instituto de Investigacién
en Politicas de Bienestar Social (POLIBIENESTAR) de la Universitat de Valéncia, la
Fundacién de la Comunidad Valenciana para la Promocién Estratégica, el Desarrolloy la
Innovacién Urbana (LAS NAVES) y Senior Europa, SL., se relnen y firman en Valencia,
a 27 de Mayo de 2021 el acuerdo de corresponsabilidad del tratamiento del proyecto
ValueCare, confirmando el cumplimiento del articulo 26 del Reglamento (UE) 2016/679
del Parlamento Europeo y del Consejo, de 27 de abril de 2016, relativo a la proteccién de
las personas fisicas en lo que concierne al tratamiento de datos personales y a la libre
circulacion de estos datos a lo largo del estudio asi como la Ley Orgénica 3/2018, de 5
de diciembre, de Proteccion de Datos Personales y garantia de los derechos digitales.
Todos los participantes del estudio dieron previamente su consentimiento informado en
formato digital o en papel, el cual incluia todas las clausulas informativos acordes a los

principios legislativos para cumplir con el deber de informacién. Véase el anexo 1

5.4.4 Variables e instrumentos

Teniendo en cuenta que el objetivo central de la investigacién aborda el sindrome
multidimensional de fragilidad, esta constituyé la variable principal o primaria del
estudio. Atendiendo al caracter multidimensional de la fragilidad, se empled el indice
de Fragilidad Tilburg (IFT) por constituirse como un instrumento que permite medir la
fragilidad total atendiendo a las dimensiones fisica, cognitiva y social con un total de 15
items: dominio fisico (8 items), dominio cognitivo (4 items) y dominio social (3 items). El
score obtenido de la suma de sus preguntas oscila entre 0 y 15, considerandose fragil la

persona mayor que obtenga 5 puntos o méas (Gobbens et al,, 2010).

Ademas, se analizaron otras variables secundarias o accesorias, como la salud
global, la soledad, la calidad de vida y el uso de los recursos unitarios. Para evaluar
la salud global se empleé el sistema de medicidn PROMIS-10 por constituirse como
un sistema de medicién del estado de salud informado por el paciente que consta de
10 items que miden la salud fisica, el funcionamiento fisico, la salud mental general,
el malestar emocional, la satisfaccidon con las actividades y relaciones sociales, la
capacidad para llevar a cabo las actividades y roles sociales habituales, el dolor, la fatiga

y la calidad de vida en general (Katzan y Lapin, 2018).

La soledad se evalud a través de la Escala de Soledad de Tres items (UCLA 3-item)
(Hughes et al, 2004) que mide 3 dimensiones: (i) conexién relacional; (ii) conexién
social; (iii) aislamiento autopercibido en una escala Likert de 3 puntos codificada de 1

a 3. La respuesta “casi nunca” con 1 punto, la respuesta “algunas veces” con 2 puntos
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y la respuesta “a menudo” con 3 puntos. De esta manera, las puntuaciones de cada
pregunta individual pueden sumarse para obtener un rango posible de puntuaciones
de 3 a 9, donde las puntuaciones mas altas indican mayor soledad. Concretamente, los
investigadores han clasificado a las personas con puntuaciones de 3 a 5 como «con
riesgo de soledad» y a las personas con puntuaciones de 6 a 9 como «sin riesgo de

soledad».

Para evaluar la calidad de vida relacionada con la salud se empled el instrumento
EQ-5D-5L presentado por el Grupo EuroQol en 2009 (www.eurogol.org), que se
constituye como un sistema descriptivo para la medicion de 5 dimensiones: (i) Movilidad;
(i) Autocuidado; (iii) Actividades habituales; (iv) Dolor/malestar; (v) Depresion. Cada
dimension abarca 5 respuestas que informan del nivel de gravedad del problema: (i)
sin problemas-nivel 1; (ii) problemas leves—nivel 2; (iii) problemas moderados-nivel 3;
(iv) problemas graves-nivel 4; (v) incapaz de/problemas extremos-nivel 5. Ademas del
sistema descriptivo la version 5D-5Q-5L costa de la escala visual analdgica (EVA) que no
fue incluida en el presente estudio. Todos los instrumentos anteriormente mencionados
formaron parte del cuestionario ValueCare (véase el anexo 2) cumplimentado por todos

los participantes del estudio.

5.5. Justificacion de las revistas cientificas seleccionadas para la
publicacion de los resultados

De acuerdo al Articulo 1.4 del Reglamento sobre depdsito, evaluacion y defensa de la
tesis doctoral de la Universitat de Valencia aprobado por el Real Decreto o 99/2011, de 28 de
enero, por el cual se regulan las ensefianzas oficiales de doctorado, se justifica a continuacién
la seleccidn de revistas cientificas para la publicacion de los 4 articulos académicos incluidos
en la presente tesis, en base a los siguientes pardmetros de seleccién: (i) concordancia con la
temaética o topicos sobre los que versan los articulos que se difunden en la revista en cuestion;

(ii) indice o factor de impacto de la revista.

La revista Sustainability (ISSN 2701-1050) de la editorial Multididisciplinary Digital
Publishing Institute (MDPI) se constituye como una revista académica de caracter internacional,
multidisciplinaria y de acceso abierto que aboga por promover una sociedad sostenible
alentando a los investigadores a publicar investigaciones de diferente indole en materia
de sostenibilidad técnica, ambiental, cultural, econémica y social de los seres humanos.
Sustainability, estd comprometida con respaldar la Agenda 2030 para el Desarrollo Sostenible
de las Naciones Unidas y su larga experiencia concretada en 16 volimenes publicados desde
2009, manifiestan su capacidad como plataforma lider para la difusién de investigaciones que
afronten los desafios medioambientales, demogréficos y socioecondmicos devenidos por el

desarrollo econdmico y la globalizacién.




Entre las dareas tematicas en la que los investigadores pueden enfocar sus
investigaciones, encontramos la elaboracién y aplicacién de politicas nacionales y tratados
internacionales para el desarrollo sostenible, asi como la implementacién y seguimiento de
politicas para el desarrollo sostenible. En este sentido, el anélisis de politicas innovadoras
gue aboguen por afrontar el riesgo de privacion socioeconémica que sufren las familias que
bridan cuidados a personas mayores dependientes se constituye como un tema que se ajusta
a la perfeccion al objetivo de la revista de promover la comprension cientifica y la evaluacién
de la sostenibilidad social y econdmica de la poblacion. En este sentido, Sustainability ha
demostrado su extendido compromiso con la publicacién de investigaciones que afrontan
los desafios derivados de la provisiéon de cuidados de larga duracién a personas mayores
en situacion de dependencia (Govia et al, 2021; Ismael y Hussein, 2021; Salido et al., 2022;
Gagliardi et al, 2022; Zhylkybekova et al.,, 2024).

La revista Sustainability cuenta con una amplia repercusion en la comunidad cientifica
poseyendo un factor de impacto, segun los datos mas reciente, de 3,3 para el afio 2023 segun
la Jorunal Citation Reports (JCR), lo que resalta su reconocimiento e influencia en la comunidad
cientifica internacional. Ademas, Sustainability estd indexada en reconocidas bases de datos
como Scopus, Web of Science y GEOBASE, entre otras, lo que asegura una amplia visibilidad y

accesibilidad de los articulos publicados.

La revista Internacional de Investigacion Ambiental y Salud Publica (IJERPH) (ISSN 1660-
4601) se constituye como su propio nombre indica como una revista internacional de caracter
transdisciplinar, revisada por pares y de acceso abierto. Su objetivo radica en la publicacién de
estudios que tengan un impacto en la promocién de la salud, la prevencion de la enfermedad y la
mejora de la calidad de vida de la poblacion. La revista se caracteriza por presentar un enfoque
holistico al fomentar la colaboracién y el intercambio de conocimientos entre diferentes campos.
Ademas, su cardcter holistico se aprecia también en la busqueda de la revista por promover
una percepcion global de la Salud Publica atendiendo a la interaccion reciproca entre los seres
humanos y los entornos fisicos, mentales y sociales que impactan en la salud de la poblacién.
La IJERPH destaca por la publicacion de estudio experimentales y originales que garanticen la

reproduccién y escalabilidad.

La IJERPH abarca multitud de temas, entre los que se encuentran la salud global, ciencias
de la salud, enfermedades crénicas y prevencion de enfermedad, enfermedades infecciosas, salud
mental y conductual, ejercicio y calidad de vida relacionada con la salud, asi como salud ambiental
y ciencias ambientales. En esta linea, la exploracién de modelos innovadores de atencién sanitaria
gue permitan mejorar la salud, el bienestar y la calidad de vida de la poblacién se constituye como
un tema afin al objetivo de la revista. Asi, JERPH se ha consolidado como una plataforma digital
lider en la publicacién de articulos que abogan por la promocién de la salud y la prevencion de

la enfermedad. En concreto, se encuentran publicaciones que abordan la mejora de la atencién
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sanitaria, la promocion y autogestion de la salud en poblacién mayor con sindrome de fragilidad
(Lim et al, 2017; Pérez-Saiz et al, 2023), asi como investigaciones que abordan la evaluacién de
programas centrados en el abordaje de la fragilidad (Alhambra-Borrés et al, 2019; Dziubek et al,,
2020).

La IJERPH se ha establecido como una plataforma lider en la difusién de investigaciones
relevantes en salud publica y medio ambiente. La IJERPH presenta un factor de impacto, segun los
datos mas reciente, de 4,614 para el afio 2023 segun la Jorunal Citation Reports (JCR), lo que destaca
su reconocimiento e influencia en la comunidad cientifica internacional. La revista se encuentra
indexada en prestigiosas bases de datos como PubMed, Scopus, Web of Science, MEDLINE, entre

otras, garantizando una amplia visibilidad y accesibilidad de los articulos publicados.

La revista Healthcare destaca por ser una revista cientifica internacional, revisada
por pares y de acceso abierto, centrada en la investigacion de sistemas de atencién médica,
industria, tecnologia, politicas y regulacion. Esta revista internacional proporciona una plataforma
especializada en el dmbito de la salud, con un caracter integral que aborda temas relacionados con
la mejora de la calidad de la atencidn sanitaria, la salud publica o la innovacién en tratamientos y
atencién médica, constituyéndose como una revista clave para la publicacion de los resultados de
esta tesis doctoral. Caracterizada por su interdisciplinariedad, Healthcare, permite que el articulo
publicado alcance una audiencia diversa, fomentando el intercambio de ideas y colaboraciones
interdisciplinarias, lo que puede ser particularmente beneficioso para investigaciones que integran
diferentes enfoques metodoldgicos y tedricos. Healthcare esta indexada en bases de datos de
prestigio como PubMed, Scopus y Web of Science garantizando un alto impacto y visibilidad entre
la comunidad académica y los profesionales del sector salud. Su politica de acceso abierto facilita
la difusion del conocimiento, permitiendo que los hallazgos de la tesis estén disponibles para
un publico mas amplio, incluyendo investigadores, profesionales de la salud, y formuladores de
politicas, lo que permitird a su vez maximizar el impacto social y académico de la investigacién.
En concreto, se hallan publicaciones que abordan la atencién médica basada en el valor (Radtke

et al, 2024) asi como la calidad de los servicios de salud (Deger y issever, 2024).

La revista Healthcare se ha constituido como pase para la lider en la divulgacion de
investigaciones tedricas y empiricas relativas a la medicina y la investigacion en el cuidado de
la salud. La revista Healthcare presenta un factor de impacto, segun los datos mas reciente, de
2,4 para el afio 2023 segun la Jorunal Citation Reports (JCR), lo que resalta su reconocimiento e

impacto en la comunidad cientifica a nivel internacional.




6. Resultados: publicaciones cientificas

La presente seccion, recoge el compendio de publicaciones cientificas que articulan la

tesis respetando la publicacién original.

Los textos referenciados se encuentran en la seccion de anexos.
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Innovating European Long-Term Care Policies through the
Socioe-Economic Support of Families: A Lesson from Pratices

ooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooo

1. Introduction

Population aging is one of the most significant challenges today. According to the World
Health Organization [1], by 2050, the proportion of the world’s population aged 60 years or
over is expected to nearly double from 12% to 22%, reaching 2.1 billion older adults, while the
number of people aged 80 years or older is expected to triple in the same period, reaching
426 million. The international economic crisis of the last two decades has highlighted the risks
of poverty and socio-economic deprivation in Europe [2,3]. The significance of these issues
has been further intensified by the recent COVID-19 pandemic. Containment measures for
COVID-19 had a detrimental effect on global economic growth and productivity, increasing

the risk of poverty and social deprivation [4].

Moreover, the vulnerability associated with the aging process was exacerbated during
confinement. Older adults are seen as a high-risk group for the SARS-CoV-2 (COVID-19)
disease [5]. Data indicate that the over-65 population accounts for 80% of hospitalizations
and faces a 23-fold increased risk of death compared to those under 65 years of age [6]. Social
isolation, as a primary measure for preventing the spread of COVID-19, resulted in an increase

in informal caregiving provided by families [7].

The challenge for policymakers is to address population aging and the increasing
number of frail older people in need of long-term care, while also taking into account the
impact on families in terms of their social inclusion and risk of socio-economic deprivation
[8]. In addition, despite the fact that relatives continue to be the main caregivers for elderly
people in a state of dependency [9], changes in demographic and social patterns may lead
to a decrease in family support, which is typically the most critical source of support for older

adults in a state of dependency in most systems [10,11].

Over the last decade, the international debate has emphasized the importance of home
care in promoting social innovation (Sl) in LTC because living at home supports the quality
of life of older people while improving the efficiency of care provision [12]. The literature
underlines how caregiving intersects with the gender issue, increasing its relevance as a social
inclusion topic: women are the primary informal carers [13,14]. Moreover, caregivers' financial
well-being, employment and, indirectly, their financial income may be negatively affected,
increasing the risk of poverty [15]. The different European LTC models are distinguished by
their internal balance of formal and informal care provision [16]. European LTC systems are

being put to the ultimate test by sociodemographic and social changes, as well as welfare




austerity, as a result of the international economic and public health crisis [1718,19]. In 2017,
Mosca and colleagues emphasized the relevance of cross-studying existing policies in order
to build a new sustainability strategy for the European LTC system [20]. The purpose of
this article is to analyze a sample of practices in Europe that support the long-term care
system in order to examine its innovative aspects to counter the risk of socio-economic
deprivation of the elderly and their families. The study takes part in the framework of the
“Socio-Economic deprivation related to the effect of the presence of dependent older people:
strategies for Innovative Policies in Europe” (SEreDIPE) project, realized thanks to the Marie
Curie Individual Fellowship (g.a. 2019-888102), aims to analyze the effects of older people’s
care needs (aged 65+ years) on their family units' socio-economic conditions. The SEreDIPE
project’s conceptual framework recalls how families with dependent older people often invest
in care-giving by directly purchasing care provisions, such as those provided by Migrant Care
Workers (MCW), or by providing informal care, even at the expense of available working hours
[21]. Both strategies may have an effect on the family member's socio-economic status in
terms of economic resources and social inclusion [22]. The literature underlines how an LTC
system relying on informal care and migrant care work is neither equitable nor sustainable
[13,14].

The study begins by identifying the main characteristics of selected policies, including
whether the policies’ stated objectives explicitly include support for beneficiaries’ socio-
economic conditions. Additionally, the study proposes the analysis of strengths, weaknesses,
drivers, and barriers to policies. Finally, this investigation enables us to denote which policies
meet one or more of the social innovation requirements for LTC. In accordance with the
SEreDIPE project’'s recommendations, this study collects policies from eight European
countries representing the four LTC care models existing in Europe: Italy and Spain to
describe the family-based care regime; Germany and Austria for the mixed-care regime; the
Netherlands and Finland representing the universal care regime; and Romania and Poland
for the transition countries’' care regime [23]. The recent literature focuses the attention on
innovation on LTC [12,23] national case studies [10] or on a specific typology of policy [13,14,17].
This study contributes to the literature by offering an overview of the innovative characteristics

of policies supporting families providing care from a comparative perspective.

2. Materials and Methods

This study uses a qualitative methodology to examine existing practices in Europe that
address the care of people over 65 years of age, who are in need of long-term care, and are

in a state of dependency.

A descriptive interpretative approach was applied in order to provide an in-depth

understanding of relationships between policies supporting home LTC and the risk of socio-
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economic deprivation for families. The comparative qualitative approach was deemed the
most appropriate for capturing the specific characteristics of each in the good practices while

allowing researchers to embrace their own disciplinary orientation [24].

The study identified policies from eight European Union countries (Germany, Poland,
Romania, Austria, Italy, Spain, Finland, and The Netherlands), representing the four European
LTC systems. Two main selection criteria were adopted: (a) The initiatives must participate in
the studied country’s LTC policies; (b) The initiatives must also strive to directly or indirectly
mitigate the risk of socio-economic deprivation of the care recipient and/or his family caregiver.
The selection excludes formal home care services and residential care because they are not

innovative forms of services.

Multiple sets of searches were conducted from June to September 2021 to cover the
cases of countries included in the study. A set of keywords were used to select the practices for
each of the eight studied countries: LTC policies, home care, informal care, and cash benefits.
The search was mainly carried out in English, but also in the national languages to ensure

collection accuracy and to find each country’s specific legislation or policy documentation.

Two of the authors (M.F.S., G.C.) provided native speaker translations of the keywords
and data in ltalian and Spanish. Deepl, a machine translator which is considered by the
literature as a tool providing adequate translations for content qualitative analysis [25,26],
was used to translate English to German, Finnish, Romanian, and Polish. The translation of
collected documentation followed the same procedure based on the automatic translation by
DeepL, from national languages to English. The Italian and Spanish translations had integrative

checked by the above-mentioned native speaker authors.

In addition, the reading of available European research reports from the last five years
(e.g., “European network on long-term care quality and cost-effectiveness and dependency
prevention’, and the project Mopact—Mobilizing The Potential of Active Ageing in Europe)

was incorporated into the search for good practices.

A total of 22 practices were included in the study. Data collection was completed in
English following a double stage of descriptive and analytic summarization of data on initiatives.
To begin, each policy was summarized by its descriptive form, including eight dimensions:
name, country, aims of the initiative, target, a summary of the initiative, type of initiative, and
social innovation characteristics. The different Sl characteristics for LTC are defined using the
conceptualization provided by recent literature [12,27,28] which identified four different areas
to promote social innovation in LTC: (a) new policies or revised policies to better meet social
and LTC needs; (b) openness of the beneficiary’s target in particular to informal carers; (c)
support beneficiaries’ quality of life (QoL); (d) promote collaboration between stakeholders

and services. The collection of specific data on each practice comes from national reports




on LTC policies experiences (e.g, ESPN Thematic National Reports on Challenges in LTC,
CASE Network Studies and Analyses), European reports projects (e.g., "European network on
long-term care quality and cost-effectiveness and dependency prevention’, and the project
Mopact—Mobilizing the Potential of Active Ageing in Europe). Table 1 detailed the coding of

characteristics’ modalities used to perform the analytic summarization of the data.

Table 1. Analytic characteristics, modalities, and codin

Dimensions Modalities (synthetic code)
Name of action/intervention : i

Year : -
Country Eltaly (IT); Spain (ES); Germany(DE);, Austria
E(AU); Finland (FI); Netherlands (NL); Poland
(PL); Romania (RO).

Target of population - older people 65+ (1); People 75+(2); working
ifcarers (3); Informal carers (4); Population in a

situation of dependency (5).
Type of initiative ECash benefits (CB); Vouchers or cash benefit
“bound to specific types of costs (V); Support
%services (SS); Care leave scheme (CL); Fiscal
Eand social security benefits(FS); Job Agree-

: ments (JA).
Level of governance National (Nat.), Local (Loc.).
Level of implementation National (Nat.), Local (Loc.); Municipality (M).
Included in LTC program or Yes (*) /No ( -).
national reform
Existence of aims directly related Yes (*) /No ( -).

to improving socio-economic condition

3. Results
3. 1. General Characteristics of Initiatives

The comparative analysis of the twenty-two initiatives makes it possible to observe
that the initiatives studied are based on lengthy implementations (Table 2). Except for
the Italian system, none of the systems presented initiatives after 2014. Likewise, we can
observe that different countries (Germany, Austria, and Italy) have implemented recent
policies in their long-term care systems, currently maintaining initiatives established in
the 1990s and even in the 1980s, as in the case of Italy. Traditionally, institutions provided
a cash benefit policy to promote financial support for care. Even now, this type of policy
is the most common in Europe: 11 out of the 22 policies studied involve cash benefits.
All countries have developed initiatives focused on providing financial benefits to help

mitigate the costs associated with long-term care. These initiatives offer a fixed amount
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to the measure’s beneficiaries. The inclusion criteria differ from initiative to initiative
and from country to country. Generally, cash benefit policies are not means-tested. The
results underline how cash benefit policies are independently run by other LTC policies:
the only exception is the Finnish initiative “informal care support’, which offers financial
benefits and support services together with cash benefits. However, the initiatives in
three countries are included in specific national programs, such as the national LTC

insurance scheme (Germany) or a distinctive national reform on LTC (Spain and Austria).

Table 2. General characteristics of selected practices: year of implementation, type of policy, governance and
implementation level, and declared goal of supporting SE condition.

Initiative name Type Target Gov. Implen.  National SE
Policy condition’s
Goal
1 i Vouchers scheme for home 1995 \ 1 Nat. Nat. * -
: care ( DE)
2 :  Allowance scheme for 2015 CB 1 Nat. Nat. * *
informal care ( DE)
3 :Social security benefits for 2015 FS 4 Nat. Nat. * *
family care givers ( DE)
4 :long term care allowance 1993 CB 1 Nat. Nat. * *
(Pflegegeld) (AU)
5 "24h care allowance"(AU) 2007  V; FS 1 Nat. Nat. * *
6 : Care leave for working ca- 2014 CL 3 Nat. Nat. * -

rers (Pflegekarenz) (AU)

7 i Care-leave Benefit' (AU) 2014 CB 3 Nat.+Loc. Loc(M) - *
8 :care benefits ( dodatek 2003 CB 2 Nat. Nat. - *
pielegnacyjny) (PL)
9 : Nursing benefit (zasilek pie- 2003 CB 4 Nat. Loc. - *
: legnacyjny (PL)
10 : Nursing allowance for in- 2003 CB 4 Nat. Loc. - *
: formal care ($wiadczenie
pielegnacyne) (PL)
11 : Vouchers scheme forhome 2000 V 1 Nat. Nat. - *
: care(RO)
12 i  Care allowances(RO) 20M CB 1 Nat. Nat. - &

13 : Facilities for mobility and 2000 SS 1 Nat.+loc.  Loc(M) - -
communication(RO)

3

14 Occupational welfare 2016 V;CL; 3 Nat. Nat / - =
: schemes (IT) FS Priv.

15 Cash-benefit for informal 1995 CB 1,4 Nat+Loc. Loc.(M) - *
: care (IT)

16 :  Care allowance (IT) 1980 CB 1 Nat. Nat. = *

17 :Financial benefit linked 2006 % 5 Nat. Loc * *

to the service (ES)
18 : Financial benefit for the pur- 2006  CB,FS 5 Nat. Loc * *

: pose of care in the family set-
: ting and support for non-pro-
fessional caregivers (ES)

s

19 : Financial benefit for personal 2006 CB 5 Nat. Loc * *
: care (ES)
20 : Care allowance for pensio- n.a CB 1 Nat. Nat. - -

ners (FI)




21

22

Initiative name Year Type Target Gov. Implen.  National SE

Policy condition's

Goal
Informal care support (FI) 2005 C B ; 4 Nat. Loc. - *
FS, SS (M)
Care leave scheme (NL) n.a. CL 3 Nat. Nat. - *

Even the financial benefit linked to covering specific costs (V) stands out as one
of the more commonly used types of initiatives (5 out of 22). The Spanish “financial
benefit linked to the service” offers financial support for paying for a specific service
when the person cannot access a public or concerted care service. In Germany, the
voucher scheme supports home care buying and participation in national LTC insurance.
Differently, in Austria, the “24 h care allowance” promotes the integrated scheme,
including vouchers to support the cost of hiring migrant care workers (McW) and fiscal
and social security benefits. In Germany and Spain, social security benefits are ensured
for informal carers through specific measures included in their national schemes. A
mixed scheme of policies is also supported by the recent Italian occupational welfare
scheme, which allows working carers to access different policies (e.g., vouchers for

care, fiscal and social security benefits, and care leave).

Care leave experiences from Austria, Italy, and the Netherlands ensure that
working carers are given the attention they deserve. The main aim of these measures is

to improve care-work compatibility, allowing workers to provide informal care.

When itcomesto beneficiaries, most oftheinitiatives are focused on care recipients,
even if they are only potential: ten initiatives are dedicated to older people (65+), two
are focused on the oldest-old (75+), and three on dependent people without reference
to a specific age. This last characteristic can be seen in the initiatives implemented in
Spain, highlighting a facet of Spanish strategy. In Germany, Poland, Finland, and Italy,
five initiatives are directly oriented towards informal carers, while policies supporting

working carers are implemented in Austria, Italy, and the Netherlands.

Table 2 depicts how most of theinitiatives under examination are national measures
characterized by national governance and implementation. The main exceptions are
related to the Spanish and Italian initiatives. The Italian and Spanish decentralized social
protection systems promote a multi-level governance and implementation, even for
cash benefits, vouchers, and care leave policies. In these countries, the implementation
of initiatives is realized at the local level by regional institutions and municipalities.
Moreover, the private sector is involved in the implementation of Italian occupational
welfare schemes [29]. Finally, the Austrian “care leave benefit, the Romanian facilities,
and the Polish nursing benefits promote multi-level governance (national and local) to

support local implementation [30,31,32].
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The findings emphasize the objective of supporting beneficiaries’ social-
economic condition: 17 out of 22 selected practices aim to provide economic support
for the provision of formal or informal care. The German voucher scheme and the
Finnish “care allowance for pensioners” highlight the opportunity to use it to purchase
LTC services, but do not state that the mitigation of material deprivation underpins this
policy [33,34]. Likewise, the aims of Finnish and Austrian care leave schemes or the
ltalian “occupational welfare scheme” focus more on workers’ work-family life balance
than on the indirect effect of beneficiaries’ socio-economic conditions. Five countries
offer social security benefits for informal carers (FS), ensuring social security support
for carers who are relatives. Germany and Spain recognize the entitlement to pension
rights covered by a national social security system. Under Finnish schemes, informal
care by a care worker is covered by an entitlement to receive a cash allowance, social

security benefits, and days off.

3. 2. Analysis of the Strengths and Weaknesses of Practices

The interpretative analysis of practices provides several outcomes on strengths,
weaknesses, drivers, and barriers, which are summarized in Table 3 and Table 4. Many
of the policies examined find at least one of their strengths in the definition of the target
because they include informal carers and working carers as direct beneficiaries of
dedicated care allowances and care leave schemes. In addition, in Finland and recently
in Germany, the care allowance for informal care allows neighbors and friends to be
considered informal carers, in addition to family members of care recipients. Lastly, the
Polish “nursing benefit” is dedicated to older people who do not receive care allowances,
thus covering a need that is not covered by other policies. The strengths of some
schemes are tied to meeting an unmet need in their respective countries. In Poland,
Romania, and Italy, which are characterized by the family’s strong duty to provide care

[35,36,37], the allowances for care work cover an unrecognized need.




Table 3. Strengths and weaknesses in the practices examined

Strengths Initiatives No.

a.  Oriented towards informal carers for their 21
social inclusion.
Focus on working carers. 7822
Promote a new definition of informal carers, 21

including friends and neighbours. It promotes
a shared responsibility of informal care.

d. Reserved for beneficiaries not included in 9
other measures.
e Universal measure allows to cover unmet need. 10,1214,

f. The policy promotes flexible and integrative 1,2,4,5,1415]1718,19, 21
solutions to support care.

g.  Promotes the interaction of health support and 7,14
welfare schemes.
h.  Promotes a minimum wage for providing care. 7,8,21
i Low amount/ partial cover of care cost 4,6,910,16,20,21
ii.  Not linked to household minimum income 1,2,3,6,9, 10,15,16,1718,19, 20,21
iii.  Care recipient is the exclusive beneficiary of 1,2,4,5, 891112171819
measures
iv.  Initiative is tailored on an individual basis 8,910,11,12,13,14,15,16,20,22
V. Inclusion criteria de facto promote the exclusion 6,722
of high- need targets (e.g. marginal workers)
vi.  Temporary and fragmented 14,15
vii. Compulsory universal insurance scheme 12,3

with a direct impact on the beneficiary’s
income,and eligibility ( e.g criteria include
extra cost for childless people)

viii. Daily leave is not included in the leave scheme 7,22
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Table 4. Drivers and barriers in the practices examined

Drivers Initiatives No.

a. It takes part of national reform/law 1,2,3,4,518,19,20,21
b. It is object of periodic revision 12,3
c. National measure 1,2, 3, 4,5,6,8,9101112, 14,16,20,21,22
d. Direct benefit included in social 6,8,22
security or pension schemes
e. Different stakeholders are involved in 1,2,4,5,1415]1718,19, 21
the implementation
f. (e.g. municipalities, ONGs, private 514, 21171819
enterprises and companies)
a. Coordinated multilevel governance 71315171819

of measure (national + local)

Barriers Initiatives No.

i Culture of care: informal care is 8,910, 1112,1314,15,16,1718,19
mostly responsibility of families

il. Culture of compensation the care 17,21
recipient for his inability

i, Culture of fragmentation and 8,910, 1112,13,14,15,16
separation of LTC issues

iV, Separation between governance and 9,10, 13, 14,15,16, 21

implementation

Many initiatives (10 out of 22) are seen as “integrative and flexible action” because
they include multiple types of interventions or dialogues with other national policies
or welfare schemes (Table 3). The Finnish experience proposes internal integration,
while Austria, Germany, and Spain, the latter to a partial extent, proposes the external

coordination of different policies.

In Austria’s case, additional financial assistance is granted over and above the LTC
cash benefit for people with high care needs requiring 24-h care and who qualify for LTC
cash benefits, if they fall below a specific income threshold. The system distinguishes
between care provided by a self-employed carer (around 300 euros/month) and care

provided by a carer employee (double the amount).

A part of the Austrian Pflegegeld benefit is dedicated to informal carers. This
measure is based on seven categories of amounts ranging from less than 200 euros/
month to an amount of up to 1600 euros/month, depending on the care needs and the

burden of care provided.




Moreover, if a caregiver (providing care for the duration of at least one year) is
unable to work for 1 to 6 months due to the provision of care, the care leave benefit
can be availed of (for 1to 6 months) (EC, 2018) [31]. The benefit is a wage replacement
equivalent to 55 percent of the daily net income (like the unemployment benefit), with a

minimum amount corresponding to the minimum wage (up to 400 euros/month) [38].

Altogether, the design of the Austrian initiative promotes the concept of a minimum
wage for providing care. In Finland, the extent of informal care support defines the
amount of benefits depending on whether the informal caregiver is able to work or

otherwise, due to heavy care obligations.

Support is treated as taxable income and it accrues pension rights. A Finnish
informal carer doing demanding care work gets three days off per month (EC, 2018f)
[34].

The analyzed practices highlight certain weaknesses in the practical response
to the initial necessity for which they were created: many schemes, particularly cash
benefits, do not fully cover families' formal or informal care (Table 3). Moreover, in
almost half of them (10 out of 22), the care recipients remain the single beneficiaries
of benefits, even if the measure targets informal care. Generally, compensation policies
are not designed to take household income into consideration. Local institutions in
the Spanish and lItalian decentralized welfare systems promote a diverse amount of
benefits on a region by region basis, based on locally-defined income criteria [35,39].
These decentralized systems produce temporary and fragmented policies. In particular,
in Italy, the cash benefit for informal carers is determined on an annual basis by local
institutions, and the implementation of an occupational welfare scheme for LTC is left
to the voluntary action of private companies, which have free rein on what kinds of

services and benefits to include in their welfare schemes and criteria of use.

In countries with high familial responsibility for care provision (Italy, Spain, Poland,
and Romania), the initiatives suffer from a weakness related to their being individually

tailored, with little connection to other LTC or welfare measures.

In the German LTC insurance scheme, the main weakness is the direct impact of
insurance payments on the individual income of all working-age and pensioner citizens.
The insurance covers around 2-3% of an individual's gross income. Childless people
must pay an additional 0.25%, while children and spouses earning less than EUR 450

per month are co-insured at no extra cost [33].
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Compared to initiatives targeting working caregivers, the levels of care measures
are characterized by a different internal definition, which generally does not include
daily care permits. The option is not even included in the Austrian scheme, implying a
lack of economic compensation through the care leave allowance. Furthermore, self-
employed workers are not eligible for care leave schemes, resulting in their exclusion

from support measures.

3. 3. Drivers and Barriers in the Practices Examined

Aspects of implementation contexts influence the effectiveness of policies. In this
regard, the results identify the national characteristics of measures as the main drivers
for almost all the initiatives examined (Table 4). This aspect ensures that measures
are disseminated throughout the territory and reach the intended beneficiaries
homogeneously. In the German case, moreover, measures were periodically reviewed.
This is another driver because it allows measures to be adapted to changing social

needs.

Another facilitator is related to automatic access to benefits: if, generally, care
leave initiatives are included in social security schemes, the nursing benefit in Poland is

automatically added to pensions.

Finally, the involvement of the various stakeholders in the policies supports
their implementation, thus strengthening mutual collaboration for the achievement
of common obijectives. In this regard, the Spanish reform calls for collaboration and
coordination between national and regional institutions for the planning and governance
of measures: the Autonomous Communities (regional institutions) are called upon to
debate and consult with national ministries on the final implementation of the measures
included in the national LTC Law (Ley de Dependencia) [39,40].

In the Italian occupational welfare scheme, the private sector is called upon to
participate as an implementer of the policy, spreading awareness on rights to care

support.

On the other hand, in some cases, the municipalities, which are fully delegated
to implement the measure, independently define the eligibility criteria and internal
characteristics of benefits, de facto reducing the number of beneficiaries (e.g., the Finnish
informal care benefit) or producing local inequities (e.g., the Italian and Polish informal
care benefits). In this case, the separation between governance and implementation
seems to have become a barrier to the policy's effectiveness. Furthermore, this study

shows that two cultural barriers still exist with regard to the development of innovative
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policies in the LTC sectors to support families and their socio-economic situation. In
Italy, Spain, Poland, and Romania, the centrality of families in providing care is enshrined
by formal law and cultural rules. The allocation of a compensation allowance recognizes
the role of the informal care provided, but without a concrete valuation of the burden’s

economic and relational impact for relatives.

3. 4. The Social Innovation Aspects of Selected Initiatives

The analysis confirmed the applicability of the areas identified in the literature for
promoting social innovation in LTC. Most of the practices examined meet at least one of
the four areas. Table 5 outlines how social innovation in these practices is driven by the
formal identification of informal and working carers as specific beneficiaries of initiatives
(5 out of 22) and by the design of policies to improve their quality of life (4 out of 22). In
this regard, the Austrian scheme based on a minimum wage for informal care includes

both of the above innovative characteristics.

Table 5. The selected initiatives’ social innovation aspects

Social Innovation Aspects Initiatives
in the policies
a. It is a new policy or revised policy 12,3714
to better meet and social and LTC
needs
It targets beneficiaries’ QoL 6,710,14,15
It aims to support the beneficiaries 56,722
QoL
d. [t promotes new relationship 5,14,171819,21
between stakeholders
e. Lack of social innovation aspects 8,9101112,16

Five schemes were recently implemented: the three German practices stem from
a review of the periodic insurance scheme, while the Austrian care leave benefit and
the Italian occupational welfare scheme are new policies. In six cases, the stakeholders
involved in a single initiative could produce specialized networks and new mixed
collaborations for future policies. In contrast, active Polish and Romanian policies do
not present any innovative aspects. However, innovative LTC policies have largely been
debated in Romania and are included in a reform program that was drafted in 2018, but

has not yet been implemented.
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4, Discussion

The results show that, on the one hand, long-term care initiatives are recent, as the
first major initiatives or transformations in long-term care policies occurred in the last three
decades. On the other hand, there are many variations and differences between countries.
This variability may be the result of various aspects. Firstly, the different definitions of long-
term care that are used in Europe and which are characterized by a different valorization of
health or social care [41]. Similarly, the country by country variability depends on different
welfare state and care regime models [42]. Finally, different welfare cultures may influence the

perception of recent social risks stemming from care needs [43,44].

Furthermore, this study highlights how initiatives promoting reconciliation between
family and work-life are recent. This result is linked to the spread of the culture of family care
responsibility existing in many European countries. In this case, the younger female member
of the family often serves as the caregiver for all other family members [45]. In relation to this,
the low number of non-economic measures observed in this study supports the assumption
that policymakers do not recognize the impact of informal care on care recipients’ quality of

life and the overall quality of care provided.

All these factors can directly influence the development of initiatives focused on long-
term care for the dependent population, both in terms of the products, services, and benefits
offered as well as the target population group. However, in many European countries, the
strategy for designing policies to support families in providing informal care is still based
on the standard compensation awarded by national cash benefits. This strategy, traditionally
based on compensation for care recipients’ incapacity, does not meet the goal of countering
the socio-economic consequences of care being provided by informal caregivers. Indeed,
cash benefit policies become effective if they are integrated with other public policies and

services [46].

The results reflect the effectiveness of integrative and coordination strategies at the
macro, meso, and micro levels for the design of supporting policies for those family members
providing care. At the macro level, coordination between different policies may become a
driver if they are included in a national action or reform on LTC. This enables the design of a
comprehensive system of policies to fully meet the care needs of recipients, while also taking
into consideration the other social needs of families and care workers [28,47]. At the meso
level, the involvement of different stakeholders is characterized by collaboration between local
and national institutions. A mixed framework of design and governance helps to overcome
some key barriers for establishing long-term care and welfare systems [48]. In this regard,

two good examples are the Spanish reform on LTC and the German insurance on LTC, even




with internal differences. Moreover, the participation of private companies and enterprises to
realize specific policies for working carers is an opportunity to promote, even in countries with
high familial responsibility, a culture of informal care that can appreciate and enhance the

social identity of familial caregivers [49].

Implementing specific policies for informal or working carers integrates the LTC initiatives
for the care recipient at the micro level. Nevertheless, informal care support is publicly stated
but not fully realized when the policy is designed around care recipient characteristics. In
this regard, the findings highlight the lack of actual orientation to socio-economic support
for families providing care. Partial support provided through a cash benefits compensatory
approach or unpaid care leave schemes does not fully respond to the difficulties of familial
burden of care. In countries with a high familial responsibility for care, the family remains the

main care provider without adequate support.

The parallelism between the objectives of the practices and the objectives of social
innovation highlights how the development of these family assistance policies is one of the
main ways to innovate the LTC and welfare systems. The Austrian scheme with the minimum
wage for assistance is promising, but the figure of around 400 euros does not correspond to
a pay that is linked to the cost of living. The suggestion is more accurate for many lItalian local

schemes, where the amounts for caregiving are defined in 200 euros/months.

In this regard, the results suggest that the right to receive fair economic compensation
and social security benefits must be included in the design of welfare and LTC policies to
support families in providing care. This innovative approach emphasizes the urgent need
to break down cultural barriers to family responsibility and respect and remove the divide
between social and health policies. To achieve these goals, some local Italian institutions
design allowances for informal care with a progressive amount from 500 euros to 1100 euros

depending on the level of care needs (e.g., Puglia Region and Trento Municipality)

5. Conclusions

This study analyzes support practices concerning family caregivers in different
European countries, highlighting how these policies’ effectiveness is also linked to their ability
to counteract the adverse socio-economic effects of informal care for families. The results
confirm how the adverse effects of providing care are still undervalued in policy design. The
overview of different policies revealed a common strategy based on standard remuneration
for informal care and schemes for working carers based on the level of care provided. In this
scenario, families remain the main providers of home care, receiving only partial support from
welfare and LTC schemes. It is, therefore, recommended that the right to receive fair economic
compensation and social security benefits is included in the innovative and sustainable

strategies for LTC and welfare schemes.
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Finally, some limitations should be considered with regard to this study. To begin with,
the lack of an international classification system that would allow for a standardized coding of
the initiatives developed in different countries makes comparisons challenging. Moreover, the
collection of policies was not checked with the help of experts from the countries under study.
Multiple search step strategies reduced the risk of potentially not finding data, but the difficulty
in locating updated data on individual practices suggests that further multiple research team
studies, including with other countries, should be encouraged. Specifically, the realized desk
collection of data by grey literature and literature did not allow to collect updated data (e.g., the
different cash benefit amounts) useful to evaluate the effectiveness of practice because the
data are not declared or not updated. Furthermore, multiple site studies will allow an in-depth
analysis of how the practices work, taking into consideration specific welfare and LTC system
characteristics. Despite these limitations, this study provides a general framework of the
characteristics of active European LTC practices for supporting families caring for dependent
people, with a focus on their effectiveness in overcoming adverse socioeconomic effects, as

well as useful suggestions for the international LTC and welfare debate.
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Value-Based Healthcare Delivery: A Scoping Review

ooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooo

1. Introduction and Background

Population ageing characterises one of the most important transformations in developed
and emerging countries ever since the middle of the last century [1,2]. Along with a progressive
increase in older people (65 years of age and older), the development of chronic conditions
(multimorbidity), which increase with increasing age [3-5], has become a challenge for the
provision and financing of healthcare and social services. In this regard, health systems
aim to address one of the main concerns about citizen care: the effectiveness of healthcare
outcomes [6]. In this field, effectiveness is a term that addresses both the quality of care
and the optimisation of care processes [7,8]. Healthcare organisations are currently facing
increased pressure on their total expenditure, the increased complexity of people's health

status, and the increased democratisation of therapeutic interventions [9].

Inthis respect, several studies on the historical development of healthcare have recorded
the various changes in the doctor-patient relationship and in the healthcare model [10,11]. In
the traditional medical model, the patient is reduced in his or her relationship with the health
system and health professionals to a passive subject and a generic person, i.e., without history
or context. This model of healthcare began to be redefined in the 1970s [12-14]. Since then,
various proposals on the therapeutic relationship, guided by the principles of quality, safety,
and symmetry, have promoted an increasingly human, ethical, and social interpretation of
the patient [15]. The application of these propositional visions has resulted in care provision
models moving from ‘patient-centred care’ [16] to ‘person-centred care’' [17]. Moreover, the
services of today’s healthcare organisations take into account, as a reference point in the
provision of care, both costs and satisfaction, as well as the active participation and experience

of the population to be cared for [18-20], leading to a new ‘value-based model of healthcare!

This new paradigm of Value-Based Healthcare (VBHC) is presented as the optimal
alternative to the current care approach to health services, the volume-based healthcare
model [21]. The proposal of the VBHC model responds to the need to address the costs of
health services in relation to their capacity to improve the situation of patients [22]. This need
is one of the main challenges facing healthcare organisations today, given the limitation of
public resources and the growing complexity, diversity, and plurality of the health status of
populations [23,24]. The value-based model of healthcare addresses these material, socio-
demographic, and care challenges or constraints of contemporary health provision with a

holistic approach to the quality of health services [25]. In this sense, value in healthcare is
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understood as the trade-off between outcomes and costs, by extension, as the potential

effectiveness of health services [26-28].

The volume-based model of healthcare operates with a quantitative approach to health
service provision. Thus, at the level of clinical performance, the capacity of consultations
is prioritised over the patients themselves, and the cost of provision is prioritised over the
quality of services [29,30]. As a result, healthcare organisations are delivering healthcare
that is increasingly efficient but more segmented by department and with less capacity
for improvement [31]. Faced with this clinical trend of the loss of person-centredness, the
value-based healthcare model is presented as a strategy that revitalises the active role of the
patient and the viability of health services. This new paradigm of healthcare complements
health economics with a qualitative and holistic approach to its administration and provision
to the population. Thus, it is proposed as a normative healthcare strategy focused on the
construction of the value chain of the care process [25]. Even though different initiatives on
VBHC have been implemented and analysed over the last few years, there remains a lack of
acceptance of the concept and a knowledge gap around the existence of a consensus on the
definition of the VBHC concept. This is due to a number of factors, including variations among
different health systems around the world and the paucity of available data demonstrating
the effectiveness of measures implemented under the VBHC model [32]. There are different
interpretations of value and of the key elements for its successful implementation, as well as
a multitude of initiatives advocating different positive outcomes. Thus, this study strives to
reduce this knowledge gap by bringing together the relevant literature and hopefully laying

the groundwork for future research in this area.

Our study aims to explore and synthesise the existing knowledge, through a scoping
literature review, of the VBHC conceptualisation and the key elements and outcomes of
implementing value-based care in the healthcare context and to identify how these may
contribute to improving the efficiency and sustainability of the healthcare system. Therefore,
the aim of this study is to identify, compare, and summarise the findings of the literature on
the following: (1) the definitions of value-based care extracted from the literature review; (2)
the key elements of implementing/delivering value-based care into the healthcare context;
and (3) the main outcomes, in terms of improvement in the quality of the care process, of
implementing value-based care. Moreover, this scoping review aims to explore and identify

pertinent gaps that would be beneficial for guiding future studies.

2. Materials and Methods
A scoping review responds to a specific methodology of locating and selecting existing
studies on a specific topic, according to pre-specified eligibility criteria, in order to analyse,

synthesise, and report the results found, with the aim of answering a clearly specified research




question [33]. We adopted the guidelines of the PRISMA 2020 statement (Preferred Reporting
ltems for Systematic Reviews and Meta-Analyses) for its relevance to this study, as it is
primarily designed to evaluate systematic reviews of studies assessing the effects of health
interventions, regardless of the design of the studies included [34,35]. In particular, the PRISMA
extension for Scoping Reviews (PRISMA-ScR) checklist was used to guide the conduct of this

review; the protocol of this scoping review has not been registered or published [36].

The bibliographic reference management application Zotero was used to transfer
the studies identified in the electronic databases and eliminate duplicates. To maximise the
evidence recovery from the databases, the literature search strategy was based on the PICO
framework, consisting of the construction of the research question according to the description
of the following components: patient or problem of interest (P), intervention (I), comparison
(C) and outcomes (O) [37]. However, this study does not present an intervention with which
to compare value-based care, so component C is omitted, leaving the format as PIO. Table 1

shows the PIO model.

Table 1. Elaboration of the research question using the PIO model

Acronym and Components Description on Components
(P) Population Healthcare system at large
(1) Intervention Value-based care approach
(O) Outcomes Improving the efficiency and sustainability of healthcare

systems, that is to say, the overall outcomes of care in
: terms of the quality of care.

After using the PIO model, the following research questions are presented: Does the
implementation of a value-based approach lead to an improvement in the efficiency and

sustainability of healthcare?

If so, which are the key elements and the related outcomes of implementing the value-

based care approach in the healthcare context?

In order to identify, select, and include relevant literature that answered the research
question, and to discard studies that did not answer it, inclusion and exclusion criteria were

defined. The following inclusion and exclusion criteria were used for study selection:
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2.1 Elegibility Criteria

Inclusion criteria:

1) Articles addressing the implementation of value-based care in the healthcare context;
2) Articles published in the last 10 years (2013-2023);

3) Articles published in English and Spanish;

4) Articles published in scientific journals;

5) Full and open access articles;

(
(
(
(
(
(

6) Original or primary source studies that are descriptive, experimental, quasi-

experimental, cross-sectional, and longitudinal articles.
Exclusion criteria:

(1) Articles that do not address the implementation of value-based care in the healthcare

context or articles focused on a specific condition/disease;
(2) Articles that were published more than 10 years ago;
(3) Studies that were published in a language other than English and Spanish;

(4) Articles published in non-scientific journals or incomplete and non-open access

articles;

(5) Secondary source studies, such as reviews and editorials.

2.2. Search Strategy

A scoping literature review was conducted according to the inclusion and
exclusion criteria above in the electronic databases PubMed, ProQuest, Scopus, and
SpringerLink. The databases were chosen for their international recognition and broad
multidisciplinary coverage, with the intention of retrieving articles relevant to the subject
of the scoping literature review. According to the eligibility criteria, articles that included
descriptors related to the terms MeSH (Medical Subject Headings) and DeCS (Health
sciences desCriptors) were selected [38]. The terms value-based, care, health, and
healthcare were identified from the MeSH and DeCS descriptors and combined with
a Boolean operator, as shown in Table 2, to develop a database search to achieve the

proposed objectives.




Table 2. Search with descriptor and Boolean AND operators.

Descriptor Boolean Descriptor Boolean Boolean Descriptor
Operator Operator Operator

Value-based : AND Care

Value-based AND Care AND Cost

Value-based AND Care AND Quiality of life

To reduce the risk of subjective interpretation and possible inaccuracies due
to chance errors that might have affected the results of the review, two independent
reviewers were involved in the selection of studies in the electronic searches [39]. Thus,
after eliminating duplicate records, we proceeded with the preliminary data analysis,
which included a three-stage selection process: the first phase based on selection by
title, the second phase based on selection by abstract, and the third phase consisting
of reading the full text of the studies selected by abstract. Each of the papers was
assessed twice by two independent reviewers following the inclusion and exclusion
criteria set above. A third reviewer was involved in the process when disagreement

arose or consensus was not reached, making the final decision.

3. Results
3.1. Screening Results

A total of 2.801 records were identified covering the time span of January 2013 to
December 2023, of which 1.609 duplicate registrations were deleted. Of the 1073 records
obtained after eliminating duplicates, 439 records were identified in the title review. After
applying the exclusion criteria in the selection by abstract, 396 were eliminated, leaving
43 scientific articles for full-text review. A total of 12 full text articles were reviewed, all of
which met the inclusion criteria and were included in the final list of studies included for
this research. To conduct and report this scoping review, we used the preferred reporting
elements for systematic reviews and meta-analysis scoping reviews: PRISMA-ScR [34]
(Supplementary Materials) together with the PRISMA 2020 flowchart [35] (Figure 1). Figure
1 presents the flow diagram, which was based on the PRISMA 2020 declaration [35], that
illustrates the scoping literature review process and details the reasons for exclusion at each

screening stage.
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Preliminary Insights

A total of 12 studies were included for the scoping review. In terms of the methodology
used in the studies, 10 of the 12 studies used qualitative techniques, either through
interviews or focus groups, and 2 other studies used a mixed methodology, combining
the use of interviews and questionnaires. The following table (Table 3) shows the PICOTS
characteristics for each of the studies included in the scoping review [40]. Table 4 shows a

summary of the results found from the analysis of the studies in the scoping review.
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Figura 1. Flow diagram for our scoping review based on PRISMA. Note: Reason 1: Articles that do not address the
implementation of value-based care in the healthcare context or articles focused on a specific condition/disease;
Reason 2: Articles that were published more than 10 years ago, Reason 3: Studies that were published in a language
other than English and Spanish, Reason 4: Articles published in non-scientific journals or incomplete and non-open
access articles; Reason 5: Secondary source studies; Resource 6: Duplicate

( Identification of studies via databases and registers )
= Records identified from*: Records removed
9 Databases (n =4) before screening:
'<_( PubMed 1.891 Duplicate records removed
=2 ProQuest 539 (n=1609)
= Springer Link 170
E Scopus 201
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Articles excluded because they
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Reason 1 (n=717)
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Records selected for evaluation Reason 2 (n = 3)
(Abstract) (n = 43) Reason 4 (n = 4)

Reason 5 (n= 29)
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Full-text articles evaluated for Articles excluded because they
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Tabla 4. List of studies included for the scoping review
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3.2. Results and Analysis

3.2.1. Definitions of Value-Based Care

The first specific objective was to identify and compare the definitions of value-
based care extracted from the scoping literature review. All the definitions found in
the reviewed literature placed the patient at the centre of the definition of VBHC.
Nilsson et al. [41,42] described VBHC as an approach based on three principles: first,
creating as much value as possible for the patient; second, basing the organisation
of healthcare on the patients’ medical conditions and full care cycles; and third, the

measurement of medical outcomes and costs.

Aligned with the first principle highlighted by Nilsson et al. [41,43]; Steinman et
al. [48,50] stated that 'value consists of what matters most to patients, while Daniels et
al. [44] emphasised that patient value is defined as ‘the best possible patient-relevant
health outcomes and patient experience divided by the costs to achieve those
outcomes! In this line of thought, Heijster et al. [45] explained that a key element of
VBHC is 'to improve outcomes in daily practice that matter to patients while optimizing

resource utilization:

The optimisation of resource utilisation has been also mentioned in the
definitions found in Cossio Gil et al. [32]; Makdisse et al. [46]; Ng, S. [47], and Steinman
et al. [48]; in these, it was mentioned that, within a VBHC approach, improving value
requires improving outcomes per unit of cost. Thus, the importance of measuring
both health outcomes and costs, as supported by Nilsson et al. [41-43] in their third
principle of VBHC, is highlighted. This idea was also supported by the definition
extracted from a study by Makdisse et al. [46], according to which ‘the value equation

is where value is defined as health outcomes relative to the cost:

Furthermore, for Cossio Gil et al. [32], VBHC must put patient outcomes at
the centre of the healthcare process. This idea is in line with the second principle
of VBHC from Nilsson et al. [39,41], regarding basing the organisation of healthcare
on the patients’ medical conditions. This has also been supported by the work of
Makdisse et al. [46], who recommended a value agenda in which healthcare should
be organised into integrated practice units. This authors, as part of this value agenda,
also mentioned that healthcare systems should move to bundled payments for care
cycles and that information technology platforms must be enabled in order to achieve
VBHC.

Cossio Gil et al. [32] also stated the importance of VBHC for professionals,
as it can be a key aspect for reducing the burden on professionals and improving

satisfaction with their work.
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Finally, Verela-Rodriguez et al. [49] described VBHC as ‘an international trend
that implies significant changes at several levels of the healthcare institutions from

managerial viewpoints to the doctor-patient relationship!

The analysis of all the selected studies confirms the presence of commonalities
among the identified definitions. For instance, the term ‘patient’ is consistently present
in all definitions, and the correlation between outcomes and costs is observed in
72.7% of the studies. Yet, the distinctions among the definitions emerge in terms of
how they articulate the correlation between costs and outcomes. This connection
is occasionally directly associated with the VBHC concept, while in other cases, it
is associated solely with the definition of ‘value' as a constituent within the concept.
Additionally, references to supplementary factors beyond patient outcomes and costs,
like the impact on professionals’ workload and their job contentment, underscore the

presence of a gap in comprehending the concept.

3.2.2. Key Elements of Implementing and Delivering Value-
Based Care

The second specific objective of this present scoping literature review was to
identify the key elements of implementing and delivering value-based care into the

healthcare context.

Among the reviewed studies, the following key elements have been identified:
leadership, involving the patients’ perspective, organising the delivery of care in
integrated care units, the standardisation of outcome measures and accessibility of

data, and having enough resources in terms of time and human capital.

A total of nine studies considered the presence of leadership as a key element
to support and guide the (multidisciplinary) teams implementing the VBHC approach
within the hospital: Nilsson et al. [41,43]; Hejister et al. [45]; Daniels et al. [44]; Cossio
et al. [32]; NG [47]; Steinman et al. [48] and Varela et al. [49]. According to Nilsson
et al. [41,43], effective leadership occupies a role within the team that is persevering,
committed throughout the process, able to motivate and drive the team, and is
constantly able to bring new ideas and approaches. This effective leadership was
considered essential to ensure that the implementation does not slow down or even
that the value-based work does not come to an end.

Hejister et al. [45]; Daniels et al. [44], and Cossio et al. [32] highlighted that
effective leadership is based on ensuring the involvement of patients and/or patient
representatives, as well as the necessary financial resources for the successful

implementation of VBHC. Likewise, Hejister et al. [45] highlights the figure of the
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clinical leader, and Daniels et al. [44] highlights the figure of the medical leader as
figures responsible for leadership in order to successfully launch the implementation
of the model. While for NG [47], in the frame of VBHC, great leaders are those
that support the implementation of changes and reforms to ensure organisational

efficiency with clear pathways for patients [47].

On the one hand, several of these studies focused on the importance of
leadership in structuring the work among the team in the pre-implementation
phases of VBHC [43,48]. In this sense, studies confirm that leadership by the hospital
director, according to which the VBHC approach should be used as a management
tool, allows for the legitimacy of decisions within the teams and is conceived as
crucial for the prior organisational redesign necessary for the subsequent successful
implementation of VBHC [43,48]. On the other hand, another study highlighted
the relevance of leadership in both the pre-implementation phase and also in the
leading of the implementation process to ensure the motivation of the team during
the first months [41]. Although, without providing details, other studies also allude to
leadership and coordination as a key step in ensuring the successful implementation
of VBHC [49].

Studies also agree on the importance of involving the patients' perspective,
although they differ in their manner. Some of the studies emphasised that the
patient is at the core or centre of VBHC [43,4751]. In the same line, other studies
highlighted the importance of involving patients or patient representatives during the
implementation process [41,45]. According to Nilsson et al. [41], patient involvement
is key to understanding the patients’ point of view and to ensure that there are no
discrepancies between patients’ experiences of value and how teams implement
VBHC. In this sense, involving patients or patient representatives allows teams to
seriously evaluate care delivery in relation to patient value [41]. In the same vein, other
studies highlight that patients as well as teams need to have access to data in order
to discuss changes in the care process together [32]. Finally, other studies confirmed
that VBHC contributed to highlighting the importance of including the patients’

perspective and what is important to them [43].

Other studies emphasised that patients’ involvement alongside the
multidisciplinary team needs to be present not only at the implementation phase
but also during the preimplementation design process. In this sense, patients are
considered members of the value team, and their participation is essential to ensure
personalised care in which their wishes and needs are included, and the outcomes that
will be relevant to measure in later stages are selected [45]. Other studies considered

the patient perspective to be essential when implementing VBHC, because patients’
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perspective is key to developing tools that are relevant to actually assess patient-
reported outcomes (PROMs) and patient experience (PREMs) through systematic

measurements [32,49].

Other studies also mentioned involving patients in the shared decision-making

process as one of the most important elements of VBHC [32,50,51].

Another key element for VBHC is embedded according to the studies in the
preimplementation phase, known by some studies as organisational [48], or more

generically, they refer to the organisational structure of hospitals [45,47].

In this respect, the studies emphasised that, prior to the implementation of
VBHC, it is essential to modify the healthcare organisation, which is usually organised
in separate departments, into integrated care units [32,41,44,49,50]. According to
these studies, healthcare systems that are organised in specialised departments
make it difficult to assess outcomes, to measure costs along the whole process, and
to follow patients during the course of the disease as they move from one department
to another. For these reasons, it is considered necessary to organise care delivery in
integrated care units or in multidisciplinary care pathways around a specific patient
group with a specific medical condition [32,40,48-50] or, in other words, towards a
disease-oriented organisation that allows the entire care process to be evaluated in

terms of costs and clinical outcomes [48].

Standardisation of outcome measures and accessibility of data: Importance of
ICTs.

As previously said, patients' involvement is essential to know what value for
patients is. Thus, the identification of outcome measures relevant to patient groups,
which creates value for patients, is another key element in the implementation of
VBHC [32,41,47-49]. Alongside the identification of outcome measures, the studies
highlight the importance of new technologies for recording and accessing outcomes
which facilitates the implementation of VBHC. Several examples that confirm that
IT support is an important factor for a successful delivery of VBHC are presented
in the reviewed literature. These include the following: the creation of information
platforms that enable communication and inform both clinical teams about PROMs
and patients about their health status [32], the development of a coding system to
measure outcomes across a whole group of patients [42], the installation of supporting
IT tools that allow for the searching of data in different IT systems of a hospital [42,51]
or that allow, in a given hospital, the systematic recording of information from the
primary source, the existence of an up-to-date IT system containing the data, the

opportunity to search for statistics for outcome measurement mapping [41], or even
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the presence of national data registers [44].

Alongside the measurement of outcomes, several studies highlight the
importance of measuring the costs of the entire care cycle [40,48,49]. Along these
lines, some studies highlight that, in order to calculate the value for patients, it is
necessary to measure the costs per patient of the entire care process [49,50] or, in
other words, to measure the costs of the care cycles for each of the diseases they
treat [48].

A few studies also highlighted the importance of having enough resources
available during the design and/or implementation of VBHC for the successful
implementation of this approach. In this regard, time was considered one of the most

important resources in many studies [41,43,44].

When planning VBHC implementation, time was found to be essential in order
to ensure the sufficient preparation of the teams to understand the meaning of VBHC
and what value-based work implies, to decide on the administrative resources needed
for the implementation process [43], to adjust the essential IT systems that would be
key during the implementation [41,43], and to detect, with the staff involved in the
teams, which results were interesting to measure the amount of time necessary to
schedule the required follow-up meetings to monitor the implementation process [50].
Once VBHC was implemented, time was seen as a key resource to reflect and adapt
to all changes without losing track of the work being done [40,43,44]. Apart from time,
human capital was also found as a key resource for the successful implementation
of VBHC. Several studies highlighted the importance of having multidisciplinary
teams for VBHC implementation to ensure integrated and multidisciplinary value-
based care [44,45,49,50]. Other studies highlighted the hiring of external consultants
as a key figure to structure the work in the pre-implementation phase and to lead
the implementation process in the first months, supporting, guiding, and motivating
the teams during the implementation process [41,45]. In other cases, it was also
considered essential to involve professionals outside the VBHC team, as it was felt
that all professionals involved in the care of a given patient group should support
improvement initiatives [44].

Despite the recent implementation of this model, there is consistency across
studies regarding the critical elements necessary to guarantee its effectiveness in
implementation. In 75% of the studies, both the leadership and the organisation of
integrated care units emerge as prominent elements. Moreover, the significance of
involving patients, ensuring data accessibility, and updating IT systems is evident

in over half of the studies. These examples signify a substantial consensus among
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stakeholders regarding the essential components aimed at enhancing care within a

value-based care model.

Nevertheless, despite these commonalities, the differences among studies,
even those addressing identical elements, are striking. Certain studies mention
leadership yet diverge in attributing this role to various individuals, such as the
hospital director, or remain vague about who should possess this capacity. Moreover,
there are differing perspectives on its significance at different stages, with some
emphasising its importance during the pre-implementation organisational phase,
while others highlight its relevance specifically during the implementation of value-
based care. Similar variability exists regarding the inclusion of patients in these
studies. While some emphasise considering the patients directly, others discuss the
potential inclusion of patient representatives. The discrepancies in identifying crucial
elements for the effective adoption of the value-based care model imply a lack of
uniformity in the understanding of its implementation. Consequently, this variation
in understanding could lead to differences in measurement and outcomes, thereby

complicating comparisons between implementations.

3.2.3. Resulting Outcomes of Implementing Value-Based Care

The third specific objective of this scoping literature review was to identify
and summarise the resulting outcomes, in terms of improvement in the quality of
the care process, of implementing VBHC, and how this may contribute to improving
the efficiency and sustainability of a healthcare system. Studies show positive results
from the implementation of VBHC, including improvements in the awareness of
cooperation and actual cooperation between the different departments involved in
the patient care process and a better understanding of the different conditions in each
department and different patient subgroups. This improved coordination, together
with VBHC, facilitated the achievement of outcome measurements and improved
the quality of data. In terms of patients, the implementation of VBHC increased
accessibility for patients to receive care at the appropriate level of care and better
patient follow-up. In general, VBHC implementation increased the sustainability of
organisations, in particular of those where professionals were committed, and strong

leadership was in place.

Different studies referred to certain human resources involved in VBHC
implementation for their ability to guide positive outcomes [44,48]. In this sense, the
studies highlighted that involving professionals from outside the VBHC team (e.g,, from
other hospitals) who care for a certain group of patients allows for the professionals

to share the actions that are being implemented with them and increase knowledge
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about the best practices [50]. The specific presence of other professional profiles,
such as managers, also was mentioned due to their ability to foster communication

between the different care units involved in the full care cycle of a disease [48].

Generally, some studies highlight that working according to a standardised
care plan contributes not only to a greater awareness on the part of professionals to
use hospital time efficiently and a better structured care process but also to the higher
job satisfaction of the staff [42].

Other studies have highlighted that, in the implementation of VBHC, the
commitment and input of physicians and managers, together with clinical leadership,
enabled organisations to innovate and drive changes and reforms, achieving greater
efficiency in hospital services [44,47,48]. In this sense, some studies highlight that the
most successful and sustainable organisations have been those in which there was a
greater degree of commitment between doctors and managers [47]. Along the same
lines, other studies have highlighted physician leadership as a success factor due to
the positive involvement of the physician leader as an inspirational and motivating
character with the ability to involve others and assume responsibility [44], which led
to a successful delivery of VBHC. Finally, some studies highlight leadership within

implementation teams as very beneficial for the proper organisation of teams [48].

On the other hand, the studies highlighted that emphasising value for patients
brings benefits for the healthcare organisation implementing VBHC, as it enables
(team) participants to understand the patients' point of view, become enthusiastic

about the concept, and strongly engage in implementation work [41].

Another important outcome of VBHC implementation was organisational
improvement in terms of increased cooperation between departments and between
professionals in these departments. In turn, this improved cooperation facilitated the
achievement of outcome measurements, patient follow-up, and the understanding
of the different conditions in each department and different patient subgroups [41].
In terms of improving cooperation on a broader level, the implementation of VBHC
also increased the awareness of cooperation between inpatient and outpatient care,
contributing to increased accessibility for patients to receive care at the appropriate

level of care [41,42].

The creation of integrated units around medical conditions also triggered
positive consequences by considering the fact that they could enable closer
collaboration between all those involved in the treatment of patients with a particular
medical condition and allow hospitals to better address the interdependencies of the

different activities necessary for patient care [43].
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Finally, studies highlight that the implementation of VBHC improved data quality
by using systematic measures to actually assess patient-reported outcomes (PROMs)
and patient-reported experience (PREMSs) as well as enter the information into the
system from the primary source (physician/patient). This reduced interpretation bias,
ensured systematic recording, and avoided missing data [46,48]. More briefly, other
studies conclude that the use of patient-reported outcome measures has itself been a
stimulating factor for the implementation of VBHC [44]. Furthermore, the transparent
display of health outcome information, so that it is available to both care providers
and the general public, has also been shown to facilitate improvements in the health
outcomes achieved [51]. In the same vein, other studies confirm that having a coding
system to measure health outcomes in a subgroup of patients allows the team to
critically examine processes and decisions in relation to different treatment regimens
[42]. More generally, other studies have emphasised that value-based metrics have a
driving effect on collaboration among team members by creating a sense of shared

accountability for certain goals [48].

In conclusion, the studies included in this scoping review present results
(66.6%) that refer to predominantly positive outcomes. These studies correlate
these favourable outcomes with the presence of key elements highlighted in the
implementation of VBHC. Nevertheless, a notable proportion of studies (33.4%) within
this review do not present specific outcomes or results. Furthermore, the disparities
observed in the examined results are due to the absence of a standardised foundation

for the selection of key elements and their implementation.

4, Discussion

This review describes the state of the art regarding the concept of VBHC, key elements
for its successful implementation, and the resulting positive outcomes of implementing VBHC

within a healthcare system.

In terms of the VBHC conceptualisation, the definitions found in this literature review
referred to both the general term VBHC and the meaning of value within the model. Most of
the studies agree on the definition of value and define it as the health outcomes achieved for
patients in relation to the costs of the whole process of care [27,35,52]. In this sense, delivering
value to the patient means improving health outcomes for the patient.

This definition of value is aligned with the definition of value of Michael Porter and
Elizabeth Teisberg in their 2006 book on redefining healthcare [26], with these authors in this
particular work being the pioneering authors of the VBHC approach.

Despite the unanimity in the definition of value, studies vary in their consideration of the

key elements or factors in the implementation of VBHC. This ambiguity in the conception of
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the term has resulted in multiple ways of implementing VBHC depending on the geographical
context and management of health systems [53]. This study may contribute to unveiling this
cloak of ambiguity about the key elements of VBHC implementation presented in the scientific

literature.

Thus, with regard to the key elements of VBHC, those most frequently examined were,
firstly, the existence of a leader with the capacity to motivate and guide the team in the pre-
implementation and implementation phase; secondly, the involvement of patient perspectives
to ensure that the implementation of VBHC is responsive to the patient experience and to
guarantee personalised care; thirdly, the creation of integrated care units around specific
patient groups or specific medical conditions that allow patients to be followed throughout
the process; fourthly, the identification and storing of patient perspectives to ensure that the
VBHC implementation responds to patient experiences and guarantees personalised care;
fifthly, the identification and standardisation of relevant outcome measures for patients in
conjunction with the development or improvement of IT systems to ensure the recording,
transparency, and accessibility of data by care providers and patients; and finally, the provision
of time and human resources to ensure that implementation teams have the necessary time
for preparation and the necessary reforms prior to implementation and for monitoring and
adapting to changes during the implementation process. These elements have been identified
in a wide variety of scientific studies [45,49], and it is recognised that their combination is
considered essential for VBHC implementation. The pioneering work of Porter and Teisberg
[26], as well as their further research, has shown that the transformation from volume-based
care to value-based care must be based on a combination of six elements: organising around
integrated care units, measuring outcomes and costs per patient, bundled payments by care
cycles, expanding geographic reach, and enabling an informatics platform, with most of them

being aligned with the key elements of implementing VBHC found in this scoping review.

Regardingtheidentificationofpositiveoutcomesresultingfromthe VBHCimplementation,

some benefits have been identified that could shed light for future implementation actions.

Among them, some of the reviewed studies described improvements in cooperation
between professionals working in the healthcare system, both in terms of raising awareness of
the need of cooperation and improvements in actual cooperation between professionals and
departments involved in the patient care process. Cooperation has been shown to be essential
for optimal care provision in other studies [54,55]. In addition, it was described in several of
the reviewed studies [41,42] that the creation of integrated units was also seen as beneficial
in enabling closer collaboration between all those involved in the treatment of patients with a
disease and between the different levels of care (inpatient and outpatient). This improvement is
supported by the 'integrated care’ approach that seeks to better coordinate care around people’s

needs [56]. Along these lines, it was also found that the implementation of VBHC increased
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accessibility for patients to receive care at the appropriate level of care and better follow-up.
Other positive outcomes of the delivery of VBHC are that implementing this model facilitated
the achievement of outcome measurements and the quality of the data collected. As widely
highlighted by the ICHOM—International Consortium for Health Outcomes Measurement—
group, measuring outcomes is important to deliver optimal healthcare that matters to patients.
Thus, the improvement found in our literature review in those terms are aligned with the
ICHOM group's vision, as they contribute to value maximisation, where value is understood
as 'the best possible patient-relevant health outcomes and patient experience divided by
the costs to achieve those outcomes’ [44]. Previous studies confirm the high degree of the
interpretive variability of the concept as well as the lack of consensus on its conceptualisation
and the paucity of information on the evaluation of the strategies implemented [57]. In this
sense, the present scoping review addresses the interpretative variability and differences in
the conceptualisation of VBHC, providing an individual and comparative analysis of the studies
included, thus adding value to previously published studies that agree on the existence of a
gap around a generalised definition and understanding of the model. In addition, this study
sought to address the paucity of results reported in previous studies on the evaluation of
the implementation strategies in place by providing a comprehensive analysis of the positive

results reported in these Studies.

Despite the meaningful contributions of this literature review, this study is not without its
limitations. First, our study protocol was not prepared neither registered, as recommended by
the PRISMA 2020 guidelines. Moreover, our search was limited to studies published in English
and Spanish between 2013 and 2023, which may exclude studies published in other languages
that might be relevant to understand VBHC. In addition, most of the studies included in this
literature review are based on a qualitative methodology, which may limit the extent to which
the findings of this study can be generalised, and a number of the reviewed studies simply
narrate experiences without assessing the effectiveness of implementing the system-wide
intervention, which presents a major limitation, as there are no data to guarantee that these
interventions work. We believe that there is sufficient consistency in the results analysed in
this scoping literature review to be useful in guiding future research, even though the identified
limitations suggest the need for additional research to address the gaps in our understanding
of this critical healthcare paradigm, as well as on the scalability and sustainability of the VBHC

model.
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5. Conclussions
In conclusion, based on the findings of this scoping literature review, the implementation
of VBHC may contribute to an improvement in the efficiency and sustainability of healthcare.

While most studies refer to some of Porter and Teisberg's key elements, there is no
agreed generalisation of all of them, and there is interpretative variability that translates
differently in the way VBHC initiatives are implemented and the variety of positive outcomes

achieved in terms of effectiveness and the sustainability of healthcare.

Thesefindings pointtoan urgent need foracommon conceptualisation of VBHC, focusing
on key elements to reduce interpretive variability and to achieve a shared understanding of

its application.

Supplementary Materials
The following supporting information can be downloaded at:

https://www.mdpi.com/article/10.3390/ijerph21020134/s1, PRISMA-ScR checklist [36].

Author Contributions

Conceptualization, M.F.S. and T.A.B; methodology, M.F.S. and T.A.B,; analysis, M.F.S,, TA.B.
and G.C,; manuscript writing, M.F.S. and T.A.B,; critical review, T A.B. and J.G.F. All authors have

read and agreed to the published version of the manuscript.

Funding

This study has received funding from the FPU (Formacién de Profesorado Universitario)
contract from the Spanish Ministry of Universities with the reference FPU19/04167 and from
the H2020 programme of the European Commission (ref. 875215).

Institutional Review Board Statement

Not applicable.

Informed Consent Statement

Not applicable.

Data Availability Statement

No new data were created or analysed in this study. Data sharing is not applicable to this

article,



https://www.mdpi.com/article/10.3390/ijerph21020134/s1

UNA APROXIMACION A LA INTEGRACION DE LA ASISTENCIA SOCIAL Y SANITARIA EN EL DIAGNOSTICO Y ABORDAJE DE LA FRAGILIDAD EN LA POBLACION MAYOR

Conflicts of Interest

The authors declare no conflicts of interest.

References

Ogura, S.J,; Jakovljevic, M.M. Global population aging-health care, social and economic
consequences. Front. Public Health 2018, 6, 335. [Google Scholar] [CrossRef]

Panadeiros, M.; Pessino, C. Consecuencias fiscales del envejecimiento poblacional:
Proyecciones agregadas del gasto en salud para 10 paises de América Latina. Doc. De
DiscusiON Del BID 2018, 601. [Google Scholar] [CrossRef]

Barnett, K., Mercer, SW.,; Norbury, M.; Watt, G., Wyke, S.; Guthrie, B. Epidemiology of
multimorbidity and implications for health care, research, and medical education: A cross-
sectional study. Lancet 2012, 380, 37-43. [Google Scholar] [CrossRef]

Salive, M.E. Multimorbidity in older adults. Epidemiol. Rev. 2013, 35, 75-83.
[Google Scholar] [CrossRef]

Kingston, A.; Robinson, L.; Booth, H.; Knapp, M.; Jagger, C. Projections of multi-morbidity
in the older population in England to 2035: Estimates from the Population Ageing and Care
Simulation (PACSim) model. Age Ageing 2018, 47, 374-380. [Google Scholar] [CrossRef]

Teisberg, E.; Wallace, S.; O'hara, S. Defining and implementing value-based health care:
A strategic framework. Acad. Med. 2020, 95, 682. [Google Scholar] [CrossRef]

Moore, M.; Khagram, S. On Creating Public Value: What Business Might Learn from
Government about Strategic Management; Harvard University: Cambridge, MA, USA, 2006.
[Google Scholar]

Barrubés, J,; Honrubia, L.; De Vicente, M.; Nake, A.; Sopena, L.; Vilardell, C.; Carrillo, E.;
Triquell, L.; Portella, E. Value-Based Healthcare. In De la Teoria a la Accién; Antares Consulting:
Barcelona, Spain, 2019. [Google Scholar]

Vandenberghe, D.; Albrecht, J. The financial burden of non-communicable diseases

in the European Union: A systematic review. Eur. J. Public Health 2020, 30, 833-839.
[Google Scholar] [CrossRef]

Ekman, |.; Swedberg, K,; Taft, C.; Lindseth, A,; Norberg, A.; Brink, E.; Carlsson, J,; Dahlin-
lvanoff, S.; Johansson, I.-L.; Kjellgren, K, et al. Person-centered care—Ready for prime time.
Eur. J. Cardiovasc. Nurs. 2011, 10, 248-251, [Google Scholar] [CrossRef] [PubMed]

Porter, M.; Lee, T. The strategy that will fix healthcare. Harv. Bus. Rev. 2013, 93, 50-70.
[Google Scholar]

Rodriguez, J.; Dackiewicz, N.; Toer, D. La gestién hospitalaria centrada en el paciente.

Arch. Argent. De PediatriA 2014, 112, 55-58. [Google Scholar]



https://scholar.google.com/scholar_lookup?title=Global+population+aging-health+care,+social+and+economic+consequences&author=Ogura,+S.J.&author=Jakovljevic,+M.M.&publication_year=2018&journal=Front.+Public+Health&volume=6&pages=335&doi=10.3389/fpubh.2018.00335
https://www.frontiersin.org/article/10.3389/fpubh.2018.00335/full
https://scholar.google.com/scholar_lookup?title=Consecuencias+fiscales+del+envejecimiento+poblacional:+Proyecciones+agregadas+del+gasto+en+salud+para+10+países+de+América+Latina&author=Panadeiros,+M.&author=Pessino,+C.&publication_year=2018&journal=Doc.+De+DiscusiÓN+Del+BID&pages=601&doi=10.18235/0001224
https://publications.iadb.org/en/handle/11319/9010
https://scholar.google.com/scholar_lookup?title=Epidemiology+of+multimorbidity+and+implications+for+health+care,+research,+and+medical+education:+A+cross-sectional+study&author=Barnett,+K.&author=Mercer,+S.W.&author=Norbury,+M.&author=Watt,+G.&author=Wyke,+S.&author=Guthrie,+B.&publication_year=2012&journal=Lancet&volume=380&pages=37–43&doi=10.1016/S0140-6736(12)60240-2
https://doi.org/10.1016/S0140-6736(12)60240-2
https://scholar.google.com/scholar_lookup?title=Multimorbidity+in+older+adults&author=Salive,+M.E.&publication_year=2013&journal=Epidemiol.+Rev.&volume=35&pages=75–83&doi=10.1093/epirev/mxs009
https://academic.oup.com/epirev/article/35/1/75/552863
https://scholar.google.com/scholar_lookup?title=Projections+of+multi-morbidity+in+the+older+population+in+England+to+2035:+Estimates+from+the+Population+Ageing+and+Care+Simulation+(PACSim)+model&author=Kingston,+A.&author=Robinson,+L.&author=Booth,+H.&author=Knapp,+M.&author=Jagger,+C.&publication_year=2018&journal=Age+Ageing&volume=47&pages=374–380&doi=10.1093/ageing/afx201
https://academic.oup.com/ageing/article/47/3/374/4815738
https://scholar.google.com/scholar_lookup?title=Defining+and+implementing+value-based+health+care:+A+strategic+framework&author=Teisberg,+E.&author=Wallace,+S.&author=O’hara,+S.&publication_year=2020&journal=Acad.+Med.&volume=95&pages=682&doi=10.1097/ACM.0000000000003122
https://journals.lww.com/academicmedicine/fulltext/2020/05000/defining_and_implementing_value_based_health_care_.14.aspx
https://scholar.google.com/scholar_lookup?title=On+Creating+Public+Value:+What+Business+Might+Learn+from+Government+about+Strategic+Management&author=Moore,+M.&author=Khagram,+S.&publication_year=2006
https://scholar.google.com/scholar_lookup?title=Value-Based+Healthcare&author=Barrubés,+J.&author=Honrubia,+L.&author=De+Vicente,+M.&author=Nake,+A.&author=Sopeña,+L.&author=Vilardell,+C.&author=Carrillo,+E.&author=Triquell,+L.&author=Portella,+E.&publication_year=2019
https://scholar.google.com/scholar_lookup?title=The+financial+burden+of+non-communicable+diseases+in+the+European+Union:+A+systematic+review.+Eur&author=Vandenberghe,+D.&author=Albrecht,+J.&publication_year=2020&journal=J.+Public+Health&volume=30&pages=833–839&doi=10.1093/eurpub/ckz073
https://academic.oup.com/eurpub/article/30/4/833/5479974
https://scholar.google.com/scholar_lookup?title=Person-centered+care—Ready+for+prime+time&author=Ekman,+I.&author=Swedberg,+K.&author=Taft,+C.&author=Lindseth,+A.&author=Norberg,+A.&author=Brink,+E.&author=Carlsson,+J.&author=Dahlin-Ivanoff,+S.&author=Johansson,+I.-L.&author=Kjellgren,+K.&publication_year=2011&journal=Eur.+J.+Cardiovasc.+Nurs.&volume=10&pages=248–251&doi=10.1016/j.ejcnurse.2011.06.008&pmid=21764386
https://academic.oup.com/eurjcn/article/10/4/248/5928867
https://pubmed.ncbi.nlm.nih.gov/21764386/
https://scholar.google.com/scholar_lookup?title=The+strategy+that+will+fix+healthcare&author=Porter,+M.&author=Lee,+T.&publication_year=2013&journal=Harv.+Bus.+Rev.&volume=93&pages=50–70
https://scholar.google.com/scholar_lookup?title=La+gestión+hospitalaria+centrada+en+el+paciente.+Arch.+Argent&author=Rodríguez,+J.&author=Dackiewicz,+N.&author=Toer,+D.&publication_year=2014&journal=De+PediatrÍA&volume=112&pages=55–58

% VNIVERSITAT
' IDGVALENCIA

Elio-Calvo, D. La relacidon Médico Paciente. Revista Médica La Paz 2021, 27, 92-101.
[Google Scholar]
Oh Nelson, H. Doctor-patient relationship. Wiley Blackwell Companion Med. Sociol.

2021, 495-515. [Google Scholar]

Morgan, S.; Yoder, L. A concept analysis of person-centeres care. J. Holist. Nurs. 2012,
30, 6-15. [Google Scholar] [CrossRef]

Balint, E. The possibilities of patient-centered medicine. J. R. Coll. Gen. Pract. 1969, 17,
269. [Google Scholar]
Santana, M.J,; Manalili, K,; Jolley, R.J,; Zelinsky, S.; Quan, H.; Lu, M. How to practice

person-centred care: A conceptual framework. Health Expect 2018, 21, 429-440.
[Google Scholar] [CrossRef]

Carvalho, J,; Rodrigues, N. Perceived quality and users' satisfaction with public-private
partnerships in health sector. Int. J. Environ. Res. Public Health 2022, 19, 8188. [Google Scholar]
[CrossRef]

Mallat, A,; Vrontis, D.; Thrassou, A. Patient satisfaction in the context of public-private
partnerships. Int. J. Organ. Anal. 2021, 29, 1395-1422. [Google Scholar] [CrossRef]

Caro, M.J,; Barrionuevo, R.; Solans, M.; Almazan, C. Atenci6 sanitaria centrada en valor
a Catalunya: Reptes i oportunitats per contribuir al futur; Agencia de Qualitat i Avaluacié
Sanitaries de Catalunya. Departament de Salut. Generalitat de Catalunya: Barcelona, Espafa,
2019. [Google Scholar]

Porter, M.E,; Lee, T.H. From volume to value in health care: The work begins. JAMA
2016, 316, 1047-1048. [Google Scholar] [CrossRef]

Porter, M,; Larsson, S,; Lee, T. Standardizing patient outcomes measurement. N. Engl. J.
Med. 2016, 374, 504-506. [Google Scholar] [CrossRef]

Bohmer, R.M. The four habits of high-value health care organizations. N. Engl. J. Med.
2011, 365, 2045-2047, [Google Scholar] [CrossRef]

Porter, M.E; Teisberg, E.O. Redefining Health Care: Creating Value-Based Competition
on Results; Harvard Business School Press: Boston, MA, USA, 2006. [Google Scholar]

Porter, M.E. What is value in health care. N. Engl. J. Med. 2010, 363, 2477-2481.
[Google Scholar] [CrossRef]

Benington, J,; Moore, M. Public Value: Theory and Practice; Bloomsbury Publishing:

London, UK, 2010. [Google Scholar]

Alford, J.; O'flynn, J. Making sense of public value: Concepts, critiques and emergent
meanings. Int. J. Public Adm. 2009, 32, 171-191. [Google Scholar] [CrossRef]



https://scholar.google.com/scholar_lookup?title=La+relación+Médico+Paciente&author=Elío-Calvo,+D.&publication_year=2021&journal=Revista+Médica+La+Paz&volume=27&pages=92–101
https://scholar.google.com/scholar_lookup?title=Doctor–patient+relationship&author=Oh+Nelson,+H.&publication_year=2021&journal=Wiley+Blackwell+Companion+Med.+Sociol.&pages=495–515
https://scholar.google.com/scholar_lookup?title=A+concept+analysis+of+person-centeres+care&author=Morgan,+S.&author=Yoder,+L.&publication_year=2012&journal=J.+Holist.+Nurs.&volume=30&pages=6–15&doi=10.1177/0898010111412189
https://journals.sagepub.com/doi/10.1177/0898010111412189
https://scholar.google.com/scholar_lookup?title=The+possibilities+of+patient-centered+medicine&author=Balint,+E.&publication_year=1969&journal=J.+R.+Coll.+Gen.+Pract.&volume=17&pages=269
https://scholar.google.com/scholar_lookup?title=How+to+practice+person-centred+care:+A+conceptual+framework&author=Santana,+M.J.&author=Manalili,+K.&author=Jolley,+R.J.&author=Zelinsky,+S.&author=Quan,+H.&author=Lu,+M.&publication_year=2018&journal=Health+Expect&volume=21&pages=429–440&doi=10.1111/hex.12640
https://onlinelibrary.wiley.com/action/oidcCallback?idpCode=connect&error=login_required&error_description=Login+required&state=Dps2IO0LOrpSUAYYguc7KjWtugvQmVzeIKLq%2B62WBXxJA27Jo28IVIjV4Q71mcwsz8eyS1QPlXUE6Hs%2BDZXLi91lmDPuLobZYHZV6dUrAikr28vcSBjGmt1lmDPuLobZVuL2Kbp1kGlRFX6IVdWqSM5Sx%2Bi3SiIBi2zya5HEXlCrLufyMMnCXZoJIHkFkbn3YABcgj%2Fgq3pUoTLggTDfwYdAiYnlMRRgadgqTZ6AJ9c%3D
https://scholar.google.com/scholar_lookup?title=Perceived+quality+and+users’+satisfaction+with+public–private+partnerships+in+health+sector&author=Carvalho,+J.&author=Rodrigues,+N.&publication_year=2022&journal=Int.+J.+Environ.+Res.+Public+Health&volume=19&pages=8188&doi=10.3390/ijerph19138188
https://www.mdpi.com/1660-4601/19/13/8188
https://scholar.google.com/scholar_lookup?title=Patient+satisfaction+in+the+context+of+public–private+partnerships&author=Mallat,+A.&author=Vrontis,+D.&author=Thrassou,+A.&publication_year=2021&journal=Int.+J.+Organ.+Anal.&volume=29&pages=1395–1422&doi=10.1108/IJOA-03-2020-2066
https://www.emerald.com/insight/content/doi/10.1108/IJOA-03-2020-2066/full/html
https://scholar.google.com/scholar_lookup?title=Atenció+sanitària+centrada+en+valor+a+Catalunya:+Reptes+i+oportunitats+per+contribuir+al+futur&author=Caro,+M.J.&author=Barrionuevo,+R.&author=Solans,+M.&author=Almazán,+C.&publication_year=2019
https://scholar.google.com/scholar_lookup?title=From+volume+to+value+in+health+care:+The+work+begins&author=Porter,+M.E.&author=Lee,+T.H.&publication_year=2016&journal=JAMA&volume=316&pages=1047–1048&doi=10.1001/jama.2016.11698
https://jamanetwork.com/article.aspx?doi=10.1001/jama.2016.11698
https://scholar.google.com/scholar_lookup?title=Standardizing+patient+outcomes+measurement&author=Porter,+M.&author=Larsson,+S.&author=Lee,+T.&publication_year=2016&journal=N.+Engl.+J.+Med.&volume=374&pages=504–506&doi=10.1056/NEJMp1511701
https://www.nejm.org/doi/10.1056/NEJMp1511701
https://scholar.google.com/scholar_lookup?title=The+four+habits+of+high-value+health+care+organizations&author=Bohmer,+R.M.&publication_year=2011&journal=N.+Engl.+J.+Med.&volume=365&pages=2045–2047&doi=10.1056/NEJMp1111087
https://www.nejm.org/doi/abs/10.1056/NEJMp1111087
https://scholar.google.com/scholar_lookup?title=Redefining+Health+Care:+Creating+Value-Based+Competition+on+Results&author=Porter,+M.E.&author=Teisberg,+E.O.&publication_year=2006
https://scholar.google.com/scholar_lookup?title=What+is+value+in+health+care&author=Porter,+M.E.&publication_year=2010&journal=N.+Engl.+J.+Med.&volume=363&pages=2477–2481&doi=10.1056/NEJMp1011024
https://www.nejm.org/doi/abs/10.1056/NEJMp1011024
https://scholar.google.com/scholar_lookup?title=Public+Value:+Theory+and+Practice&author=Benington,+J.&author=Moore,+M.&publication_year=2010
https://scholar.google.com/scholar_lookup?title=Making+sense+of+public+value:+Concepts,+critiques+and+emergent+meanings&author=Alford,+J.&author=O’flynn,+J.&publication_year=2009&journal=Int.+J.+Public+Adm.&volume=32&pages=171–191&doi=10.1080/01900690902732731
https://www.tandfonline.com/doi/abs/10.1080/01900690902732731

UNA APROXIMACION A LA INTEGRACION DE LA ASISTENCIA SOCIAL Y SANITARIA EN EL DIAGNOSTICO Y ABORDAJE DE LA FRAGILIDAD EN LA POBLACION MAYOR

de Vasconcelos Silva, A.C.P; Araujo, B.M,; Spiegel, T, Reis, AD.C. May value-based
healthcare practices contribute to comprehensive care for cancer patients? A systematic
literature review. J. Cancer Policy 2022, 34, 100350. [Google Scholar] [CrossRef]

Porter, M.E,; Teisberg, E.O. Redefining competition in health care. Harv. Bus. Rev. 2004,
82, 64-76. [Google Scholar]

Miller, H.D. From value to value: Better ways to pay for health care. Health Aff. 2009, 28,
1418-1428. [Google Scholar] [CrossRef]

Montafio, C.A.; Rivadeneira, A.G.; Garzén, FG.; Escobar, AM.; Ruget, M.A. Hacia la
atencién en salud basada en el valor: Revisién de la literatura. Rev. Médica Sanitas 2017, 20,
164-173. [Google Scholar]

Cossio-Gil, Y, Omara, M,; Watson, C.,; Casey, J, Chakhunashvili, A, Gutiérrez-San
Miguel, M.; Stamm, T. The roadmap for implementing value-based healthcare in European
university hospitals—Consensus report and recommendations. Value Health 2022, 25, 1148-
1156. [Google Scholar] [CrossRef] [PubMed]

Munn, Z,; Peters, M,; Stern, C; Tufanaru, C,, McArthu, A,; Aromataris, E. Systematic
review or scoping review? Guidance for authors when choosing between a systematic or
scoping review approach. BMC Med. Res. Methodol. 2018, 18,143.[Google Scholar] [CrossRef]
[PubMed]

Yepes, N.J.J; Urrutia, G.; Romero-Garcia, M.; Alonso-Fernandez, S. Declaracién PRISMA
2020: Una guia actualizada para la publicacion de revisiones sistematicas. Revista Espafola
De Cardiologia 2020, 74, 790-799. [Google Scholar]

Ciapponi, A. La declaracion PRISMA 2020: Una guia actualizada para reportar revisiones
sistematicas. Evid. Actual. En La Practica Ambulatoria 2021, 24, e002139. [Google Scholar]
[CrossRef]

Tricco, A.C,; Lillie, E.; Zarin, W.; O'Brien, K.K,; Colquhoun, H.; Levac, D.; Moher, D.; Peters,
M.D.; Horsley, T, Weeks, L.; et al. PRISMA extension for scoping reviews (PRISMA-ScR):
Checklist and explanation. Ann. Intern. Med. 2018, 169, 467-473. [Google Scholar] [CrossRef]

da Costa Santos, C.M.; de Mattos Pimenta, C.A,; Nobre, M.R. The PICO strategy for the
research question construction and evidence search. Rev. Lat. Am. Enferm. 2007, 15, 508-511.
[Google Scholar] [CrossRef]

Alarcén-Gil, M,; Osorio Toro, S,; Baena-Caldas, G. The evidence-based medicine PICO
strategy applied to dentistry using MeSH, Emtree and DeCS. Rev. Fac. De Odontol. a Univ. De
Antiog. 2019, 31, 91-101. [Google Scholar]

Manterola, C.; Astudill, P; Ariasb, E,; Claro, N, Mincir, G. Revisiones sistematicas
de la literatura. Qué se debe saber acerca de ellas. Cirugia Espafola 2013, 91, 149-155,
[Google Scholar] [CrossRef]



https://scholar.google.com/scholar_lookup?title=May+value-based+healthcare+practices+contribute+to+comprehensive+care+for+cancer+patients?+A+systematic+literature+review&author=de+Vasconcelos+Silva,+A.C.P.&author=Araujo,+B.M.&author=Spiegel,+T.&author=Reis,+A.D.C.&publication_year=2022&journal=J.+Cancer+Policy&volume=34&pages=100350&doi=10.1016/j.jcpo.2022.100350
https://doi.org/10.1016/j.jcpo.2022.100350
https://scholar.google.com/scholar_lookup?title=Redefining+competition+in+health+care&author=Porter,+M.E.&author=Teisberg,+E.O.&publication_year=2004&journal=Harv.+Bus.+Rev.&volume=82&pages=64–76
https://scholar.google.com/scholar_lookup?title=From+value+to+value:+Better+ways+to+pay+for+health+care&author=Miller,+H.D.&publication_year=2009&journal=Health+Aff.&volume=28&pages=1418–1428&doi=10.1377/hlthaff.28.5.1418
https://www.healthaffairs.org/doi/10.1377/hlthaff.28.5.1418
https://scholar.google.com/scholar_lookup?title=Hacia+la+atención+en+salud+basada+en+el+valor:+Revisión+de+la+literatura&author=Montaño,+C.A.&author=Rivadeneira,+A.G.&author=Garzón,+F.G.&author=Escobar,+Á.M.&author=Ruget,+M.A.&publication_year=2017&journal=Rev.+Médica+Sanitas&volume=20&pages=164–173
https://scholar.google.com/scholar_lookup?title=The+roadmap+for+implementing+value-based+healthcare+in+European+university+hospitals—Consensus+report+and+recommendations&author=Cossio-Gil,+Y.&author=Omara,+M.&author=Watson,+C.&author=Casey,+J.&author=Chakhunashvili,+A.&author=Gutiérrez-San+Miguel,+M.&author=Stamm,+T.&publication_year=2022&journal=Value+Health&volume=25&pages=1148–1156&doi=10.1016/j.jval.2021.11.1355&pmid=35779941
https://linkinghub.elsevier.com/retrieve/pii/S1098301521031806
https://pubmed.ncbi.nlm.nih.gov/35779941/
https://scholar.google.com/scholar_lookup?title=Systematic+review+or+scoping+review?+Guidance+for+authors+when+choosing+between+a+systematic+or+scoping+review+approach&author=Munn,+Z.&author=Peters,+M.&author=Stern,+C.&author=Tufanaru,+C.&author=McArthu,+A.&author=Aromataris,+E.&publication_year=2018&journal=BMC+Med.+Res.+Methodol.&volume=18&pages=143&doi=10.1186/s12874-018-0611-x&pmid=30453902
https://bmcmedresmethodol.biomedcentral.com/articles/10.1186/s12874-018-0611-x
https://pubmed.ncbi.nlm.nih.gov/30453902/
https://scholar.google.com/scholar_lookup?title=Declaración+PRISMA+2020:+Una+guía+actualizada+para+la+publicación+de+revisiones+sistemáticas&author=Yepes,+N.J.J.&author=Urrutia,+G.&author=Romero-Garcia,+M.&author=Alonso-Fernandez,+S.&publication_year=2020&journal=Revista+Española+De+Cardiología&volume=74&pages=790–799
https://scholar.google.com/scholar_lookup?title=La+declaración+PRISMA+2020:+Una+guía+actualizada+para+reportar+revisiones+sistemáticas.+Evid.+Actual&author=Ciapponi,+A.&publication_year=2021&journal=En+La+Práctica+Ambulatoria&volume=24&pages=e002139&doi=10.51987/evidencia.v24i4.6960
https://www.evidencia.org.ar/index.php/Evidencia/article/view/6960
https://scholar.google.com/scholar_lookup?title=PRISMA+extension+for+scoping+reviews+(PRISMA-ScR):+Checklist+and+explanation&author=Tricco,+A.C.&author=Lillie,+E.&author=Zarin,+W.&author=O’Brien,+K.K.&author=Colquhoun,+H.&author=Levac,+D.&author=Moher,+D.&author=Peters,+M.D.&author=Horsley,+T.&author=Weeks,+L.&publication_year=2018&journal=Ann.+Intern.+Med.&volume=169&pages=467–473&doi=10.7326/M18-0850
https://www.acpjournals.org/doi/10.7326/M18-0850
https://scholar.google.com/scholar_lookup?title=The+PICO+strategy+for+the+research+question+construction+and+evidence+search&author=da+Costa+Santos,+C.M.&author=de+Mattos+Pimenta,+C.A.&author=Nobre,+M.R.&publication_year=2007&journal=Rev.+Lat.+Am.+Enferm.&volume=15&pages=508–511&doi=10.1590/S0104-11692007000300023
https://www.scielo.br/j/rlae/a/CfKNnz8mvSqVjZ37Z77pFsy/?lang=en
https://scholar.google.com/scholar_lookup?title=The+evidence-based+medicine+PICO+strategy+applied+to+dentistry+using+MeSH,+Emtree+and+DeCS.+Rev.+Fac.+De+Odontol.+Ía+Univ&author=Alarcón-Gil,+M.&author=Osorio+Toro,+S.&author=Baena-Caldas,+G.&publication_year=2019&journal=De+Antioq.&volume=31&pages=91–101
https://scholar.google.com/scholar_lookup?title=Revisiones+sistemáticas+de+la+literatura.+Qué+se+debe+saber+acerca+de+ellas&author=Manterola,+C.&author=Astudill,+P.&author=Ariasb,+E.&author=Claro,+N.&author=Mincir,+G.&publication_year=2013&journal=Cirugía+Española&volume=91&pages=149–155&doi=10.1016/j.ciresp.2011.07.009
https://linkinghub.elsevier.com/retrieve/pii/S0009739X11003307

% VNIVERSITAT
' IDGVALENCIA

Damen, J.; Moons, K,; van Smeden, M,; Hooft, L. How to conduct a systematic review
and meta-analysis of prognostic model studies. Clin. Microbiol. Infect. 2023, 29, 434-440.
[Google Scholar] [CrossRef]

Nilsson, K., Baathe, F; Andersson, A.E.; Wikstrom, E.; Sandoff, M. Experiences from
implementing value-based healthcare at a Swedish University Hospital-a longitudinal
interview study. BMC Health Serv. Res. 2017, 17, 169. [Google Scholar] [CrossRef]

Nilsson, K,; Bdathe, F,; Erichsen, A.A.; Sandoff, M. Value-based healthcare as a trigger
for improvement initiatives. Leadersh. Health Serv. 2017, 30, 364-377. [Google Scholar]
[CrossRef]

Nilsson, K., Baathe, F,; Erichsen Andersson, A, Sandoff, M. The need to succeed-
learning experiences resulting from the implementation of value-based healthcare. Leadersh.
Health Serv. 2018, 31, 2-16. [Google Scholar] [CrossRef]

Daniels, K.; Rouppe van der Voort, M.B.,; Biesma, D.H.; van der Nat, P.B. Five years’
experience with value-based quality improvement teams: The key factors to a successful
implementation in hospital care. BMC Health Serv. Res. 2022, 22, 1271. [Google Scholar]
[CrossRef] [PubMed]

Heijsters, F.A,; van Breda, F.G,; van Nassau, F,; van der Steen, M.K,; Ter Wee, PM,;
Mullender, M.G.; de Bruijne, M.C. A pragmatic approach for implementation of value-based
healthcare in Amsterdam UMC, the Netherlands. BMC Health Serv. Res. 2022, 22, 550.
[Google Scholar] [CrossRef] [PubMed]

Makdisse, M.; Ramos, P,; Malheiro, D.; Katz, M.; Novoa, L.; Neto, M.C,; Ferreira, JH.G,
Klajner, S. Value-based healthcare in Latin America: A survey of 70 healthcare provider
organisations from Argentina, Brazil, Chile, Colombia and Mexico. BMJ Open 2022, 12,
058198, [Google Scholar] [CrossRef] [PubMed]

Ng, S.M. A qualitative study on relationships and perceptions between managers and
clinicians and its effect on value-based healthcare within the national health service in the UK.
Health Serv. Manag. Res. 2022, 35, 251-258. [Google Scholar] [CrossRef]

Steinmann, G,; Daniels, K.; Mieris, F.; Delnoij, D.; van de Bovenkamp, H.; van Der Nat, P.
Redesigning value-based hospital structures: A qualitative study on value-based health care
in the Netherlands. BMC Health Serv. Res. 2022, 22, e043367. [Google Scholar] [CrossRef]
[PubMed]

Varela, R.C,; Garcia, C.A,; Baselga, P.B.; Ruiz, L.P.M. Value-based healthcare project
implementation in a hierarchical tertiary hospital: Lessons learned. Front. Public Health 2022,
9, 755166. [Google Scholar] [CrossRef] [PubMed]



https://scholar.google.com/scholar_lookup?title=How+to+conduct+a+systematic+review+and+meta-analysis+of+prognostic+model+studies&author=Damen,+J.&author=Moons,+K.&author=van+Smeden,+M.&author=Hooft,+L.&publication_year=2023&journal=Clin.+Microbiol.+Infect.&volume=29&pages=434–440&doi=10.1016/j.cmi.2022.07.019
https://doi.org/10.1016/j.cmi.2022.07.019
https://scholar.google.com/scholar_lookup?title=Experiences+from+implementing+value-based+healthcare+at+a+Swedish+University+Hospital–a+longitudinal+interview+study&author=Nilsson,+K.&author=Bååthe,+F.&author=Andersson,+A.E.&author=Wikström,+E.&author=Sandoff,+M.&publication_year=2017&journal=BMC+Health+Serv.+Res.&volume=17&pages=169&doi=10.1186/s12913-017-2104-8
https://bmchealthservres.biomedcentral.com/articles/10.1186/s12913-017-2104-8
https://scholar.google.com/scholar_lookup?title=Value-based+healthcare+as+a+trigger+for+improvement+initiatives&author=Nilsson,+K.&author=Bååthe,+F.&author=Erichsen,+A.A.&author=Sandoff,+M.&publication_year=2017&journal=Leadersh.+Health+Serv.&volume=30&pages=364–377&doi=10.1108/LHS-09-2016-0045
https://www.emerald.com/insight/content/doi/10.1108/LHS-09-2016-0045/full/html
https://scholar.google.com/scholar_lookup?title=The+need+to+succeed–learning+experiences+resulting+from+the+implementation+of+value-based+healthcare&author=Nilsson,+K.&author=Bååthe,+F.&author=Erichsen+Andersson,+A.&author=Sandoff,+M.&publication_year=2018&journal=Leadersh.+Health+Serv.&volume=31&pages=2–16&doi=10.1108/LHS-08-2016-0039
https://www.emerald.com/insight/content/doi/10.1108/LHS-08-2016-0039/full/html
https://scholar.google.com/scholar_lookup?title=Five+years’+experience+with+value-based+quality+improvement+teams:+The+key+factors+to+a+successful+implementation+in+hospital+care&author=Daniels,+K.&author=Rouppe+van+der+Voort,+M.B.&author=Biesma,+D.H.&author=van+der+Nat,+P.B.&publication_year=2022&journal=BMC+Health+Serv.+Res.&volume=22&pages=1271&doi=10.1186/s12913-022-08563-5&pmid=36266703
https://bmchealthservres.biomedcentral.com/articles/10.1186/s12913-022-08563-5
https://pubmed.ncbi.nlm.nih.gov/36266703/
https://scholar.google.com/scholar_lookup?title=A+pragmatic+approach+for+implementation+of+value-based+healthcare+in+Amsterdam+UMC,+the+Netherlands&author=Heijsters,+F.A.&author=van+Breda,+F.G.&author=van+Nassau,+F.&author=van+der+Steen,+M.K.&author=Ter+Wee,+P.M.&author=Mullender,+M.G.&author=de+Bruijne,+M.C.&publication_year=2022&journal=BMC+Health+Serv.+Res.&volume=22&pages=550&doi=10.1186/s12913-022-07919-1&pmid=35468765
https://bmchealthservres.biomedcentral.com/articles/10.1186/s12913-022-07919-1
https://pubmed.ncbi.nlm.nih.gov/35468765/
https://scholar.google.com/scholar_lookup?title=Value-based+healthcare+in+Latin+America:+A+survey+of+70+healthcare+provider+organisations+from+Argentina,+Brazil,+Chile,+Colombia+and+Mexico&author=Makdisse,+M.&author=Ramos,+P.&author=Malheiro,+D.&author=Katz,+M.&author=Novoa,+L.&author=Neto,+M.C.&author=Ferreira,+J.H.G.&author=Klajner,+S.&publication_year=2022&journal=BMJ+Open&volume=12&pages=e058198&doi=10.1136/bmjopen-2021-058198&pmid=35667729
https://bmjopen.bmj.com/content/12/6/e058198
https://pubmed.ncbi.nlm.nih.gov/35667729/
https://scholar.google.com/scholar_lookup?title=A+qualitative+study+on+relationships+and+perceptions+between+managers+and+clinicians+and+its+effect+on+value-based+healthcare+within+the+national+health+service+in+the+UK&author=Ng,+S.M.&publication_year=2022&journal=Health+Serv.+Manag.+Res.&volume=35&pages=251–258&doi=10.1177/09514848211068624
https://journals.sagepub.com/doi/10.1177/09514848211068624
https://scholar.google.com/scholar_lookup?title=Redesigning+value-based+hospital+structures:+A+qualitative+study+on+value-based+health+care+in+the+Netherlands&author=Steinmann,+G.&author=Daniels,+K.&author=Mieris,+F.&author=Delnoij,+D.&author=van+de+Bovenkamp,+H.&author=van+Der+Nat,+P.&publication_year=2022&journal=BMC+Health+Serv.+Res.&volume=22&pages=e043367&doi=10.1186/s12913-022-08564-4&pmid=36138382
https://bmchealthservres.biomedcentral.com/articles/10.1186/s12913-022-08564-4
https://pubmed.ncbi.nlm.nih.gov/36138382/
https://scholar.google.com/scholar_lookup?title=Value-based+healthcare+project+implementation+in+a+hierarchical+tertiary+hospital:+Lessons+learned&author=Varela,+R.C.&author=García.,+C.A.&author=Baselga,+P.B.&author=Ruiz,+L.P.M.&publication_year=2022&journal=Front.+Public+Health&volume=9&pages=755166&doi=10.3389/fpubh.2021.755166&pmid=35186863
https://www.frontiersin.org/journals/public-health/articles/10.3389/fpubh.2021.755166/full
https://pubmed.ncbi.nlm.nih.gov/35186863/

UNA APROXIMACION A LA INTEGRACION DE LA ASISTENCIA SOCIAL Y SANITARIA EN EL DIAGNOSTICO Y ABORDAJE DE LA FRAGILIDAD EN LA POBLACION MAYOR

Steinmann, G.; Delnoij, D.; Van De Bovenkamp, H.; Groote, R.; Ahaus, K. Expert consensus
on moving towards a value-based healthcare system in the Netherlands: A Delphi study. BMJ
Open 2021, 11, e043367. [Google Scholar] [CrossRef]

Krebs, F; Engel, S.; Vennedey, V.; Alayli, A.; Simic, D.; Pfaff, H.; Stock, S.; on behalf of
the Cologne Research and Development Network (CoRe-Net) Transforming. Health Care
Delivery towards Value-Based Health Care in Germany: A Delphi Survey among Stakeholders.
Healthcare 2023, 11, 1187. [Google Scholar] [CrossRef] [PubMed]

Porter, ME. Value-based health care delivery. Ann. Surg. 2008, 248, 503-509.
[Google Scholar] [CrossRef] [PubMed]

Steinmann, G,; Van De Bovenkamp, H.; De Bont, A,; Delnoij, D. Redefining value: A
discourse analysis on value-based health care. BMC Health Serv. Res. 2020, 20, 862.
[Google Scholar] [CrossRef]

Reeves, S.; Pelone, F; Harrison, R, Goldman, J.; Zwarenstein, M. Interprofessional
collaboration to improve professional practice and healthcare outcomes. Cochrane Database
Syst. Rev. 2017, 6, CD000072. [Google Scholar] [CrossRef]

Bosch, B.,; Mansell, H. Interprofessional collaboration in health care: Lessons to be learned
from competitive sports. Can. Pharm. J. 2015, 148, 176-179. [Google Scholar] [CrossRef]

Goodwin, N. Understanding Integrated Care. Int. J. Integr. Care 2016, 16, 6.
[Google Scholar] [CrossRef]

van Staalduinen, D.J.; vanden Bekerom, P; Groeneveld, S.; Kidanemariam, M.; Stiggelbout,
A.M.; van den Akker-van Marle, M.E. The implementation of value-based healthcare: A scoping
review. BMC Health Serv. Res. 2022, 22, 270. [Google Scholar] [CrossRef]



https://scholar.google.com/scholar_lookup?title=Expert+consensus+on+moving+towards+a+value-based+healthcare+system+in+the+Netherlands:+A+Delphi+study&author=Steinmann,+G.&author=Delnoij,+D.&author=Van+De+Bovenkamp,+H.&author=Groote,+R.&author=Ahaus,+K.&publication_year=2021&journal=BMJ+Open&volume=11&pages=e043367&doi=10.1136/bmjopen-2020-043367
https://bmjopen.bmj.com/content/11/4/e043367
https://scholar.google.com/scholar_lookup?title=Health+Care+Delivery+towards+Value-Based+Health+Care+in+Germany:+A+Delphi+Survey+among+Stakeholders&author=Krebs,+F.&author=Engel,+S.&author=Vennedey,+V.&author=Alayli,+A.&author=Simic,+D.&author=Pfaff,+H.&author=Stock,+S.&author=on+behalf+of+the+Cologne+Research+and+Development+Network+(CoRe-Net)+Transforming&publication_year=2023&journal=Healthcare&volume=11&pages=1187&doi=10.3390/healthcare11081187&pmid=37108020
https://www.mdpi.com/2227-9032/11/8/1187
https://pubmed.ncbi.nlm.nih.gov/37108020/
https://scholar.google.com/scholar_lookup?title=Value-based+health+care+delivery&author=Porter,+M.E.&publication_year=2008&journal=Ann.+Surg.&volume=248&pages=503–509&doi=10.1097/SLA.0b013e31818a43af&pmid=18936561
https://journals.lww.com/annalsofsurgery/fulltext/2008/10000/value_based_health_care_delivery.1.aspx
https://pubmed.ncbi.nlm.nih.gov/18936561/
https://scholar.google.com/scholar_lookup?title=Redefining+value:+A+discourse+analysis+on+value-based+health+care&author=Steinmann,+G.&author=Van+De+Bovenkamp,+H.&author=De+Bont,+A.&author=Delnoij,+D.&publication_year=2020&journal=BMC+Health+Serv.+Res.&volume=20&pages=862&doi=10.1186/s12913-020-05614-7
https://bmchealthservres.biomedcentral.com/articles/10.1186/s12913-020-05614-7
https://scholar.google.com/scholar_lookup?title=Interprofessional+collaboration+to+improve+professional+practice+and+healthcare+outcomes&author=Reeves,+S.&author=Pelone,+F.&author=Harrison,+R.&author=Goldman,+J.&author=Zwarenstein,+M.&publication_year=2017&journal=Cochrane+Database+Syst.+Rev.&volume=6&pages=CD000072&doi=10.1002/14651858.CD000072.pub3
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD000072.pub3?cookiesEnabled
https://scholar.google.com/scholar_lookup?title=Interprofessional+collaboration+in+health+care:+Lessons+to+be+learned+from+competitive+sports&author=Bosch,+B.&author=Mansell,+H.&publication_year=2015&journal=Can.+Pharm.+J.&volume=148&pages=176–179&doi=10.1177/1715163515588106
https://journals.sagepub.com/doi/10.1177/1715163515588106
https://scholar.google.com/scholar_lookup?title=Understanding+Integrated+Care&author=Goodwin,+N.&publication_year=2016&journal=Int.+J.+Integr.+Care&volume=16&pages=6&doi=10.5334/ijic.2530
https://www.ijic.org/articles/10.5334/ijic.2530/
https://scholar.google.com/scholar_lookup?title=The+implementation+of+value-based+healthcare:+A+scoping+review&author=van+Staalduinen,+D.J.&author=van+den+Bekerom,+P.&author=Groeneveld,+S.&author=Kidanemariam,+M.&author=Stiggelbout,+A.M.&author=van+den+Akker-van+Marle,+M.E.&publication_year=2022&journal=BMC+Health+Serv.+Res.&volume=22&pages=270&doi=10.1186/s12913-022-07489-2
https://bmchealthservres.biomedcentral.com/articles/10.1186/s12913-022-07489-2

7% VNIVERSITAT
Y DGVALENCIA




UNA APROXIMACION A LA INTEGRACION DE LA ASISTENCIA SOCIAL Y SANITARIA EN EL DIAGNOSTICO Y ABORDAJE DE LA FRAGILIDAD EN LA POBLACION MAYOR

Implementation of a Comprehensive and Personalised Approach
for Older People with Psychosocial Frailty in Valencia (Spain):
Study Protocol for a Pre-Post Controlled Trial
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1. Introduction

The ageing of the world’s population is indeed a complex and multifaceted phenomenon
with both positive and challenging aspects. An ageing population can have far-reaching
socioeconomic consequences, for instance, on the care system due to increases in public
spending on health and social care [1,2]. As people age, they are at increased risk for chronic
diseases, functional impairments, and frailty [3,4,5]. Frailty is indeed considered one of the most
problematic expressions of ageing, constituting a risk factor for falls, loss of mobility, cognitive
impairment, disability, dementia, hospital admissions, cardiovascular diseases, loneliness,
and even mortality [6,7,8]. Research examining the relationship between frailty and loneliness
has found strong associations between these two factors, and it suggests a bidirectional
relationship [9,10]. Recent studies have confirmed that frail, older people have smaller social
networks and higher levels of loneliness [1112]. Likewise, older people who experience high
levels of loneliness have an increased risk of becoming physically frail or prefrail [13]. Similar
to frailty, loneliness has also been observed to be closely associated with different negative
health outcomes, such as cardiovascular disease, disability, cognitive impairments, depression,
disability, and mortality [10,4,15].

In terms of prevalence, in Europe and, in particular, Spain, there is no consensus on the
prevalence of frailty. Although studies have confirmed that frailty increases with age and is
more frequent in women than in men [16,1718,19], there are notable variations, depending on the
assessment tools, in population variability in terms of geographical location, socioeconomic
status, gender, and the presence of chronic diseases [19,20]. A recent study showed that >50%
of the population over 50 years of age in Europe is pre-frail/frail, with the overall prevalence of
pre-frailty being 42.9% and of frailty 7.7% [20]. In Spain, the most recent studies have shown a
prevalence of frailty higher than 25% for the population aged 70 years and older, with significant

differences according to geographical areas and being twice as high in women as in men [1718].

Another issue when studying frailty is that the physical frailty phenotype has received
significant attention in the literature, and it is often the most prominent aspect of frailty discussed
[21]. However, it is important to note that frailty is a multidimensional concept, and there are
other dimensions of frailty that are equally important but may not receive as much attention

in the literature. These dimensions include the psychological and social aspects of frailty [22].




F s VNIVERSITAT

€ & DEFVALENCIA

In recent years, there has been a growing interest in expanding the understanding
of frailty to include these other dimensions and develop more comprehensive and a more
holistic approach to managing and preventing frailty and its associated adverse health
outcomes. Moreover, the bidirectional relationship between loneliness and frailty, coupled
with the multidimensional nature of both constructs, underscores the need for comprehensive
strategies to address these issues in older adults [23]. In this sense, the implementation of
value-based healthcare principles in the context of frailty lies in addressing frailty from an
integrative perspective, reorganising care around patients in an effective and efficient manner
supported by digital health solutions [24]. Concretely, among the key principles of value-based
care are individualized care plans, shared decision-making, holistic assessments including
measurable outcomes, the provision of integrated services, and early interventions. All of these
aspects of the value-based care model are essential to addressing the complex interplay of
frailty, depression, and social support in older adults [25]. The adoption of value-based care
in addressing these conditions among older adults leads to improved health indicators, such
as reduced hospitalisations, better mental and physical health, enhanced quality of life, and
lower healthcare costs. By focusing on patient-centred, comprehensive, and coordinated
care, VBC transforms the healthcare experience for older adults and yields measurable health
benefits [26,27].

The literature has shown that social participation is key when developing comprehensive
strategies to address frailty, especially frailty understood as a holistic concept including social
and psychological aspects [28]. Social participation has been proven to effectively address
psychological and social frailty and loneliness [29]. In particular, when developing interventions,
it is essential to address the individual dimension, taking into account the individuality of each
person, favouring empowerment, and allowing them to manage their own loneliness [14]. In
this sense, the literature suggests the need to educate the population about actively investing
in their social supports (family and friends) and also emphasises the great importance of

boosting the person’s own motivation to actively change their situation [30].

In this regard, the motivational interview technique may be presented as a useful tool
to support intervention strategies focused on improving intrinsic motivation and behavioural
change among older adults experiencing frailty. Motivational interviewing is a counselling
approach developed to help individuals find motivation within themselves to make positive
behavioural change [31]. The core principle of motivational interviewing involves engaging
in a collaborative conversation with individuals to explore and resolve their ambivalence
toward change. Therefore, motivational interviewing may be used for supporting individuals
in planning their personal objectives, boosting their motivation, and moving forward with

behavioural change that may lead to improved frailty status and loneliness feelings.




This study is framed within the ValueCare project—Value-based methodology for
integrated care supported by ICT—a research project funded by the European Commission
under the Horizon 2020 programme. This project conforms a consortium of 17 partners from
8 European countries. The aim of the ValueCare project is to provide efficient and outcome-
based integrated (health and social) care to the population aged =65 experiencing frailty,
cognitive impairment, and/or multiple chronic conditions, with the objective of improving
their quality of life by applying value-based methodologies supported by digital solutions.
In this project, study sites in seven European countries are implementing and validating the
ValueCare intervention: Valencia in Spain, Rijeka in Croatia, Athens in Greece, Cork/Kerry in
Ireland, Coimbra in Portugal, and Rotterdam in the Netherlands. In each of these sites, the
ValueCare intervention is aimed to address a specific health condition. In this particular study,

the Spanish intervention focused on frailty is presented.

Objectives

The aim of this study is to evaluate the ValueCare approach implemented in the pilot
of Valencia (Spain), whose intervention is based on motivational interviewing, supported
by a digital tool, to encourage behavioural change towards greater social engagement and
healthier living. This study, using a pre-post controlled design with a study sample of 240 older
adults experiencing frailty (120 individuals in the intervention group and 120 in the comparison
group), specifically addressed the benefits for older people experiencing psychosocial frailty to
be able to evaluate implementation outcomes. We intend to accomplish this objective through

the following specific objectives:

(a) To compare the benefits of the ValueCare intervention deployed in the Valencia
pilot vs. usual care for older people in terms of frailty, loneliness, social support, health-

related quality of life, and healthy lifestyle behaviour.

(b) To evaluate the benefits of the ValueCare approach deployed in the Valencia pilot
centre in terms of reducing the use of outpatient and inpatient health and social care

among older people.

(c) To evaluate the satisfaction of the target population with the ValueCare intervention

deployed in the Valencia pilot centre.
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2. Materials and Methods

2.1. Design

An experimental design involving both intervention and comparison groups will be
employed in a controlled pre-post study, aiming to investigate the effects of the intervention

by comparing outcomes between the two groups before and after the intervention period.

2.2. Study Participants: Inclusion and Exclusion Criteria

The study sample was composed of 240 older adults experiencing frailty (120
individuals in the intervention group and 120 in the comparison group). Participants were
randomly assigned to each of the groups. Expecting a 20% loss to follow-up between T0 and
T1 (e.g., due to mortality, rehousing, or study withdrawal), we expected to obtain complete
data from 96 participants in the intervention group and 96 participants in the control group
of each large-scale pilot site (in n = 192 study participants with complete data at follow
up, equally divided over the intervention group and the control group). We assumed equal
standard deviations in the intervention group and the control group, an alpha level of 0.05,
and a power of 0.80. For this expected overall sample size and assumptions, with regard to
the continuous outcome measures, a difference of 0.23 SD (standard deviation) between the

intervention group and the control group can be detected at follow-up.

Participants in the intervention group engaged in a 12-month intervention phase
tailored to their needs, receiving a personalised care plan agreed through a shared decision-
making process, whereas those in the comparison group maintained their usual care. All

participants were evaluated at baseline, after 12 months, and after 18 months.

The inclusion criteria encompassed individuals aged 65 or above, experiencing frailty,
residing independently within the community, and affiliated with one of the seven healthcare
centres under the Malvarrosa-Clinic Health Department within the Valencia study area. The
exclusion criteria involved individuals with cognitive impairments, significant dependency,
institutionalisation, inability to provide informed consent, or lack of proficiency in the Spanish
language.

Patients who met the inclusion criteria were invited to participate in the ValueCare
project, where a comprehensive explanation of their involvement in the project was provided.
Patients interested in participating in this study were requested to sign the informed consent
form, indicating their voluntary, informed, and explicit consent to participate in this study and

permit the processing of their data.




2.3. Recruitment and Randomization

The recruitment of the study participants was carried out by social and healthcare
professionals from seven participating healthcare centres: Alfahuir Health Centre, Salvador
Pau Health Centre, Benimaclet Health Centre, Serreria | Health Centre, Salvador Pau Allende
Health Centre, Republica Argentina Health Centre, and Chile Health Centre. All of these

centres belong to the Malvarosa-Clinic Health Department in the city of Valencia.

The general practitioners, who are familiar with their patient’s clinical record, contacted
them to ensure that these individuals met the inclusion criteria mentioned above, ensuring
their potential eligibility as participants. Once included, participants were requested to
complete the baseline assessment. Following the completion of the baseline questionnaire,
the allocation of study participants into either the intervention or control group occurred
through a randomization procedure. To ensure the concealment of the randomisation
sequence, the Oxford Minimization and Randomization (OxMaR) system was employed.
This computer-based centralised method ensures proven security measures to prevent bias
in the sequence [32]. For safeguarding personal information, every participant was assigned
an identification code that corresponds to their group and the specific healthcare centre

with which they are affiliated.

2.4. Data Collection Process

Data collection and measurement were conducted using an assessment questionnaire
that included the International Consortium for Health Outcomes Measurement (ICHOMSs)
[33] dataset for the older population, as well as additional measurement questionnaires.
Each instrument comprising the assessment questionnaire is described in the Section 2.7.
Measurement instruments without validated translation into Spanish were translated using

the back-translation method to ensure cross-cultural adaptation of the measures.

Researchers inputted the paper-based collected data into the Generic Medical Survey
Tracker (GemsTracker) software, chosen for its security measures and capability to collect,
submit, and make modifications to the data. Data were collected from participants in three

phases: at baseline (T0), 12 months after the end of the intervention (T1), and 18 months (T2).

2.5. Description of the Intervention: Design and Implementation

An intervention protocol incorporating aspects like motivational interviewing, social
prescription, the transtheoretical model, and person-centred care, was formulated based on

an extensive literature review . This review aimed to identify evidence-based interventions

1 E| protocolo de intervencién mencionado se encuentra disponible en el Anexo 3.
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addressing psychosocial frailty and establish the methodology to be employed in the
intervention process. Moreover, thisintervention protocol includes the phases and procedures
to be followed to guarantee the effectiveness and sustainability of the intervention. Social
and healthcare professionals, including psychologists and social workers, collaborated to
design and implement the ValueCare intervention in the Valencia pilot, specifically tailored

for individuals aged over 65 experiencing frailty.

All individuals (120) within the intervention group identified as experiencing frailty
participated in the intervention phase. After completion of the baseline assessment
questionnaire (T0) by the intervention participants, their results were extracted to validate
the presence of psychosocial frailty according to the Tilburg Frailty Index [34] and the UCLA

3 ltems Loneliness Scale [35].

Participants identified as frail commence the intervention phase by engaging in an
initial meeting with social and healthcare professionals. This initial meeting serves a dual
purpose: firstly, to present and elucidate the results derived from the baseline questionnaire
to the participants, and secondly, to collaboratively design a personalised value-based care
plan using a consensus-based co-design approach. This plan was crafted based on the
results, preferences, and interests of the participants and will undergo periodic reviews as

part of a shared decision-making process.

During the 12 months of the intervention, participants engaged in regular meetings
(once a month) with the social and healthcare professionals responsible for their follow-up,
during which motivational interviews were conducted. The motivational sessions aimed to
achieve several objectives: identifying the psychosocial needs of the individual; assessing
the person’s stage of change according to the Transtheoretical Model by Prochaska and
DiClemente [36]; fostering motivation to steer the individual towards a readiness for change
by assisting in exploring and resolving ambivalences about unhealthy behaviours or habits;
and ultimately, collaboratively establishing objectives through a professional-patient
negotiation process to guide the transition toward desirable behaviours. The motivational
interviews allow a space of trust where the professional’s attitude is one of acceptance and
empathy towards the patient's needs, preferences, and experiences in order to increase
and strengthen personal motivation and commitment to change, helping the participant to
explore and resolve the ambivalence that arises in people when they have to make decisions

that involve behavioural change.

At the end of each monthly motivational session, specific psychosocial objectives
focusing on enhanced social participation and the expansion of social networks are agreed
with the participant. These objectives will be revisited by social and healthcare professionals

in the subsequent meeting for review. The objectives are embedded in the framework of




the term “social-prescribing’, where the professional, during the motivational interview,
presents to the participant the existing community resources that could potentially enhance
their health and well-being [37,38]. These resources are tailored to match the participants’
psychosocial needs, interests, and preferences. Among the community resources introduced
may be activities promoted by third-sector entities (associations, foundations, community
groups, NGOsK), as well as resources provided by municipally owned institutions such as
libraries, art museums, sports centres, theatres, retirement centres, and even the use of a
municipality's green spaces [39,40].

Apart from the motivational sessions with social and healthcare professionals,
participants are able to engage in social workshops organized on a monthly basis in each
of the health centres participating in the study. These workshops offer opportunities for
interaction among participants within the intervention group. Additionally, communication will
be facilitated through WhatsApp groups and the dedicated ValueCare APP, allowing further
interaction and engagement among participants. In this way, face-to-face relationships are
strengthened through information and communication technologies, doubly favouring the
active participation of older people in the community, reducing social frailty and improving

mental well-being [41].

Specifically, the ValueCare application (Vodafone Innovus, Athens, Greece) [42] is
a mobile application with which the participants of the intervention group will be able to
interact and through which the achievement of the prescribed goals will be encouraged and
healthy lifestyles will be promoted. To ensure that the ValueCare digital solution is adapted
to the local context as well as to the needs and interests of older people, informal caregivers,
managers, policy-makers, ICT experts, and health and social practitioners, strategies based
on collaborative approaches such as co-design are implemented. In this sense, co-design
is paramount to providing integrated person-centred care, as it allows for the involvement
of all stakeholders in the development of digital health solutions [43]. A total of 2 rounds
of co-design were implemented before the ValueCare implementation phase with 212
participants. All co-design rounds included focus group sessions to explore the opinions,
perceptions, preferences, and experiences of the target groups around the ValueCare
concept and ValueCare solution. A more generic first round aims to define the value-based
model and the digital solution to build the concept and the digital solution according to the
needs of all stakeholders, presenting and discussing the added value of the value-based
concept in today's society. The second, more specific co-design round aims to define the
technical features and properties of the ValueCare solution as well as its involvement and

interaction during the implementation phase of the intervention.

1 E| protocolo de intervencién mencionado se encuentra disponible en el Anexo 3.
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The ValueCare application provides each participant with the personalised care
plan that has been agreed upon during the professional-participant co-design process.
Participants can visualise in the application which are the weekly objectives to be met.
Healthcare professionals are in charge of sending these objectives and monitoring the
progress of the participants through the Vida 24 web platform (Vidavo S.A, Thessaloniki,
Greece. Vida 24 [44] consists of a connected care IT platform that has been operational in
Europe for over 10 years and which allows data from multiple sources to be synchronised,
personalised, and adapted to specific needs, allowing participants to view the information
in the ValueCare Application and professionals to view real-time information on the
participants in the Vida 24 platform. In addition, the platform will integrate a virtual coach
tool developed by the Fondazione Bruno Kessler [45] that will act as a persuasive chat
bot based on dialogue to motivate participants to achieve their objectives and reinforce
positive behaviours. In addition, the ValueCare application has different sections where
participants can view content in video or text format on existing resources at the community
level to maintain an active and healthy lifestyle, tips to increase their social participation, and

knowledge on physical frailty, social frailty, and loneliness, among others.

2.6. Control Group

During the 12-month intervention phase, the control group, comprising 120
individuals, continued to receive their usual care, visiting primary care centres or hospital
care centres to receive attention when needed, as they did before their involvement in the
project. Upon completion of the intervention phase, control group participants undergo
follow-up evaluation and receive a comparative health outcomes report contrasting TO
and T1. Additionally, a comprehensive guide offering advice on physical, psychological, and
social health promotion is delivered to these participants. This guide presents the assets/
opportunities available in their local area, encouraging physical activity, healthy eating, and

enhancing their active participation in society.

Figure 1 details the flow of participants from recruitment to the last follow-up contact

for control and intervention subjects.




UNA APROXIMACION A LA INTEGRACION DE LA ASISTENCIA SOCIAL Y SANITARIA EN EL DIAGNOSTICO Y ABORDAJE DE LA FRAGILIDAD EN LA POBLACION MAYOR

Figure 1. Flow diagram of the participants through the trial

Eligibility screening, recruitment and consent form

at Primary Health Center

Randomization process

Intervention group (n=120):
12 months of intervention following
the integral and personalised
care plan.

Intervention group (n=120):
Usual care

ValueCare Baseline questionnaire (TO)
ICHOM Standard Set for Order persons and other specific measures
for physical, psychological and social fragility

Inclusion in the psychosocial

pathway of patients identified as

psychosocially fraity- 12 month of
psychosocial intervention

Follow-up ValueCare questionnaire (T1) - 12-month assessment
ICHOM Standard Set for Order persons and other specific measures
for physical, psychological and social fragility

Follow-up ValueCare questionnaire (T2) - 18 month assesment
ICHOM Standard Set for Order persons and other specific measures
for physical, psychological and social fragility
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2.7. Outcomes

First, the screening process for participant eligibility involved the assessment of frailty,
dependency levels, and cognitive impairments, according to the inclusion and exclusion

criteria.

The FRAIL scale [46] was the tool selected to categorise the level of frailty among
participants. It is a commonly used tool that presents a simple and quick assessment that
helps identify the presence of frailty based on five key components: fatigue, endurance,
ambulation, illness, and weight loss. If the older adult scores =1, a high likelihood of frailty is

considered to exist [47], and then it meets the criteria for inclusion in the study.

The level of dependency was assessed with the Barthel Index [48]. The Barthel
Index is an ordinal scale that measures a person's ability to perform 10 activities of daily
living (ADLs) by providing a quantitative estimate of the subject’s ability to carry out these
activities. The ADLs included in the index are eating, personal grooming, toileting, bathing/
showering, transferring between the chair and bed, transferring (walking on a smooth
surface or in a wheelchair), going up/downstairs, dressing/dressing, stool control, and urine

control. Participants were excluded from this study if they scored >60 points on this index.

Finally, cognitive impairments were assessed using the SPMSQ [49], which is a short
assessment questionnaire with 10 questions that allows the exploration of different cognitive
areas, specifically assessing the functions of orientation, recall memory, concentration,
and calculation. If the older adult obtains a score between 0 and 2 on this questionnaire,
it is considered a highly suggestive result of cognitive impairment, and the participant is

excluded from the study.

The initial assessment (T0) included a comprehensive evaluation of the physical and
mental health of the total study sample based on the International Consortium for Outcome
Measurement (ICHOM) as a standard set for older people. The main outcome was the health-
related quality of life score measured through the Patient-Reported Outcomes Measurement
Information System—Global Health (PROMIS-10), which is a 10-item survey that assesses
physical health, mental health, satisfaction with social activities and relationships, and
quality of life [50]. In particular, to evaluate psychosocial frailty, the Tilburg Frailty Indicator
(TFI) was used, which is an instrument that includes the physical, psychological, and social
dimensions of frailty [33]. Loneliness was assessed with the UCLA 3-item Loneliness Scale
[35]. Health-related quality of life was assessed with the EQ-5D-5L [51], and lifestyle was
evaluated in terms of the BMI, smoking, alcohol consumption, physical activity, and nutrition.
Moreover, falls were assessed using the previous history of falls and the Visual Analogue
Scale for Fear of Falling [52]. Medication adherence was assessed with the Medication Risk
Questionnaire (MRQ-10) [53]. Healthcare utilization was assessed with the Modified SMRC




Health Care Utilization Questionnaire 18 [54], and finally, socio-demographic data (age, sex,
educational level, type of household income, net monthly household income, marital status,
and household composition) were also collected.

Complementary to the baseline questionnaire, protein intake was assessed using the
Proteiner Screen 55+ [55], and physical performance was evaluated in terms of balance,
walking speed, and lower limb strength to get up from a chair using the Short Physical
Performance Battery (SPPB) [56].

Table 1 describes the outcome measures used in the evaluation for older people.

Table 1. Describes the outcome measures used in the evaluation for older people.

Methods and Instruments

Outcome measure (s)

Outcome

: Physical HR-QoL
: Mental HR-QoL
: Self-perceived health

PROMIS-10 [45]
EQ-5D-5L [46]
Tilburg Frailty Indicator [30]

Health, wellbeing and Frailty ICHOM Older Person Set [29]
quality of life : Comorbidities UCLA 3-ltem Loneliness Scale [31]
: Loneliness Modified 10-item Barthel Index [43]
: Activities of daily living Visual Analogue Scale for Fear of
 Falls Falling [47]
: BM| ICHOM Older Person Set [29]

Lifestyle behaviour

Medication Use

Care Use

2.8. Ethics

: Smoking status

¢ Alcohol consumption

: Sitting time

: Physical activity

Nutrition and undernutrition

: Medication intake

: Care utilization

ICHOM Older Person Set [29]
ICHOM Older Person Set [29]

One Internal Physical Activity
Questionnaire (IPAQ)

One item of the SHARE-Frailty [57]
SNAQ+65[58]

Medication Risk Questionnaire
(MRQ- 10) [48]

Modified SMRC Health Care
Utilization Questionnaire [49]

This research was conducted without any commercial interest on the part of the

investigators, the staff of the primary care health centres, or the older people involved in the
study. This study received a statement of support based on a previous ethical evaluation by the
Human Research Ethics Committee (CEIH) of the Experimental Research Ethics Committee
of the University of Valencia (7 May 2020). The content of this study was communicated in
a transparent and detailed manner during the recruitment phase, and participation in the
study was engaged on a voluntary basis. Participation was consolidated by the individual
completion of the informed consent form by each participant. Participants were encouraged
throughout the study to contact the investigators if any concerns or questions arose.

Informed consent was either collected on paper or electronically. Participants may suspend
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their participation at any time during this study without disclosing the reasons for their
withdrawal. All activities, including data collection and processing throughout the project,
comply with ethical principles and relevant national, EU, and international legislation, such
as the Chapter of Fundamental Rights of the EU and the European Convention on Human
Rights. Provisions of Directive 95/46/EC and the General Data Protection Regulation
(proposed in (European Commission, 2012) have been shown to be highly relevant to the
protection of research participants and service users. In addition, this study followed the

ethical standards and data protection requirements of the GDPR 670/2016.

3. Registration and Dissemination

The study protocol has been registered in the International Standard Randomised
Controlled Trial Number (ISRCTN25089186; registration date: 16 November 2021).

The investigators aim to disseminate the results of the project in peer-reviewed journals

on a regular basis.

4, Discussion

This study aims to evaluate the implementation of the ValueCare approach compared
to usual care, specifically in the pilot centre in Valencia (Spain), as part of the ValueCare
project, focusing on older adults experiencing frailty. In particular, frailty is understood as a
multicomponent condition that includes psychological and social aspects in addition to
physical ones. The benefits of the intervention will be measured in a wide range of domains
for older people: health-related quality of life (HRQoL), activities of daily living, falls, BMI,
smoking, alcohol consumption, physical activity, frailty, comorbidities, loneliness nutrition and
malnutrition, medication intake, and care utilisation. The outcomes of the implementation will
be measured in terms of appropriateness, acceptability, feasibility, fidelity, and costs. A pre-
post controlled design will be used to explore the effects of the ValueCare approach on a total
of 240 participants belonging to the seven primary care centres that are part of Malvarrosa-

Clinic Health as part of the Valencia (Spain) pilot site.

This study is not only highly significant given the high prevalence of pre-frailty and
frailty in older people, but also because of the scarcity of comprehensive studies tackling
frailty, encompassing its social and psychological dimensions. Indeed, the available literature
suggests a scarcity of intervention studies targeting older adults categorised as frail using a

comprehensive definition of frailty and who have received personalised treatments [59,60].

Furthermore, the study design within this protocol presents an evaluation of the




ValueCare approach in comparison with ‘usual care’ practices in terms of the benefits for
older adults experiencing frailty. The benefits of the intervention will be measured in multiple
domains apart from frailty: loneliness, health-related quality of life, lifestyle (BMI, smoking,
alcohol consumption, physical activity, and nutrition), falls, medication adherence, protein

intake, physical performance, and care utilisation.

This study not only offers a comprehensive assessment of frailty but also aims to deliver
insights into the effectiveness of a personalised and comprehensive intervention for mitigating

and reversing psychosocial frailty by following a pre-post control trial design.

The effects of multidomain interventions related to psychosocial aspects have not been
consistent due to the small number of studies examining these outcomes, the scarcity of studies
with sufficient statistical power due to inadequate sample size calculation, or even because the
beneficial effects on psychosocial health have not been included as primary outcomes [61].
Moreover, this study differs from previous ones as it relies on the value-based care model,
with social support being one of the interventions provided within this paradigm. The existing
literature on the benefits of social support to prevent or address frailty does not typically use
the value-based care approach. The novelty of this approach lies in centring the preferences
and needs of each participant, setting goals collaboratively, and supporting them throughout

the care continuum.

In addition, to ensure that the design and implementation of the ValueCare approach and
ValueCare solution responded to the needs, interests, and preferences of the target groups, the
research team implemented collaborative, co-design-based approaches to support adherence

to the ValueCare intervention and the use of the ValueCare digital solution by the target groups.

In this sense, this study will address a key gap in the current evidence on the existence
of comprehensive interventions. The findings of this study will be disseminated in scientific

journals and through scientific and professional conferences.

The proposed study has some limitations, and some challenges are expected to be
encountered. Firstly, the recruitment process may be problematic due to the presence of
multimorbidities, sensory deficits, transport problems, the influence of other people, fear that
the study may harm health, etc. [62,63]. Furthermore, the recruitment process might impose
an extra burden on physicians, as they carry the responsibility of enlisting participants from
their pool of patients. Thus, research staff can assist in the process by conducting the baseline
evaluation after the patient confirms their willingness to participate in the study. Since our
target group consists of frail older adults, it is also expected that the participation rate may
decrease during the intervention period due to physical or psychological deterioration. Finally,
a randomised design is implemented to ensure equal opportunities for subjects to access

either the control group or the intervention group. However, this approach might elevate the
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likelihood of dropout among participants in the control group. This heightened risk can stem
from the fact that individuals in the control group solely receive feedback from researchers

upon completing evaluation questionnaires (TO-T1).

5. Conclusions

Given the rapid growth of the older population worldwide, frailty will place increasing
pressure on healthcare systems and will be a major public health care issue in the coming
decades. While most studies have addressed frailty by focusing on the phenotypic model of
physical frailty, the most current evidence supports the importance of identifying and addressing
frailty through a multidimensional approach that takes into account the loss of harmonious
relationships between different domains (physical, psychological, and social). New studies
incorporating a comprehensive evaluation of frailty must be conducted to introduce innovative
interventions that merge social and healthcare aspects. These interventions should aim to yield
improved outcomes for older individuals. The literature confirms the fact that psychosocial
factors modify the association of frailty with adverse outcomes, with a frail person’s psychosocial
resources acting as a protector against adverse outcomes. In this sense, primary care teams
need to advance the utilisation of personalised strategies that consider an individual's social
resources, interests, and preferences related to personal activities or social behaviours. These
approaches should also incorporate an individual’s ability to self-manage their resources and
activities. By fostering the person’s capability to establish and sustain social relationships, as
well as encouraging the initiation of social engagement, these strategies aim to enhance social
participation. Therapeutic approaches based on motivational interviewing are considered a
good starting point in the treatment of psychosocial frailty due to their capacity to strengthen,
through a collaborative environment and respect for the autonomy of the person, the intrinsic
motivation of the person to enhance self-efficacy towards the initiation and maintenance of

behaviour changes towards healthier lifestyles.
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UNA APROXIMACION A LA INTEGRACION DE LA ASISTENCIA SOCIAL Y SANITARIA EN EL DIAGNOSTICO Y ABORDAJE DE LA FRAGILIDAD EN LA POBLACION MAYOR

Articulo 4

Efficacy of a Comprehensive and Personalised Approach for Frail
Older People in Valencia (Spain): A Pre-Post Controlled Trial
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1. Introduction

Population ageing continues to boom with an accelerating expansion of the older
population worldwide [1,2]. According to United Nations projections, it is estimated that in
2025, worldwide, one in six people will be 65 years of age or older [3], which represents
approximately 31% of the European population in 2100 [4]. This progressive and accelerated
increase in population ageing brings with it multiple challenges for health systems and public
health budgets, as it is associated with a sharp increase in care services [5]. Specifically, the
increasing frailty, disability, and morbidity associated with ageing impose a growing burden on
health systems that require reform to meet the growing need for medical and social resources
[6,7]. Identifying effective and efficient interventions in terms of promoting the health-related
quality of life of older people is a European policy priority, and clinicians, policymakers, healthcare
managers, scientists, and researchers should consider the potential of comprehensive and

coordinated approaches to care [5,8].

Among the different conditions faced by the older population, frailty is one of the most
pressing, yet preventable and reversible. The determinants of frailty are driven by multiple
interrelated risk factors that can be reversed and prevented, such as falls, depression,
unhealthy diet, physical inactivity, and social isolation [9,10,11]. Frailty is a controversial term
that encompasses multiple meanings depending on the context and is interpreted differently
by clinical and non-clinical settings. While for the older population that suffers from frailty,
frailty may be associated with negative connotations because of its association with
physical deterioration, generating rejection in older people because of the stigma of bodily
deterioration associated with old age, for those who label it, frailty also encompasses multiple
conceptualisations despite the consensus that it is a clinical category that needs to be detected
and addressed to reduce its negative impact on the health of the population [12,13]. Although
frailty is common among older adults, epidemiological data and interventions aimed at
preventing and reversing this condition have traditionally identified and managed it based on
the phenotypic model, which emphasizes physical frailty [14]. Extensive literature highlights
the necessity of identifying and addressing frailty through a multidimensional, integrated, and
holistic approach to care. This is essential because frailty impacts multiple aspects of health,
including physical, psychological, cognitive, social, and emotional domains [15,16]. In this way,

the recent multidimensional conceptual model understands frailty as the lack of harmonious
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interaction between multiple dimensions leading to homeostatic instability [17]. From this
holistic approach, frailty is therefore understood as a dynamic state resulting from deficits in
any of the social, psychological, and physical domains that contribute to health, and therefore
requires the identification, assessment, and care of the condition from a biopsychosocial
approach [1819].

Achieving better health outcomes for patients requires reorganising care for patients
efficiently and effectively, and in this regard, health systems are advocating for innovative
models of care that move away from a volume-based approach to care towards a value-
based approach to care, supported by digital solutions [20]. The goal of this approach is the
delivery of value to patients with the understanding that value is defined as improved health
outcomes achieved from the entire care process [21]. In this context, the quality of care is
multidimensional, just like the life of an older person experiencing frailty [22]. This necessitates
assessment measures that cover all aspects of human functioning—physical, psychological,
and social—related to frailty, highlighting the importance of a holistic approach. The evidence
confirms that the Tilburg Frailty Instrument (TFI) is a key self-report instrument for assessing
frailty in older people living in the community [23]. Furthermore, taking a holistic approach
to addressing frailty in community-dwelling older adults can help manage other issues such
as social isolation and loneliness. Evidence indicates that socially isolated older adults are
much more likely to develop both physical and psychological frailty, as loneliness often leads

to emotional depression [24].

Given the positive and significant relationship between loneliness and frailty, where
each can impact the other, studies recommend not only a holistic assessment that addresses
loneliness but also multidimensional and personalised interventions that focus on enhancing
psychosocial resources [25]. In this regard, recent literature highlights the need to raise
awareness among older adults about actively investing in their existing social ties, such as
family and friends. It also highlights the necessity of enhancing their motivation to actively
improve their situation [26]. Following this line, motivational interviewing (Ml) can be an effective
therapeutic technigue for its ability to promote communication and commitment, encouraging
changes toward healthy lifestyles. This approach is empathic and collaborative, with achievable
goals set according to the needs and interests of the person being interviewed [27]. Given that
evidence confirms a positive association between information and communication technology
(ICT) use and social support, incorporating ICT into interventions to address psychosocial

frailty can be beneficial for maintaining and extending social connections [28,29].

However, studies on value-based care programmes supported by technological solutions
that address the multidimensional nature of frailty and evaluate their effects on older patients

with frailty are currently scarce and have limitations, such as the lack of controlled trials [22]. In




this study, the purpose is to analyse the effect of a comprehensive and personalised approach
based on motivational interviewing, supported by a digital tool on the reduction of frailty,

especially psychosocial frailty, in older adults.

This study is part of the ValueCare project—Value-based methodology for integrated
care supported by ICT—an initiative funded by the European Commission under the Horizon
2020 programme. The project brings together a consortium of 17 partners from eight European
countries. The aim of the ValueCare project is to provide efficient and outcome-based integrated
care (both health and social) for people aged 65+ with frailty, cognitive impairment, and/or
multiple chronic conditions. The ValueCare intervention has been implemented and validated
in study sites located in seven European countries: Valencia in Spain, Rijeka in Croatia, Athens
in Greece, Cork/Kerry in Ireland, Coimbra in Portugal, and Rotterdam in the Netherlands.
In each of these sites, the ValueCare intervention focuses on addressing a specific health
condition. Through value-based methodologies supported by digital solutions, the project aims
to improve the quality of life of this population. In Spain (Valencia), the ValueCare approach
supported by a digital tool and therapeutic tool based on motivational interviewing has been

implemented for people over 65 diagnosed with frailty.

This study aims to increase knowledge about the potential effects of a comprehensive,
personalised, and coordinated intervention, supported by digital solutions, in the context of
frailty. The main objective of this study was to evaluate the effects of ValueCare intervention
on frailty, including its social, psychological, and physical domains. Additionally, this study
analysed the impact of the intervention on other health-related variables, namely, global health,
loneliness, health-related quality of life, and the use of health resources, the hypothesis being

that after intervention, participants would also show an improvement in these variables.

2. Materials and Methods

2.1. Study Design

This study was a randomised, parallel-controlled clinical trial with a control group and
an intervention group and a pre- and post-evaluation design. It was conducted with the
support ofthe Malvarrosa Clinic Health Department of the city of Valencia (Spain). Participants
included in this study were assessed at baseline and at 12 months after completion of the
intervention. All study participants gave written informed consent. The clinical trial protocol
had previously been approved by the Human Research Ethics Committee (HREC) of the
Experimental Research Ethics Committee of the University of Valencia (7 May 2020), and
it has been registered in the International Standard Randomised Controlled Trial registry
(ISRCTN25089186; registration date 16 November 2021). A full description of the methods,

design, and procedure is available in the trial protocol [30].
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2.2, Study Participants: Inclusion and Exclusion Criteria

Recruitment for this study was carried out in the city of Valencia (Spain) with the
support of a total of seven primary care health centres belonging to the Malvarrosa Clinic
Health Department. Citizens aged 65 years and over who lived in the community were
telephoned by the socio-health professionals of each of the participating health centres for
recruitment according to the clinical history and the established inclusion criteria. Persons
eligible to participate in the current study were those who met the following eligibility criteria:
(a) aged 65 years or older, (b) frailty, and (c) independent residence in the community and
affiliation to one of the seven participating health centres belonging to the Malvarrosa Clinic
Health Department. In addition, citizens were ineligible to participate in the study when
they presented any of the following conditions: (a) cognitive impairment, (b) significant
dependency, (c) institutionalisation, (d) inability to make an informed decision regarding
participation in the study, and (e) lack of Spanish language proficiency. Participants were
randomly assigned to intervention and control groups. Randomisation was performed
using a computer-generated list of random numbers through the Oxford Minimisation and
Randomisation (OxMaR) system to ensure concealment of the randomisation sequence. Of
the 242 who were eligible for randomisation, 122 were assigned to the intervention group
(to receive the 12-month ValueCare programme) and 120 to the control group (to receive
no intervention/receive usual care). Adherence to the study was estimated to be 71.9%

(individuals who completed the intervention against those lost in follow-up).

2.3. Measures

2.3.1. Primary Outcome Variables

Frailty was assessed through the Tilburg Frailty Index (TFI) [31]. The TFl is
based on a holistic approach to frailty, including physical, psychological, and social
domains. It is composed of three subscales: physical frailty, psychological frailty, and
social frailty, as well as a total score on frailty. The TFI's total score ranges from 0 to 15,
with a score ranging from 0 to 8 for physical frailty, 0 to 4 for psychological frailty, and
0 to 4 for social frailty. Higher scores refer to greater frailty, and scores greater than or
equal to 5 indicate the presence of frailty. TFI has shown robust evidence of reliability
and validity [22].

2.3.2. Secondary Outcome Variables

Global health was assessed using the PROMIS-10 Global Health survey which
includes two subscales on physical health and mental health. Raw PROMIS-10

scores were converted to standardised t-score values [32]. A t-score of 50 represents




the mean of the general population, and higher scores indicate better physical and
mental health [32] according to the established t-score cut-offs for fair-to-poor health
ratings (physical health < 42 and mental health < 40) [33].

Loneliness was assessed using the UCLA Three-Item Loneliness Scale [34].
This scale asks how often a person felt that they (1) lacked companionship; (2) were
left out; and (3) were isolated from others on a 3-point Likert scale coded from 1 (hardly
ever) to 3 (often). The scores for each individual question can be added together to
give a possible range of scores from 3 to 9, with higher scores indicating greater
loneliness. People who score 3-5 are identified as 'not lonely’ and people scoring 6-9
as 'lonely: The Spanish version of the scale has shown good psychometric properties
[35].

Health-related quality of life was evaluated with the 5Q-5D-5L [36]. The EQ-5D
instrument was developed by EuroQol (www.euroqol.org—accessed on 14 February
2020) and is one of the most reliable generic health-related quality of life measurement
and widely used around the world. The EQ-5D-5L is divided into five dimensions—
mobility, selfcare, usual activities, pain/discomfort, anxiety/depression—within five
levels of problem severity in responses from ‘no problems’ to ‘extreme problems! The
measure includes a visual analogue rating scale (VAS), which was not included in our

current study.

Use of healthcare resources was evaluated by asking participants for their
number of primary care visits and hospitalisation days over the past 12 months (at

baseline and at post-intervention).

2.4. Intervention

The ValueCare intervention to improve psychosocial frailty and loneliness in older
people by encouraging behavioural change towards healthy lifestyles and greater social
engagement lasted 12 months and consisted of three elements: (i) periodic motivational
social prescription sessions under the motivational interviewing approach (ii) support
through the implementation of monthly social workshops in the participating primary care
centres, and (iii) monitoring and support of the intervention through the ValueCare digital

solution.

Motivational sessions developed using the approach of motivational interviewing
were offered monthly during the 12 months of intervention, with a duration of 30 min-1.5
h. A protocol was established to guide the sessions, its development was supported by
scientific evidence on the effectiveness of this methodology to promote behavioural
change, commitment to change, and adherence to the intervention. The sessions focused

on identifying the individual's psychosocial needs, assessing their readiness for change,
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and stimulating motivation to prepare them for change. They also helped participants
explore and resolve ambivalences related to unhealthy behaviours or habits. Ultimately,
the sessions involved jointly setting objectives within the framework of social prescription
through a negotiation process between the professional and the patient to facilitate the
transition toward healthy habits. The motivational sessions were conducted by social and
health professionals such as social workers and psychologists with knowledge of the clinical
condition of each participant. The objectives established in terms of social prescription
allowed the professional to present to the participant the existing community resources that
could favour their health and well-being, as well as the social workshops to be implemented
within the framework of the intervention. During the development of the motivational
sessions, an atmosphere of trust was established based on empathy through active and
reflective listening in which participants were enabled to explore and resolve ambivalence
in changing behaviour towards healthy lifestyles, promoting intrinsic motivation that

encourages change.

Social participation in social workshops was used to support the achievement of the
social prescription goals set in the motivational sessions in terms of reducing loneliness
and improving the psychosocial frailty of older people. Socio-health professionals organised
a monthly group social workshop in each primary care centre, where participants were
invited to attend with the aim of increasing social connections and networks with other
project participants. The workshops covered different themes: (a) healthy ageing workshop
on the importance of physical activity and social prescription, (b) workshop on healthy
nutrition based on the knowledge of the Harvard plate for a balanced diet, (c) workshop
on the use and usefulness of new technologies in the framework of the ValueCare digital
solution, (d) workshop on art and cognitive stimulation to exercise functions such as
memory, (e) workshop on emotional management through plastic arts to work on the areas
of expressiveness and emotional management, and (f) workshop on age discrimination and
mistreatment of the elderly to work on tools to deal with ageism. Social workshops with a
leisure character are beneficial in reducing loneliness and depression levels among their
users, as well as favouring their life satisfaction and providing a sense of place, enjoyment,

and support among older people that is rooted in a sense of relevance [37].

In addition, for older people, the use of digital technologies can be challenging, as
they are generally later adopters of technological innovation [38]. In this sense, motivational
interviewing together with social workshops were further employed as a way to ensure
adherence and follow-up of the element. In this sense, participants were provided with a
space where they were encouraged in each motivational session and each workshop to

report any doubts or comments about the ValueCare digital application.

Both the goals to be achieved by older people agreed to in the motivational sessions




and the description of and invitation to the social workshops were included in the ValueCare
digital solution. This ValueCare app1 presented the personalised care plan for each of the
participants in the intervention group, which was set up and monitored by the social and
health professionals. In addition, the application had a messaging portal through which the
professionals reminded the participants of the objectives to be achieved agreed to in the
motivational sessions. In this way, the participants had access to their personalised care plan,
in which they could also interact through the application thanks to the existence of a virtual
coach who acted as a persuasive chatbot. This chatbot was based on dialogue, motivating
the participants to achieve the prescribed objectives and reinforcing positive behaviours
by confirming that the objective had been met or encouraging the participant to reach it. In
addition, the ValueCare digital solution featured a section of content in audio-visual and text
format on services available in the community to promote an active and healthy lifestyle,
suggestions for increasing social interaction, and information about physical frailty, social
frailty, and loneliness, among other relevant topics. A tablet was provided free of charge
to each participant, and training sessions were developed on a voluntary basis to ensure
the proper installation of the digital solution and teaching on the use and usefulness of the
solution. It is worth mentioning that the ValueCare app and the tablets were available for use
on a voluntary and unmonitored basis for up to six months after the end of the intervention.
During these six months, researchers continued to voluntarily send personalised motivational
messages to participants in the intervention group that included physical and nutritional
recommendations, as well as information about health promotion activities available at their
health centres. Participants were also encouraged to download the app on their mobile
phones to continue accessing the audio-visual content portal available on the app. Finally,
all participants were invited to a final event after the end of the intervention, where they
received a paper guide with health recommendations and upcoming health promotion
events available at their health centres. The aim of these non-intervention actions was to

reduce the possible feeling of dropout at the end of the study by ensuring a staggered exit.

2.5. Data Analysis

Analysis of the effectiveness of the intervention was conducted through intragroup
analyses to determine the evolution of outcome measures in the comparison and the
intervention group, and intergroup analyses to compare the two groups in two different

moments: pre-intervention and 12 months later.

The impact of the intervention on the outcome measures—frailty, global health,
loneliness, health-related quality of life, and use of healthcare resources—was assessed
using Student's t test. For variables of a categorical nature, chi-squares tests were performed

for intergroup analyses, and intragroup differences were analysed using McNemar's test.
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A threshold of p < 0.05 for statistical significance was used. Additionally, effect size was
calculated using Cohen’s d (small effect = 0.2, medium effect = 0.5, large effect = 0.8). Data

were analysed using IBM SPSS Statistics version 28.

3. Results

Participants had an average age of 72.9, ranging from 65 to 90 years old, and included
both females (73.6%) and males (25.6%). Intervention group participants were slightly younger
than comparison group participants (mean age 72.8 vs. 731), and the percentage of women

was also slightly higher in the intervention group (75.4% vs. 71.7%).

Participants in this study showed medium levels of frailty according to the TFI, for which
scores greater than or equal to 5 indicate the presence of frailty. Regarding the effect of the
intervention on frailty, as presented in Table 1, participants in the intervention group showed a
slight reduction in the psychological and social domains of frailty and a slight increase in the
physical domain and in overall frailty. The comparison group did not experience any changes
in the social or psychological domains and showed a slight reduction in physical and overall
frailty. However, none of these changes in frailty was found to be statistically significant for

either of the groups.




Table 1. Intragroup and intergroup differences in frailty

Intervention i Comparison Intergroup
Group i Group Differences
TFI total score : Pre, Mean + SD 491+ 315 :5.42 + 3.25 t=1234;
] : p = 0109
: Post, Mean + SD 517 + 3.35 :4.89 + 31 t=-0574
i H p = 0.283
: Intragroup differences*  t=-0623; p = 0.267 :t=-0981;p = 0164
: Effect size ** 0.32 :0.24
TFl physical ~ : Pre, Mean + SD 2.34+178 286 +216 t = 1.450;
score : : p = 0.074
: Post, Mean + SD 272 £ 215 1242 +198 t=-0989;
] i p = 0162
! Intragroup differences*  t=-1226; p = 0112 :t=1443;p = 0076
 Effect size ** 014 017
TFI Pre, Mean + SD 141 £ 111 1137 £112 t = 0.602;
psychological : p = 0.274
score Post, Mean + SD 139 + 108 1137 £112 t = -0.289;
: p = 0.386
Intragroup differences* t=0072;p=0471 it=0129; p= 0449
Effect size ** 0.01 £ 001
TFl social score : Pre, Mean + SD 1M+ 099 113+ 094 t=0215;
: : p = 0415
: Post, Mean + SD 105 + 0.92 2113 + 0,92 t = 0543;
3 i p = 0.294

! Intragroup differences*  t=0.360; p = 0360 :t=0000;p = 0500
: Effect size ** 0.06 ‘0

* Intragroup and intergroup differences were analysed using Student’s t test,
** Effect size was calculated using Cohen’s d (small effect = 0.2, medium effect = 0.5, large effect = 0.8).

Global health results, which were measured using the PROMIS-10 Global Health
survey, showed that participants in both groups had fair global physical and mental health.
As presented in Table 2, physical health was significantly improved among intervention
group participants (p = 0.029) with a small effect size (0.22), while the comparison group
showed no statistically significant improvement on this variable. Regarding mental health,
improvement was found only for the intervention group, but this was not statistically

significant (p = 0.238).
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Intervention i Comparison Intergroup
Group H Group Differences
PROMIS : Pre, Mean + SD 42,07 + 807 : 42,69 + 9.06 t = 0.605;
Physical Health : : p=0273
: Post, Mean = SD 43.82 + 9.52 4368 + 883 t=-0097;
: : p = 0462
: Intragroup differences*  t=-1932; p=0029 :t=-1554; p = 0062
: Effect size ** 0.22 : 015
PROMIS : Pre, n (%) 44.87 + 6.90 : 44,69 + 7.29 t = —0.255;
Mental Health : p = 0.399
: Post, n (%) 4544 + 793 4459 + 808 t=-0703;
: : p = 0242

! Intragroup differences*
% of change

t=-0717;p = 0.238 :t=0172; p = 0432

0.08

002

* Intragroup differences were analysed using McNemar's test and intergroup analyses using chi-squared test,
** Effect size was calculated using Cohen’s d (small effect = 0.2, medium effect = 0.5, large effect = 0.8).

In terms of loneliness, no differences in the feeling of loneliness were found between the
groups at baseline and at follow-up, as shown in Table 3. The intervention did not show any
statistically significant improvement for either group, and participants remained identified as not

lonely, according to the UCLA scoring.

Table 3. Intragroup and intergroup differences in loneliness

Intervention Comparison Intergroup
Group Group Differences
UCLA scores  : Pre, Mean + SD 3.59 + 127 3,69 = 1.28 t = 0.306;
] : p = 0.380
: Post, Mean = SD 3.63 + 119 369 + 142 t=0729;
: : p = 0233

¢ Intragroup differences*
Effect size **

t=-0196; p = 0.423
0.02

it =0000; p = 0500
‘0

* Intragroup differences were analysed using Student’s t test,
** Effect size was calculated using Cohen’s d (small effect = 0.2, medium effect = 0.5, large effect = 0.8).

As shown in Table 4, changes in health-related quality of life were found in both groups
when comparing baseline with follow-up measurements on 5Q-5D-L5 general score. Both
intervention and comparison group participants reported improvements in their quality of life after
12 months, and these changes were statistically significant. A medium effect size (0.61) was found
for the intervention group, while for the comparison group, the effect size was smaller (0.45). Apart
from the improvements found for the general score on quality of life, significant improvements

were found for the pain and anxiety/depression subscales of the 5Q-5D-L5. Pain issues were




reduced by 34.4% (p = 0.000) among the older adults who attended the intervention, and anxiety/
depression issues were reduced by 271% (p = 0.000). On the other hand, in the same time period,
comparison group participants also had reduced pain issues by 30.9% (p = 0.000) and anxiety/

depression issues by 18.3% (p = 0.009).

Table 4. Intragroup and intergroup differences of health-related quality of life

Intervention i Comparison Intergroup
Group i Group Differences
5Q-5D-L5 : Pre, Mean + SD 0.75 + 0.23 1072£0.29 t=-1791;
general score : p = 0074
. Post, Mean + SD 0.88 + 016 1083 +024 t= 1434
i i p = 0.077
: Intragroup differences*  t= -5.215;p = 0000 :t=—-4.695; p = 0.000
: Effect size ** 0.61 : 045
5Q-5D-L5 : Pre, n (%) 31(25.4%) : 35 (29.2%) X2 = 0.430;
mobility issues : p = 0512
: Post, n (%) 17 (13.9%) £ 23 (19.2%) X2 = 0.004;
] i p = 0.949
: Intragroup differences* McNemar; p = 1.000 : McNemar; p = 0152
£ % of change -11.5% : ~10.0%
5Q-5D-L5 Pre, Mean = SD 141+ 11 1.37 £ 112 t=0.602;
self-care : p =0274
ISSues Post, Mean + SD 139 + 108 137 £112 t = -0.289;
: p = 0.386
Pre, n (%) 12 (9.8%) :18 (15.0%) X2 = 1.485;
: p=0223
Post, n (%) 4 (3.3%) 215 (12.5%) X2 = 4161,
i p = 0.041
: Intragroup differences* ~ McNemar; p = 1.000 : McNemar; p = 1.000
: % of change —-6.5% i _25%
5Q-5D-L5 ! Intragroup differences*  t=0.360; p = 0360 :t=0000; p = 0500
PaINISSUES —: pre, n (%) 77 (631%) : 80 (66.7%) X2 = 0.335;
] i p = 0563
: Post, n (%) 35 (28.7%) : 43 (35.8%) X2 = 0.213;
: : p = 0.645
: Intragroup differences* McNemar; p = 0,000 : McNemar; p = 0.000
i % of change —-34.4% :-30.9%
5Q-5D-L5 daily : Pre, n (%) 27 (221%) : 29 (24.2%) X2 =141
activities issues : i p = 0707
: Post, n (%) 1(9.0%) £18 (15.0%) X2 = 0.355;
: : p = 0.551
: Intragroup differences* ~ McNemar; p = 1.000 : McNemar; p = 1.000
: % of change -131% 1-9.2%
5Q-5D-L5 - Pre, n (%) 50 (41.0%) : 56 (46.7%) X2 = 0.794;
anxiety : : p = 0.373
depression  : pogt  (9) 17 (13.9%) 34 (28.4%) X2 = 2.697;
issues : : p = 0101
: Intragroup differences* McNemar; p = 0,000 : McNemar; p = 0.009
i % of change —271% 1 -18.3%

* Intragroup differences were analysed using McNemar'’s test and intergroup analyses using chi-squared test.
** Fffect size was calculated using Cohen’s d (small effect = 0.2, medium effect = 0.5, large effect = 0.8).
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Finally, the effects of the intervention on the use of healthcare resources are presented in
Table 5. The average number of primary care visits was significantly reduced among intervention
group participants (p = 0.036). Prior to being included in the intervention, this group visited the
primary care doctor an average of 4.2 times per year, while after the intervention, this average
was reduced to 3.4 visits per year. Hospitalisation was also reduced by 9% (p = 0.049) among
intervention group participants. No effect was found in the use of healthcare resources among the

comparison group on visits to primary care or hospitalisation.

Table 5. Intragroup and intergroup differences in use of healthcare resources *

Intervention i Comparison Intergroup
Group H Group Differences
Visits to : Pre, Mean + SD 422 +3.25 448 + 377 t=0714
primary care  : : p = 0238
: Post, Mean = SD 3.37 + 212 417 £ 317 t=1992;
: : p = 0024
: Intragroup differences*  t=1824;p=0036 :t=0575p=0283
 Effect size ** 0.22 006
Hospitalisations : Pre, n (%) 17 (13.9%) :13 (10.8%) X2 = 0.572;
: : p = 0450
- Post, n (%) 6 (4.9%) S1(9.2%) X2 = 0.448;
3 : p = 0503

Intragroup differences* McNemar; p = 0,049 : McNemar; p = 1.000
% of change -9.0% P -16%

* Intragroup differences were analysed using Student’s t test,
** Effect size was calculated using Cohen’s d (small effect = 0.2, medium effect = 0.5, large effect = 0.8).

4. Discussion

The increasing frailty that accompanies the trend of population ageing is a major public
health problem that represents a significant burden on the healthcare system, given the
consequences of this condition on the overall health and health-related quality of life of older
people [39,40]. Despite this, existing epidemiological data as well as interventions implemented
over the years have focused on the physical frailty phenotype. Although in the last two decades,
the scientific community has striven to reach a consensus definition of frailty assessment,
there is currently no international standard definition of frailty [41,42]. Recently a large body of
literature has suggested that the condition of frailty should be identified and addressed from a
multidimensional approach, giving rise to a new conceptual model of frailty based on the loss
of harmonious interaction between different domains, which gives importance to the social
and psychological domains in addition to the physical domain [43]. Given the variability in the
identification, assessment, and management of frailty, we are faced with the absence of an

adequate evidence base on effective interventions to manage frailty [44].




To our knowledge, this is the first study to investigate the effectiveness of a value-based,
holistic, and personalised approach combining motivational techniques and social prescription

supported by digital solutions in frail older adults.

In fact, the main objective of this study was to evaluate the effects of the ValueCare
intervention on frailty, including its social, psychological, and physical domains. The results of
the statistical analyses on frailty showed that for the participants in the intervention group, there
was a slight reduction in the social and psychological domains of frailty, while physical frailty
was slightly increased; however, these reductions were not statistically significant. Although
the absence of previous studies similar to this one hinders a comprehensive comparison
of our results, other randomised clinical trials have confirmed the efficacy of multifactorial
interventions. These interventions included social supports like home telecare to prevent
or delay the progression of frailty [45] and participation in psychosocial programs featuring
practical and group activities, which significantly reduced frailty and improved functional
health [46].

Additionally, this study analysed the impact of the intervention on other health-related
variables, namely, global health, loneliness, health-related quality of life, and the use of health
resources, the hypothesis being that after intervention, participants would also show an
improvement in these variables. The results indicated that regarding global health, participants
in the intervention group experienced significant improvements in physical health, while no
statistically significant changes were observed for mental health. Previous studies support
the effectiveness of multifactorial interventions in enhancing functional status [47]. In terms of
loneliness, the intervention did not result in statistically significant improvement for either group
according to the UCLA score. Regarding health-related quality of life, the analysis found that
the ValueCare intervention led to statistically significant improvements in the overall 5Q-5D-
5L quality-of-life score after 12 months of implementation for both the comparison and control
groups. Previous studies with programmes that included physical and nutritional interventions
have shown significant improvements for physical frailty compared to social programmes [48],

suggesting that multicomponent intervention may be the key to improving overall frailty.

In this context, despite the limited results, it is noteworthy that study protocols have been
developed for multifactorial interventions similar to the present study. These protocols include
the assessment of psychosocial frailty and the incorporation of motivational interviewing and
social prescription to reduce frailty [49]. Significant improvements were also observed after
the intervention period compared to baseline for the pain and anxiety/depression subscales,
with a reduction in both pain and anxiety among participants in the intervention group. Other
multifactorial studies have reported similar findings, showing that addressing anxiety and
depression as elements related to frailty leads to improvements in these conditions following

the implementation of a multicomponent intervention [50].



F s VNIVERSITAT

€ & DGVALENCIA

Finally, concerning the use of healthcare resources and hospitalisations, the intervention
led to statistically significant improvements for the comparison group, showing a reduction in
both the number of visits and hospitalisations. As reflected in other studies, this could indicate
that a multidimensional value-based intervention offers good value for money in terms of
improving the frailty status of older people and reducing the costs of usual care [51]. However,
this study was unable to find evidence against the hypothesis that a value-based intervention
based on motivational interviewing and supported by digital solutions is effective in addressing

frailty status with the current sample size. More data will be needed.

Among the strengths of this study, to date, no study has explored and addressed frailty
from a holistic, personalised, and integrated value-based approach supported by digital
solutions and motivational methodologies using a longitudinal design in older Spanish people
living in the community. However, our findings must be interpreted within the limitations of this
study, given that the paucity of previous similar studies with a sizeable sample makes it difficult
to compare the present results with existing ones. While it is true that the present study showed
no negative impact for participants, no statistically significant broad improvements have been
observed, suggesting the need for further value-based multidimensional research in larger
samples demonstrating efficacy in the specific management of frailty. Furthermore, despite
the positive and significant relationship between frailty and loneliness, the present study did
not reflect statistically significant improvements for loneliness, suggesting the need for future
alternative screening and intervention programmes to prevent frailty and loneliness in people

aged 65 years and older.

5. Conclusions

Given that frailty is a common condition in older people presenting multiple risks to
their health and quality of life, it is important to note that the present study shows promising
effects ofimplementing personalised and comprehensive value-based interventions supported
by digital solutions, which may be a viable strategy to reverse this condition and improve
patient outcomes. In conclusion, the results of the implementation of the ValueCare approach
highlight the need to assess and address frailty from a multidimensional, comprehensive, and
personalised value-based approach to reverse and curb this syndrome, considering that it is
one of the most prevalent conditions with the greatest impact on the health of older people. To
date, the identification, treatment, and prevention of frailty represents a challenge for health and
social systems, due to its multidimensionality and the need to implement effective responses
from a biopsychosocial approach and not only a unidimensional one based on attention to
physical condition. From a practical point of view, this innovative value-based programme
supported by digital solutions can be used as an effective alternative to other programmes

(classical multicomponent exercise programmes and unidimensional programmes based on




Fried's physical phenotype) to optimise improvements in frailty syndrome, well-being, and
quality of life in the older population. Finally, improving patient health outcomes in relation to
the cost of care is a concern expressed by all stakeholders in the healthcare system, including
providers, patients, researchers, and governmental organisations; therefore, more studies
are needed that advocate the implementation of value-based care approaches with a large
sample and that also consider follow-up beyond the end of the intervention period and thus

can confirm and extend the findings of this study.
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1. Conclusiones

Cdémo se ha anticipado, las préximas décadas estardn marcadas por un aumento
progresivo del envejecimiento. Este aumento conducira a su vez a un incremento de la
fragilidad y de las necesidades de CLD, lo que acarreard una demanda sin precedentes
de los servicios sociales y sanitarios para la poblacidon mayor (Bock et al, 2016; Salinas-
Rodriguez et al, 2019; Hernandez-Gomez et al, 2021). La evidencia constata que los
afnos adicionales vividos a partir de los 65 afios van acompanados de una disminucién
de la capacidad y la independencia (Kingston et al,2017), lo que acarreard multiples
repercusiones para las personas, las familias y los sistemas sanitarios (World Health
Organization, 2015), siendo una de las principales el aumento de los costes y del uso de

los servicios sanitarios y sociales (Bock et al, 2016; Liotta et al,, 2019).

Pese a estos retos, el aumento de la longevidad y el envejecimiento poblacional
supone uno de los grandes logros alcanzados y las amplias contribuciones que
las personas mayores pueden aportar a la sociedad, requieren un envejecimiento
activo y saludable (Pola et al, 2022). Por ello, la finalidad de esta tesis ha radicado en
proporcionar evidencia cientifica que apoye la adecuada transformacién de los sistemas
sanitarios ante los nuevos requerimientos de la poblacidon. Se precisan enfoques
sanitarios centrados en la prevencion en lugar de en la gestién de las enfermedades vy,
en este sentido, la atencidn de la fragilidad basada en el valor busca prevenir el riesgo
de presentar fragilidad y revertir la condicion en quienes la presentan, con un enfoque
centrado en la calidad de la atencién, en lugar de en la cantidad de procedimientos

asistenciales proporcionados.

La fragilidad es una condicién/sindrome multifacética y dinamica que antecede
a la discapacidad, siendo esta uno de sus principales resultados adversos para la
salud (Galluzo et al,, 2023). Por su parte, la discapacidad se define como la dificultad o
dependencia para llevar a cabo las actividades de la vida diaria (AVD) (Jauregui y Rubin,
2012; Almenaras et al, 2021). Asi, partiendo de la premisa de que la fragilidad es un
sindrome prevenible, tratable y reversible, es fundamental atraer los recursos necesarios
para llevar a cabo acciones que beneficien tanto a las personas mas vulnerables como
a la sociedad en su conjunto (Pola et al, 2022). Si abordando la fragilidad reducimos
el riesgo de que se produzcan ortos resultados adversos, es esencial identificar las

acciones mas eficaces para tal termino.
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Los sistemas sanitarios de todo el mundo estan adoptando de forma progresiva
una agenda de atencién de la salud basada en el valor, con el propdsito de lograr un
entorno de prestacién de atencidon mas centrado en el paciente y, en este contexto, los
responsables de politicas deben aunar sus esfuerzos, para instituir una cultura basada
en el valor entre los proveedores, gue impulse la implementacién de la Atencién Sanitaria

basada en el valor.

La presente tesis doctoral ha abordado algunos de los desafios mas importantes
asociados al crecimiento progresivo de personas mayores, asi como su mayor longevidad,
como es el caso de los cuidados de larga duracién prestados a las personas mayores
en situacién de dependencia (Regueiro-Ons y Lépez-Valcércel, 2023). Las previsiones
prevén aumentos sustanciales en los requerimientos de atenciéon que ponen en peligro
la sostenibilidad socioeconémica de las familias. Los cambios demograficos ligados a
la disminucién de las tasas de fecundidad estan limitando la capacidad de las familias
para atender las necesidades de dependencia, especialmente en aquellos paises donde
los CLD se atienden fundamentalmente en el marco del sistema familiar (Yakita, 2020).
A través de un enfoque cualitativo de caracter comparativo, en Fernandez-Salido et al,,
(2022) se presenta un andlisis exhaustivo, que culmina en un marco general sobre las
caracteristicas de las politicas y acciones activas implementadas en Europa, focalizadas
en paliar los efectos sociales y econdmicos, derivados de la prestacion de cuidados de

larga duracién que brindan las familias.

En segundo lugar, dada la necesidad apremiante de adoptar un modelo de sistema
sanitario sostenible, donde la consecucién de resultados se alinee con las expectativas
de los pacientes y una relacién optima de los costos, se ofrece en Ferndndez-Salido et
al. (2024a) una revisién exploratoria sobre el Modelo de Atencién basado en el Valor
gue culmina en un marco de conocimiento global sobre la definicién, los elementos y
eficacia de este enfoque, permitiendo esclarecer la falta de consenso en su definicion
y reducir la brecha de conocimiento sobre los efectos positivos de su implementacion,
dada la escasez de estudios previos que evalien minuciosamente las estrategias

implementadas.

Por Udltimo y en base a los hallazgos anteriormente citados, se presentan
en Ferndndez-Salido et al. (2024b) y Ferndndez-Salido et al. (2024c) el disefo, la
implementacién y evaluacién de un programa en el marco de la atencién basada en el
valor, de caracter integral, personalizado y apoyado por soluciones tecnolégicas, para
abordar a la fragilidad multidimensional en poblacién mayor. Estos ultimos estudios
pretenden cerrar una brecha en la literatura académica, proporcionando un marco
tedrico basado en la evidencia cientifica, que pueda servir como punto de partida para

futuras investigaciones en esta drea de estudio.




A partir de la exposicion de las conclusiones alcanzadas tras el desarrollo de los
4 manuscritos que compendian esta investigacién, se presenta en Ultima instancia la
correlacién entre las hipétesis y los objetivos, esclareciendo si dichas hipétesis han sido

confirmadas o refutadas.

Estudio 1. Innovating European Long-Term Care policies through the
Socio-Economic support of families: a lesson from practices

Obijetivo 1: Identificar y analizar, mediante metodologias cualitativas, el contexto
europeo en torno a las politicas y caracteristicas innovadoras de apoyo a las
condiciones de privacidon socioecondmicas que experimentan las personas
mayores y sus familias, como consecuencia de la prestacion de cuidados de

larga duracién a poblacién mayor en situacién de dependencia.

Se confirma la hipoétesis 1. Tras realizar el andlisis comparativo de las
caracteristicas de innovacién social, presentes en las politicas europeas activas,
para contrarrestar el riesgo de privacién socioecondmica de las personas
mayores y sus familias, se confirma la carencia de politicas que contemplan
simultdneamente el apoyo social y econdmico, siendo las mismas, medidas
recientes, al haberse activado la politica o incorporado el caracter innovador
a una ya existente, mayoritariamente en las Ultimas tres décadas. Se confirma
asimismo la existencia de una variabilidad notoria entre las politicas de los
diferentes paises, dependiente del régimen de bienestar europeo al que

pertenezca el pais.
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Estudio 2. Value-based healthcare delivery: A scoping review

Objetivo 2: Explorar y sintetizar la evidencia cientifica, a través de una
revision bibliografica de alcance, en torno a la atencion basada en el valor,
su conceptualizacion y resultados de la implementacion en el contexto de la
atencion sanitaria, informando cémo estos pueden contribuir a mejorar la

eficiencia y la sostenibilidad del sistema publico de atencién sanitaria.

Se confirma la hipétesis 2. Los resultados muestran cierta unanimidad en la
definicién de la atencion basada en el valor, lo cual es menos visible al considerar
los elementos clave para garantizar la eficacia en la implementacién. Sumada
a la falta de consenso en la conceptualizacién se observa un niimero reducido
de estudios que evalien la implementacion del modelo y, sin embargo, los
estudios analizados, reportan resultados positivos de la implementacién de

VBHC dentro del sistema de atencién médica.

Estudio 3. Implementation of a Comprehensive and Personalised Approach for
Older People with Psychosocial Frailty in Valencia (Spain): Study Protocol for a
Pre-Post Controlled Trial

Estudio 4. Efficacy of a comprehensive and personalized approach for frail older
people in Valencia (Spain): a pre-post controlled trial

Objetivo 3: Evaluar un programa de atencion integral y personalizado basado
en el valor, ValueCare, para abordar el caracter multidimensional de la fragilidad

en el adulto mayor que vive en la comunidad.

Se confirma parcialmente la hipétesis 3. Los resultados sobre los andlisis
estadisticos de la fragilidad mostraron mejoras estadisticamente significativas
para la fragilidad fisica y otras variables como la calidad de vida, la reduccién
del uso de recursos sanitarios y hospitalizaciones, y niveles méas bajos de
dolor y depresién/ansiedad en comparacion con la linea de base. Pese a estos
resultados no se hallaron mejoras estadisticamente significativas para los

dominios psicoldgico y social de la fragilidad.




8. Limitaciones y futuras lineas de investigacion

Eltrabajo de investigacion aqui presentado engloba diferentes estudios que presentan
algunas limitaciones de caracter metodoldgico. Con respecto al Andlisis Cualitativo
Comparativo de las politicas y/o acciones implementadas en el contexto europeo, para
paliar el riesgo de privacién socioecondmica derivada de la provisién de CLD, hayamos
diferencias contextuales en el abordaje de los cuidados de larga duracién segun el pais 'y
especialmente el régimen de bienestar. Esto se tradujo en la inexistencia de un marco de
clasificacion internacional y por ende la falta de un sistema de codificacion estandar de las
politicas y/o iniciativas identificadas, dificultando la comparaciéon. Pese a que la estrategia
de bldsqueda fue minuciosa y abarco multiples pasos para reducir el riesgo de no encontrar
datos, incluyéndose la literatura gris como fuente de documentacién aceptada en el presente
estudio, la disponibilidad y calidad de los datos fue otra limitacién dadas las dificultades
para encontrar datos declarados o actualizados sobre algunas medidas innovadoras, como
por ejemplo, sobre las prestaciones econémicas cuya funcién social es proporcionar apoyo
econémico a la persona cuidadora en el entorno familiar y garantizar que las personas en
situacién de dependencia puedan permanecer en su nucleo de convivencia. Por dltimo,
se pueden destacar limitaciones referentes al investigador relativas a la falta de acceso a

personas, en este caso expertos, que ratificasen las iniciativas identificadas.

Por lo que refiere a la revision de alcance entorno al enfoque de Atencidén Sanitaria
Basada en el Valor, también cabe destacar algunas limitaciones metodoldgicas relacionadas
con el tamafno de la muestra y los criterios de elegibilidad, que hacen que los resultados
sean menos generalizables. En este sentido, la busqueda se limité a identificar estudios
enmarcados en un espacio temporal concreto y un idioma que no difiriese del espafol
o el inglés, lo que dejo necesariamente de lado literatura rica sobre la conceptualizacién
y evaluacion de estrategias basadas en el valor y puede haber causado un sesgo por
paises. Por otro lado, la inclusidon mayoritaria de estudios de indole cualitativa, limita la
generalizacion de los resultados ya que los mismos se basan en informacién subjetiva
derivada de las experiencias narradas por los profesionales socio-sanitarios, aspecto que no

garantiza objetivamente la efectividad de los enfoques basados en el valor implementados.
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Por ultimo, el estudio relativo a la implementacién y evaluacion de un programa
personalizado e integral basado en el valor, para mejorar la fragilidad de las personas
mayores residentes en la comunidad en la ciudad de Valencia (Espafa), tampoco estuvo
exento de limitaciones. Asi, cabe destacar la restringida capacidad de comparabilidad de
los resultados hallados dada la escasez de estudios similares. En este sentido, cabe la
posibilidad, como sugieren otros autores de que los resultados sean especificos de cada
contexto y por consiguiente seria necesario una validacion adicional para extrapolar los
resultados de este estudio a otras poblaciones (Cucino et al,, 2022). Ademas, se requiere que,
en futuros estudios, investigadores de otros paises adopten el mismo enfoque. Asimismo,
los estudios existentes presentan insuficiencias en el tamafio la muestra o en el tratado
de la misma. Los estudios que no utilizan la aleatorizacién limitan la representatividad y
generalizacion, lo que precisa de més ensayos controlados para facilitar la comparabilidad
(Lee et al,, 2020; Firstenau et al,, 2022).




9. Recomendaciones para los sistemas de salud

En Espana, segun las proyecciones demograficas disponibles, la inflexién demografica
y el envejecimiento poblacional determinaran notorios incrementos del gasto publico sanitario
ante un aumento continuado de la poblacién mayor de 65 afos y por ende una mayor
presencia del sindrome de fragilidad, discapacidad y morbimortalidad. Dado que la fragilidad
responde a un sindrome que antecede a la discapacidad y permite la identificacion de
individuos con mayor riesgo de sufrir episodios adversos para la salud, como la dependencia,
institucionalizacién, caidas y hospitalizacion, entre otros, es imprescindible fomentar la
investigaciéon para determinar y establecer las intervenciones mas efectivas en términos de
diagnosticar e intervenir la fragilidad. A este respecto, la investigacién actual ha evidenciado
gue para el abordaje efectivo de la fragilidad cabe considerar una perspectiva basada en el
valor, con caréacter integral y centrada en el paciente, que tenga en cuenta la relacién optima
entre los resultados para el paciente y los costos del ciclo de atencién (Flrstenau et al,, 2022).
En base a este trabajo, se proporcionan a continuacién algunas recomendaciones Utiles para

los sistemas publicos de salud:

Como se ha adelantado, es primordial proporcionar servicios integrales y personalizados
gue aborden la provisién de atencién social y sanitaria desde una perspectiva basada en el

valor. Esto incluye que:

@ El objetivo principal de la prestacién de los servicios de salud debe radicar en lograr
mejores resultados de salud para las personas manteniendo una relacién éptima con
los costes. En lugar de centrar la efectividad del sistema exclusivamente en la cantidad
de servicios prestados, la ASBV se centra de manera simultdnea en la calidad de la

atencion y los resultados alcanzados para el paciente.

@ Laatencién debe organizarse en base a unidades integradas de acuerdo al diagndstico
del pacientey los ciclos propios de las enfermedades. En este sentido, los proveedores de
la atencidon médica y social deben trabajar conjuntamente para abordar las necesidades
del paciente desde una perspectiva holistica, teniendo en cuenta: necesidades fisicas,

psicoldgicas y sociales de una persona.
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@ Se debe utilizar un conjunto estéandar de resultados y medidas de salud centradas en el
paciente y basados en el valor. En esta linea, el conjunto de estandares ICHOM permiten
medir el valor de la atencién sanitaria, al haber desarrollado un conjunto estdndar global

de medidas de resultados, para la evaluacién integral de la poblacién mayor.

@ El paciente se sittia en el centro de la atencién, siendo un participante activo en todo
el proceso asistencial. Se deben priorizar las necesidades y percepciones del paciente,
mediante la implementacién de un proceso de toma de decisiones compartidas basado
en el co-disefio. Este proceso implica la co-creacion en el diseno del plan de atencidn
del paciente, donde el profesional sociosanitario tienen la responsabilidad de informar
y empoderar al paciente, para que este tome decisiones informadas siendo consciente
de los riesgos y beneficios de las opciones de tratamiento disponibles. La toma de
decisiones, supone asi un acto de caracter simétrico en la diada profesional-paciente,
en la que ambos son sujetos activos. El profesional invitard al paciente a expresar sus
necesidades, inquietudes y preferencias, en términos de elaborar un plan de atencién

personalizado basado en la corresponsabilidad.

Pese a las premisas anteriormente mencionadas, potenciar la transformacion del
modelo actual basado en el volumen hacia un modelo basado en el valor, requerird, en primer
lugar, que los gobiernos desarrollen politicas que apoyen la atencién sanitaria basada en
el valor y fomenten la investigacién en curso y, en segundo lugar, que los proveedores del
sistema de atencidn social y sanitario se formen para poseer el conocimiento necesario que

les permita tomar consciencia e impulsar el cambio.
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Consentimiento informado para participar en

.‘..
PROJECT ®

Value

Estimada/o Sefiora/Sefior,

Ha sido invitado a participar en este estudio, dentro del proyecto de investigacién europeo
VALUECARE. El objetivo principal de este proyecto es estudiar los factores asociados con la salud
y el bienestar de las personas mayores, estudiar los factores asociados con el uso de la atencién
sociosanitaria por parte de las personas mayores y estudiar las experiencias de las personas
mayores y los cuidadores informales con la atencion que reciben. prestados, y las experiencias
de los profesionales del cuidado de las personas mayores con la atencién que brindan. Ademas,
se evallan los beneficios del enfoque ValueCare para el proceso de atencién a la salud vy el
bienestar. Para ello, realizamos una investigacion en la que recogemos informacién de las propias
personas mayores, de los cuidadores informales y de los profesionales de la atencion
sociosanitaria, a través de cuestionarios o entrevistas. Ademas, después de solicitar su permiso,
se recopilara informacién sobre el uso de la atencién y el uso de tecnologia (como una aplicacién
movil). Ademas, estudiamos el bienestar y la satisfaccion (laboral) de los cuidadores informales y
los profesionales de la salud y la asistencia social, que estan involucrados en el cuidado de las
personas mayores. Los conocimientos de nuestro estudio contribuirdn a la promocién de la salud
y el bienestar de las personas mayores y a una mejor atencion de las personas mayores en el

futuro.

En concreto, este documento contiene informacioén organizada en tres partes:
Parte I: Informacién general sobre el estudio
Parte ll: Consentimiento informado (debe ser firmado si acepta participar en el estudio)

Parte lll: Formulario de revocacién (a firmar solo en caso de que desee abandonar el
estudio)

Debe saber que, si no desea participar, esto no afectara su relacion con Las Naves, Fundacién de
1
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la Comunidad Valenciana para la Promocion Estratégica el Desarrollo y la Innovacion, ni con su
Centro de Salud, de ninguna manera, ni tendra consecuencias negativas para usted. En caso de
que acepte participar, también puede abandonar el estudio en cualguier momento, sin necesidad

de una justificacion adicional. Siempre se respetaran sus derechos y elecciones individuales.

La participacion de las personas en los proyectos de investigacion es fundamental para obtener
resultados Utiles y relevantes. A tal efecto, necesitamos que nos proporcione su consentimiento
por escrito para cooperar con nosotros. Lea atentamente la Parte | de este documento
informativo antes de tomar una decision. También puede solicitar mas aclaraciones si cree que

algo no esta suficientemente claro en el documento.
Por favor, firme la Parte Il de este documento solo si:

Ha entendido completamente el tipo de estudio y su procedimiento.
Esta dispuesto a dar su consentimiento por escrito.

Comprende sus derechos como participante en este proyecto de investigacion.
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1. ;Cual es el propésito de este estudio?

Este estudio forma parte de las actividades del proyecto de investigacion VALUECARE,
cofinanciado por la Comision Europea en el programa Horizon2020, en el marco del Acuerdo de
subvencion n ° 875215. El objetivo general del proyecto VALUECARE es ayudar al
envejecimiento de la poblacién europea mediante la promocién de una atencién personaliza de
cuidados integrados apoyados por soluciones digitales, que se probara y evaluara a través de 7

proyectos piloto a gran escala en Europa:

Holanda [Rotterdam]
Portugal [Coimbra]
Italia [Treviso]
Grecia [Atenas]
Espafia [Valencial
Croacia [Rijeka]
Irlanda [Cork/Kerry]

El propésito del proyecto ValueCare es estudiar los factores asociados con la salud y el bienestar
de las personas mayores, estudiar los factores asociados con el uso del cuidado por parte de las
personas mayores y estudiar las experiencias de las personas mayores y los cuidadores
informales con la atencion que reciben y las experiencias de los profesionales de la atencién
sociosanitaria con la atencién que prestan. Ademas, se evallan los beneficios del enfoque
ValueCare para el proceso de atencién a la salud y el bienestar. Para ello, realizamos una
investigacion en la que recogemos informacién de las propias personas mayores, de los
cuidadores informales y de los profesionales del cuidado, a través de cuestionarios o entrevistas.
Ademas, después de solicitar su permiso, se recopilara informacion sobre el uso de la atenciény
el uso de tecnologia (como una aplicacion movil). Ademas, estudiamos el bienestar y la
satisfaccion (laboral) de los cuidadores informales y los profesionales de la salud vy la asistencia
social, que estan involucrados en el cuidado de las personas mayores. Los conocimientos de
nuestro estudio contribuiran a la promocién de la salud y el bienestar de las personas mayores,

y a una mejor atencion de las personas mayores en el futuro.
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2. ;Quién es el responsable del estudio en la ciudad de Valencia?
El consorcio del proyecto consiste en 17 socios europeos. En Espaia, la institucién responsable
de las actividades del proyecto piloto ValueCare de Valencia (Espafia) es Las Naves, Fundacion
de la Comunidad Valenciana para la Promocion Estratégica el Desarrollo y la Innovacién. En Las
Naves, la persona responsable del estudio y del procesamiento de datos es:

Nombre - Elena Rocher

Contactos - Teléfono: 963 91 04 77 - e-mail: valuecare@lasnaves.com

Asimismo, en el piloto Valuecare de Valencia participaran las siguientes entidades socias en el
proyecto:
Instituto de Investigacion en Politicas de Bienestar Social (POLIBIENESTAR) - Universitat
de Valéncia

Senior Europa, S.L. (K-veloce [+D+i)

Todos los contactos relevantes estan disponibles a continuacion en las secciones 7 y 10.

3. :Coémo funcionara este estudio?

El piloto de ValueCare de Valencia consiste en una intervencién personalizada apoyada por
soluciones digitales, en concreto una aplicacion moévil (APP), que se probara con las personas
mayores, para comprender si se adapta a sus necesidades.

Los cuidadores formales e informales podran conocer la informacion y resultados de la
informacién tratada en la APP. Esta APP tiene por objetivo ofrecer un plan personalizado de
atencion, teniendo en cuenta las particularidades de cada participante a nivel sociosanitario. En
concreto, esta solucién digital se compone de una APP que sincronizara datos relacionados con
multiples fuentes (sanitarias y sociales) para proporcionar a los participantes un plan de atencion
personalizada que combinard prescripciones médicas y sociales, asi como informacion de
servicios sociales y culturales. Los participantes podran utilizar esta App, y los cuidadores-
familiares podran realizar el seguimiento del cumplimiento del plan personalizado a través de una
plataforma digital. Asimismo, en esta fase del piloto desempefaran un papel importante los
profesionales socio-sanitarios del Hospital Clinico Universitario de Valencia y de su Centro de
Salud. Con el objetivo de llevar a cabo la atencién personalizada se desarrollara una colaboracion
entre Las Naves y el Hospital, pudiendo existir intercambio de informacién de los participantes
entre del departamento de salud Valencia-Clinico-Malvarrosa.

En este punto del proyecto, se realizard una seleccion aleatoria de los participantes, donde se

crearan dos grupos:
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1) Grupo de intervencién que tendran acceso a la intervencion personalizada vy realizaran
una serie de cuestionarios al inicio, a los 12 y a los 18 meses.
2) Grupo de control: realizaran una serie de cuestionarios al inicio, a los 12 y 18 meses, pero
recibiran el cuidado ordinario en su centro de salud.
El objetivo de esta division de los participantes es comparar los resultados una vez haya finalizado
el proyecto vy, de este modo, poder obtener los beneficios reales de esta solucién de cuidados

personalizada e integrada.

3.1. El concepto de ValueCare y el estudio de investigacion
Cuando se una al estudio, se le ofrecera recibir atencién de acuerdo con el enfoque de ValueCare

y participar en el estudio de investigacion. Esto implica los siguientes elementos:

3.1.2 Cuestionario de evaluacién

Le pedimos que complete un cuestionario inicial sobre su salud tres veces: 1) cuando comience
el estudio, 2) después de 12 meses y 3) después de 18 meses. Esto se hace para recopilar la
informacién necesaria para el estudio de investigacion. Sus respuestas también ayudaran a su
proveedor de atencién a evaluar como le esta yendo y qué es importante para usted. Un
investigador del proyecto le ayudara a completarlo. Completar el cuestionario tardara unos 20 o

30 minutos.

Evaluacidn inicial (al principio): Una vez que acepte participar en el estudio, le invitamos a
completar el primer cuestionario. En este cuestionario recopilamos informacién con respecto a
su salud, bienestar, calidad de vida, estilo de vida, uso de la atencidn sociosanitaria y los factores
que son importantes para ellos. También recopilamos informacion de antecedentes (por ejemplo,

edad, sexo, educacion, ocupacion) y su situacion de vida actual.

Evaluacion intermedia (después de 12 meses): Una vez que el periodo de intervencion ha
terminado (después de alrededor de 12 meses), recibird un segundo cuestionario. Este
cuestionario incluye preguntas con respecto a su salud, bienestar, calidad de vida, estilo de vida

y uso de la atencion sociosanitaria, y los factores que son importantes para ellos.

Evaluacion final (después de 18 meses): Al final del estudio (después de 18 meses), un
cuestionario final pregunta sobre su salud, bienestar, calidad de vida, estilo de vida y uso de

cuidado, y los factores que son importantes para ellos.
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Consulta con un profesional de atencion médica o social

El profesional de atencion médica o social podrd ver sus respuestas. Los resultados de los
cuestionarios se utilizaran para brindar atencién que se adapte a sus necesidades y preferencias.
Se le invitara a una consulta con su profesional de atencidén sociosanitaria para comentar los
resultados del cuestionario. Su cuidador informal le puede acompanar. Sobre la base de los
resultados del cuestionario y sus necesidades, se discutira un plan de atencion personalizado
entre usted, su cuidador informal vy su(s) profesional(es) de atencidon sociosanitaria. El plan de
atencion que decidan juntos se puede revisar y ajustar periodicamente de acuerdo con sus

necesidades.

APP ValueCare

Se puede usar la aplicacion maovil de salud (APP) para apoyar una vida saludable, recibir
informacién o comunicarse con sus cuidadores. Esta es la aplicacién ValueCare. Puede descargar
la aplicacion ValueCare en su teléfono inteligente o tablet. Una investigadora del proyecto
ValueCare le explicara la aplicacion y le ayudara a comenzar. Si no dispone de un teléfono
inteligente o una tablet, comunicaselo a su profesional sociosanitario del centro de salud o a las
investigadoras del proyecto.

En la aplicacion ValueCare, tiene acceso a un rango de funcionalidades, como asesoramiento
sobre estilo de vida y gestidon de enfermedades (por ejemplo, seguimiento de medicamentos). Alli,
los principales elementos disponibles son:

- Actividad Fisica

- Nutricién

- Prescripcion Social

- Adherencia a la Medicacion

En la aplicacién, un "Asistente virtual" lo ayudara a lograr sus objetivos. Este asistente virtual
tiene como objetivo apoyarlo haciéndole preguntas y proporcionando comentarios. De esta
forma, el Asistente Virtual puede ayudarte a autocontrolar tu desempefo y motivarte a alcanzar
tus metas. Para facilitar el uso de la aplicacion ValueCare, se le ofrece una formacion. Las
investigadoras del proyecto ValueCare le informara de los detalles de esta formacién.

Su equipo de atencion sociosanitaria tendra acceso a los resultados de la aplicacion ValueCare
en la aplicacion web de ValueCare. Esta aplicacion web ValueCare proporciona una descripcion
general de sus resultados, lo que les permite monitorear su progreso, salud y bienestar.

Durante el proyecto, podemos solicitar su permiso para utilizar cierta informacion especifica
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recopilada por la aplicacion ValueCare con fines de investigacion. También podemos solicitar su
permiso para recopilar informacion sobre su salud y el uso de la atencidén de su equipo de

atencién con fines de investigacion.

3.2 Wearables (dispositivos tecnologicos)

A algunas de las personas que participan en el estudio se les pedira que usen un reloj inteligente
para monitorizar el ejercicio fisico. Los relojes inteligentes son dispositivos portatiles que pueden
ayudarle, por ejemplo, a moverse mas o dormir mejor. Si se le pide que use un reloj inteligente
en este estudio, recibira informacién adicional sobre como usar el dispositivo, qué se medira,
donde se almacenan los datos y para qué se utilizaran. También se le puede pedir permiso para

el uso de la informacion recopilada por los relojes inteligentes con fines de investigacion.

4. ;Cuales son los beneficios de su participacion en el estudio?

Al participar en este estudio y aportar sus opiniones y comentarios, estd contribuyendo al
desarrollo de un sistema de servicios que tiene como objetivo apoyar la prestacion de atencion
a medida que envejece. Por lo tanto, contribuira al desarrollo de un sistema de apoyo al cuidado
integrado eficiente y practico no solo para las personas mayores, sino también para sus

cuidadores formales e informales.

5. ;Existen riesgos, molestias o efectos secundarios relacionados con su participacion en este
estudio?

Dado que es un estudio no invasivo, no se prevé ningun riesgo significativo. Sin embargo, si tiene
alguna duda, dificultad o problema, comuniquese con el investigador principal del estudio en

Valencia.

6. ¢Hay algin coste involucrado en participar en el estudio? ;Existe algiin reembolso
economico para los participantes?

No surgirad ninglin coste ni ninguna otra consecuencia financiera para usted como participante
de este estudio. Los participantes no recibiran ninguna compensacién econdémica por participar

en el estudio.

7. Proteccion de Datos
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7.1. ;Con qué finalidad recabamos tu informacion personal?

Para obtener los objetivos de nuestra investigacion tratamos sus datos con los siguientes fines:

Gestion del consentimiento informado para la participaciéon en el Proyecto Europeo
ValueCare.

Participacion en actividades formativas y de difusion.

Generar datos de los usuarios para usar en el estudio ValueCare como se menciond
anteriormente (seccion 1).

Gestidon administrativa del proyecto ValueCare.

Gestionar su alta en la solucion digital creada para desarrollar el presente proyecto, donde
se llevara a cabo un plan de atencion y cuidado personalizado para cada participante
incluido en el grupo intervencion.

Realizacion de sesiones formativas, entrevistas, juegos.

Difusion publica de imagenes relacionadas con estas actividades.

7.2 ;Quién es el responsable del tratamiento?

Son instituciones u organizaciones corresponsables del tratamiento de los datos personales:

Fundacién de la Comunitat Valenciana para la promocion estratégica, el desarrollo y la
innovacion urbana, C/ Joan Verdeguer 16, 46024 Valencia. CIF. Num. G28406002.
Instituto de Investigacién en Politicas de Bienestar Social (POLIBIENESTAR) - Universitat
de Valéncia; Campus de Tarongers, Calle Serpis, n°® 29, 46022 - Valencia

Senior Europa, S.L. (K-veloce [+D+i); Avenida del Comte de Torrefiel, 10 - 1 4, Ontinyent,
46870, Valencia.

Asimismo, para el desarrollo del proyecto se contara con la colaboracién del departamento de

salud Valencia-Clinico-Malvarrosa, que ha puesto a disposicion del proyecto a distintos

profesionales sanitarios y sociales de los centros de salud de Salvador Pau, Benimaclet, Serreria

I I, Alfahuir, Chile, Republica Argentina y Tavernes Blanques.

Con el objetivo de llevar a cabo dicha colaboracion y desarrollar el proyecto, podra existir

intercambio de informacién de los participantes entre Las Naves y el Hospital del departamento

de salud Valencia-Clinico-Malvarrosa. La finalidad de este intercambio de informacion se

encuentra en ofrecer un plan personalizado de atencidn, teniendo en cuenta las particularidades

de cada participante a nivel socio-sanitario. Ambas entidades actuaran de forma independiente

como responsables del tratamiento de los datos de caracter personal objeto de intercambio.
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En concreto, la colaboracién se desarrollard a través de la solucion digital VALUECARE. Esta
solucién digital se compone de una aplicacion (App) que sincronizara datos relacionados con
multiples fuentes (sanitarias y sociales) para proporcionar a los participantes un plan de atencion
personalizada que combinara prescripciones médicas y sociales, asi como informacién de
servicios sociales y culturales. Los participantes podran utilizar esta App, y las profesionales
socio-sanitarios podran realizar el seguimiento del cumplimiento del plan a través de una

plataforma.
7.3. ;Qué datos personales se van a tratar en el proyecto?

¢ Solicitamos su consentimiento para recopilar, utilizar y almacenar sus datos. Recopilamos,
usamos y almacenamos sus datos para responder las preguntas de este estudio y publicar

los resultados cientificos. Los datos a recopilar son:
(1) Datos de los cuestionarios (datos de investigacion o del estudio),
(2) Datos de contacto para comunicarnos con usted sobre el estudio,

(3) Datos de salud y estilo de vida recopilados a través de la aplicacion ValueCare vy la
aplicacién web ValueCare. Los tipos de datos que pueden recopilarse y procesarse a lo largo

del proyecto son:

¢ Datos identificativos: Nombre y Apellidos; DNI/NIF/NIE/Pasaporte; Direccion; Firma;

Correo electrénico; Imagen; Teléfono (fijo o movil).
e Datos de caracteristicas personales: Edad; Sexo; Fecha de nacimiento.
e Datos de circunstancias sociales: Estilos de vida; Aficiones; Participacion y apoyo social.

e Datos de categoria especial: Salud [Actividad fisica; Autonomia y control; Nutricion;

Medicamentos; Dolencias y enfermedades; Salud emocional].
7.4 Datos de los cuestionarios y datos de contacto:

Para proteger su privacidad, le asignamos un cédigo a sus datos de investigacion y datos de
contacto. Sus datos de contacto solo se utilizan para comunicarse con usted sobre el estudio
y se almacenan por separado de los datos de la investigacion. En cuanto a su informacion de

identificacion personal en los datos de investigacién, se reemplaza por el cédigo (es decir,
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pseudo-anonimizacion). De esta manera, no utilizamos su informacién de identificacidon
personal dentro de los analisis del estudio, ya que solo utilizamos el cédigo en los analisis.
Solo los investigadores del piloto de Valencia estipulados en este documento informativo
tienen la clave del cédigo y pueden saber quién es la persona detras del nimero de codigo.
Para fines de analisis, podemos vincular su pseudocodigo al pseudocédigo de su cuidador
informal y/o al cédigo de su proveedor de atencién sociosanitaria. Mantenemos datos
pseudo-anonimizados para la investigacion en Erasmus MC (Paises Bajos) durante 15 afios
después de que el estudio haya terminado, después sera destruido. Hacemos esto para

realizar estudios cientificos por parte de los socios en el proyecto ValueCare.

Asimismo, se puede comprobar si el estudio cientifico se ha realizado de forma adecuada y
fiable. Los datos de investigacién pseudonimizados pueden intercambiarse entre los 17
socios de los paises de la Union Europea que participan en el proyecto ValueCare para llevar
a cabo el estudio ValueCare. Sus datos de investigacion pseudénimos también pueden ser
importantes en futuras investigaciones cientificas sobre la salud y el bienestar de las personas
mayores. Por lo tanto, es posible que en el futuro sus datos pseuddnimos se compartan con
otras instituciones cientificas dentro y fuera de la Union Europea, con su consentimiento. Sus
datos de contacto, informaciéon de identificacién personal o el codigo de esta informacion
nunca seran compartidos. Antes de compartir sus datos pseuddnimos con otras instituciones
cientificas, el equipo del proyecto realiza acuerdos adicionales con la institucién cientifica
para garantizar que los investigadores a quienes ponemos a disposicion los datos de la
investigacion manejen los datos de manera cuidadosa y confiable. Estos acuerdos adicionales
dependen del pais en el que se encuentre el destinatario. Si no acepta compartir sus datos en

el futuro, aun puede participar en el estudio ValueCare.

Otros investigadores pueden desear tener acceso a datos pseudoandnimos de este estudio
en el futuro. Si este es el caso, el Investigador Principal del Proyecto se asegurara de que los
demas investigadores cumplan con las pautas legales, de proteccion de datos y éticas. Los
datos pseudoandénimos no incluyen nombres ni direcciones y no es posible identificar

participantes individuales a partir de datos pseudoanénimos.

Cualquier informe o publicacion que surja del estudio contendra datos totalmente

pseudoandnimos por lo que no podra ser reconocido en el mismo.
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Datos de salud y estilo de vida recopilados a través de la aplicacion ValueCare y la aplicacion

web ValueCare:

Los datos de salud recopilados por la aplicacion ValueCare, la aplicacion web ValueCare y los
“wearables” son procesados por Vodafone Innovus, Fondazione Bruno Kessler y VIDAVO en
nombre de los socios del piloto de Valencia. Estos datos son almacenados por Vodafone
Innovus en una nube con sede en Grecia. Estas organizaciones tienen sus propias politicas de
proteccion de datos y cumplen con el Reglamento General de Proteccion de Datos (RGPD)

de la Unién Europea.

Una vez finalizado el proyecto, Vodafone Innovus, Fondazione Bruno Kessler y VIDAVO
transferiran todos los datos recopilados en la aplicacion ValueCare, la aplicacion web
ValueCare y los “wearables” a los socios del piloto de Valencia. Estos datos de bienestar
pueden estar vinculados a los datos de investigacién para realizar los analisis cientificos de

una manera pseudo-anonimizada.

7.5 ;Coémo puede contactar con nuestro delegado de proteccion de datos?
El delegado de proteccion de datos es la persona encargada de supervisar que cumplimos las
normas sobre proteccién de datos y ayudarle. Si tiene alguna duda o consulta sobre como
tratamos los datos puede contactar con el delegado de proteccion de datos en

lasnaves@dpoexterno.com.

7.6. ;Con qué derecho o base legal tratamos su informacion personal?
Los integrantes del proyecto de investigacion trataran los datos en virtud de:
¢ Consentimiento de la persona interesada en participar en la investigacion (articulo 6.1.a)
RGPD).
e Misiones de interés publico en la divulgacion de notas de prensa, noticias o memorias de
actividad de imagenes o datos personales cuando concurra el derecho a la informacién
(articulo 6.1.e) RGPD).

7.7. ;Quiénes son destinatarios de sus datos personales?
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= Cesiones de datos.

— Organos de gestién y control de la Comisién Europea para el cumplimiento de
obligaciones contractuales (art. 6.b) RGPD).

— Solo se compartiran datos seudoanonimizados e informatizados con otros socios del
consorcio (todos dentro de la Unién Europea) para un analisis agregado. Esto significa que
su nombre se asociard a un numero de cédigo y solo los investigadores del estudio podran
acceder a él. Por lo tanto, no habra ningun vinculo entre sus respuestas y su informacion
personal, y ningn otro investigador podra identificar sus respuestas.

— Publicaciones de informacién sobre los resultados del proyecto, actividades publicas,
premios o concursos (articulo 6.1.e) RGPD).

— Departamento de salud Valencia-Clinico-Malvarrosa, con la finalidad de ofrecer un plan
personalizado de atencién, teniendo en cuenta las particularidades de cada participante

a nivel socio-sanitario (articulo 6.1. b) y e) RGPD).

7.8. ;Se realizan transferencias internacionales de datos?

No se prevén transferencias internacionales de datos a paises fuera de la Unién Europea.

7.9. ;Durante cuanto tiempo conservamos sus datos?

» Los datos personales se conservaran durante la vida del proyecto (junio 2024).

» La informacion se conservara debidamente bloqueada por los periodos adicionales necesarios
para la prescripcion de eventuales responsabilidades legales. Es decir, una vez transcurrido el
obligatorio plazo de 15 anos, tras finalizar el proyecto, con la finalidad de hacer frente a posibles
revisiones internas de este proyecto, por parte de la Union Europea, todos los datos personales
seran destruidos.

» La informacién pseudoanonimizada se conservara durante 15 anos con fines de investigacion y

podra ser objeto de comparticién con otras entidades para estos fines.

7.10. ;Como protegemos la informacion?
Los socios integrados en el sector publico aplican las medidas técnicas y organizativas que nos
dicta el Esquema Nacional de Seguridad. Los restantes socios aplican medidas equivalentes.
El equipo de investigacion involucrado en este estudio asegura que el material resultante se
almacenara en un lugar seguro y protegido, no mas de cinco afios después de la finalizacién del
estudio. Ademas, todos los miembros del equipo del proyecto estan sujetos a los estandares

europeos de protecciéon de datos (GDPR).

7.11. ;Como puede ejercer sus derechos?
12
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Para poder mantener en todo momento el control sobre sus datos tiene derecho a acceder a su
informacion personal, asi como a solicitar la rectificacion de los datos inexactos o, en su caso,
solicitar su cancelacién o supresion. En determinadas circunstancias, y por motivos relacionados
con su situacién particular, podra oponerse al tratamiento de sus datos. De igual forma, puede
ejercer el derecho de limitacion del tratamiento de la informacion personal, solicitando su
conservacion y también el derecho a la portabilidad de sus datos.

El ejercicio de derechos es personal y por ello necesitamos identificarle de modo inequivoco.
Puede ejercer sus derechos de dos modos:

= Mediante el envio de un mensaje de correo electrénico.

Para ello, utilice esta direccion: lasnaves@dpoexterno.com.

Unicamente atenderemos las solicitudes que se realicen desde cuentas de correo electrénico que
consten en nuestras bases de datos previa identificacion de su titular.

» Mediante la presentacion de un escrito directamente o por correo postal dirigido a:
Fundacién de la Comunitat Valenciana para la promocién estratégica el desarrollo y la innovacién
urbana: Calle Joan Verdeguer 16, 46024 Valencia.

En este caso, debe aportar documentacién acreditativa:
» Acreditacion de la identidad del interesado mediante cualquier documento valido, como
DNI o pasaporte.
» Nombre vy apellidos del interesado o, cuando corresponda, de la persona que le
represente, asi como el documento acreditativo de tal representacién.
* Peticion en que se concreta la solicitud.
* Direccion a efectos de notificaciones, fecha y firma del solicitante.
» Documentos acreditativos de la peticion que formula, si corresponde.
* En caso de la rectificacién o cancelacién, indicacién del dato a rectificar o cancelar y la

causa que lo justifica.

7.12. ;Quién garantiza sus derechos? ;Ante quién puede reclamar?
En caso de que desee presentar una reclamacién u obtener informacion adicional sobre la
regulacion del tratamiento de datos personales puede dirigirse a nuestro Delegado de Proteccion

de Datos (lasnaves@dpoexterno.com) o presentar una reclamacién ante la autoridad competente

en Espana: Agencia Espanola de Proteccion de Datos (Jorge Juan, 6 28001-Madrid o
www.aepd.es).

8. Retirada anticipada de su participacion en el estudio

Puede interrumpir su participacion en cualquier momento, sin tener que dar ninguna explicacion.
13
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El retiro eventual no tendra absolutamente ninguna consecuencia negativa para usted en Las
Naves ni en su Centro de Salud.
Incluso después de completar el estudio, tiene derecho a exigir que se retiren y eliminen sus
datos, excepto aquellos que ya hayan sido publicados o utilizados en informes, que no se pueden
recuperar ni modificar. Ya sea para interrumpir su participacion en el proyecto o para solicitar la
retirada o eliminacion de sus datos, comuniquese con el investigador a cargo del proyecto en
Valencia, por teléfono o correo electrénico, a través de los siguientes datos de contacto:

Investigador principal responsable del estudio ValueCare en Las Naves

Nombre: Elena Rocher

Direccion: C/ Juan de Verdeguer 16, Valencia 46024

Teléfono: 263 91 04 77

E-mail: valuecare@lasnaves.com

9. Posibilidad de discutir otros temas.

Si tiene mas preguntas sobre el proyecto o su participacién en él, puede comunicarse con el
Investigador Principal en Las Naves (ver seccion 10), en cualquier momento. También puede
ponerse en contacto con el Coordinador del proyecto, responsable del mismo a nivel
internacional - Hein Raat, Erasmus Universitair Medisch Centrum Rotterdam, Dr Molewaterplein

40, Rotterdam, Holanda, 3015 GD e-mail: h.ratt@erasmusmc.nl.

10. Contactos
Investigador principal responsable del estudio ValueCare en Las Naves
Nombre: Elena Rocher
Direccion: C/ Juan de Verdeguer 16, Valencia 46024
Teléfono: 963 9104 77

E-mail: elena.rocher@lasnaves.com

Delegado de Proteccion de Datos en Las Naves
Nombre: ACE & NIU CONSULTING S.L. (Audedatos)
Direccion: Edifico Innsomnia: Moll de Ponent, 46024 Valencia.

E-mail: lasnaves@dpoexterno.com

Coordinador de proyectos a nivel internacional

Nombre: Hein Raat

Direccion: Erasmus Universitair Medisch Centrum Rotterdam, Dr Molewaterplein 40,
Rotterdam, Holanda, 3015 GD

E-mail: ProjectValueCare@erasmusmc.nl
14




POLIBIENESTAR

VNIVERSITAT IDVALENCIA

o .
) 10° I4+D+i
Wb oevacenon  vaeneazoso  LAS NAVES -

veloce

Si desea participar en el estudio VALUECARE, nos gustaria que complete y firme la Parte Il:

Declaracion de consentimiento informado. Debe conservar este documento.
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POLIBIENESTAR 14+D+i
. VNIVERSITAT : DVALENCIA
i s veseod ) LAS NAVES e veloce

He sido informado completa y exhaustivamente sobre el significado, los objetivos y el
alcance de la sesidon de cocreacion/estudio de pre-evaluacion/estudio de evaluacion de
VALUECARE, asi como sobre los requisitos resultantes o los posibles riesgos e impactos para
mi y mi vida.

Esta informacion fue proporcionada por la Sra.
He leido/me han leido las paginas informativas anteriores.
He tenido la oportunidad de hacer preguntas al respecto, y todas las preguntas que he
formulado han sido respondidas satisfactoriamente.
En consecuencia, puedo confirmar que he entendido la informacién proporcionada.
Cumpliré con los requisitos necesarios para la realizacion del estudio, reservandome el
derecho a retirar mi participacion voluntaria en cualquier momento, sin que esto implique
consecuencias negativas.

Doy mi consentimiento para participar voluntariamente en este proyecto de investigacion:

Declaro mi consentimiento para participar en este estudio.

Declaro mi consentimiento para el tratamiento de mis datos personales, en concreto, para
la grabacién (incluida la grabacién y transcripcién de la voz de la entrevista), la transferencia
y el almacenamiento de mis datos, como se describe en las secciones 3y 7.

Declaro mi consentimiento para el intercambio de datos seudoanonimizados con
organizaciones relacionadas con el proyecto VALUECARE durante el periodo de tiempo
establecido, segun se define en el apartado 7.

Declaro mi consentimiento para la captacién y difusién de mi imagen, en la pagina web y
Redes Sociales de Las Naves, asi como las RRSS y pagina web del proyecto VALUECARE,
con la finalidad de dar visibilidad publica al presente proyecto.

Doy mi consentimiento para compartir mis datos de investigacidon con otras instituciones
cientificas y terceros para futuras investigaciones cientificas, como se indica en la carta
informativa.

Doy mi consentimiento para contactarme después de este estudio para participar en un
estudio de seguimiento.

Nombre del participante:

Numero nacional de identidad:

Cédigo de identificacién:

He recibido una copia de este formulario de consentimiento informado para participar en el
estudio ValueCare. El formulario original se almacenara en Las Naves.

Firma del participante:

Dia/mes/afio: / /

16
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o VNIVERSITAT  DVALENCI Vo Kig
i s Vel ), LAS NAVES gL [ veloce
YO, declaro que tanto

el participante, como su cuidador o familiar, firmaron y aceptaron espontaneamente
su participacion en este estudio.

Nombre de la persona mayor:

Nombre del cuidador 0 familiar (si

corresponde):

También declaro que:

Proporcioné al participante y su cuidador o familiar toda la informacion
necesaria para la comprension de este estudio, sus propdsitos,
procedimientos, posibles riesgos y beneficios.

Confirmé que el participante y su cuidador o familiar entendieron la informacion
proporcionada.

Proporcioné tiempo para la reflexion y la oportunidad de hacer preguntas sobre
el estudio.

No he ejercido ninguna coercion ni he influido de otra manera en su

consentimiento.

Firma:

Fecha: / /

17
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PARTE Ill: FORMULARIO DE REVOCACION

Querido/a Sefior/a,

Ha sido invitado a participar en el estudio VALUECARE, un proyecto de investigacion
europeo financiado con el objetivo principal de lograr una mayor eficiencia en la
coordinacién de la atencién sociosanitaria, a través de la creacion de una herramienta digital

personalizable y basada en resultados para la atencién integral.

Sin embargo, usted se reserva el derecho de interrumpir su participaciéon en cualquier
momento, sin tener que proporcionar una explicacién particular, y sin estar sujeto a ninguna
consecuencia negativa asociada para usted en Las Naves. En caso de que desee ejercer ese

derecho, complete sus datos a continuacion, si es posible, con su propia letra.

YO, SISl ere s sresnsansenns , con el numero de identificacion
........................... , REVOCO el consentimiento previamente prestado para la inclusion de mis
datos en el estudio de investigacion VALUECARE, sin haber recibido ningun tipo de

oposicién o consecuencias indeseables por ello.

Lugar y Fecha

, del de 20

[Si es posible, firme con su propia letra]

El/la Participante:

El/la Persona cuidadora o familiar (si corresponde):
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P | -
| | | |
Country Organization ~ Study Target Participant code
code code group group  (unique for each participant)
code code

Value d

Cuestionario para personas mayores

DECLARACION DE CONSENTIMIENTO INFORMADO PERSONAS MAYORES

* He sido informado completa y exhaustivamente sobre el significado, los objetivos y el alcance de
la sesion de cocreacion/estudio de pre-evaluaciéon/estudio de evaluaciéon de VALUECARE,
asi como sobre los requisitos resultantes o los posibles riesgos e impactos para mi y mi vida.

» Esta informacién fue proporcionada por la Sra.

* He leido/me han leido las paginas informativas anteriores.

* He tenido la oportunidad de hacer preguntas al respecto, y todas las preguntas que he formulado
han sido respondidas satisfactoriamente.

* En consecuencia, puedo confirmar que he entendido la informacién proporcionada.

» Cumpliré con los requisitos necesarios para la realizacion del estudio, reservandome el derecho
a retirar mi participacioén voluntaria en cualquier momento, sin que esto implique consecuencias
negativas.

Doy mi consentimiento para participar voluntariamente en este proyecto de investigacion:
» Declaro mi consentimiento para participar en este estudio.

* Declaro mi consentimiento para el tratamiento de mis datos personales, en concreto, para la
grabacion (incluida la grabacion y transcripcion de la voz de la entrevista), la transferencia y el
almacenamiento de mis datos, como se describe en las secciones 3y 7.

* Declaro mi consentimiento para el intercambio de datos seudoanonimizados con organizaciones
relacionadas con el proyecto VALUECARE durante el periodo de tiempo establecido, segun se
define en el apartado 7.

» Declaro mi consentimiento para la captacion y difusidon de mi imagen, en la pagina web y Redes
Sociales de Las Naves, asi como las RRSS y pagina web del proyecto VALUECARE, con la
finalidad de dar visibilidad publica al presente proyecto.

+ Doy mi consentimiento para compartir mis datos de investigacién con otras instituciones
cientificas y terceros para futuras investigaciones cientificas, como se indica en la carta
informativa.

* Doy mi consentimiento para contactarme después de este estudio para participar en un estudio
de seguimiento.

Nombre del participante:

Numero nacional de identidad: Cddigo de identificacion:

He recibido una copia de este formulario de consentimiento informado para participar en el estudio
ValueCare. El formulario original se almacenara en Las Naves.

Firma del participante: Dia/mes/afo:

/ /

Enero 2022 1 ValueCare-baseline v1 [ |




Instrucciones del cuestionario

* Por favor, responda a todas las preguntas, incluso si parecen ser las mismas: estas preguntas
nos ayudan a ver la situacion de nuevo desde un angulo diferente.

» Marque una respuesta por pregunta. Si es posible marcar mas de una respuesta, se mencionara
para esta pregunta especifica.

* Responda al cuestionario con un boligrafo azul o negro.

» Cuando haya terminado, compruebe que no ha olvidado ninguna pregunta.

Cometer un error

Si selecciona una casilla incorrecta y quiere corregirla, coloree la casilla incorrecta de negro.
Ejemplo: usted es mujer

1 ¢Cual es su género?

Hombre ‘ ‘ ] _ _
Seleccionas una casilla errébnea y quieres corregirla

[ ] Mujer
1 ¢Cual es su género?
Il Hombre
v Corregido: ahora ha respondido que es mujer
Mujer

El texto o los nimeros deben rellenarse dentro de la caja.

2 ;Cuantas tazas de café se tomo ayer?

2 Correcto

- Incorrecto

ValueCare-baseline v1 2 Enero 2022
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Su calidad de vida

(Por favor marque solo una opcion por pregunta)

Exce- Muy
En general... lente buena Buena Regular Mala
A1 .. dirfa que su salud es: [] [] [] [] []
A2 .. diria que su calidad de vida es: [] ] [] [] []
A3 ... ;como calificaria su salud fisica? [] [] [] [] []
A4 ... ;como calificaria su salud mental, incluidos su estado [] ] [] [] []
de animo y su capacidad para pensar?
A5 .. jcomo calificaria su satisfaccion con sus actividades ] [ O 0 [
sociales y sus relaciones con otras personas?
A6 .. califique en qué medida puede realizar sus actividades [ | [ | [ [] []
sociales y funciones habituales.
A7 (En qué medida puede realizar sus actividades fisicas diarias,
como caminar, subir escaleras, cargar las compras
o mover una silla?
Completamente  En sumayoria Moderadamente Un poco Para nada
A8 En los ultimos 7 dias, ;Con qué frecuencia le han afectado problemas emocionales
como sentir ansiedad, depresion o irritabilidad?
Nunca Rara vez Algunas veces A menudo Siempre
[] [] [] [] []
A9 En promedio, ¢{cémo calificaria su cansancio?
Ninguno Leve Moderado Intenso Muy intenso
[] [] [] [] []
A10 En promedio, ¢(cémo calificaria su dolor?
. El peor
Ningin dolor ima-
dolor ginable
0O o o o o o oo o O 0O @O
0 1 2 3 4 5 6 7 8 9 10
Enero 2022 3 ValueCare-baseline v1

197



Debajo de cada enunciado, marque UNA casilla,
la que mejor describe su salud HOY.

A11 Movilidad

No tengo problemas para caminar

Tengo problemas leves para caminar
Tengo problemas moderados para caminar
Tengo problemas graves para caminar

No puedo caminar

A12 Autocuidado

No tengo problemas para lavarme o vestirme

Tengo problemas leves para lavarme o vestirme
Tengo problemas moderados para lavarme o vestirme
Tengo problemas graves para lavarme o vestirme

No puedo lavarme o vestirme

A13 Actividades
habituales

Actividades cotidianas
(Ej.: trabajar, estudiar,
hacer las tareas domésti-
cas, actividades familiares
o actividades durante el
tiempo libre)

No tengo problemas para realizar mis actividades cotidianas

Tengo problemas leves para realizar mis actividades cotidianas

Tengo problemas moderados para realizar mis actividades
cotidianas

Tengo problemas graves para realizar mis actividades
cotidianas

No puedo realizar mis actividades cotidianas

A14 Dolor / Malestar

No tengo dolor ni malestar

Tengo dolor o malestar leve
Tengo dolor o malestar moderado
Tengo dolor o malestar fuerte

Tengo dolor o malestar extremo

A15 Ansiedad / Depresion

B ValueCare-baseline v1
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No estoy ansioso ni deprimido

Estoy levemente ansioso o deprimido
Estoy moderadamente ansioso o deprimido
Estoy muy ansioso o deprimido

Estoy extremadamente ansioso o deprimido
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Su salud y bienestar

B1 (Se siente fisicamente sano?
[] Si [ ] No
B2 ;Ha perdido mucho peso recientemente de forma involuntaria? (6 kg o mas en los

ultimos 6 meses o 3kg 0 mas en el ultimo mes)

[] si [ ] No

¢Ha experimentado problemas en su vida diaria como:

«

No
B3 .. dificultad para caminar? ] [
B4 .. dificultad para mantener el equilibrio? (][]
B5 ... peor audicion? ][]
B6 ... peor vision? ] [
B7 ... pérdida de fuerza en las manos? ][]
B8 ... cansancio? ] [
Componentes psicolégicos: Si AI‘?;T  No
B9 ;Ha tenido problemas de memoria? ] ] [
B10 ;Se ha sentido triste en el tltimo mes? ] [ [
B11 ;Se ha sentido nervioso o con ansiedad? (] [ [
B12 ;Es capaz de enfrentarse a los problemas? [] []
Componentes sociales: Si Ale::a No
B13 ;Vive solo? [] []
B14 ;A veces echa de menos tener gente alrededor? ] [ [
B15 ;Recibe suficiente ayuda de otras personas? [] []

iAlguna vez un médico le ha dicho que usted tiene una o mas de las siguientes
enfermedades o problemas de salud?

(Por favor marque solo una opcion por pregunta)

B16 Enfermedad cardiovascular (por ejemplo, angina, infarto cardiaco o
insuficiencia cardiaca)

B17 Tension arterial alta o hipertension

B18 Enfermedad pulmonar, como bronquitis
cronica o enfisema

B19 Dolor de piernas al caminar debido a la mala circulacion

Enero 2022 5
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(Por favor marque solo una opcién por pregunta)

Si No
B20 Diabetes (Tipo | o Tipo Il) [] []
B21 Enfermedad renal [] []
B22 Enfermedad del sistema nervioso (por ejemplo, enfermedad de Parkinson o [] []

esclerosis multiple)
B23 Enfermedad hepatica [] []
B24 Cancer (en los ultimos 5 afios) [] []
B25 Depresion [] []
B26 Colesterol elevado (a veces denominado hiperlipidemia) [] []
B27 Un ictus o enfermedad cerebral vascular [] []
B28 Artritis, incluida la osteoartritis o el reumatismo |:| |:\
B29 Osteoporosis [] []
B30 Dolor de espalda [] []
B31 Fractura de cadera o fractura femoral [] []
B32 Catarata [] []
B33 Ulcera de estémago o duodenal, tlcera péptica [] []
B34 No tengo ninguna condicion cronica [] []
B35 Otras condiciones, a saber... [] []
¢Con qué frecuencia... Casi nunca A\Igtég:s A menudo
B36 ...siente que le falta companiia? [] [] []
B37 ...se siente excluido? [] [] []
B38 ..se siente aislado de los demas? [] [] []
B ValueCare-baseline v1 6 Enero 2022




Tu funcionamiento fisico

Elija la afirmacion que mas se corresponda con su nivel actual de capacidad.
(Por favor margue solo una opcién por pregunta)

C1 Alimentacion

Soy capaz de comer solo.

Puedo comer solo con la excepcion de cortar la carne, girar
la tapa de un tarro, etc.

Puedo comer solo, pero necesito ayuda para verter la leche,
usar la sal y la pimienta, untar la mantequilla, etc.

Puedo utilizar los cubiertos, pero alguien tiene que ayudarme
activamente durante la comida.

Solo puedo hacerlo con la ayuda de alguien.

C2 Lavarse / banarse

Puedo bafarme en la bafiera o utilizar la ducha por mi mismo.

Necesito supervision por razones de seguridad (entrar/salir
de la bafiera/ducha, temperatura del agua, etc.).

Necesito ayuda para entrar/salir de la bafera/ducha, para
lavarme o secarme.

Puedo colaborar de alguna manera.

Dependo completamente de otros para lavarme.

C3 Aseo personal

(lavarme la cara,
peinarme, cepillarme
los dientes, afeitarme,
etc.)

Soy capaz de cuidar mi higiene personal.

Soy capaz de cuidar mi higiene, requiriendo asistencia
minima.

Necesito ayuda para una o mas tareas de
higiene personal.

Puedo colaborar de alguna manera.

Dependo completamente de los demas para mi higiene personal.

C4 \Vestirse

Enero 2022
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Puedo vestirme solo.

Solo necesito ayuda para ciertas cosas, como cerrar boto-
nes, cremalleras, un sujetador o los cordones de zapatos.

Necesito ayuda para ponerme o quitarme cualquier prenda
de ropa.

Puedo colaborar de alguna manera.

Dependo completamente de los demas para vestirme.
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C5 Control de heces L] No tengo pérdidas. Soy capaz de usar supositorios o pon-
erme un enema si es necesario.
L] Tengo pérdidas ocasionales. Necesito supervision para el
uso de supositorios 0 enemas.
[ ] Necesito ayuda para limpiarme o para usar pafales.
[ | Puedo colaborar de alguna manera.
[ ] No tengo control intestinal.
C6 Control de orina [] Tengo control total de la vejiga (dia y noche)
y / o puedo usar dispositivos (pafiales, catéter o
colector) sin ayuda.
[] Tengo pérdidas ocasionales de orina (de dia o de noche) y / o
necesito asistencia minima para el uso de dispositivos.
L] Tengo pérdidas de orina por la noche y necesito ayuda para
usar los dispositivos.
L] Tengo pérdidas de orina pero puedo colaborar para el uso de
dispositivos.
[] Tengo incontinencia urinaria o tengo un catéter permanente.
Necesito ayuda para usar dispositivos.
C7 Usar el retrete [ ] Puedo usar el bafio solo.
[ ] Necesito supervision para usar el bafio de manera segura.
Utilizo la silla del inodoro de forma independiente, pero no
puedo vaciarla ni limpiarla.
[ ] Necesito ayuda para desvestirme / vestirme y sentarme /
levantarme.
[ ] Puedo colaborar de alguna manera.
L] Dependo completamente de otros para usar el bafo.
C8 Traslado silla/cama |:\ Puedo meterme y levantarme de la cama, la silla o la silla de
Elija la afirmacion que ruedas yo solo.
mas se corresponda [ ] Necesito supervision por motivos de seguridad para el
con su nivel actual de traslado.
capacidad. ) .
[ ] Necesito ayuda minima para el
traslado.
[ ] Necesito la maxima ayuda para el
traslado.
L] Dependo completamente de otros para el traslado.

B ValueCare-baseline v1
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C9 Desplazarse [ ] Puedo caminar solo por mas de 50m con o sin ayuda para
caminar (por ejemplo, bastén, andador).
[ ] Puedo caminar solo por menos de 50m. Necesito supervision
en situaciones peligrosas.
[ ] Ocasionalmente necesito ayuda para el uso de ayudas para
caminar (por ejemplo, bastén o andador).
[ ] Necesito ayuda constante para caminar.
[ ] No puedo caminar, uso silla de ruedas.
C10 Subiry bajar [ ] Puedo subiry bajar escaleras.
escaleras ] ) _
E\ Generalmente no necesito ayuda. Ocasionalmente, necesito
supervision por razones de seguridad.
[ ] Puedo subir y bajar escaleras con ayuda
para caminar.
[ ] Necesito ayuda para subir y bajar escaleras.
L[] No puedo subir y bajar escaleras.
Caidas:
C11 ¢;Tiene miedo a caerse?
No tengo Mucho
miedo miedo
O o o o o o o o O 0O @O
0 1 2 3 4 5 6 7 8 9 10

C12 ;Se ha caido alguna vez en los ultimos 12 meses?
[ ] Si = Porfavor,vayaala pregunta C13
[ ] No = Porfavor, vaya a la pregunta D1

C13 ;Cuantas veces se ha caido en los ultimos 12 meses?
1 vez
2 veces

3 veces

NN

4 0 mas veces

B Enero 2022 9 ValueCare-baseline v1 i
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Estilo de vida

D1 ;Cuanto mide? centimetros

D2 Aproximadamente, ;cuanto pesa? kilogramos

D3 ¢Fuma usted (cigarrillos, puros, puritos o pipas)
en la actualidad?

[] si
[ ] No, nunca he fumado

[ ] No, pero soy exfumador

D4 ;Con qué frecuencia toma alguna bebida alcohdélica?
[ ] +de 4 veces por semana
[ ] 2-3 veces alasemana
[ ] 2-4 veces al mes
[ ] Unavez al mes o menos

[ ] Nuncaen el lltimo afio = Por favor, vaya a la pregunta D6

D5 ;Cuantas consumiciones de bebidas alcohdlicas suele realizar en un dia de
consumo normal?

102
304
506
7a9

10 a mas

DOOodon

D6 Durante los udltimos 7 dias, ¢cuanto tiempo pasé sentado en un dia habil?

horas al dia

D7 Durante los ultimos 7 dias, ¢en cuantos hizo actividades fisicas moderadas como
transportar pesos livianos, andar en bicicleta a velocidad regular o jugar dobles de
tenis? Atencidn, no incluya caminar

[ ] Mas de una vez a la semana
[ ] Unavezalasemana
[ ] Entre unay tres veces al mes

[ ] Casinunca, o nunca
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D8 Ha perdido involuntariamente 4 kg o mas en los ultimos 6 meses

[ ] sSi [ ] No

D9 Ha tenido en la ultima semana menos apetito?

[] si [] No

D10 ¢Puede subir una escalera de 15 escalones hacia arriba y hacia abajo sin tomar un
descanso?
Alternativa: ; Puede caminar fuera durante 5 minutos sin tener que descansar?

[] sSi [ ] No

Su uso de medicamentos

Por favor, conteste las siguientes preguntas acerca de los medica-
mentos que toma: (Por favor marque solo una opcion por pregunta) Si No

E1 ;Toma 5 o mas medicamentos
diferentes?

E2 ;Toma 12 o mas pastillas
al dia?

[]
[]

E3 ;Han cambiado 4 veces o mas sus medicamentos
o las instrucciones sobre como tomarlos en los
ultimos 12 meses?

]
]

E4 ;Es dificil para usted tomar sus medicamentos
segun lo prescrito?

E5 ;Normalmente le receta mas de un médico sus
medicamentos?

E6 ;Recoge usted mismo sus medicamentos de |la farmacia?

E7 ;Le dispensan sus recetas siempre en la misma
farmacia?

I I R B B T B I
I I R O B T B I

E8 ;Sabe para qué toma todos sus medicamentos?

No estoy
Si No seguro

[

E9 ;Toma medicacion para 3 o mas enfermedades
diferentes?

[]
[]

E10 ;Toma alguno de los siguientes medicamentos:
carbamazepina, litio, fenitoina, warfarina, digoxina,

fenobarbital, procainamida, teofilina, quinidine o ] [] []
cualquier otro que le ayude a controlar los latidos del
corazon?
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Cuidado recibido

F1 ¢Ha visitado al médico (de cabecera o especialista) alguna vez en los ultimos
12 meses?

[ ] No [ ] si veces

F2 ¢;Debido a su salud, ;ha tenido ayuda profesional en las tareas del hogar en
los ultimos 12 meses?

[ ] No [ ] si horos por semana, durante semanas

F3 ¢Ha recibido ayuda profesional para su propio cuidado en los
ultimos 12 meses?

[ ] No [] si horos por semana, durante semanas

F4 ;Ha estado ingresado/a en un hospital en los
ultimos 12 meses?

[] No [ ] si dias

Cuestiones generales

G1 Fechade hoy

dd mm vy

G2 ;Se completé este cuestionario con la ayuda de un cuidador?
[ ] No
[ ] Si, cuidador informal (por ejemplo, un familiar, un amigo)

[ ] Si, profesional (de la salud)

G3 (Cual es su edad? afios
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G4 ;Cual es su género?
[ ] Hombre [ ] Mujer [ ] Prefiero no decirlo

[:| Otros, concretamente

G5 ;Cual es su pais de origen?
[ ] Espafa
[ ] Otro pais, nombre

G6 (;Cual es el pais de origen de su madre?
[ ] Espafa
[ ] Otro pais, nombre

G7 ¢Cual es el pais de origen de su padre?
[ ] Espafia
[ ] Otro pais, nombre

G8 ¢Cual es su estado civil?

Soltero

Casado

Convivencia de larga duracién, no casado
Divorciado

Viudo/a

Joonon

G9 (Qué afirmacion describe mejor su forma de vida?
(Marque sélo una casilla.)

[ ] Vivir solo en su propia residencia
[ ] Vivir con la pareja / el conyuge / la familia / los amigos
[ ] Vivir en una residencia de ancianos, un hospital o una residencia de larga duracién
[ ] Otros, a saber
B Enero 2022 13 ValueCare-baselinevl H
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G10 ¢Cual es su nivel de estudios?
(Marque sélo una casilla.)

Sin educacion

Educacion primaria

Educacion secundaria inferior
Educacién secundaria superior
Educacion postsecundaria no terciaria
Educacién terciaria de ciclo corto
Licenciatura o equivalente

Master o equivalente

Oodoooddn

Doctorado o equivalente

G11 ;A cuanto ascienden aproximadamente los ingresos netos
mensuales de su hogar?

Menos de 750€ Entre 2351€ y 2800€
Entre 751€ y 1000€ [ ] Entre 2801€ y 3500€
Entre 1001€ y 1300€ [ ] Entre 3501€ y 4600€
L]
[]

]

Entre 1301€ y 1650€ 4601€ o0 mas
Entre 1651€ y 2000€ No lo sé / prefiero no contestar
Entre 2001€ y 2350€

Dodoon

G12 ;Qué tipos de ingresos recibié su hogar en el Gltimo aho?
(Seleccione todas las casillas que correspondan)

Pensién publica de vejez

Pension de vejez privada (profesional)

Subsidios familiares/por hijos

Ingresos del trabajo (por cuenta ajena o por cuenta propia)

Ofras fuentes de ingresos no mencionadas anteriormente

OJodonon

Ninguna fuente de ingresos

G13 ¢Recibe algun ingreso por su trabajo?
[ ] No = Porfavor, vaya a la pregunta G23

[] si

Las siguientes preguntas se refieren a su situacion laboral. Si no tiene trabajo remunerado,
por favor contintie con la pregunta G23

G14 ;Cual es su ocupacion?
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G15

(Cuantas horas a la semana trabaja? (Cuente sélo las horas que le pagan.)

horas

G16

JCuantos dias a la semana trabaja?

dias

G17

¢Ha faltado al trabajo en las ultimas 4 semanas por estar enfermo? (Cuente solo los
dias de trabajo perdidos en las ultimas 4 semanas.)

[ ] No = Por favor, vaya a la pregunta G20
[ ] Si, he perdido...

dias

G18

¢Ha faltado al trabajo en el periodo anterior a las ultimas 4 semanas por estar
enfermo? (Se refiere al ultimo periodo completo e ininterrumpido en que faltd al trabajo por
estar enfermo.)

[ ] No = Porfavor, vaya a la pregunta G20

[] si

G19

¢Cuantos dias duré este periodo ininterrumpido de
ausencia del trabajo?

dia(s)

Por favor, vaya a la pregunta G23

G20

iHubo dias en las dltimas 4 semanas en los que se vio obligado a realizar menos
trabajo remunerado debido a problemas fisicos o psicolégicos?

[ ] No = Por favor, vaya a la pregunta G23

[] Si

G21

JCuantos dias en las dltimas 4 semanas ocurrié esto?

dias

G22

éCuanto trabajo de media ha podido hacer en esos dias?
Pude
No pude Pude trabajar
trabajar hacer la tanto
en esos mitad del como de
dias trabajo costumbre
o0 o o o o o o o o o O
1 2 3 4 5 6 7 8 9

10
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Cuando se realiza un trabajo no remunerado (por ejemplo, trabajo de cuidados, trabajo
voluntario), también se pueden experimentar problemas fisicos o psicolégicos.
Es posible que no puedas hacer todas las cosas que te gustaria hacer.

Las siguientes preguntas se refieren al trabajo no remunerado.

G23 ¢Hubo dias en las ultimas 4 semanas en los que se vio obligado a hacer menos
trabajo no remunerado debido a problemas fisicos o psicolégicos?

[ ] No = Saltar las ultimas dos preguntas

[] si

G24 ;Cuantos dias en las ultimas 4 semanas ocurrio esto?

dias

G25 Si alguien (por ejemplo, su pareja, un familiar o un amigo) le ayudé durante esos dias,
y él o ella hizo todo el trabajo no remunerado que usted no pudo hacer por si mismo,
icuantas horas de media dedico esa persona a ello en esos dias?

horas

¢Tiene algun comentario con respecto a este cuestionario?

iGracias por completar este cuestionario!
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1. ;POR QUE ATENDER AL FACTOR PSICOSOCIAL DE LA FRAGILIDAD?

La mayoria de las conceptualizaciones que refieren a la fragilidad definen la misma desde un punto
de vista bioldgico, enfatizando en los problemas fisicos que enfrenta la poblacién mayor (Buchner y Wagner

en 1992; Hamerman (1999); Fried et al., 2003; Gobbens et al., 2010).

A pesar de esto, son diversos los autores y estudios que han tratado de definir el sindrome de fragilidad
atendiendo a factores biopsicosociales. En este sentido, Brocklehurst (1985) define la fragilidad como el
riesgo de perder la capacidad para continuar viviendo en la comunidad, comoun “equilibrio precario” entre
el estado de salud y los recursos sociales y sanitarios que se necesitan, pudiendo llevar al individuo a la
institucionalizacidn, la dependencia e incluso la muerte. En esta misma linea, Gobbens et al. (2010),
consideran la importancia de abarcar los aspectos psicoldgicos y sociales, al temer que una definicién
tnicamente centrada en los aspectosfisicos podria conllevar una atencién fragmentada del individuo y, en
consecuencia, la disminucion de la calidad de la atencidn prestada a las personas mayores fragiles. Por ello,
tomando como partida la definicién de la salud de la Organizacién Mundial de la Salud (1948), definieron
la fragilidad como un estado dinamico en el que la persona experimenta pérdidas en uno o mas dmbitos
(fisico, psicoldgico, social), las cuales se producen por la influencia de una serie de variables conllevando

un aumento del riesgo de sufrir resultados adversos.

No obstante, pese a la variabilidad de definiciones, existen algunos aspectos en los que se puede
constatar la existencia de consenso. En primer lugar, en que la fragilidad se encuentra relacionadacon un
estado de alteraciones fisiopatologicas que predispone al anciano que la tiene a presenciarun declive en
multiples sistemas corporales, debido a las alteraciones en la movilidad, equilibrio,potencia muscular,
nutricion, coordinacién motora, resistencia y capacidad de actividad fisica (Soler et al, 2010; Serra-
Rexach,2011; Ramos,2018). En segundo lugar, existe consenso en que la fragilidad constituye un estado de
prediscapacidad o de riesgo de desarrollar una nueva discapacidad desde una situacién de limitacién
funcional incipiente. En tercer lugar, con independencia de la definicién que se utilice, la fragilidad tiende
a desarrollarse de forma escalonada, con empeoramientos progresivos (Lesende et al 2009; Contel et al,
2012). En cuartolugar, la fragilidad es un concepto que refiere a una condicién dindmica y no estatica, es
decir, lomas probable es que cualquier persona mayor no permanezca por largos periodos de tiempo igualde
fragil o vigoroso (Castelblanque y Cunat, 2002; Gobbens et al; 2010). Por tltimo, dado que la fragilidad
responde a un sindrome multicausal, determinado por variables de diferente indole (clinicas,
sociodemogréficas, funcionales, mentales), los autores coinciden en que el reconocimiento clinico de la
fragilidad ha de realizarse a través de la valoracién integral de las personas mayores (Fried et al.,1998;
Cortés et al.,2000; Redin,2002; Orueta et al.,2008; Soler et al., 2010; Ministerio de Sanidad, Igualdad y
Servicios Social, 2013).

Atendiendo a este tltimo aspecto, y como ya se ha mencionado anteriormente, la fragilidad responde
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a un sindrome de etiopatogenia compleja y multifactorial, por lo que la definicién, valoracion e intervencion

de la misma, es incompleta si se aborda exclusivamente de forma unicausal (Zugasti y Casa, 2019).

Por todo lo mencionado anteriormente, el presente protocolo de intervencion psicosocial, como su
propio nombre indica, se centra en atender el caracter multifactorial del sindrome al abordar los dominios
psicoldgico y social en paralelo al resto de itinerarios contemplados (nutricidn, ejerciciofisico y adherencia
al tratamiento farmacolédgico), y por otra parte a su condicién dindmica, en tanto que el objetivo es,
proporcionar un plan de atencion individualizado que permita, segiin el abordaje de las necesidades
psicosociales presentadas en cada uno/a de los/las participantes, paralizar o revertir la condicion de

fragilidad a través de un plan de intervencion integral.

2. VALORACION INICIAL E INCLUSION DE LOS PARTICIPANTES EN ELITINERARIO
PSICOSOCIAL
La identificacién de los pacientes que presentan fragilidad se llevara a cabo en los Centros de Salud
de Atencién Primaria a través de los profesionales sanitarios pertinentes. En este caso, los médicos de
familia serdn los encargados de cribar la fragilidad de aquellos pacientes que tengan 65 aflos 0 mds mediante
la escala Frail (Abellan van Kan et al., 2008). Tras el cribado, podrin ser objeto de inclusién en el plan de
atencién individualizado aquellos pacientes con fragilidad leve o moderada, esto es, que hayan obtenido una

puntuacion > 3 en la escala Frail. De esta manera, los criterios de inclusién se resumen en:
- Tener 65 afios o mis
- Tener fragilidad leve o moderada
- No presentar deterioro cognitivo

De forma posterior, los pacientes que deseen participar en el proyecto deberdn cumplimentar el
consentimiento informado, a efecto de dejar constancia por escrito de su intenciéon de participar
voluntariamente en la investigacidn, tras haber leido y comprendido toda la informacion presenteen el

consentimiento informado (objetivos de la investigacion, beneficios...).

En dltima instancia, se procederd a evaluar la fragilidad para decidir a cudl o cudles itinerarios
(actividad fisica, adherencia a la medicacion, nutricién y apoyo psicosocial) debe de ser destinadocada uno/a
de los/as participantes. En este caso, la toma de decisiones sobre a qué itinerario se deriva cada participante
se realizara en dos fases complementarias. Una primera fase, donde se obtendra la evaluacidn objetiva de
la fragilidad, y de otras variables relacionadas, mediante la utilizacién de instrumentos estandarizados, y
una segunda fase en la que los profesionales sanitarios a la vista de los resultados obtenidos y siendo
conocedores de la historia médica, valoraran la inclusion de los participantes en los itinerarios que més se

ajusten a sus necesidades.

Por lo que respecta a la inclusién de los participantes en el itinerario psicosocial, se incluird ademas la

valoracidn de los trabajadores sociales dado el conocimiento que estos poseen sobre el 4mbito social.
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Para poder cribar de forma objetiva la fragilidad, en lo concerniente a los aspectos psicosociales,y
saber qué pacientes deben ser incluidos en el Itinerario Social, se van a utilizar el Tilburg Fraility Index
(Gobbens et al., 2010) y la escala UCLA 3 Ttem Loneliness Scale (Hughes et al., 2004). La valoracién
obtenida mediante estos instrumentos nos permitird conocer el niimero de personas mayores que presentan

fragilidad biopsicosocial y, por ende, son objeto de participacidn en el itinerario psicosocial.

A continuacidn, se presentan los puntos de corte que determinaran en cada una de las escalas la
existencia de fragilidad psicosocial y/o soledad en las personas mayores, al existir evidencia cientifica de

que los mismos cumplen con los parametros de sensibilidad y especificidad.

De esta manera, el punto de corte en el Tilburg Fraility Index es de >2 para cada una de las subescalas
de fragilidad psicoldgica (puntuaciones de 0-4) y fragilidad social (puntuaciones de 0-3)'. Y para la escala
UCLA (3 items) el punto de corte es de > 6, indicando las puntuacionesde 3-5 la inexistencia de soledad y

de 6-9 la existencia de soledad?.

De esta manera, seran objeto de inclusion en el Itinerario Social las personas mayores que obtengan
una puntuacién >2 en una u ambas de las subescalas del Tilburg Fraility Index (subescala psicoldgica y

subescala social), y/o obtengan una puntuacién > 6 en la escala UCLA de 3 items.

Tabla 1

Cribado de la fragilidad psicosocial segiin puntos de corte por instrumento de evaluacion

Instrumentos Punto de corte
Fraility Tilburg Index
Subescala psicolégica >2
Subescala social >2
UCLA 3 items >6

Fuente: elaboracién propia

De esta manera, tras la identificacion de las personas que presentan fragilidad psicosocial, éstas serdn
derivadas al itinerario de intervencion psicosocial, que se iniciard con la inclusién de cada uno/a de los/as

participantes en dicho itinerario.

El mapa de procesos que a continuacion se presenta, tiene por objetivo plasmar de una manera mads
visual, el procedimiento a seguir para la valoracion e inclusién de los/as participantes en el itinerario de

intervencion psicosocial.

1 Mas informacion en: [Gobbens, R. J., van Assen, M. A., Augustijn, H., Goumans, M., & van der Ploeg, T. (2020).Prediction of
mortality by the Tilburg Frailty Indicator (TFI). Journal of the American Medical Directors Association.]

2 Mas informacion en: [Steptoe, A., Shankar, A., Demakakos, P. y Wardle, J. (2013). Aislamiento social, soledad y mortalidad por
todas las causas en hombres y mujeres mayores. Actas de la Academia Nacional de Ciencias, 110 (15),5797-5801.] y [Shiovitz-Ezra,
S. y Ayalon, L. (2012). Uso de enfoques directos versus indirectos para medir la soledaden la vejez. Investigacion sobre el
envejecimiento, 34 (5), 572-591.]




Figura 1

Procedimiento a seguir para la valoracion e inclusién de los/as participantes en el itinerario

psicosocial

E ITINERARIO PSICOSOCIAL ]

Identificacitm de pacientes
| con fragilided

|

Profesionales Samimrios Cenmos de
Zalnd de Atencion Primari

Ccnine Ceniny de
e Salund Salud
AbBhuz | | SalvaloeFa

Cenm de o Cemms e St | b Conmm
I Salud Salvidor | Repdibi | de Saluid

| Sewesn | | Allemde Jraenisni Chile |

|

Centmr de | | Centm dee
i Sl i Seiuid
| JITE TR |

| Escala FRAILy BARTHEL |

Inchrién om sle

CRITERIGS DE INCLUSIGN

Temer + de &8 alos
Presessar fragilidad leve o moderada, (= 3 enesal FRALL)

Gumphmenmmd&l
Consentimiengy Iyfbrmado

- lv-lnmiandepﬁmﬂunﬁmpumm |
—

- Tilburg Frailey Indicador =2 CICLA 3items

(subescalus peicolégicn y social) bl

Informar & los/las Trabajadores's Socales de los
centros de salud

S

Entrevista motivacional con pacientes para:

- Detectar |35 necesidades psicosocales
- ldentificar la etapa de cambio en la que s2 encuentra |z persoma.

- Facilitar mediznte |z motivacion que |z persona se posicone hada el deseo de
cambio ayudando & explorar y resolver las ambivabencias acerca de la conducta o

habito insana.
- Estzblecer junte con la persona los objetivas a elcanzar en el proceso de cambio
haciz la conducta deseable_

Previo consenso de los objetives mas convenientes para el paciente con elyla Trabajadora
5odal de bos Centros de Salud

Revision de los objetivos imensual?. & establecer junto con los/las trabajzdores/as
sodiakes de kos centros de salud

A continuacion, se presenta de forma detallada, el enfoque a seguir durante todo el plan de




intervencion, y que constituye el pilar base de la interaccién profesional-paciente, seguido del
protocolo de actuacién para cada una de las fases que componen el plan de intervencion

psicosocial.

3. ENFOQUE BASE DE UN PLAN INDIVIDUALIZADO DE ATENCION: *“LA
ATENCION CENTRADA EN LA PERSONA”

La relacién entre el sistema sanitario y el paciente ha cambiado significativamente, pasando
de una dindmica en la que el paciente era un sujeto pasivo a ser un participante activo.
Anteriormente, la relacién médico-paciente se caracterizaba por la dominancia del médico, quien
tomaba las decisiones de tratamiento esperando la aceptacion pasiva del paciente (Rodriguez,

Dackiewicz y Toer, 2014).

Hace aproximadamente 40 afios, se empezd a cuestionar esta relacidn asimétrica para
fomentar una participacién mds activa y autéonoma del paciente y mejorar la interaccién entre
ambos. En 1969, Enid Balint introdujo el concepto de “centrada en el paciente”, describiendo la
necesidad de tratar al paciente como un individuo dnico (Lipkin, Quill y Napodano, 1984).
Posteriormente, en 2001, el Instituto de Medicina de Estados Unidos definié la atencidn centrada
en el paciente como fundamental para la calidad y seguridad en la atencién, destacando la
colaboracién entre profesionales, pacientes y sus familias, y priorizando las preferencias,
necesidades y valores del paciente en la toma de decisiones clinicas (Baker, 2001; Ekman et al.,
2011).

Este enfoque ha evolucionado hacia la "atencion centrada en la persona”, que reconoce al
paciente como un ser integral con creencias y practicas propias de su contexto (Ekman et al.,
2011b). Morgan y Yoder (2012) describieron esta atencién como un enfoque holistico que respeta
y individualiza la atencién, empoderando al paciente para participar en las decisiones sobre su
cuidado. Autores como Nolan et al. (2004), McCormack (2004) y Brooker (2013) destacan la
importancia de reconocer a cada persona como un ser singular, favoreciendo su autonomia y su

interdependencia con el entorno social.

En este modelo, el paciente tiene un rol activo y discute con el profesional de la salud sobre
las opciones de intervencién, colaborando en el proceso y asumiendo el liderazgo del mismo
(Instituto of Medicine, 2001; de Silvia, 2014). La participacién activa del paciente permite adaptar
y ajustar la atencidn, optimizando los servicios y resultados al ofrecer tratamientos adecuados en

¢l momento y lugar oportunos (Mcmillan et al., 2013; Caro et al., 2019b).

En resumen, la participacion del paciente desde el inicio de la atencidn es esencial para

determinar los resultados que le importan, colaborando en la reflexidon sobre su proceso




terapéutico y ayudando a recopilar los datos necesarios para evaluar los resultados en cada fase

(Barrubés et al., 2019e).

4. PROFESIONALES ENCARGADOS DEL DESARROLLO Y SEGUIMIENTO DEL
ITINERARIO SOCIAL

En cuanto a los y las profesionales encargados del desarrollo y el seguimiento del Itinerario
Social dirigido a las necesidades psicosociales de las personas mayores que presentan fragilidad,

se encuentran expertos en trabajo social, psicologia y medicina.

La base del trabajo desarrollado por los y las profesionales se centra en el enfoque
interdisciplinar, mediante el cual, los y las profesionales aportan desde las diferentes disciplinas
cientificas, los conocimientos que, dentro de su campo, son necesarios para una compresion

global de nuestro objeto de estudio.

Se genera asi un espacio de comunicacién e interaccion donde los y las profesionales
desarrollan acciones de forma conjunta, abordando el sindrome de fragilidad de un modo integral,
pues, no olvidemos que la fragilidad responde a un sindrome complejo, dinimico y multifactorial,
donde convergen necesidades fisicas, nutricionales, psicologicas, sociales... que han de ser, por
tanto, abordadas por los conocimientos y métodos cientificos necesarios para atender la

globalidad que caracteriza a la fragilidad.

En definitiva, la condicidn de fragilidad sobrepasa los limites de una tnica disciplina, por lo
que la interdisciplinariedad nos permite proporcionar una valoracién y atencion integral de la

misma.

5. PLAN DE INTERVENCION PSICOSOCIAL
5.2 PRIMERA FASE: DETECCION DE NECESIDADES PSICOSOCIALES

A través de este protocolo se pretende, como se ha mencionado con anterioridad, abordar la
fragilidad psicosocial de acuerdo al enfoque de atencién centrado en la persona. Desde esta
perspectiva, se persigue la deteccion de las necesidades psicosociales, a través de la realizacion
de diferentes acciones, que promuevan procesos de intervencion social basados en la participacién
activa-constructiva y el empoderamiento por parte de las personas mayores, donde se logre una
interaccion profesional-paciente de cardcter simétrico. En definitiva, la base de la participacion

del presente protocolo parte de los principios que definen la “atencidn centrada en la persona”.

Debido a que se pretende abordar la fragilidad desde su cardcter multifactorial, es importante
enfatizar en la influencia que los diferentes comportamientos y actitudes que adoptan las personas

mayores en este periodo del ciclo vital, pueden tener sobre la mejora o el empeoramiento de la
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condicidén de fragilidad. Diversas teorias socioldgicas que persiguen explicar esta etapa del ciclo
vital, mediante una descripcién de modelos en base a cudles son los comportamientos de las
personas mayores en la vejez, hacen alusién a como las personas mayores muestran una actitud

en ciertas ocasiones, contraria a los cambios o adversa ante la modificacion de su estilo de vida.

A través de la teoria de la desvinculacidn explicada por Cumming y Herny (1961) se
considera que en la tercera edad existe un retraimiento tanto por parte de la sociedad como del
individuo, en donde las personas mayores se van distanciando de sus relaciones sociales y reducen
sus roles mds activos. Y, simultineamente, la sociedad contribuye a esta situacion, pues niega la
posibilidad de participacion de las personas mayores. Por ejemplo, en la sociedad actual, las
personas mayores pierden su valor al no poder contribuir en la productividad econdémica del pais,
algo esencial al encontrarnos en una sociedad capitalista, por lo que el valor y la participacién que
se les otorga a las personas mayores depende en gran medida de su personalidad y de cémo sean
considerados por la sociedad. Asi mismo, Rodriguez (1994) hace alusidn a la teoria de los roles
en tanto que, en la etapa de la vejez, las personas sufren una pérdida de roles experimentando por

ello una disminucién de las expectativas (Montoro, 2007).

Como podemos observar través de estas dos teorias socioldgicas, las personas mayores
pueden mostrarse contrarias a efectuar cambios cuando estin en esta etapa del ciclo vital,
contribuyendoen gran medida la sociedad a que se produzca esta situacioén. Es por ello que se
justifica la necesidad de utilizar la entrevista motivacional, por su reconocida capacidad para
propiciar la recuperacién, aparicion y el mantenimiento de actitudes y comportamientos

saludables en personas con hébitos y actitudes insanos.

La entrevista motivacional fue descrita por primera vez por Miller en el afio 1983,
constituyéndose como un enfoque de terapia, cuyo objetivo era tratar la ambivalencia hacia el
cambio. Supone una nueva forma de abordar la situacion basada en la escucha activa, para
disminuir la resistencia presentada por el paciente y aumentar asi la motivaciéon del mismo
(Prochaska et al., 1986)

Los principios de 1a Entrevista motivacional (en adelante EM) se resumen en los siguientes

(Bundy, 2004;Lizarraga y Ayarra, 2001; Flores y Castellanos, 2012):

- En primer lugar, expresar empatia: la empatia es la capacidad del profesional para
ponerse en la situaciéndel otro, como acto de reconocimiento de este como sujeto
parecido con el que se comparten elementos comunes (Olivera, 2011), lo cual es clave

para fomentar el cambio en la persona (Lizagarra y Ayarra, 2001).

- Por otro lado, desarrollar la discrepancia: ¢l objetivo es conseguir que la persona

reconozca donde se encuentra y donde le gustaria estar con respecto al comportamiento o




habito a modificar. Es por ello que este principio tiene como base identificar y reconocer
por parte del paciente la disonancia entre el hdbito o conducta insana y las metas y valores

que realmente le importan (Ovejero, 1993).

- El siguiente principio consiste en evitar argumentar y discutir con el paciente sobre la
conveniencia o utilidad de un cambio, ya que esto puede favorecer la resistencia
(Lizarraga y Ayarra, 2001).Y, por ultimo, apoyar y fomentar el sentido de la
autoeficacia: en este sentido, las expectativas de autoeficacia percibidas refieren a las
creencias que tiene una persona, de poseer las capacidades necesarias para llevar a cabo
las acciones que le permitan obtener los resultados deseados (Bandeura, 1995). Por ello,
creer en la posibilidad de cambiar es un aspecto motivacional imprescindible, ya que tiene
una gran influencia en la capacidad para iniciar y mantener una nuevaconducta (Lizagarra

y Ayarra).

Mediante estos cinco principios la EM trabaja la ambivalencia al cambio presentada por el
paciente, permitiendo dichos principios guiar al mismo desde una atmésfera colaborativa,

evocativa y favorecedora de su autonomia (Pifieiro, Miguez y Becofia, 2010).

Por otra parte, diferentes autores han definido las estrategias necesarias para crear una
atmosfera adecuada, que favorezca la comunicacién fluida con la que se conseguird explorar la
situacion enla que se encuentra el paciente, evitando la resistencia al cambio. De esta manera,
autores como Figlie y Guimaraes (2014), Becoiia y Cortes (2016), Miller y Rollnick (1991), Liras
(2014) y Lizagarra y Ayarra (2001) definen las siguientes estrategias: En primer lugar, solicitar
un permiso previo al abordaje de cualquier tema, en segundo lugar, hacer preguntas de respuesta
abierta, en tercer lugar, utilizar la escucha reflexiva y el reflejo, (mediante la repeticidn, el
refraseo, el parafraseo, el sefialamiento emocional y los silencios), en cuarto lugar, hacer

resdmenes y, por Ultimo, el afirmar- refuerzo positivo.

Asi mismo, la EM retoma el modelo transtedrico (en adelante MT) de etapas de cambio de
Prochaska y DiClemente (1983), con el objetivo de identificar en qué fase o estadio de cambio se
encuentra la persona y detectar las necesidades psicosociales, como base para poneren marcha las

actuaciones que propicien dichos cambios en el comportamiento.

Las etapas de las cuales se compone el MT son las siguientes (Cabrera, 200; Becofia y
Cortés, 2016; Lizagarra y Ayarra, 2001; Alvarez, 2008; Prochaska y Velicer, 1997; Chen et al,
2020; Nakabayashi et al, 2020; Rondon y Reyes,2019):

- Estadio o etapa de pre-contempacion: en esta fase la persona no contempla el problema
existente, no se cuestiona su situacién y por lo tanto no tendrd la intencién de tomar

medidas que posibiliten un cambio en su comportamiento de riesgo para la salud.
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Generalmente el tiempo de duracidn, segin Cabrera (2020) es de 6 meses.

- Estadio o etapa de contemplacion: En esta fase, las personas son conscientes de las
consecuencias negativas de sus comportamientos, y empiezan por tanto a percibir ciertas
ventajas de cambiar. El fendmeno denominado como procrastinacién o contemplacién
cronica se produce cuando frente a la intencidén de realizar una tarea existe la falta de
diligencia para empezar a desarrollarla (Diaz, 2019). El tiempo de permanencia en esta
etapa varia en funcidn de los autores. Segun Mayor (1995), en esta etapa la persona puede
permanecer hasta 6 meses, mientras que Cabrera (2000) considera que puede alargarse

hasta 2 afios.

- La etapa de determinacion hacia el cambio o preparacion para la accion. En esta
etapa la persona se propone firmemente el cambio, considerando que los beneficios
superan los perjuicios de mantener la conducta insana. Segiin Cabrera (2000) la

preparacion para el cambio puede durar en torno a 30 dias.

- Etapa o estadio de accion de cambios. En esta etapa la persona ha hecho modificaciones
especificas en su estilo de vida, ha tomado activamente medidas para cambiar. Es
importante que el profesional proporcione ayuda emocional en tanto que retomar por
parte del paciente el control de su vida es un momento estresante. Segtin Cabrera (2000),

el periodode tiempo en esta etapa oscila entre 1 y 6 meses.

- Etapa o estadio de mantenimiento. El objetivo en esta etapa es concentrarse
activamente para mantener el cambio evitando la tentacién por volver al comportamiento
modificado, es decir, previniendo una recaida. Segtin Cabrera (2000), la persona en esta

etapa se encontrard en un periodo de tiempo entre 6 meses y 2 aflos.

- Etapa o estadio de recaida: Pese a que originalmente la recaida constituia una de las
etapas del modelo original (Prochaska y Diclemente, 1983), en enunciaciones mas
recientes no se considera como una etapa como tal sino como una transicion en la que las
personas que se encuentran en la etapa de mantenimiento o accidn, regresan a etapas
anteriores (Lipschitz et al; 2015). Las recaidas se constituyen como un fenémeno normal
y frecuente en el cambio de comportamientos arraigados, donde, no obstante, es

importante distinguir entre una recaida mantenida y una ocasional.

Algunos autores como Prochaska y Velicer (1997) y Cabrera (2000), mencionan una séptima

y ultima etapa que definen como “terminacién”™. Etapa que la persona alcanzaria cuando tiene un
100% de confianza en el nuevo comportamiento, de autoeficacia ante situaciones que antes era

tentadoras, como si nunca antes hubieran presentado la conducta insana.
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5.1.1. MODELO DE ENTREVISTA MOTIVACIONAL

A continuacidn, se presenta el formato de entrevista motivacional, mediante el cual, a través

del uso de las estrategias y herramientas anteriormente mencionadas, se pretende lograr:

- Detectar las necesidades psicosociales que presenta la persona.

- Conocer la etapa de cambio en la que se encuentra la persona.

- Facilitar mediante la motivacion que la persona se posicione hacia el deseo de cambio
ayudando a explorar y resolver las ambivalencias acerca de la conducta o habito insano.

- Establecer junto con la persona mediante un proceso de negociacion profesional-

paciente los objetivos a alcanzar en el proceso de cambio hacia la conducta deseable.

Para facilitar la comprension del proceso, se ha disefiado una entrevista motivacional a partir
de un caso en concreto, que nos servird de modelo al contemplar cémo se ha de actuar ante las
diferentes respuestas que nos pueden proporcionar las personas mayores, segin la etapa de

cambio en la que se encuentren.

MODELO DE ENTREVISTA MOTIVACIONAL 8 . .
Color marrén: entrevistadora

Color azul: persona mayor
1. Inicio de la entrevista y deteccion aproximada de necesidades

1.1 1.1 La entrevistadora se presenta y de forma breve y sencilla recuerda al paciente el motivo de la
entrevista.

- Buenos dias Margarita, soy Mirian, una de las personas encargadas del proyecto que
estamos llevando acabo. Sile parece bien, le voy a recordar lo que vamos a hacer durante
este tiempo...

1.2 Solicitar permiso para iniciar el abordaje del tema en cuestién: Esto va a permitir, por una parte,
establecer un clima de confianza basado en el respeto a la autonomia del paciente y, por otra parte,
poder realizar una primera aproximacién a las necesidades psicosociales que presenta la persona.

- ¢ Le parece un buen momento ahora para hablar sobre como se encuentra?
Si la respuesta es negativa: U

- ¢ Cudndo le viene mejor que nos reunamos para hablar?
Si la respuesta es positiva: U

2. Deteccion de necesidades e identificacion de la etapa en la que se encuentra la persona

2.1 Utilizacién de preguntas de respuesta abierta: van a permitir a la persona mayor expresar tanto
como sea posiblelo que siente, y con ello que pueda aumentar la percepcion sobre su situacién. Esta
informacidon espontinea que nostransmite el entrevistado nos va a permitir ademds comprender cémo
se encuentra la persona desde el inicio de la relacién profesional-paciente.

Este es también un bueno momento para conocer cudles son los gustos de la persona. Un
conocimiento de lo que lapersona disfruta hacer en su dia a dia no va a permitir establecer objetivos
orientados a sus preferencias.

- Muy bien Margarita, pues como le he comentado me gustaria saber como se siente...

- JHay algo le preocupe? / ;En qué puedo ayudarte? / ; Qué aspectos de tu salud son los
que mds te preocupan? / ;qué es lo que hace en su dia a dia/ ; Hay alguna actividad que
antes realizaba y ahora ya no? / ;En qué invierte su tiempo libre? ;cudles son sus
pasatiempos favoritos (coser, cocinar, pintarse las ufias, ver sdlvame, leer novelas...)?

2.2 Utilizaci6n del reflejo: devolver a la persona la informacién que nos ha proporcionado sin emitir
valoraciones, mediante frases afirmativas, va a permitir que se dé cuenta por si misma de si hay algo
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que quiera destacar, algo quehaya olvidado mencionar.

= Sile he comprendido bien Margarita, dice que se siente sola, que no tiene motivacion
por relacionarsecon sus amigas (Parafraseo)

- Parece que esto de lo que estamos hablando te pone un poco triste/ te emociona...
(Seitalamientoemocional)

- Entonces dice que le encanta hablar con su amiga Loli por teléfono (Refraseo)

3.Deteccién de la etapa de cambio en la que se encuentra la persona

3.1 Preguntas sobre el hébito saludable: De esta manera, previo establecimiento del objetivo vamos
a remarcar laimportancia de realizar X actividad.

- Entiendo Margarita, y ;sabe lo importante que es que usted salga y se relacione como lo hacia
antes?

Respuesta negativa

- No, en casa tampoco se estd mal, hay muchas personas de mi edad que se quedan
viendo la tele bien agusto.

La persona se encuentra en la etapa de pre-contemplacién: Desconocimiento de los riesgos
que para su salud tiene el hecho de haber dejado de salir y mantener el contacto social, y a
su vez, desconocimiento delos beneficios que esta practica comporta para su salud.

Respuesta positiva sobre el conocimiento del riesgo v los beneficios referentes a X, pero
negativa al cambiopor desmotivacién

= 80, pero no me apetece salir, antes si que me arreglaba y quedaba, pero ahora no me apetece.
Etapa de Pre-contemplacion, pero en este caso porque la persona se encuentra desanimada
para realizar cambios.

Resaltar los beneficios de la conducta saludable

- Pues Margarita sabe usted que cuando las personas se relacionan, salen a la calle con sus
amigas, tomanel sol, hacen la compra y realizan diferentes actividades en su dia mejora
su bienestar psicologico, se encuentran mds positivas y son capaces de afrontar situaciones
de mayor complejidad, v, ademds, descansan mejor durante la noche.

Introduccion del posible objetivo

- Margarita, ;Qué le parecia llamar a su amiga y quedar con ella para tomar un café? Me
habia dicho queuna de las cosas que mds le gustaban es el café que hacen en el bar al que
van, y asi de paso se ponen aldia.

Respuesta procrastinadora:

- Si, cuando quedo con ella me siento bien, nos contamos todo, pero esta semana creo gue no
saldré que nohe ido a la peluqueria, mejor lo dejamos para la semana gue viene
Etapa de contemplacién: Conocimiento de los beneficios de mantenerse activa y
relacionarse con su entorno, pero continta percibiendo desventajas para el cambio, lo que
provoca que experimente ambivalencia y no asuma el compromiso especifico para cambiar.

Resolucion de la ambivalencia mediante la acentuacion de los beneficios de la conducta saludable,
la reduccion decosto y el fomento de la autoeficacia.

- Ya veo a Margarita que disfruta mucho cuando sale vy queda con su amiga, (Refraseo)
(v qué es lo quemds les gusta hacer cuando guedan? (acentuar los beneficios de la
conducta saludable)

- Pero por lo de la pelugueria no se preocupe Margarita, ahora mismo podemos llamar
para coger cita(reduccion de costos)

- Entonces Margarita, yo estoy segura de que podria ir a la peluqueria esta semana y asi
de paso puedeguedar con su amiga, le enseiia el corte de pelo vy se ponen al dia...
(fomentar la autoeficacia)

Introduccion del posible objetivo

- Entonces Margarita, le parece si llamamos a la pelugueria y asi el miércoles puede
quedar con su amigay va liene el pelo arreglado ...
Respuesta afirmativa:

- 80, la verdad es que no quedo con ella tanto como lo hacia antes, pero una vez a la semana
si que me gusta salir y hablar con ella de como estdn nuestros hijos, nuestros nietos....
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Etapa de accién: importante apoyar el cambio y el sentido de la autoeficacia, para
posteriormente poder avanzar progresivamente hacia el establecimiento de nuevas metas.
Asi mismo, conocer los motivos por los que no realiza X tanto como antes y buscar
alternativas.

- Claro que st Margarita, me parece muy bueno que continiie saliendo y disfrute con su
amiga. Pero,
Jporque ya no sale tanto como antes? ...si me ha dicho que disfruta mucho con ella y se ponen
al dia de
todo.

- Pues es que como esta lo del COVID prefiero quedarme en casa que es mds segitro.

- Ya entiendo Margarita, gue no quiere salir mds porque tiene un poco de miedo...
Introduccién del posible objetivo

- JY ha pensado en la posibilidad de llamarla por teléfono?, asi no tiene que salir a la
calle, pero puedecontinuar manteniendo el contacto con ella, por ejemplo, si llama una
tarde a la semana.

4. Aclaraciones finales

Tras haber definido los objetivos, cerraremos la entrevista recordando a la persona que cuando
cumpla X accién debe acordarse de notificarlo en la Tablet. ..

- Margarita recuerde que cuando vaya a ver a su amiga, luego tiene marcar en la Tablet que eso ya
estdhecho...
5. Cierre la entrevista

Agradeceremos a la persona el tiempo que nos ha dedicado y solicitaremos permiso para contactar
con ella a las dos semanas para realizar el seguimiento.

- Pues Margarita, muchas gracias por todo, he disfrutado mucho hablando con usted... ;le parece bien
que le llame en dos semanas y asi hablamos sobre cémo le estd yendo?

5.2 ESTABLECIMIENTO DE OBJETIVOS A ALCANZAR POR LA PERSONA
MAYOR

Tras la evaluacion de la fragilidad psicosocial es momento de dar respuesta a las
necesidades psicosociales presentadas por las personas mayores. Para ello se estableceran los
objetivos mediante el disefio de los mismos de forma conjunta entre la persona mayor y el

profesional, a través de la realizacidén de la entrevista motivacional.

Como se ha podido observar a lo largo del desarrollo del plan, tras la evaluacién objetiva
mediante los instrumentos de cribado y la valoracion del profesional sanitario y social, los
participantes incluidos en el itinerario psicosocial nos proporcionaran mediante la entrevista
motivacional la informacion necesaria para el posterior establecimiento de objetivos (necesidades

psicosociales, etapa de cambio en la que se encuentra...).

Asi mismo, y siguiendo la base del enfoque por el que se rige la atencion centrada en la
persona, el establecimiento de los objetivos perseguird obtener la participaciéon de la persona
mayor en la ejecucién y planificacién de los mismos, para alcanzar un resultado que integre los
intereses de la persona, en cuanto a su percepcion subjetiva, teniendo presente resultados objetivos

obtenidos en el cribado de la fragilidad psicosocial.
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En cualquier caso, los objetivos serdn claros, concisos y alcanzables, para facilitar la

consecucion de los mismos, en el tiempo estimado.

5.3 SEGUIMIENTO DE LOS OBJETIVOS

Dado que los/las profesionales tendrdn acceso a la plataforma digital podrédn observar el plan
personalizado de cada uno/a de los/las pacientes y el cumplimiento o no de los objetivos por parte
de los mismos en base a las respuestas marcadas en la APP. Asi mismo, se efectuardn mediante
dicha APP recordatorios/ avisos semanales para recordar y motivar a las personas mayores en el

alcance de los mismos.

Mediante este seguimiento se comprobara si las personas estdn actuando en la consecucion
del objetivo establecido, y, en el caso que la persona presente dificultades o inconvenientes para
el alcance del mismo, se consideraran los motivos (falta de motivacion, demasiada dificultad...),
y se trataran junto con la persona para eliminar los obsticulos presentados para su alcance. En
este caso, los profesionales a cargo realizaran dicha labor via telefénica, y en el caso de que la

situacion lo permitiera, podria complementarsea través de visitas domiciliarias.

Posteriormente, tras la finalizacion del mes y habiéndose cumplido los objetivos, se
procederd a aumentar la complejidad de los mismos o se introducirdn nuevos objetivos, que
podran ser sumados a los existentes. En este sentido, la entrevista motivacional nos permitira
conocer como se ha sentido la persona durante el cumplimiento del objetivo y concretar junto a ella

los siguientes objetivos a alcanzar

Los profesionales a cargo de la realizacién del seguimiento realizaran dicha tarea via
telefonica, dado que la situacién derivada de la pandemia con el COVID-19 no hace posible la
realizacién de un seguimiento presencial. En el caso de que la situacién lo permitiera, podria
complementarse a través de visitas domiciliarias. Puesto que los profesionales tienen acceso a la
plataforma digital, podrin observar si se estd llevando a cabo el cumplimiento de los objetivos en
base a las respuestas marcadas en la APP por parte de las personas mayores. Asi mismo, se
efectuaran mediante dicha APP recordatorios/ avisos semanales para recordar y motivar a las

personas mayores en el alcance de los mismos.

Mediante este seguimiento se comprobard si las personas estdn actuando en la consecucion
del objetivo establecido, y, en el caso que la persona presente dificultades o inconvenientes para
el alcance del mismo, se consideraran los motivos (falta de motivacion, demasiada dificultad...)

y se trataran junto con la persona para eliminar los obsticulos presentados para su alcance.

Posteriormente, tras la finalizacién del mes se modificara el plan de intervencién de acuerdo

al grado de cumplimiento de los objetivos. Se procederd asi a aumentar o disminuir la complejidad
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de los mismos o se introducirdn nuevos objetivos, que podrin ser sumados a los existentes. En
este sentido, la entrevista motivacional nos permitird conocer cdmo sha sentido la persona durante

el cumplimiento del objetivo y concretar junto a ella los siguientes objetivos a alcanzar.

A continuacion, se refleja el proceso relativo al seguimiento de los objetivos a través de un

mapa conceptual, con el objetivo de facilitar su comprension de una forma mads visual.
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Abstract: LTC and socio-economic deprivation of families are two relevant issues in international
debate. The economic or time investment made by families in caregiving has an impact on the
socio-economic status of family members in terms of economic means and social inclusion. This study
analyzes the practices that are supported by home LTC, examining their characteristics, identifying
their strengths, weaknesses, drivers, and barriers, as well as identifying social innovation aspects.
The study provides a qualitative interpretative comparison of 22 practices from eight countries,
representing the four LTC care models existing in Europe. Cross-studies aid in the development of
sustainable policies. The study highlights the differences and similarities between selected practices.
The results indicate the effectiveness of integrative and coordination strategies at the macro, meso,
and micro levels for the development of supportive policies for family members with burdens of care.
Nevertheless, the results underline the lack of a genuine focus on families” socio-economic support
for providing care. The partial support provided by compensatory cash benefits or unpaid care leave
schemes partially addresses the difficulties of familial burden of care. The study recommends that fair
economic compensation and social security benefits be incorporated into innovative and sustainable
strategies for supporting caregiving in LTC and welfare schemes.

Keywords: older people; families; long-term care; welfare systems; informal care; socio-economic
support; policies; comparative study

1. Introduction

Population aging is one of the most significant challenges today. According to the
World Health Organization [1], by 2050, the proportion of the world’s population aged
60 years or over is expected to nearly double from 12% to 22%, reaching 2.1 billion older
adults, while the number of people aged 80 years or older is expected to triple in the same
period, reaching 426 million. The international economic crisis of the last two decades
has highlighted the risks of poverty and socio-economic deprivation in Europe [2,3]. The
significance of these issues has been further intensified by the recent COVID-19 pandemic.
Containment measures for COVID-19 had a detrimental effect on global economic growth
and productivity, increasing the risk of poverty and social deprivation [4].

Moreover, the vulnerability associated with the aging process was exacerbated during
confinement. Older adults are seen as a high-risk group for the SARS-CoV-2 (COVID-19)
disease [5]. Data indicate that the over-65 population accounts for 80% of hospitalizations
and faces a 23-fold increased risk of death compared to those under 65 years of age [6].
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Social isolation, as a primary measure for preventing the spread of COVID-19, resulted in
an increase in informal caregiving provided by families [7].

The challenge for policymakers is to address population aging and the increasing num-
ber of frail older people in need of long-term care, while also taking into account the impact
on families in terms of their social inclusion and risk of socio-economic deprivation [8].
In addition, despite the fact that relatives continue to be the main caregivers for elderly
people in a state of dependency [9], changes in demographic and social patterns may lead
to a decrease in family support, which is typically the most critical source of support for
older adults in a state of dependency in most systems [10,11].

Over the last decade, the international debate has emphasized the importance of home
care in promoting social innovation (SI) in LTC because living at home supports the quality
of life of older people while improving the efficiency of care provision [12]. The literature
underlines how caregiving intersects with the gender issue, increasing its relevance as a
social inclusion topic: women are the primary informal carers [13,14]. Moreover, caregivers’
financial well-being, employment and, indirectly, their financial income may be negatively
affected, increasing the risk of poverty [15]. The different European LTC models are
distinguished by their internal balance of formal and informal care provision [16]. European
LTC systems are being put to the ultimate test by sociodemographic and social changes,
as well as welfare austerity, as a result of the international economic and public health
crisis [17-19]. In 2017, Mosca and colleagues emphasized the relevance of cross-studying
existing policies in order to build a new sustainability strategy for the European LTC
system [20]. The purpose of this article is to analyze a sample of practices in Europe that
support the long-term care system in order to examine its innovative aspects to counter the
risk of socio-economic deprivation of the elderly and their families. The study takes part in
the framework of the “Socio-Economic deprivation related to the effect of the presence of
dependent older people: strategies for Innovative Policies in Europe” (SEreDIPE) project,
realized thanks to the Marie Curie Individual Fellowship (g.a. 2019-888102), aims to
analyze the effects of older people’s care needs (aged 65+ years) on their family units’
socio-economic conditions. The SEreDIPE project’s conceptual framework recalls how
families with dependent older people often invest in care-giving by directly purchasing
care provisions, such as those provided by Migrant Care Workers (MCW), or by providing
informal care, even at the expense of available working hours [21]. Both strategies may
have an effect on the family member’s socio-economic status in terms of economic resources
and social inclusion [22]. The literature underlines how an LTC system relying on informal
care and migrant care work is neither equitable nor sustainable [13,14].

The study begins by identifying the main characteristics of selected policies, includ-
ing whether the policies” stated objectives explicitly include support for beneficiaries’
socio-economic conditions. Additionally, the study proposes the analysis of strengths,
weaknesses, drivers, and barriers to policies. Finally, this investigation enables us to
denote which policies meet one or more of the social innovation requirements for LTC.
In accordance with the SEreDIPE project’s recommendations, this study collects policies
from eight European countries representing the four LTC care models existing in Europe:
Italy and Spain to describe the family-based care regime; Germany and Austria for the
mixed-care regime; the Netherlands and Finland representing the universal care regime;
and Romania and Poland for the transition countries’ care regime [23]. The recent litera-
ture focuses the attention on innovation on LTC [12,23] national case studies [10] or on a
specific typology of policy [13,14,17]. This study contributes to the literature by offering an
overview of the innovative characteristics of policies supporting families providing care
from a comparative perspective.

2. Materials and Methods

This study uses a qualitative methodology to examine existing practices in Europe
that address the care of people over 65 years of age, who are in need of long-term care, and
are in a state of dependency.
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A descriptive interpretative approach was applied in order to provide an in-depth
understanding of relationships between policies supporting home LTC and the risk of socio-
economic deprivation for families. The comparative qualitative approach was deemed the
most appropriate for capturing the specific characteristics of each in the good practices
while allowing researchers to embrace their own disciplinary orientation [24].

The study identified policies from eight European Union countries (Germany, Poland,
Romania, Austria, Italy, Spain, Finland, and The Netherlands), representing the four Eu-
ropean LTC systems. Two main selection criteria were adopted: (a) The initiatives must
participate in the studied country’s LTC policies; (b) The initiatives must also strive to
directly or indirectly mitigate the risk of socio-economic deprivation of the care recipi-
ent and/or his family caregiver. The selection excludes formal home care services and
residential care because they are not innovative forms of services.

Multiple sets of searches were conducted from June to September 2021 to cover
the cases of countries included in the study. A set of keywords were used to select the
practices for each of the eight studied countries: LTC policies, home care, informal care,
and cash benefits. The search was mainly carried out in English, but also in the national
languages to ensure collection accuracy and to find each country’s specific legislation or
policy documentation.

Two of the authors (M.ES., G.C.) provided native speaker translations of the keywords
and data in Italian and Spanish. DeepL, a machine translator which is considered by the
literature as a tool providing adequate translations for content qualitative analysis [25,26],
was used to translate English to German, Finnish, Romanian, and Polish. The translation of
collected documentation followed the same procedure based on the automatic translation
by DeepL, from national languages to English. The Italian and Spanish translations had
integrative checked by the above-mentioned native speaker authors.

In addition, the reading of available European research reports from the last five years
(e.g., “European network on long-term care quality and cost-effectiveness and dependency
prevention”, and the project Mopact—Mobilizing The Potential of Active Ageing in Europe)
was incorporated into the search for good practices.

A total of 22 practices were included in the study. Data collection was completed
in English following a double stage of descriptive and analytic summarization of data
on initiatives. To begin, each policy was summarized by its descriptive form, including
eight dimensions: name, country, aims of the initiative, target, a summary of the initiative,
type of initiative, and social innovation characteristics. The different SI characteristics for
LTC are defined using the conceptualization provided by recent literature [12,27,28] which
identified four different areas to promote social innovation in LTC: (a) new policies or
revised policies to better meet social and LTC needs; (b) openness of the beneficiary’s target
in particular to informal carers; (c) support beneficiaries” quality of life (QoL); (d) promote
collaboration between stakeholders and services. The collection of specific data on each
practice comes from national reports on LTC policies experiences (e.g., ESPN Thematic
National Reports on Challenges in LTC, CASE Network Studies and Analyses), European
reports projects (e.g., “European network on long-term care quality and cost-effectiveness
and dependency prevention”, and the project Mopact—Mobilizing the Potential of Active
Ageing in Europe). Table 1 detailed the coding of characteristics’ modalities used to perform
the analytic summarization of the data.
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Table 1. Analytic characteristics, modalities, and coding.

Dimensions Modalities (Synthetic Code)

Name of action/intervention -
Year -
Italy (IT); Spain (ES); Germany (DE); Austria (AU);
Country Finland (FI); Netherlands (NL); Poland (PL);
Romania (RO).
Older people 65+ (1); People 75+ (2); working carers
Target population (3); Informal carers (4); Population in a state of
dependency (5).

Cash benefits (CB); Vouchers or cash benefits bound
to specific types of costs (V); Support services (SS);
Care leave scheme (CL); Fiscal and social security

benefits (FS); Job Agreements (JA).
Level of governance National (Nat.), Local (Loc.).
Level of implementation National (Nat.), Local (Loc.); Municipality (M).
Included %n LTC program or Yes (*)/No ().
national reform
Existence of aims directly related
to improving socio-economic conditions

Type of initiative

Yes (*)/No (-).

3. Results
3.1. General Characteristics of Initiatives

The comparative analysis of the twenty-two initiatives makes it possible to observe
that the initiatives studied are based on lengthy implementations (Table 2). Except for
the Italian system, none of the systems presented initiatives after 2014. Likewise, we can
observe that different countries (Germany, Austria, and Italy) have implemented recent
policies in their long-term care systems, currently maintaining initiatives established in
the 1990s and even in the 1980s, as in the case of Italy. Traditionally, institutions provided
a cash benefit policy to promote financial support for care. Even now, this type of policy
is the most common in Europe: 11 out of the 22 policies studied involve cash benefits.
All countries have developed initiatives focused on providing financial benefits to help
mitigate the costs associated with long-term care. These initiatives offer a fixed amount
to the measure’s beneficiaries. The inclusion criteria differ from initiative to initiative and
from country to country. Generally, cash benefit policies are not means-tested. The results
underline how cash benefit policies are independently run by other LTC policies: the only
exception is the Finnish initiative “informal care support”, which offers financial benefits
and support services together with cash benefits. However, the initiatives in three countries
are included in specific national programs, such as the national LTC insurance scheme
(Germany) or a distinctive national reform on LTC (Spain and Austria).

Even the financial benefit linked to covering specific costs (V) stands out as one of
the more commonly used types of initiatives (5 out of 22). The Spanish “financial benefit
linked to the service” offers financial support for paying for a specific service when the
person cannot access a public or concerted care service. In Germany, the voucher scheme
supports home care buying and participation in national LTC insurance. Differently, in
Austria, the “24 h care allowance” promotes the integrated scheme, including vouchers
to support the cost of hiring migrant care workers (McW) and fiscal and social security
benefits. In Germany and Spain, social security benefits are ensured for informal carers
through specific measures included in their national schemes. A mixed scheme of policies
is also supported by the recent Italian occupational welfare scheme, which allows working
carers to access different policies (e.g., vouchers for care, fiscal and social security benefits,
and care leave).




Sustainability 2022, 14, 4097 50f12

Table 2. General characteristics of selected practices: year of implementation, type of policy, gover-
nance and implementation level, and declared goal of supporting SE condition.

. . . SE Condition’s
No. Initiative Name Year Type Target Gov. Implem. National Policy Goal
1 Voucher scheme for home 1995 v 1 Nat. Nat. . _
care (DE)
Allowance scheme for
‘inf()rma} care (DE) 2015 CB 1 Nat. Nat. * *
3 Soc1a1_ sccunrY.bcncﬁts for 2015 FS 4 Nat. Nat. " "
family care givers (DE)
Long-term care allowance * *
4 (Pflegegeld) (AU) 1993 CB 1 Nat. Nat.
5 “24 h care allowance”(AU) 2007 V; FS 1 Nat. Nat. * *
Care leave for working * B
6 carers (Pflegekarenz) (AU) 2014 CL 3 Nat. Nat.
7 Care leave benefit (AU) 2014 CB 3 Nat. + Loc. Loc. (M) - *
8 Cal_'e beneflts_i (dodatek 2003 CB 2 Nat. Nat. B .
ple‘legnacy]r!y) (PL)
9 Nur_s.mg bene_ﬁt (zasilek 2003 CB 4 Nat. Loc. B .
pielegnacyijny (PL)
Nursing allowance for
10 informal care ($wiadczenie 2003 CB 4 Nat. Loc. - *
pielegnacyne) (PL)
1 Voucher scheme for home 2000 v 1 Nat. Nat. B "
care (RO)
12 Care allowances (RO) 2011 CB 1 Nat. Nat. - *
13 Facilities for mobility and 5, ss 1 Nat. + loc. Loc. (M) - -
communication (RO)
14 Occupational welfare 2016 V;CL;FS 3 Nat. Nat./Priv. - -
schemes (IT)
15 Cash be‘;’;frlé f?{)mf”rmal 1995 CB 1;4 Nat + Loc. Loc. (M) - *
16 Care allowance (IT) 1980 CB 1 Nat. Nat. - *
17 Financial benefit linked to 2006 v 5 Nat. Loc. . "

the service (ES)
Financial benefit for the
purpose of care in the
18  family setting and support 2006 CB, FS 5 Nat. Loc. * *
for non-professional
caregivers (ES)

19 Financial benefit for 2006 CB 5 Nat Loc * *
gersonal care (ES) ’
20 are allowance for na CB 1 Nat Nat B B
pensioners (FI) ’ : .
21 Informal care support (FI) 2005 CB; FS, 55 4 Nat. Loc. (M) - *
22 Care leave scheme (NL) n.a. CL 3 Nat. Nat. - *

Care leave experiences from Austria, Italy, and the Netherlands ensure that working
carers are given the attention they deserve. The main aim of these measures is to improve
care-work compatibility, allowing workers to provide informal care.

When it comes to beneficiaries, most of the initiatives are focused on care recipients,
even if they are only potential: ten initiatives are dedicated to older people (65+), two
are focused on the oldest-old (75+), and three on dependent people without reference
to a specific age. This last characteristic can be seen in the initiatives implemented in
Spain, highlighting a facet of Spanish strategy. In Germany, Poland, Finland, and Italy, five
initiatives are directly oriented towards informal carers, while policies supporting working
carers are implemented in Austria, Italy, and the Netherlands.

Table 2 depicts how most of the initiatives under examination are national measures
characterized by national governance and implementation. The main exceptions are re-
lated to the Spanish and Italian initiatives. The Italian and Spanish decentralized social
protection systems promote a multi-level governance and implementation, even for cash
benefits, vouchers, and care leave policies. In these countries, the implementation of
initiatives is realized at the local level by regional institutions and municipalities. More-
over, the private sector is involved in the implementation of Italian occupational welfare
schemes [29]. Finally, the Austrian “care leave benefit”, the Romanian facilities, and the
Polish nursing benefits promote multi-level governance (national and local) to support
local implementation [30-32].
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The findings emphasize the objective of supporting beneficiaries’ social-economic
condition: 17 out of 22 selected practices aim to provide economic support for the provision
of formal or informal care. The German voucher scheme and the Finnish “care allowance
for pensioners” highlight the opportunity to use it to purchase LTC services, but do not
state that the mitigation of material deprivation underpins this policy [33,34]. Likewise,
the aims of Finnish and Austrian care leave schemes or the Italian “occupational welfare
scheme” focus more on workers” work-family life balance than on the indirect effect of
beneficiaries” socio-economic conditions. Five countries offer social security benefits for
informal carers (FS), ensuring social security support for carers who are relatives. Germany
and Spain recognize the entitlement to pension rights covered by a national social security
system. Under Finnish schemes, informal care by a care worker is covered by an entitlement
to receive a cash allowance, social security benefits, and days off.

3.2. Analysis of the Strengths and Weaknesses of Practices

The interpretative analysis of practices provides several outcomes on strengths, weak-
nesses, drivers, and barriers, which are summarized in Tables 3 and 4. Many of the policies
examined find at least one of their strengths in the definition of the target because they
include informal carers and working carers as direct beneficiaries of dedicated care al-
lowances and care leave schemes. In addition, in Finland and recently in Germany, the care
allowance for informal care allows neighbors and friends to be considered informal carers,
in addition to family members of care recipients. Lastly, the Polish “nursing benefit” is
dedicated to older people who do not receive care allowances, thus covering a need that is
not covered by other policies. The strengths of some schemes are tied to meeting an unmet
need in their respective countries. In Poland, Romania, and Italy, which are characterized
by the family’s strong duty to provide care [35-37], the allowances for care work cover an
unrecognized need.

Table 3. Strengths and weaknesses in the practices examined.

Strengths Initiative No.
a. Oriented towards informal carers for their social inclusion. 2,4,16,13
b. Focuses on working carers. 7,822
g
c.  Promotes a new definition of informal carers, including friends and neighbors. It 21
promotes a shared responsibility of informal care. 9
d.  Reserved for beneficiaries not included in other measures. 10,12, 14
e. Universal measure to cover unmet needs. R
f. The policy promotes flexible and integrative solutions to support care. L2,4,514,1517,18,19,21
policy pro : g PP 7 14
g. Promotes the interaction of health support and welfare schemes. ’
h.  Promotes a minimum wage for providing care. 7,821
Weaknesses Initiative No.
i. Low benefit amount/partial cover of care costs. 4,6,9,10, 16, 20, 21
ii. Not linked to household minimum income. 1,2,3,6,9,10,15, 16,17, 18, 19, 20, 21
iii. Care recipient is the exclusive beneficiary of measures. 1,2,4,5,8,9,11,12,17, 18,19
iv. Initiative is tailored on an individual basis. 8,9,10,11, 12, 13, 14, 15, 16, 20, 22
v. Inclusion criteria de facto promote the exclusion of high-need targets
(e.g., marginal workers). 6,7,22
vi. Temporary and fragmented. 14,15
vii. Compulsory universal insurance scheme with a direct impact on the beneficiary’s
income and eligibility (e.g., criteria include extra cost for childless people). 123
viii. Daily leave is not included in the leave scheme. 7,22
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Table 4. Drivers and barriers in the practices examined.

Drivers Initiative No.
a.  Itis part of national reform/legislation. 1,2,3,4,5,18,19,20,21
b. It is subjected to periodic review. 1,23
) P
¢ National measure. 1,2,3,4,5,6,8,9,10,11,12, 14, 16, 20, 21, 22
d.  Direct benefit included in social security or pension schemes. 6,822
e. Different stakeholders are involved in its implementation 5,14,21,17,18,19
(e.g., municipalities, NGOs, private enterprises, and companies).
f.  Coordinated multi-level governance of measure (national + local). 7,13,15,17,18,19
Barriers Initiative No.
i.  Culture of care: informal care is mostly the responsibility of families. 8,9,10,11,12,13, 14, 15, 16,17, 18, 19
ii. Culture of compensation for the care recipient’s incapacity. 17,21
iii. Culture of fragmentation and separation of LTC issues. 8,9,10,11, 12, 13, 14, 15, 16
iv. Separation between governance and implementation. 9,10, 13, 14, 15, 16, 21

Many initiatives (10 out of 22) are seen as “integrative and flexible action” because they
include multiple types of interventions or dialogues with other national policies or welfare
schemes (Table 3). The Finnish experience proposes internal integration, while Austria,
Germany, and Spain, the latter to a partial extent, proposes the external coordination of
different policies.

In Austria’s case, additional financial assistance is granted over and above the LTC
cash benefit for people with high care needs requiring 24-h care and who qualify for LTC
cash benefits, if they fall below a specific income threshold. The system distinguishes
between care provided by a self-employed carer (around 300 euros/month) and care
provided by a carer employee (double the amount).

A part of the Austrian Pflegegeld benefit is dedicated to informal carers. This measure
is based on seven categories of amounts ranging from less than 200 euros/month to an
amount of up to 1600 euros/month, depending on the care needs and the burden of
care provided.

Moreover, if a caregiver (providing care for the duration of at least one year) is unable
to work for 1 to 6 months due to the provision of care, the care leave benefit can be availed
of (for 1 to 6 months) (EC, 2018) [31]. The benefit is a wage replacement equivalent to 55
percent of the daily net income (like the unemployment benefit), with a minimum amount
corresponding to the minimum wage (up to 400 euros/month) [38].

Altogether, the design of the Austrian initiative promotes the concept of a minimum
wage for providing care. In Finland, the extent of informal care support defines the amount
of benefits depending on whether the informal caregiver is able to work or otherwise, due
to heavy care obligations.

Support is treated as taxable income and it accrues pension rights. A Finnish informal
carer doing demanding care work gets three days off per month (EC, 2018f) [34].

The analyzed practices highlight certain weaknesses in the practical response to the
initial necessity for which they were created: many schemes, particularly cash benefits,
do not fully cover families” formal or informal care (Table 3). Moreover, in almost half of
them (10 out of 22), the care recipients remain the single beneficiaries of benefits, even if
the measure targets informal care. Generally, compensation policies are not designed to
take household income into consideration. Local institutions in the Spanish and Italian
decentralized welfare systems promote a diverse amount of benefits on a region by region
basis, based on locally-defined income criteria [35,39]. These decentralized systems produce
temporary and fragmented policies. In particular, in Italy, the cash benefit for informal
carers is determined on an annual basis by local institutions, and the implementation of an
occupational welfare scheme for LTC is left to the voluntary action of private companies,
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which have free rein on what kinds of services and benefits to include in their welfare
schemes and criteria of use.

In countries with high familial responsibility for care provision (ltaly, Spain, Poland,
and Romania), the initiatives suffer from a weakness related to their being individually
tailored, with little connection to other LTC or welfare measures.

In the German LTC insurance scheme, the main weakness is the direct impact of
insurance payments on the individual income of all working-age and pensioner citizens.
The insurance covers around 2-3% of an individual’s gross income. Childless people must
pay an additional 0.25%, while children and spouses earning less than EUR 450 per month
are co-insured at no extra cost [33].

Compared to initiatives targeting working caregivers, the levels of care measures
are characterized by a different internal definition, which generally does not include
daily care permits. The option is not even included in the Austrian scheme, implying
a lack of economic compensation through the care leave allowance. Furthermore, self-
employed workers are not eligible for care leave schemes, resulting in their exclusion from
support measures.

3.3. Drivers and Barriers in the Practices Examined

Aspects of implementation contexts influence the effectiveness of policies. In this
regard, the results identify the national characteristics of measures as the main drivers
for almost all the initiatives examined (Table 4). This aspect ensures that measures are
disseminated throughout the territory and reach the intended beneficiaries homogeneously.
In the German case, moreover, measures wete periodically reviewed. This is another driver
because it allows measures to be adapted to changing social needs.

Another facilitator is related to automatic access to benefits: if, generally, care leave
initiatives are included in social security schemes, the nursing benefit in Poland is automat-
ically added to pensions.

Finally, the involvement of the various stakeholders in the policies supports their
implementation, thus strengthening mutual collaboration for the achievement of common
objectives. In this regard, the Spanish reform calls for collaboration and coordination
between national and regional institutions for the planning and governance of measures:
the Autonomous Communities (regional institutions) are called upon to debate and consult
with national ministries on the final implementation of the measures included in the
national LTC Law (Ley de Dependencia) [39,40].

In the Italian occupational welfare scheme, the private sector is called upon to partici-
pate as an implementer of the policy, spreading awareness on rights to care support.

On the other hand, in some cases, the municipalities, which are fully delegated to
implement the measure, independently define the eligibility criteria and internal character-
istics of benefits, de facto reducing the number of beneficiaries (e.g., the Finnish informal
care benefit) or producing local inequities (e.g., the Italian and Polish informal care benefits).
In this case, the separation between governance and implementation seems to have become
a barrier to the policy’s effectiveness. Furthermore, this study shows that two cultural
barriers still exist with regard to the development of innovative policies in the LTC sectors
to support families and their socio-economic situation. In Italy, Spain, Poland, and Roma-
nia, the centrality of families in providing care is enshrined by formal law and cultural
rules. The allocation of a compensation allowance recognizes the role of the informal care
provided, but without a concrete valuation of the burden’s economic and relational impact
for relatives.

3.4. The Social Innovation Aspects of Selected Initintives

The analysis confirmed the applicability of the areas identified in the literature for
promoting social innovation in LTC. Most of the practices examined meet at least one of
the four areas. Table 5 outlines how social innovation in these practices is driven by the
formal identification of informal and working carers as specific beneficiaries of initiatives
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(5 out of 22) and by the design of policies to improve their quality of life (4 out of 22). In
this regard, the Austrian scheme based on a minimum wage for informal care includes
both of the above innovative characteristics.

Table 5. The selected initiatives’ social innovation aspects.

Social Innovation Aspects in the Policies Initiatives
(a) Itis anew policy or a revised policy to better meet social and LTC needs. 1,2,3,7,14
(b) It targets beneficiaries. 6,7,10,14,15
(c) Itaims to support beneficiaries” QoL. 56,722
(d) It promotes new relationships between stakeholders. 5,14,17,18,19, 21
(e) Lack of social innovation aspects. 8,9,10,11,12,16

Five schemes were recently implemented: the three German practices stem from a
review of the periodic insurance scheme, while the Austrian care leave benefit and the
Italian occupational welfare scheme are new policies. In six cases, the stakeholders involved
in a single initiative could produce specialized networks and new mixed collaborations
for future policies. In contrast, active Polish and Romanian policies do not present any
innovative aspects. However, innovative LTC policies have largely been debated in Ro-
mania and are included in a reform program that was drafted in 2018, but has not yet
been implemented.

4. Discussion

The results show that, on the one hand, long-term care initiatives are recent, as the
first major initiatives or transformations in long-term care policies occurred in the last three
decades. On the other hand, there are many variations and differences between countries.
This variability may be the result of various aspects. Firstly, the different definitions of long-
term care that are used in Europe and which are characterized by a different valorization of
health or social care [41]. Similarly, the country by country variability depends on different
welfare state and care regime models [42]. Finally, different welfare cultures may influence
the perception of recent social risks stemming from care needs [43,44].

Furthermore, this study highlights how initiatives promoting reconciliation between
family and work-life are recent. This result is linked to the spread of the culture of family
care responsibility existing in many European countries. In this case, the younger female
member of the family often serves as the caregiver for all other family members [45]. In
relation to this, the low number of non-economic measures observed in this study supports
the assumption that policymakers do not recognize the impact of informal care on care
recipients’ quality of life and the overall quality of care provided.

All these factors can directly influence the development of initiatives focused on
long-term care for the dependent population, both in terms of the products, services, and
benefits offered as well as the target population group. However, in many European
countries, the strategy for designing policies to support families in providing informal
care is still based on the standard compensation awarded by national cash benefits. This
strategy, traditionally based on compensation for care recipients’ incapacity, does not meet
the goal of countering the socio-economic consequences of care being provided by informal
caregivers. Indeed, cash benefit policies become effective if they are integrated with other
public policies and services [46].

The results reflect the effectiveness of integrative and coordination strategies at the
macro, meso, and micro levels for the design of supporting policies for those family
members providing care. At the macro level, coordination between different policies
may become a driver if they are included in a national action or reform on LTC. This
enables the design of a comprehensive system of policies to fully meet the care needs
of recipients, while also taking into consideration the other social needs of families and
care workers [28,47]. At the meso level, the involvement of different stakeholders is
characterized by collaboration between local and national institutions. A mixed framework
of design and governance helps to overcome some key barriers for establishing long-term
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care and welfare systems [48]. In this regard, two good examples are the Spanish reform
on LTC and the German insurance on LTC, even with internal differences. Moreover, the
participation of private companies and enterprises to realize specific policies for working
carers is an opportunity to promote, even in countries with high familial responsibility,
a culture of informal care that can appreciate and enhance the social identity of familial
caregivers [49].

Implementing specific policies for informal or working carers integrates the LTC
initiatives for the care recipient at the micro level. Nevertheless, informal care support is
publicly stated but not fully realized when the policy is designed around care recipient
characteristics. In this regard, the findings highlight the lack of actual orientation to socio-
economic support for families providing care. Partial support provided through a cash
benefits compensatory approach or unpaid care leave schemes does not fully respond to
the difficulties of familial burden of care. In countries with a high familial responsibility for
care, the family remains the main care provider without adequate support.

The parallelism between the objectives of the practices and the objectives of social inno-
vation highlights how the development of these family assistance policies is one of the main
ways to innovate the LTC and welfare systems. The Austrian scheme with the minimum
wage for assistance is promising, but the figure of around 400 euros does not correspond to
a pay that is linked to the cost of living. The suggestion is more accurate for many Italian
local schemes, where the amounts for caregiving are defined in 200 euros/months.

In this regard, the results suggest that the right to receive fair economic compensation
and social security benefits must be included in the design of welfare and LTC policies to
support families in providing care. This innovative approach emphasizes the urgent need
to break down cultural barriers to family responsibility and respect and remove the divide
between social and health policies. To achieve these goals, some local Italian institutions
design allowances for informal care with a progressive amount from 500 euros to 1100
euros depending on the level of care needs (e.g., Puglia Region and Trento Municipality)

5. Conclusions

This study analyzes support practices concerning family caregivers in different Eu-
ropean countries, highlighting how these policies” effectiveness is also linked to their
ability to counteract the adverse socio-economic effects of informal care for families. The
results confirm how the adverse effects of providing care are still undervalued in policy
design. The overview of different policies revealed a common strategy based on standard
remuneration for informal care and schemes for working carers based on the level of care
provided. In this scenario, families remain the main providers of home care, receiving
only partial support from welfare and LTC schemes. It is, therefore, recommended that the
right to receive fair economic compensation and social security benefits is included in the
innovative and sustainable strategies for LTC and welfare schemes.

Finally, some limitations should be considered with regard to this study. To begin
with, the lack of an international classification system that would allow for a standardized
coding of the initiatives developed in different countries makes comparisons challenging.
Moreover, the collection of policies was not checked with the help of experts from the
countries under study. Multiple search step strategies reduced the risk of potentially not
finding data, but the difficulty in locating updated data on individual practices suggests
that further multiple research team studies, including with other countries, should be
encouraged. Specifically, the realized desk collection of data by grey literature and literature
did not allow to collect updated data (e.g., the different cash benefit amounts) useful to
evaluate the effectiveness of practice because the data are not declared or not updated.
Furthermore, multiple site studies will allow an in-depth analysis of how the practices
work, taking into consideration specific welfare and LTC system characteristics. Despite
these limitations, this study provides a general framework of the characteristics of active
European LTC practices for supporting families caring for dependent people, with a focus
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on their effectiveness in overcoming adverse socioeconomic effects, as well as useful
suggestions for the international LTC and welfare debate.
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Abstract: Healthcare systems are transforming from the traditional volume-based model of healthcare
to a value-based model of healthcare. Value generation in healthcare is about emphasising the health
outcomes achieved by patients and organisations while maintaining an optimal relationship with
costs. This scoping review aimed to identify the key elements and outcomes of implementing value-
based healthcare (VBHC). The review process included studies published from 2013 to 2023 in four
different databases (SpringerLink, PubMed, ProQuest and Scopus). Of the 2801 articles retrieved
from the searches, 12 met the study’s inclusion criteria. A total of 11 studies referred to value as the
relationship between the outcomes achieved by patients and the costs of achieving those outcomes.
Most of the studies highlighted the presence of leadership, the organisation of care into integrated
care units, the identification and standardisation of outcome measures that generate value for the
patient, and the inclusion of the patient perspective as the most prominent key elements for optimal
VBHC implementation. Furthermore, some benefits were identified from VBHC implementation,
which could shed light for future implementation actions. Therefore, the VBHC model is a promising
approach that may contribute to an improvement in the efficiency and sustainability of healthcare.
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a progressive increase in older people (65 years of age and older), the development of
chronic conditions (multimorbidity), which increase with increasing age [3-5], has become
a challenge for the provision and financing of healthcare and social services. In this regard,
health systems aim to address one of the main concerns about citizen care: the effectiveness
of healthcare outcomes [6]. In this field, effectiveness is a term that addresses both the
quality of care and the optimisation of care processes [7,8]. Healthcare organisations are
currently facing increased pressure on their total expenditure, the increased complexity of
people’s health status, and the increased democratisation of therapeutic interventions [9].

In this respect, several studies on the historical development of healthcare have
recorded the various changes in the doctor—patient relationship and in the healthcare

model [10,11]. In the traditional medical model, the patient is reduced in his or her rela-
tionship with the health system and health professionals to a passive subject and a generic
person, i.e., without history or context. This model of healthcare began to be redefined in
the 1970s [12-14]. Since then, various proposals on the therapeutic relationship, guided
by the principles of quality, safety, and symmetry, have promoted an increasingly human,
ethical, and social interpretation of the patient [15]. The application of these propositional
visions has resulted in care provision models moving from ‘patient-centred care’ [16] to
‘person-centred care’ [17]. Moreover, the services of today’s healthcare organisations take

Copyright: © 2024 by the authors.
Licensee MDPI, Basel, Switzerland.
This article is an open access article
distributed under the terms and
conditions of the Creative Commons
Attribution (CC BY) license (https://
creativecommons.org/licenses /by /

4.0/).

Int. I. Environ. Res. Public Health 2024, 21, 134. https:/ /doi.org/10.3390/iierph21020134 https:/ /www.mdpi.com /iournal/iierph




Int. ]. Environ. Res. Public Health 2024, 21, 134 2 0f 19

into account, as a reference point in the provision of care, both costs and satisfaction, as
well as the active participation and experience of the population to be cared for [18-20],
leading to a new ‘value-based model of healthcare’.

This new paradigm of Value-Based Healthcare (VBHC) is presented as the optimal
alternative to the current care approach to health services, the volume-based healthcare
model [21]. The proposal of the VBHC model responds to the need to address the costs
of health services in relation to their capacity to improve the situation of patients [22].
This need is one of the main challenges facing healthcare organisations today, given the
limitation of public resources and the growing complexity, diversity, and plurality of the
health status of populations [23,24]. The value-based model of healthcare addresses these
material, socio-demographic, and care challenges or constraints of contemporary health
provision with a holistic approach to the quality of health services [25]. In this sense, value
in healthcare is understood as the trade-off between outcomes and costs, by extension, as
the potential effectiveness of health services [26-28].

The volume-based model of healthcare operates with a quantitative approach to health
service provision. Thus, at the level of clinical performance, the capacity of consultations is
prioritised over the patients themselves, and the cost of provision is prioritised over the
quality of services [29,30]. As a result, healthcare organisations are delivering healthcare
that is increasingly efficient but more segmented by department and with less capacity
for improvement [31]. Faced with this clinical trend of the loss of person-centredness,
the value-based healthcare model is presented as a strategy that revitalises the active
role of the patient and the viability of health services. This new paradigm of healthcare
complements health economics with a qualitative and holistic approach to its administration
and provision to the population. Thus, it is proposed as a normative healthcare strategy
focused on the construction of the value chain of the care process [25]. Even though
different initiatives on VBHC have been implemented and analysed over the last few years,
there remains a lack of acceptance of the concept and a knowledge gap around the existence
of a consensus on the definition of the VBHC concept. This is due to a number of factors,
including variations among different health systems around the world and the paucity
of available data demonstrating the effectiveness of measures implemented under the
VBHC model [32]. There are different interpretations of value and of the key elements for
its successful implementation, as well as a multitude of initiatives advocating different
positive outcomes. Thus, this study strives to reduce this knowledge gap by bringing
together the relevant literature and hopefully laying the groundwork for future research in
this area.

Our study aims to explore and synthesise the existing knowledge, through a scoping
literature review, of the VBHC conceptualisation and the key elements and outcomes
of implementing value-based care in the healthcare context and to identify how these
may contribute to improving the efficiency and sustainability of the healthcare system.
Therefore, the aim of this study is to identify, compare, and summarise the findings of
the literature on the following: (1) the definitions of value-based care extracted from the
literature review; (2) the key elements of implementing /delivering value-based care into
the healthcare context; and (3) the main outcomes, in terms of improvement in the quality
of the care process, of implementing value-based care. Moreover, this scoping review aims
to explore and identify pertinent gaps that would be beneficial for guiding future studies.

2. Materials and Methods

A scoping review responds to a specific methodology of locating and selecting existing
studies on a specific topic, according to pre-specified eligibility criteria, in order to analyse,
synthesise, and report the results found, with the aim of answering a clearly specified
research question [33]. We adopted the guidelines of the PRISMA 2020 statement (Preferred
Reporting Items for Systematic Reviews and Meta-Analyses) for its relevance to this study,
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as it is primarily designed to evaluate systematic reviews of studies assessing the effects of
health interventions, regardless of the design of the studies included [34,35]. In particular,
the PRISMA extension for Scoping Reviews (PRISMA-5cR) checklist was used to guide
the conduct of this review; the protocol of this scoping review has not been registered or
published [36].

The bibliographic reference management application Zotero was used to transfer the
studies identified in the electronic databases and eliminate duplicates. To maximise the
evidence recovery from the databases, the literature search strategy was based on the
PICO framework, consisting of the construction of the research question according to the
description of the following components: patient or problem of interest (P’), intervention (I),
comparison (C) and outcomes (O) [37]. However, this study does not present an inter-
vention with which to compare value-based care, so component C is omitted, leaving the
format as PIO. Table 1 shows the PIO model.

Table 1. Elaboration of the research question using the PIO model.

Acronym and Components Description on Components
(P) Population Healthcare system at large
(I) Intervention Value-based care approach
Improving the efficiency and sustainability of
(O) Outcomes healthcare systems, that is to say, the overall outcomes

of care in terms of the quality of care.

After using the PIO model, the following research questions are presented:

Does the implementation of a value-based approach lead to an improvement in the
efficiency and sustainability of healthcare?

If so, which are the key elements and the related outcomes of implementing the
value-based care approach in the healthcare context?

In order to identify, select, and include relevant literature that answered the research
question, and to discard studies that did not answer it, inclusion and exclusion criteria
were defined. The following inclusion and exclusion criteria were used for study selection:

2.1. Eligibility Criteria

Inclusion criteria:

(1)  Articles addressing the implementation of value-based care in the healthcare context;
(2) Articles published in the last 10 years (2013-2023);

(3) Articles published in English and Spanish;

(4) Articles published in scientific journals;

(5) Full and open access articles;

(6) Original or primary source studies that are descriptive, experimental, quasi-experimental,

cross-sectional, and longitudinal articles.
Exclusion criteria:

(1)  Articles that do not address the implementation of value-based care in the healthcare
context or articles focused on a specific condition/disease;

(2) Articles that were published more than 10 years ago;

(3) Studies that were published in a language other than English and Spanish;

(4)  Articles published in non-scientific journals or incomplete and non-open access articles;
(5) Secondary source studies, such as reviews and editorials.

2.2. Search Strategy

A scoping literature review was conducted according to the inclusion and exclusion
criteria above in the electronic databases PubMed, ProQuest, Scopus, and SpringerLink.
The databases were chosen for their international recognition and broad multidisciplinary
coverage, with the intention of retrieving articles relevant to the subject of the scoping liter-
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ature review. According to the eligibility criteria, articles that included descriptors related
to the terms MeSH (Medical Subject Headings) and DeCS (Health sciences desCriptors)
were selected [38]. The terms value-based, care, health, and healthcare were identified
from the MeSH and DeCS descriptors and combined with a Boolean operator, as shown in
Table 2, to develop a database search to achieve the proposed objectives.

Table 2. Search with descriptor and Boolean AND operators.

Descriptor Boolean Descriptor Boolean Boolean Descriptor
Operator Operator Operator

Value-based AND Care AND

Value-based AND Care AND

Value-based AND Care AND

Value-based AND Care AND

Value-based AND Care AND AND Cost
Value-based AND Care AND AND Quality of life

To reduce the risk of subjective interpretation and possible inaccuracies due to chance
errors that might have affected the results of the review, two independent reviewers were
involved in the selection of studies in the electronic searches [39]. Thus, after eliminating
duplicate records, we proceeded with the preliminary data analysis, which included a
three-stage selection process: the first phase based on selection by title, the second phase
based on selection by abstract, and the third phase consisting of reading the full text of the
studies selected by abstract. Each of the papers was assessed twice by two independent
reviewers following the inclusion and exclusion criteria set above. A third reviewer was
involved in the process when disagreement arose or consensus was not reached, making
the final decision.

3. Results
3.1. Screening Results

A total of 2.801 records were identified covering the time span of January 2013 to De-
cember 2023, of which 1.609 duplicate registrations were deleted. Of the 1073 records
obtained after eliminating duplicates, 439 records were identified in the title review.
After applying the exclusion criteria in the selection by abstract, 396 were eliminated,
leaving 43 scientific articles for full-text review. A total of 12 full text articles were
reviewed, all of which met the inclusion criteria and were included in the final list
of studies included for this research. To conduct and report this scoping review, we
used the preferred reporting elements for systematic reviews and meta-analysis scoping
reviews: PRISMA-ScR [34] (Supplementary Materials) together with the PRISMA 2020
flowchart [35] (Figure 1). Figure 1 presents the flow diagram, which was based on the
PRISMA 2020 declaration [35], that illustrates the scoping literature review process and
details the reasons for exclusion at each screening stage.

Preliminary Insights

A total of 12 studies were included for the scoping review. In terms of the method-
ology used in the studies, 10 of the 12 studies used qualitative techniques, either through
interviews or focus groups, and 2 other studies used a mixed methodology, combining
the use of interviews and questionnaires. The following table (Table 3) shows the PICOTS
characteristics for each of the studies included in the scoping review [40]. Table 4 shows a
summary of the results found from the analysis of the studies in the scoping review.
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Identification of studies via databases and registers

Records identified from:
Databases (n =4)
PubMed 1.891
ProQuest 539
Springer Link 170
Scopus 201

Registers (n = 2.801)

Records removed before
screening:
Duplicate records removed (n
= 1609)

'

Records after eliminating

duplicates

(n=1.192)
Records selected for evaluation
(Title) (n = 439)

)

Aricles excluded because they
do not meet the criteria (n =753)
Reason 1 (n=717)

Reason 2 (n=34)

Reason 3 (n=2)

Records selected for evaluation
(Abstract) (n = 43)

Articles excluded because they
do not meet the criteria:
Reason 1 (n = 359)
Reason 2 (n = 3)
Reason 4 (n=4)
Reason 5 (n= 29)
Reason 6 (n=1)

Full-text articles evaluated for
election (n = 12)

Articles excluded because they
do not meet the criteria:
Reason 1 (n =9)
Reason 2 (n =2)
Reason 4 (n =20)

Studies included in review
(n=12)

Figure 1. Flow diagram for our scoping review based on PRISMA. Note: Reason 1: Articles that do
not address the implementation of value-based care in the healthcare context or articles focused on a
specific condition/disease; Reason 2: Articles that were published more than 10 years ago; Reason
3: Studies that were published in a language other than English and Spanish; Reason 4: Articles
published in non-scientific journals or incomplete and non-open access articles; Reason 5: Secondary

source studies; Resource 6: Duplicate.
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Table 3. PICOTS characteristics of reviewed studies.

Populations

Intervention

Country

Method/Outcomes

Timeframe

Professionals of VBHC
implementation teams in
a hospital

Exploration of how the
representatives of four pilot
project teams experienced
implementing VBHC in
four different groups of patients

Sweden

Qualitative analysis by
conducting interviews over
three periods with 20 members
of the VBHC implementation
teams, with a total of
59 interviews conducted

2 years

Professionals of VBHC
implementation teams in
a hospital

Exploration of four pilot teams’
experiences of improvements
resulting from the
implementation of VBHC in
a hospital

Sweden

Qualitative analysis through
in-depth interviews with
20 members of the VBHC

implementation teams

2 years

Professionals of VBHC
implementation teams in
a hospital

Exploration of four pilot teams’
experiences of improvements
resulting from the
implementation of VBHC in
a hospital

Sweden

Qualitative analysis through
in-depth interviews with
20 members of the VBHC

implementation teams

2 years

Members/professionals
of EUHA

Presentation of a plan for the
implementation of VBHC
in hospitals

Europe

Qualitative analysis

2 years

Members of VBQI teams
in a large Dutch top
clinical teaching hospital

Exploration of the main
hindering and/or supporting
factors in the implementation of
VBQI teams in hospital care

The Netherlands

Qualitative analysis with
semi-structured interviews with
43 members of 8 VBQI teams

5 years

Members of
Amsterdam UMC

Presentation of a pragmatic
step-by-step approach for VBHC
implementation, developed and

applied in Amsterdam UMC

The Netherlands

A method for implementing

VBHC in Amsterdam UMC

based on ‘experience-based
co-design’ (EBCD)

3 years

Top- and middle-level
executives from

70 healthcare provider

organisations (HPOs)

Investigation of how HPOs in
five Latin American countries
were implementing VBHC

Argentina, Brazil,
Chile, Colombia,
and Mexico

Mixed methods research using
online questionnaires and
semi-structured interviews with
a total of 70 participants from
health organisations in five
Latin American countries

2 years
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Table 3. Cont.

Populations Intervention Country Method/Outcomes Timeframe
Exploration of relationships, A qualitative res carch
o . . methodology of semi-structured
Managers and clinicians behaviours, and perceptions in-deoth interviews applied to a
of the NHS in the between managers and United Kingdom p WS app -
. . . . sample of 4 hospital consultants,
United Kingdom clinicians regarding value-based .
4 senior managers, and
healthcare -
4 board executives
. Exploration of the ways in Quahtatwe Sh.ldy through
Representatives of Dutch : . semi-structured interviews and
. which Dutch hospitals were .
hospitals . - . The Netherlands focus groups with -
implementing and pursuing .
(the Netherlands) value-based redesion representatives of
e-based redestg Dutch hospitals
Professionals and Pilot study for the
Members of the Value-based healthcare project implementation of VBHC, in
| Population attending the  implementation in a hierarchical Spain which qualitative techniques 4 years
Hospital Universitario tertiary hospital such as focus groups and the
12 de Octubre Delphi technique were included
Qualitative research using the
Delphi technique with a group
A Dutch expert panel The generating of a consensus of 9 Dutch experts on actions
about VBHC consisting  on key actions and practices for ~ The Netherlands and practices that would -
of nine members VBHC implementation contribute to implementing
VBHC in the Dutch
healthcare system
Exploration of stakeholders’
perspectives on the relevance Mixed methodology through
Members of Germany’s and feasibility of actions and interviews and questionnaires
Germany 2 years

healthcare system

practices related to the
implementation of VBHC in the
German healthcare system.

(using the Delphi method) with
health experts
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Table 4. List of studies included for the scoping review.

Methods VBHC Definition Key Elements of Implementing VBHC Outcomes of VBE
Patients appreci
care they receiv
more aware of w

Organising healthcare around inte- tients; increased «
Value is defined as health outcomes grated care units; involving patients partments and th
achieved per “dollar” spent. or patient representatives; the iden- in them.
VBHC implies creating value for tification of outcome measures that Increased aware
Qualitative patients; basing the organisation of create value for patients; the acces- of cooperation be
medical practice on medical conditions sibility of data—up-to-date IT sys- patient care; incr.
and care cycles; and measuring medical tems; time; the presence of leader- tients by receivin
outcomes and costs. ship; measuring the costs of the en- level; improveme
tire care process. ment, patient fo]
standing of differ
partment and dif}
The pr.'esence of leadership; the iden- E)‘;tgti;qu:tlilg, ©
o Patient value refers to the quality of tification of outcome measures that Improved comn
Qualitative ; create value for patients; the acces- :
care and treatment provided. e P g patient and out
sibility of data—up-to-date IT sys- ments in outcom
tems; involving patients. tient monitoring.
Value is defined as health outcomes
achieved per ‘dollar’ spent.
VBHC implies creating value for The presence of leadership; time; It enhanced the i
Qualitative patients; basing the organisation of planning and preparation in the pre- the patients’ per:
medical practice on medical conditions implementation phase. portant to them.
and care cycles; and measuring medical
outcomes and costs.
Organising healthcare around in-
VBHC means improving outcomes for tegrated care units; the accessibil-
patients in relation to the costs of care ity of data—up-to-date IT systems;
Qualitative while reducing the burden on the identification of outcome mea-

professionals and improving their
job satisfaction.

sures that create value for patients;
involving patients; the presence
of leadership.
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Table 4. Cont.

Methods

VBHC Definition

Key Elements of Implementing VBHC

QOutcomes of VBF

Qualitative

VBHC is defined as the best outcomes
for the patient divided by the costs of

achieving those outcomes.

Organising  healthcare around
integrated care units; the pres-
ence of leadership; accessibility
of data—up-to-date IT systems;
time; organisational readiness in the
pre-implementation phase; involv-
ing professionals from outside the
VBHC team.

Increased kn
VBHC practices.
Increased efficien

Qualitative

VBHC is defined as the improvement of

patient outcomes in relation to the
optimal use of resources.

Organising healthcare around inte-
grated care units; the presence of
leadership; involving patients or pa-
tient representatives; organisational
readiness in the pre-implementation
phase; multidisciplinary VBHC im-
plementation teams; the hiring of ex-
ternal consultants.

Improvement in 1
suring the inclus
and needs; the us
to assess patient
pretation bias, en
ing, and avoided

Quantitative
and qualitative

Value is defined as the ratio of health

outcomes to costs for each patient.

Organising healthcare around inte-
grated care units.

Qualitative

Value requires improved results per
unit cost.

Organising healthcare around in-
tegrated care units; organisational
readiness in the pre-implementation
phase; the presence of leadership;
the accessibility of data—up-to-date
IT systems.

Increased efficien

Qualitative

At VBHC, value is what matters most

to patients.

Value is defined as the health status of
the patient (outcomes) divided by the

resources required to achieve that
status (costs).

Organising healthcare around inte-
grated care units.

The presence of leadership; Multi-
disciplinary VBHC implementation
teams; the identification of outcome
measures that create value for pa-
tients; measuring the costs of the en-
tire care process.

Improved comm
different care un
plete care cycle o
ficiency of hospit
Improved collak
members by crea
sponsibility for c
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Table 4. Cont.

Methods VBHC Definition Key Elements of Implementing VBHC Outcomes of VBE
- Organising healthcare around in-
tegrated care units; the presence
VBHC is defined as an international of leadership; the accessibility of ) o
trend that involves significant changes data—up-to-date IT systems; in- Reductlon m u
9] Qualitative at various levels of healthcare volving patients or patient repre- Improvement o
institutions, from management to the sentatives; the identification of out- to PROMs).
doctor-patient relationship. come measures that create value
for patients; measuring the costs of
the entire care process.
- Organising healthcare around inte-
Value is defined as patient health status grated care units; involving patients
Qualitative (outcomes) divided by the resources or patient representatives; the iden-
needed to achieve it (costs). tification of outcome measures that
create value for patients.
- Involving patients or patient represen-
Quantitative tatives; the accessibility of data; up-

and qualitative

to-date IT systems; multidisciplinary
VBHC implementation teams.

Note: Several studies that were examined did not provide information on certain aspects being reviewed, which explains the absence of data in specific t:
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3.2. Results and Analysis
3.2.1. Definitions of Value-Based Care

The first specific objective was to identify and compare the definitions of value-based
care extracted from the scoping literature review. All the definitions found in the reviewed
literature placed the patient at the centre of the definition of VBHC. Nilsson et al. [41,42]
described VBHC as an approach based on three principles: first, creating as much value
as possible for the patient; second, basing the organisation of healthcare on the patients’
medical conditions and full care cycles; and third, the measurement of medical outcomes
and costs.

Aligned with the first principle highlighted by Nilsson et al. [41,43]; Steinman et al. [48,50]
stated that ‘value consists of what matters most to patients’, while Daniels et al. [44]
emphasised that patient value is defined as ‘the best possible patient-relevant health
outcomes and patient experience divided by the costs to achieve those outcomes’. In this
line of thought, Heijster et al. [45] explained that a key element of VBHC is ‘to improve
outcomes in daily practice that matter to patients while optimizing resource utilization’.

The optimisation of resource utilisation has been also mentioned in the definitions
found in Cossio Gil et al. [32]; Makdisse et al. [46]; Ng, S. [47], and Steinman et al. [48]; in
these, it was mentioned that, within a VBHC approach, improving value requires improving
outcomes per unit of cost. Thus, the importance of measuring both health outcomes and
costs, as supported by Nilsson et al. [41-43] in their third principle of VBHC, is highlighted.
This idea was also supported by the definition extracted from a study by Makdisse et al. [46],
according to which ‘the value equation is where value is defined as health cutcomes relative
to the cost’.

Furthermore, for Cossio Gil et al. [32], VBHC must put patient outcomes at the centre
of the healthcare process. This idea is in line with the second principle of VBHC from
Nilsson et al. [39,41], regarding basing the organisation of healthcare on the patients’
medical conditions. This has also been supported by the work of Makdisse et al. [46], who
recommended a value agenda in which healthcare should be organised into integrated
practice units. This authors, as part of this value agenda, also mentioned that healthcare
systems should move to bundled payments for care cycles and that information technology
platforms must be enabled in order to achieve VBHC.

Cossio Gil et al. [32] also stated the importance of VBHC for professionals, as it can
be a key aspect for reducing the burden on professionals and improving satisfaction with
their work.

Finally, Verela-Rodriguez et al. [49] described VBHC as “an international trend that
implies significant changes at several levels of the healthcare institutions from managerial
viewpoints to the doctor—patient relationship’.

The analysis of all the selected studies confirms the presence of commonalities among
the identified definitions. For instance, the term ‘patient’ is consistently present in all
definitions, and the correlation between outcomes and costs is observed in 72.7% of the
studies. Yet, the distinctions among the definitions emerge in terms of how they articulate
the correlation between costs and outcomes. This connection is occasionally directly associ-
ated with the VBHC concept, while in other cases, it is associated solely with the definition
of ‘value’ as a constituent within the concept. Additionally, references to supplementary
factors beyond patient outcomes and costs, like the impact on professionals” workload and
their job contentment, underscore the presence of a gap in comprehending the concept.

3.2.2. Key Elements of Implementing and Delivering Value-Based Care

The second specific objective of this present scoping literature review was to
identify the key elements of implementing and delivering value-based care into the
healthcare context.

Among the reviewed studies, the following key elements have been identified: lead-
ership, involving the patients’ perspective, organising the delivery of care in integrated
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care units, the standardisation of outcome measures and accessibility of data, and having
enough resources in terms of time and human capital.

A total of nine studies considered the presence of leadership as a key element to
support and guide the (multidisciplinary) teams implementing the VBHC approach within
the hospital: Nilsson et al. [41,43]; Hejister et al. [45]; Daniels et al. [44]; Cossio et al. [32];
NG [47]; Steinman et al. [48] and Varela et al. [49]. According to Nilsson et al. [41,43],
effective leadership occupies a role within the team that is persevering, committed through-
out the process, able to motivate and drive the team, and is constantly able to bring new
ideas and approaches. This effective leadership was considered essential to ensure that the
implementation does not slow down or even that the value-based work does not come to
an end.

Hejister et al. [45]; Daniels et al. [44], and Cossio et al. [32] highlighted that effective
leadership is based on ensuring the involvement of patients and / or patient representatives,
as well as the necessary financial resources for the successful implementation of VBHC.
Likewise, Hejister et al. [45] highlights the figure of the clinical leader, and Daniels et al. [44]
highlights the figure of the medical leader as figures responsible for leadership in order to
successfully launch the implementation of the model. While for NG [47], in the frame of
VBHC, great leaders are those that support the implementation of changes and reforms to
ensure organisational efficiency with clear pathways for patients [47].

On the one hand, several of these studies focused on the importance of leadership in
structuring the work among the team in the pre-implementation phases of VBHC [43,48]. In
this sense, studies confirm that leadership by the hospital director, according to which the
VBHC approach should be used as a management tool, allows for the legitimacy of decisions
within the teams and is conceived as crucial for the prior organisational redesign necessary
for the subsequent successful implementation of VBHC [43,48]. On the other hand, another
study highlighted the relevance of leadership in both the pre-implementation phase and
also in the leading of the implementation process to ensure the motivation of the team
during the first months [41]. Although, without providing details, other studies also allude
to leadership and coordination as a key step in ensuring the successful implementation of
VBHC [49].

Studies also agree on the importance of involving the patients’ perspective, although
they differ in their manner. Some of the studies emphasised that the patient is at the core or
centre of VBHC [43,47,51]. In the same line, other studies highlighted the importance of
involving patients or patient representatives during the implementation process [41,45].
According to Nilsson et al. [41], patient involvement is key to understanding the patients’
point of view and to ensure that there are no discrepancies between patients’ experiences
of value and how teams implement VBHC. In this sense, involving patients or patient
representatives allows teams to seriously evaluate care delivery in relation to patient
value [41]. In the same vein, other studies highlight that patients as well as teams need to
have access to data in order to discuss changes in the care process together [32]. Finally,
other studies confirmed that VBHC contributed to highlighting the importance of including
the patients’ perspective and what is important to them [43].

Other studies emphasised that patients’ involvement alongside the multidisciplinary
team needs to be present not only at the implementation phase but also during the pre-
implementation design process. In this sense, patients are considered members of the
value team, and their participation is essential to ensure personalised care in which their
wishes and needs are included, and the outcomes that will be relevant to measure in later
stages are selected [45]. Other studies considered the patient perspective to be essential
when implementing VBHC, because patients’ perspective is key to developing tools that
are relevant to actually assess patient-reported outcomes (PROMs) and patient experience
(PREMSs) through systematic measurements [32,49].

Other studies also mentioned involving patients in the shared decision-making process
as one of the most important elements of VBHC [32,50,51].
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Another key element for VBHC is embedded according to the studies in the pre-
implementation phase, known by some studies as organisational [48], or more generically,
they refer to the organisational structure of hospitals [45,47].

In this respect, the studies emphasised that, prior to the implementation of VBHC, it is
essential to modify the healthcare organisation, which is usually organised in separate de-
partments, into integrated care units [32,41,44,49,50]. According to these studies, healthcare
systems that are organised in specialised departments make it difficult to assess outcomes,
to measure costs along the whole process, and to follow patients during the course of the
disease as they move from one department to another. For these reasons, it is considered
necessary to organise care delivery in integrated care units or in multidisciplinary care
pathways around a specific patient group with a specific medical condition [32,40,48-50] or,
in other words, towards a disease-oriented organisation that allows the entire care process
to be evaluated in terms of costs and clinical outcomes [48].

Standardisation of outcome measures and accessibility of data: Importance of ICTs.

As previously said, patients” involvement is essential to know what value for patients
is. Thus, the identification of outcome measures relevant to patient groups, which creates
value for patients, is another key element in the implementation of VBHC [32,41,47-49].
Alongside the identification of outcome measures, the studies highlight the importance of
new technologies for recording and accessing outcomes which facilitates the implementa-
tion of VBHC. Several examples that confirm that IT support is an important factor for a
successful delivery of VBHC are presented in the reviewed literature. These include the
following: the creation of information platforms that enable communication and inform
both clinical teams about PROMs and patients about their health status [32], the devel-
opment of a coding system to measure outcomes across a whole group of patients [42],
the installation of supporting IT tools that allow for the searching of data in different IT
systems of a hospital [42,51] or that allow, in a given hospital, the systematic recording of
information from the primary source, the existence of an up-to-date IT system containing
the data, the opportunity to search for statistics for outcome measurement mapping [41], or
even the presence of national data registers [44].

Alongside the measurement of outcomes, several studies highlight the importance
of measuring the costs of the entire care cycle [40,48,49]. Along these lines, some studies
highlight that, in order to calculate the value for patients, it is necessary to measure the
costs per patient of the entire care process [49,50] or, in other words, to measure the costs of
the care cycles for each of the diseases they treat [48].

A few studies also highlighted the importance of having enough resources available
during the design and/or implementation of VBHC for the successful implementation of
this approach. In this regard, time was considered one of the most important resources in
many studies [41,43,44].

When planning VBHC implementation, time was found to be essential in order to
ensure the sufficient preparation of the teams to understand the meaning of VBHC and
what value-based work implies, to decide on the administrative resources needed for
the implementation process [43], to adjust the essential IT systems that would be key
during the implementation [41,43], and to detect, with the staff involved in the teams,
which results were interesting to measure the amount of time necessary to schedule the
required follow-up meetings to monitor the implementation process [50]. Once VBHC
was implemented, time was seen as a key resource to reflect and adapt to all changes
without losing track of the work being done [40,43,44]. Apart from time, human capital was
also found as a key resource for the successful implementation of VBHC. Several studies
highlighted the importance of having multidisciplinary teams for VBHC implementation
to ensure integrated and multidisciplinary value-based care [44,45,49,50]. Other studies
highlighted the hiring of external consultants as a key figure to structure the work in the
pre-implementation phase and to lead the implementation process in the first months,
supporting, guiding, and motivating the teams during the implementation process [41,45].
In other cases, it was also considered essential to involve professionals outside the VBHC
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team, as it was felt that all professionals involved in the care of a given patient group
should support improvement initiatives [44].

Despite the recent implementation of this model, there is consistency across studies
regarding the critical elements necessary to guarantee its effectiveness in implementation.
In 75% of the studies, both the leadership and the organisation of integrated care units
emerge as prominent elements. Moreover, the significance of involving patients, ensuring
data accessibility, and updating IT systems is evident in over half of the studies. These
examples signify a substantial consensus among stakeholders regarding the essential
components aimed at enhancing care within a value-based care model.

Nevertheless, despite these commonalities, the differences among studies, even those
addressing identical elements, are striking. Certain studies mention leadership yet diverge
in attributing this role to various individuals, such as the hospital director, or remain
vague about who should possess this capacity. Moreover, there are differing perspectives
on its significance at different stages, with some emphasising its importance during the
pre-implementation organisational phase, while others highlight its relevance specifically
during the implementation of value-based care. Similar variability exists regarding the
inclusion of patients in these studies. While some emphasise considering the patients
directly, others discuss the potential inclusion of patient representatives. The discrepancies
in identifying crucial elements for the effective adoption of the value-based care model
imply a lack of uniformity in the understanding of its implementation. Consequently,
this variation in understanding could lead to differences in measurement and outcomes,
thereby complicating comparisons between implementations.

3.2.3. Resulting Outcomes of Implementing Value-Based Care

The third specific objective of this scoping literature review was to identify and sum-
marise the resulting outcomes, in terms of improvement in the quality of the care process,
of implementing VBHC, and how this may contribute to improving the efficiency and sus-
tainability of a healthcare system. Studies show positive results from the implementation
of VBHC, including improvements in the awareness of cooperation and actual cooperation
between the different departments involved in the patient care process and a better under-
standing of the different conditions in each department and different patient subgroups.
This improved coordination, together with VBHC, facilitated the achievement of outcome
measurements and improved the quality of data. In terms of patients, the implementation
of VBHC increased accessibility for patients to receive care at the appropriate level of care
and better patient follow-up. In general, VBHC implementation increased the sustainability
of organisations, in particular of those where professionals were committed, and strong
leadership was in place.

Different studies referred to certain human resources involved in VBHC implementa-
tion for their ability to guide positive outcomes [44,48]. In this sense, the studies highlighted
that involving professionals from outside the VBHC team (e.g., from other hospitals) who
care for a certain group of patients allows for the professionals to share the actions that are
being implemented with them and increase knowledge about the best practices [50]. The
specific presence of other professional profiles, such as managers, also was mentioned due
to their ability to foster communication between the different care units involved in the full
care cycle of a disease [48].

Generally, some studies highlight that working according to a standardised care plan
contributes not only to a greater awareness on the part of professionals to use hospital time
efficiently and a better structured care process but also to the higher job satisfaction of the
staff [42].

Other studies have highlighted that, in the implementation of VBHC, the commit-
ment and input of physicians and managers, together with clinical leadership, enabled
organisations to innovate and drive changes and reforms, achieving greater efficiency in
hospital services [44,47,48]. In this sense, some studies highlight that the most successful
and sustainable organisations have been those in which there was a greater degree of
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commitment between doctors and managers [47]. Along the same lines, other studies have
highlighted physician leadership as a success factor due to the positive involvement of the
physician leader as an inspirational and motivating character with the ability to involve
others and assume responsibility [44], which led to a successful delivery of VBHC. Finally,
some studies highlight leadership within implementation teams as very beneficial for the
proper organisation of teams [48].

On the other hand, the studies highlighted that emphasising value for patients brings
benefits for the healthcare organisation implementing VBHC, as it enables (team) partic-
ipants to understand the patients’ point of view, become enthusiastic about the concept,
and strongly engage in implementation work [41].

Another important outcome of VBHC implementation was organisational improve-
ment in terms of increased cooperation between departments and between professionals
in these departments. In turn, this improved cooperation facilitated the achievement of
outcome measurements, patient follow-up, and the understanding of the different con-
ditions in each department and different patient subgroups [41]. In terms of improving
cooperation on a broader level, the implementation of VBHC also increased the awareness
of cooperation between inpatient and outpatient care, contributing to increased accessibility
for patients to receive care at the appropriate level of care [41,42].

The creation of integrated units around medical conditions also triggered positive
consequences by considering the fact that they could enable closer collaboration between
all those involved in the treatment of patients with a particular medical condition and allow
hospitals to better address the interdependencies of the different activities necessary for
patient care [43].

Finally, studies highlight that the implementation of VBHC improved data quality
by using systematic measures to actually assess patient-reported outcomes (PROMs) and
patient experience (PREMs) as well as enter the information into the system from the
primary source (physician/patient). This reduced interpretation bias, ensured systematic
recording, and avoided missing data [46,48]. More briefly, other studies conclude that
the use of patient-reported outcome measures has itself been a stimulating factor for the
implementation of VBHC [44]. Furthermore, the transparent display of health outcome
information, so that it is available to both care providers and the general public, has also
been shown to facilitate improvements in the health outcomes achieved [51]. In the same
vein, other studies confirm that having a coding system to measure health outcomes in
a subgroup of patients allows the team to critically examine processes and decisions in
relation to different treatment regimens [42]. More generally, other studies have emphasised
that value-based metrics have a driving effect on collaboration among team members by
creating a sense of shared accountability for certain goals [48].

In conclusion, the studies included in this scoping review present results (66.6%)
that refer to predominantly positive outcomes. These studies correlate these favourable
outcomes with the presence of key elements highlighted in the implementation of VBHC.
Nevertheless, a notable proportion of studies (33.4%) within this review do not present
specific outcomes or results. Furthermore, the disparities observed in the examined results
are due to the absence of a standardised foundation for the selection of key elements and
their implementation.

4. Discussion

This review describes the state of the art regarding the concept of VBHC, key elements
for its successful implementation, and the resulting positive outcomes of implementing
VBHC within a healthcare system.

In terms of the VBHC conceptualisation, the definitions found in this literature review
referred to both the general term VBHC and the meaning of value within the model.
Most of the studies agree on the definition of value and define it as the health outcomes
achieved for patients in relation to the costs of the whole process of care [27,35,52]. In this
sense, delivering value to the patient means improving health outcomes for the patient.
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This definition of value is aligned with the definition of value of Michael Porter and
Elizabeth Teisberg in their 2006 book on redefining healthcare [26], with these authors in
this particular work being the pioneering authors of the VBHC approach.

Despite the unanimity in the definition of value, studies vary in their consideration of
the key elements or factors in the implementation of VBHC. This ambiguity in the concep-
tion of the term has resulted in multiple ways of implementing VBHC depending on the
geographical context and management of health systems [53]. This study may contribute
to unveiling this cloak of ambiguity about the key elements of VBHC implementation
presented in the scientific literature.

Thus, with regard to the key elements of VBHC, those most frequently examined
were, firstly, the existence of a leader with the capacity to motivate and guide the team in
the pre-implementation and implementation phase; secondly, the involvement of patient
perspectives to ensure that the implementation of VBHC is responsive to the patient
experience and to guarantee personalised care; thirdly, the creation of integrated care
units around specific patient groups or specific medical conditions that allow patients
to be followed throughout the process; fourthly, the identification and storing of patient
perspectives to ensure that the VBHC implementation responds to patient experiences
and guarantees personalised care; fifthly, the identification and standardisation of relevant
outcome measures for patients in conjunction with the development or improvement
of IT systems to ensure the recording, transparency, and accessibility of data by care
providers and patients; and finally, the provision of time and human resources to ensure
that implementation teams have the necessary time for preparation and the necessary
reforms prior to implementation and for monitoring and adapting to changes during the
implementation process. These elements have been identified in a wide variety of scientific
studies [45,49], and it is recognised that their combination is considered essential for VBHC
implementation. The pioneering work of Porter and Teisberg [26], as well as their further
research, has shown that the transformation from volume-based care to value-based care
must be based on a combination of six elements: organising around integrated care units,
measuring outcomes and costs per patient, bundled payments by care cycles, expanding
geographic reach, and enabling an informatics platform, with most of them being aligned
with the key elements of implementing VBHC found in this scoping review.

Regarding the identification of positive outcomes resulting from the VBHC im-
plementation, some benefits have been identified that could shed light for future
implementation actions.

Among them, some of the reviewed studies described improvements in cooperation
between professionals working in the healthcare system, both in terms of raising awareness
of the need of cooperation and improvements in actual cooperation between professionals
and departments involved in the patient care process. Cooperation has been shown to be
essential for optimal care provision in other studies [54,55]. In addition, it was described in
several of the reviewed studies [41,42] that the creation of integrated units was also seen as
beneficial in enabling closer collaboration between all those involved in the treatment of pa-
tients with a disease and between the different levels of care (inpatient and outpatient). This
improvement is supported by the ‘integrated care’” approach that seeks to better coordinate
care around people’s needs [56]. Along these lines, it was also found that the implementa-
tion of VBHC increased accessibility for patients to receive care at the appropriate level of
care and better follow-up. Other positive outcomes of the delivery of VBHC are that imple-
menting this model facilitated the achievement of outcome measurements and the quality
of the data collected. As widely highlighted by the ICHOM—International Consortium
for Health Outcomes Measurement—group, measuring outcomes is important to deliver
optimal healthcare that matters to patients. Thus, the improvement found in our literature
review in those terms are aligned with the ICHOM group’s vision, as they contribute to
value maximisation, where value is understood as ‘the best possible patient-relevant health
outcomes and patient experience divided by the costs to achieve those outcomes” [44].
Previous studies confirm the high degree of the interpretive variability of the concept,
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as well as the lack of consensus on its conceptualisation and the paucity of information
on the evaluation of the strategies implemented [57]. In this sense, the present scoping
review addresses the interpretative variability and differences in the conceptualisation of
VBHC, providing an individual and comparative analysis of the studies included, thus
adding value to previously published studies that agree on the existence of a gap around
a generalised definition and understanding of the model. In addition, this study sought
to address the paucity of results reported in previous studies on the evaluation of the
implementation strategies in place by providing a comprehensive analysis of the positive
results reported in these studies.

Despite the meaningful contributions of this literature review, this study is not without
its limitations. First, our study protocol was not prepared neither registered, as recom-
mended by the PRISMA 2020 guidelines. Moreover, our search was limited to studies
published in English and Spanish between 2013 and 2023, which may exclude studies pub-
lished in other languages that might be relevant to understand VBHC. In addition, most of
the studies included in this literature review are based on a qualitative methodology, which
may limit the extent to which the findings of this study can be generalised, and a number
of the reviewed studies simply narrate experiences without assessing the effectiveness of
implementing the system-wide intervention, which presents a major limitation, as there
are no data to guarantee that these interventions work. We believe that there is sufficient
consistency in the results analysed in this scoping literature review to be useful in guiding
future research, even though the identified limitations suggest the need for additional
research to address the gaps in our understanding of this critical healthcare paradigm, as
well as on the scalability and sustainability of the VBHC model.

5. Conclusions

In conclusion, based on the findings of this scoping literature review, the implemen-
tation of VBHC may contribute to an improvement in the efficiency and sustainability
of healthcare.

While most studies refer to some of Porter and Teisberg’s key elements, there is no
agreed generalisation of all of them, and there is interpretative variability that translates dif-
ferently in the way VBHC initiatives are implemented and the variety of positive outcomes
achieved in terms of effectiveness and the sustainability of healthcare.

These findings point to an urgent need for a common conceptualisation of VBHC,
focusing on key elements to reduce interpretive variability and to achieve a shared under-
standing of its application.
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Abstract: With ageing, the risk of frailty increases, becoming a common condition that exposes older
people to an increased risk of multiple adverse health outcomes. In Valencia (Spain), the ValueCare
project develops and applies a value-based care approach that addresses the multidimensional nature
of frailty by implementing integrated and personalized care to tackle psychosocial frailty. A pre-post
controlled design with a baseline measurement at inclusion, at the end of implementation and a follow-
up measurement after 6 months of intervention. In Valencia (Spain), 120 participants over 65 years of
age are recruited from primary care centres to receive the ValueCare comprehensive and personalised
care plan according to the results and are compared with 120 participants receiving “usual care”. An
assessment questionnaire is designed using validated instruments, and a personalised care plan is
developed specifically for each participant based on the results obtained. The study protocol has
been registered under the ISRCTN registration number ISRCTN25089186. Addressing frailty as a
multidimensional and multifactorial risk condition requires the development and implementation of
comprehensive assessments and care. In this context, this study will provide new insights into the
feasibility and effectiveness of a value-based methodology for integrated care supported by ICT for
older people experiencing frailty.

Keywords: integrated care; personalised care; psychosocial frailty; older people; pre—post controlled
clinical trial

1. Introduction

The ageing of the world’s population is indeed a complex and multifaceted phe-
nomenon with both positive and challenging aspects. An ageing population can have
far-reaching socioeconomic consequences, for instance, on the care system due to increases
in public spending on health and social care [1,2]. As people age, they are at increased risk
for chronic diseases, functional impairments, and frailty [3-5]. Frailty is indeed considered
one of the most problematic expressions of ageing, constituting a risk factor for falls, loss
of mobility, cognitive impairment, disability, dementia, hospital admissions, cardiovas-
cular diseases, loneliness, and even mortality [6-8]. Research examining the relationship
between frailty and loneliness has found strong associations between these two factors,
and it suggests a bidirectional relationship [9,10]. Recent studies have confirmed that frail,
older people have smaller social networks and higher levels of loneliness [11,12]. Likewise,
older people who experience high levels of loneliness have an increased risk of becoming
physically frail or prefrail [13]. Similar to frailty, loneliness has also been observed to be
closely associated with different negative health outcomes, such as cardiovascular disease,
disability, cognitive impairments, depression, disability, and mortality [10,14,15].

In terms of prevalence, in Europe and, in particular, Spain, there is no consensus on the
prevalence of frailty. Although studies have confirmed that frailty increases with age and is
more frequent in women than in men [16-19], there are notable variations, depending on the
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assessment tools, in population variability in terms of geographical location, socioeconomic
status, gender, and the presence of chronic diseases [19,20]. A recent study showed that
>50% of the population over 50 years of age in Europe is pre-frail/frail, with the overall
prevalence of pre-frailty being 42.9% and of frailty 7.7% [20]. In Spain, the most recent
studies have shown a prevalence of frailty higher than 25% for the population aged 70 years
and older, with significant differences according to geographical areas and being twice as
high in women as in men [17,18].

Another issue when studying frailty is that the physical frailty phenotype has received
significant attention in the literature, and it is often the most prominent aspect of frailty
discussed [21]. However, it is important to note that frailty is a multidimensional concept,
and there are other dimensions of frailty that are equally important but may not receive as
much attention in the literature. These dimensions include the psychological and social
aspects of frailty [22].

In recent years, there has been a growing interest in expanding the understanding of
frailty to include these other dimensions and develop more comprehensive and a more
holistic approach to managing and preventing frailty and its associated adverse health
outcomes. Moreover, the bidirectional relationship between loneliness and frailty, coupled
with the multidimensional nature of both constructs, underscores the need for comprehen-
sive strategies to address these issues in older adults [23]. In this sense, the implementation
of value-based healthcare principles in the context of frailty lies in addressing frailty from
an integrative perspective, reorganising care around patients in an effective and efficient
manner supported by digital health solutions [24]. Concretely, among the key principles
of value-based care are individualized care plans, shared decision-making, holistic as-
sessments including measurable outcomes, the provision of integrated services, and early
interventions. All of these aspects of the value-based care model are essential to addressing
the complex interplay of frailty, depression, and social support in older adults [25]. The
adoption of value-based care in addressing these conditions among older adults leads to
improved health indicators, such as reduced hospitalisations, better mental and physical
health, enhanced quality of life, and lower healthcare costs. By focusing on patient-centred,
comprehensive, and coordinated care, VBC transforms the healthcare experience for older
adults and yields measurable health benefits [26,27].

The literature has shown that social participation is key when developing comprehen-
sive strategies to address frailty, especially frailty understood as a holistic concept including
social and psychological aspects [28]. Social participation has been proven to effectively
address psychological and social frailty and loneliness [29]. In particular, when developing
interventions, it is essential to address the individual dimension, taking into account the
individuality of each person, favouring empowerment, and allowing them to manage their
own loneliness [14]. In this sense, the literature suggests the need to educate the population
about actively investing in their social supports (family and friends) and also emphasises
the great importance of boosting the person’s own motivation to actively change their
situation [30].

In this regard, the motivational interview technique may be presented as a useful
tool to support intervention strategies focused on improving intrinsic motivation and
behavioural change among older adults experiencing frailty. Motivational interviewing is a
counselling approach developed to help individuals find motivation within themselves to
make positive behavioural change [31]. The core principle of motivational interviewing
involves engaging in a collaborative conversation with individuals to explore and resolve
their ambivalence toward change. Therefore, motivational interviewing may be used for
supporting individuals in planning their personal objectives, boosting their motivation,
and moving forward with behavioural change that may lead to improved frailty status and
loneliness feelings.

This study is framed within the ValueCare project—Value-based methodology for inte-
grated care supported by ICT—a research project funded by the European Commission under
the Horizon 2020 programme. This project conforms a consortium of 17 partners from
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8 European countries. The aim of the ValueCare project is to provide efficient and outcome-
based integrated (health and social) care to the population aged >65 experiencing frailty,
cognitive impairment, and /or multiple chronic conditions, with the objective of improving
their quality of life by applying value-based methodologies supported by digital solutions.
In this project, study sites in seven European countries are implementing and validating the
ValueCare intervention: Valencia in Spain, Rijeka in Croatia, Athens in Greece, Cork/Kerry
in Ireland, Coimbra in Portugal, and Rotterdam in the Netherlands. In each of these sites,
the ValueCare intervention is aimed to address a specific health condition. In this particular
study, the Spanish intervention focused on frailty is presented.

Objectives

The aim of this study is to evaluate the ValueCare approach implemented in the pilot
of Valencia (Spain), whose intervention is based on motivational interviewing, supported
by a digital tool, to encourage behavioural change towards greater social engagement and
healthier living. This study, using a pre—post controlled design with a study sample of
240 older adults experiencing frailty (120 individuals in the intervention group and 120
in the comparison group), specifically addressed the benefits for older people experienc-
ing psychosocial frailty to be able to evaluate implementation outcomes. We intend to
accomplish this objective through the following specific objectives:

(a) To compare the benefits of the ValueCare intervention deployed in the Valencia pilot vs.
usual care for older people in terms of frailty, loneliness, social support, health-related
quality of life, and healthy lifestyle behaviour.

(b) To evaluate the benefits of the ValueCare approach deployed in the Valencia pilot
centre in terms of reducing the use of outpatient and inpatient health and social care
among older people.

(c) To evaluate the satisfaction of the target population with the ValueCare intervention
deployed in the Valencia pilot centre.

2. Materials and Methods
2.1. Design

An experimental design involving both intervention and comparison groups will be
employed in a controlled pre-post study, aiming to investigate the effects of the intervention
by comparing outcomes between the two groups before and after the intervention period.

2.2. Study Participants: Inclusion and Exclusion Criteria

The study sample was composed of 240 older adults experiencing frailty (120 individu-
als in the intervention group and 120 in the comparison group). Participants were randomly
assigned to each of the groups. Expecting a 20% loss to follow-up between T0 and T1 (e.g.,
due to mortality, rehousing, or study withdrawal), we expected to obtain complete data
from 96 participants in the intervention group and 96 participants in the control group of
each large-scale pilot site (in 1 = 192 study participants with complete data at follow up,
equally divided over the intervention group and the control group). We assumed equal
standard deviations in the intervention group and the control group, an alpha level of 0.05,
and a power of 0.80. For this expected overall sample size and assumptions, with regard to
the continuous outcome measures, a difference of 0.23 SD (standard deviation) between
the intervention group and the control group can be detected at follow-up.

Participants in the intervention group engaged in a 12-month intervention phase
tailored to their needs, receiving a personalised care plan agreed through a shared decision-
making process, whereas those in the comparison group maintained their usual care. All
participants were evaluated at baseline, after 12 months, and after 18 months.

The inclusion criteria encompassed individuals aged 65 or above, experiencing frailty,
residing independently within the community, and affiliated with one of the seven health-
care centres under the Malvarrosa-Clinic Health Department within the Valencia study area.
The exclusion criteria involved individuals with cognitive impairments, significant depen-
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dency, institutionalisation, inability to provide informed consent, or lack of proficiency in
the Spanish language.

Patients who met the inclusion criteria were invited to participate in the ValueCare
project, where a comprehensive explanation of their involvement in the project was pro-
vided. Patients interested in participating in this study were requested to sign the informed
consent form, indicating their voluntary, informed, and explicit consent to participate in
this study and permit the processing of their data.

2.3. Recruitment and Randomization

The recruitment of the study participants was carried out by social and healthcare
professionals from seven participating healthcare centres: Alfahuir Health Centre, Salvador
Pau Health Centre, Benimaclet Health Centre, Serreria I Health Centre, Salvador Pau
Allende Health Centre, Republica Argentina Health Centre, and Chile Health Centre. All
of these centres belong to the Malvarosa-Clinic Health Department in the city of Valencia.

The general practitioners, who are familiar with their patient’s clinical record, con-
tacted them to ensure that these individuals met the inclusion criteria mentioned above,
ensuring their potential eligibility as participants. Once included, participants were re-
quested to complete the baseline assessment. Following the completion of the baseline
questionnaire, the allocation of study participants into either the intervention or control
group occurred through a randomization procedure. To ensure the concealment of the
randomisation sequence, the Oxford Minimization and Randomization (OxMaR) system
was employed. This computer-based centralised method ensures proven security measures
to prevent bias in the sequence [32]. For safeguarding personal information, every partici-
pant was assigned an identification code that corresponds to their group and the specific
healthcare centre with which they are affiliated.

2.4. Data Collection Process

Data collection and measurement were conducted using an assessment question-
naire that included the International Consortium for Health Outcomes Measurement
(ICHOMSs) [33] dataset for the older population, as well as additional measurement ques-
tionnaires. Each instrument comprising the assessment questionnaire is described in the
Section 2.7. Measurement instruments without validated translation into Spanish were
translated using the back-translation method to ensure cross-cultural adaptation of the
measures.

Researchers inputted the paper-based collected data into the Generic Medical Survey
Tracker (GemsTracker) software, chosen for its security measures and capability to collect,
submit, and make modifications to the data. Data were collected from participants in three
phases: at baseline (T0), 12 months after the end of the intervention (T1), and 18 months (T2).

2.5. Description of the Intervention: Design and Implementation

An intervention protocol incorporating aspects like motivational interviewing, social
prescription, the transtheoretical model, and person-centred care, was formulated based on
an extensive literature review. This review aimed to identify evidence-based interventions
addressing psychosocial frailty and establish the methodology to be employed in the inter-
vention process. Moreover, this intervention protocol includes the phases and procedures
to be followed to guarantee the effectiveness and sustainability of the intervention. Social
and healthcare professionals, including psychologists and social workers, collaborated to
design and implement the ValueCare intervention in the Valencia pilot, specifically tailored
for individuals aged over 65 experiencing frailty.

All individuals (120) within the intervention group identified as experiencing frailty
participated in the intervention phase. After completion of the baseline assessment ques-
tionnaire (T0) by the intervention participants, their results were extracted to validate the
presence of psychosocial frailty according to the Tilburg Frailty Index [34] and the UCLA 3
Items Loneliness Scale [35].
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Participants identified as frail commence the intervention phase by engaging in an
initial meeting with social and healthcare professionals. This initial meeting serves a dual
purpose: firstly, to present and elucidate the results derived from the baseline questionnaire
to the participants, and secondly, to collaboratively design a personalised value-based care
plan using a consensus-based co-design approach. This plan was crafted based on the
results, preferences, and interests of the participants and will undergo periodic reviews as
part of a shared decision-making process.

During the 12 months of the intervention, participants engaged in regular meetings
(once a month) with the social and healthcare professionals responsible for their follow-
up, during which motivational interviews were conducted. The motivational sessions
aimed to achieve several objectives: identifying the psychosocial needs of the individual;
assessing the person’s stage of change according to the Transtheoretical Model by Prochaska
and DiClemente [36]; fostering motivation to steer the individual towards a readiness for
change by assisting in exploring and resolving ambivalences about unhealthy behaviours or
habits; and ultimately, collaboratively establishing objectives through a professional—patient
negotiation process to guide the transition toward desirable behaviours. The motivational
interviews allow a space of trust where the professional’s attitude is one of acceptance and
empathy towards the patient’s needs, preferences, and experiences in order to increase
and strengthen personal motivation and commitment to change, helping the participant to
explore and resolve the ambivalence that arises in people when they have to make decisions
that involve behavioural change.

At the end of each monthly motivational session, specific psychosocial objectives
focusing on enhanced social participation and the expansion of social networks are agreed
with the participant. These objectives will be revisited by social and healthcare professionals
in the subsequent meeting for review. The objectives are embedded in the framework of
the term “social-prescribing”, where the professional, during the motivational interview,
presents to the participant the existing community resources that could potentially enhance
their health and well-being [37,38]. These resources are tailored to match the participants’
psychosocial needs, interests, and preferences. Among the community resources introduced
may be activities promoted by third-sector entities (associations, foundations, community
groups, NGOs. . .), as well as resources provided by municipally owned institutions such
as libraries, art museums, sports centres, theatres, retirement centres, and even the use of a
municipality’s green spaces [39,40].

Apart from the motivational sessions with social and healthcare professionals, par-
ticipants are able to engage in social workshops organized on a monthly basis in each
of the health centres participating in the study. These workshops offer opportunities for
interaction among participants within the intervention group. Additionally, communi-
cation will be facilitated through WhatsApp groups and the dedicated ValueCare APP,
allowing further interaction and engagement among participants. In this way, face-to-face
relationships are strengthened through information and communication technologies, dou-
bly favouring the active participation of older people in the community, reducing social
frailty and improving mental well-being [41].

Specifically, the ValueCare application (Vodafone Innovus, Athens, Greece) [42] is a
mobile application with which the participants of the intervention group will be able to
interact and through which the achievement of the prescribed goals will be encouraged
and healthy lifestyles will be promoted. To ensure that the ValueCare digital solution is
adapted to the local context as well as to the needs and interests of older people, informal
caregivers, managers, policy-makers, ICT experts, and health and social practitioners,
strategies based on collaborative approaches such as co-design are implemented. In this
sense, co-design is paramount to providing integrated person-centred care, as it allows for
the involvement of all stakeholders in the development of digital health solutions [43]. A
total of 2 rounds of co-design were implemented before the ValueCare implementation
phase with 212 participants. All co-design rounds included focus group sessions to explore
the opinions, perceptions, preferences, and experiences of the target groups around the
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ValueCare concept and ValueCare solution. A more generic first round aims to define the
value-based model and the digital solution to build the concept and the digital solution
according to the needs of all stakeholders, presenting and discussing the added value of
the value-based concept in today’s society. The second, more specific co-design round
aims to define the technical features and properties of the ValueCare solution as well as its
involvement and interaction during the implementation phase of the intervention.

The ValueCare application provides each participant with the personalised care plan
that has been agreed upon during the professional-participant co-design process. Partici-
pants can visualise in the application which are the weekly objectives to be met. Healthcare
professionals are in charge of sending these objectives and monitoring the progress of the
participants through the Vida 24 web platform (Vidavo S.A., Thessaloniki, Greece. Vida
24 [44] consists of a connected care IT platform that has been operational in Europe for over
10 years and which allows data from multiple sources to be synchronised, personalised, and
adapted to specific needs, allowing participants to view the information in the ValueCare
Application and professionals to view real-time information on the participants in the Vida
24 platform. In addition, the platform will integrate a virtual coach tool developed by the
Fondazione Bruno Kessler [45] that will act as a persuasive chat bot based on dialogue
to motivate participants to achieve their objectives and reinforce positive behaviours. In
addition, the ValueCare application has different sections where participants can view
content in video or text format on existing resources at the community level to maintain an
active and healthy lifestyle, tips to increase their social participation, and knowledge on
physical frailty, social frailty, and loneliness, among others.

2.6. Control Group

During the 12-month intervention phase, the control group, comprising 120 individ-
uals, continued to receive their usual care, visiting primary care centres or hospital care
centres to receive attention when needed, as they did before their involvement in the
project. Upon completion of the intervention phase, control group participants undergo
follow-up evaluation and receive a comparative health outcomes report contrasting T0
and T1. Additionally, a comprehensive guide offering advice on physical, psychological,
and social health promotion is delivered to these participants. This guide presents the
assets/opportunities available in their local area, encouraging physical activity, healthy
eating, and enhancing their active participation in society.

Figure 1 details the flow of participants from recruitment to the last follow-up contact
for control and intervention subjects.

2.7. Outcomes

First, the screening process for participant eligibility involved the assessment of frailty,
dependency levels, and cognitive impairments, according to the inclusion and exclusion
criteria.

The FRAIL scale [46] was the tool selected to categorise the level of frailty among
participants. It is a commonly used tool that presents a simple and quick assessment that
helps identify the presence of frailty based on five key components: fatigue, endurance,
ambulation, illness, and weight loss. If the older adult scores >1, a high likelihood of frailty
is considered to exist [47], and then it meets the criteria for inclusion in the study.

The level of dependency was assessed with the Barthel Index [48]. The Barthel In-
dex is an ordinal scale that measures a person’s ability to perform 10 activities of daily
living (ADLs) by providing a quantitative estimate of the subject’s ability to carry out
these activities. The ADLs included in the index are eating, personal grooming, toileting,
bathing/showering, transferring between the chair and bed, transferring (walking on a
smooth surface or in a wheelchair), going up/downstairs, dressing/dressing, stool control,
and urine control. Participants were excluded from this study if they scored >60 points on
this index.
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Eligibility screening, recruitment and consent form at
Primary Health Center

Randomization process

Intervention group (n=120): 12
months of intervention following Intervention group (n=120):
the integral and personalised Usual care
care plan.

ValueCare Baseline questionnaire (T0)

ICHOM Standard Set for Order persons and other specific measures for physical, psychological and social fragility

Inclusion in the psychosocial
pathway of patients identified as
psychosodially frailty- 12 month

of psychosodial intervention

Follow-up ValueCare questionnaire {T1)}- 12-month assessment

ICHOM Standard Set for Order persons and other specific measures for physical, psychological and social fragility

Follow-up ValueCare questionnaire (T2) — 18 month assesment

ICHOM Standard Set for Order persons and other specific measures for physical, psychological and social fragility

Figure 1. Flow diagram of the participants through the trial.

Finally, cognitive impairments were assessed using the SPMSQ [49], which is a short
assessment questionnaire with 10 questions that allows the exploration of different cognitive
areas, specifically assessing the functions of orientation, recall memory, concentration, and
calculation. If the older adult obtains a score between 0 and 2 on this questionnaire, it
is considered a highly suggestive result of cognitive impairment, and the participant is
excluded from the study.

The initial assessment (T0) included a comprehensive evaluation of the physical and
mental health of the total study sample based on the International Consortium for Outcome
Measurement (ICHOM) as a standard set for older people. The main outcome was the
health-related quality of life score measured through the Patient-Reported Outcomes Mea-
surement Information System—Global Health (PROMIS-10), which is a 10-item survey that
assesses physical health, mental health, satisfaction with social activities and relationships,
and quality of life [50]. In particular, to evaluate psychosocial frailty, the Tilburg Frailty
Indicator (TFI) was used, which is an instrument that includes the physical, psychologi-
cal, and social dimensions of frailty [33]. Loneliness was assessed with the UCLA 3-item
Loneliness Scale [35]. Health-related quality of life was assessed with the EQ-5D-5L [51],
and lifestyle was evaluated in terms of the BMI, smoking, alcohol consumption, physical
activity, and nutrition. Moreover, falls were assessed using the previous history of falls
and the Visual Analogue Scale for Fear of Falling [52]. Medication adherence was assessed
with the Medication Risk Questionnaire (MRQ-10) [53]. Healthcare utilization was assessed
with the Modified SMRC Health Care Utilization Questionnaire 18 [54], and finally, socio-
demographic data (age, sex, educational level, type of household income, net monthly
household income, marital status, and household composition) were also collected.

Complementary to the baseline questionnaire, protein intake was assessed using the
Proteiner Screen 55+ [55], and physical performance was evaluated in terms of balance,
walking speed, and lower limb strength to get up from a chair using the Short Physical
Performance Battery (SPPB) [56].
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Table 1 describes the outcome measures used in the evaluation for older people.

Table 1. Effectiveness outcomes in older people.

Outcome Outcome Measure (s) Methods and Instruments
Physical HR-QoL =
Mental HR-QolL. PROMIS-10 [45]
Self-perceived health EQ-5D-5L [46]
Health, well-being, and quality ~ Frailty Tilburg Frailty Indicator [30]
of life Comorbidities ICHOM Older Person Set [29]
Loneliness UCLA 3-Item Loneliness Scale [31]
Activities of daily living Modified 10-item Barthel Index [43]
Falls Visual Analogue Scale for Fear of Falling [47]
BMI ICHOM Older Person Set [29]
Smoking status ICHOM Older Person Set [29]
Lifestvle behaviour Alcohol consumption ICHOM Older Person Set [29]
ty Sitting time One Internal Physical Activity Questionnaire (IPAQ)
Physical activity One item of the SHARE-Frailty [57]
Nutrition and undernutrition SNAQ + 65 [58]
Medication use Medication intake Medication Risk Questionnaire (MRQ-10) [48]
e Modified SMRC Health Care Utilization Questionnaire
Care use Care utilisation [49]

2.8. Ethics

This research was conducted without any commercial interest on the part of the investi-
gators, the staff of the primary care health centres, or the older people involved in the study.
This study received a statement of support based on a previous ethical evaluation by the
Human Research Ethics Committee (CEIH) of the Experimental Research Ethics Committee
of the University of Valencia (7 May 2020). The content of this study was communicated in
a transparent and detailed manner during the recruitment phase, and participation in the
study was engaged on a voluntary basis. Participation was consolidated by the individual
completion of the informed consent form by each participant. Participants were encour-
aged throughout the study to contact the investigators if any concerns or questions arose.
Informed consent was either collected on paper or electronically. Participants may suspend
their participation at any time during this study without disclosing the reasons for their
withdrawal. All activities, including data collection and processing throughout the project,
comply with ethical principles and relevant national, EU, and international legislation, such
as the Chapter of Fundamental Rights of the EU and the European Convention on Human
Rights. Provisions of Directive 95/46/EC and the General Data Protection Regulation
(proposed in (European Commission, 2012) have been shown to be highly relevant to the
protection of research participants and service users. In addition, this study followed the
ethical standards and data protection requirements of the GDPR 670/2016.

3. Registration and Dissemination

The study protocol has been registered in the International Standard Randomised
Controlled Trial Number (ISRCTN25089186; registration date: 16 November 2021).

The investigators aim to disseminate the results of the project in peer-reviewed journals
on a regular basis.

4. Discussion

This study aims to evaluate the implementation of the ValueCare approach compared
to usual care, specifically in the pilot centre in Valencia (Spain), as part of the ValueCare
project, focusing on older adults experiencing frailty. In particular, frailty is understood as
a multicomponent condition that includes psychological and social aspects in addition to
physical ones. The benefits of the intervention will be measured in a wide range of domains
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for older people: health-related quality of life (HRQoL), activities of daily living, falls,
BMI, smoking, alcohol consumption, physical activity, frailty, comorbidities, loneliness
nutrition and malnutrition, medication intake, and care utilisation. The outcomes of the
implementation will be measured in terms of appropriateness, acceptability, feasibility,
fidelity, and costs. A pre—post controlled design will be used to explore the effects of the
ValueCare approach on a total of 240 participants belonging to the seven primary care
centres that are part of Malvarrosa-Clinic Health as part of the Valencia (Spain) pilot site.

This study is not only highly significant given the high prevalence of pre-frailty
and frailty in older people, but also because of the scarcity of comprehensive studies
tackling frailty, encompassing its social and psychological dimensions. Indeed, the available
literature suggests a scarcity of intervention studies targeting older adults categorised as
frail using a comprehensive definition of frailty and who have received personalised
treatments [59,60].

Furthermore, the study design within this protocol presents an evaluation of the
ValueCare approach in comparison with “usual care’ practices in terms of the benefits
for older adults experiencing frailty. The benefits of the intervention will be measured
in multiple domains apart from frailty: loneliness, health-related quality of life, lifestyle
(BMI, smoking, alcohol consumption, physical activity, and nutrition), falls, medication
adherence, protein intake, physical performance, and care utilisation.

This study not only offers a comprehensive assessment of frailty but also aims to
deliver insights into the effectiveness of a personalised and comprehensive intervention for
mitigating and reversing psychosocial frailty by following a pre—post control trial design.

The effects of multidomain interventions related to psychosocial aspects have not been
consistent due to the small number of studies examining these outcomes, the scarcity of
studies with sufficient statistical power due to inadequate sample size calculation, or even
because the beneficial effects on psychosocial health have not been included as primary
outcomes [61]. Moreover, this study differs from previous ones as it relies on the value-
based care model, with social support being one of the interventions provided within this
paradigm. The existing literature on the benefits of social support to prevent or address
frailty does not typically use the value-based care approach. The novelty of this approach
lies in centring the preferences and needs of each participant, setting goals collaboratively,
and supporting them throughout the care continuum.

In addition, to ensure that the design and implementation of the ValueCare approach
and ValueCare solution responded to the needs, interests, and preferences of the target
groups, the research team implemented collaborative, co-design-based approaches to
support adherence to the ValueCare intervention and the use of the ValueCare digital
solution by the target groups.

In this sense, this study will address a key gap in the current evidence on the existence
of comprehensive interventions. The findings of this study will be disseminated in scientific
journals and through scientific and professional conferences.

The proposed study has some limitations, and some challenges are expected to be
encountered. Firstly, the recruitment process may be problematic due to the presence
of multimorbidities, sensory deficits, transport problems, the influence of other people,
fear that the study may harm health, etc. [62,63]. Furthermore, the recruitment process
might impose an extra burden on physicians, as they carry the responsibility of enlisting
participants from their pool of patients. Thus, research staff can assist in the process by
conducting the baseline evaluation after the patient confirms their willingness to participate
in the study. Since our target group consists of frail older adults, it is also expected that
the participation rate may decrease during the intervention period due to physical or
psychological deterioration. Finally, a randomised design is implemented to ensure equal
opportunities for subjects to access either the control group or the intervention group.
However, this approach might elevate the likelihood of dropout among participants in the
control group. This heightened risk can stem from the fact that individuals in the control
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group solely receive feedback from researchers upon completing evaluation questionnaires
(TO-T1).

5. Conclusions

Given the rapid growth of the older population worldwide, frailty will place increasing
pressure on healthcare systems and will be a major public health care issue in the coming
decades. While most studies have addressed frailty by focusing on the phenotypic model
of physical frailty, the most current evidence supports the importance of identifying and
addressing frailty through a multidimensional approach that takes into account the loss of
harmonious relationships between different domains (physical, psychological, and social).
New studies incorporating a comprehensive evaluation of frailty must be conducted
to introduce innovative interventions that merge social and healthcare aspects. These
interventions should aim to yield improved outcomes for older individuals. The literature
confirms the fact that psychosocial factors modify the association of frailty with adverse
outcomes, with a frail person’s psychosocial resources acting as a protector against adverse
outcomes. In this sense, primary care teams need to advance the utilisation of personalised
strategies that consider an individual’s social resources, interests, and preferences related
to personal activities or social behaviours. These approaches should also incorporate an
individual’s ability to self-manage their resources and activities. By fostering the person’s
capability to establish and sustain social relationships, as well as encouraging the initiation
of social engagement, these strategies aim to enhance social participation. Therapeutic
approaches based on motivational interviewing are considered a good starting point in the
treatment of psychosocial frailty due to their capacity to strengthen, through a collaborative
environment and respect for the autonomy of the person, the intrinsic motivation of the
person to enhance self-efficacy towards the initiation and maintenance of behaviour changes
towards healthier lifestyles.
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Abstract: Frailty is a common condition in older adults that negatively impacts health and quality
of life. This study evaluated a comprehensive, personalised, and coordinated intervention under
the value-based care approach to address frailty’s multidimensional nature in older people in the
primary care setting. It employed a pre—post randomised controlled design involving 242 frail
individuals aged over 65 years living in the community in Valencia (Spain) between 2021 and
2023. Assessments were conducted at baseline, 12 months (immediately post-intervention), and
18 months. The intervention included a personalised care plan supported by technology, with monthly
motivational follow-ups and plan updates by health professionals and participants. Outcomes were
measured using an assessment questionnaire that included the International Consortium for Health
Outcomes Measurement dataset for the older population: physical health, physical functioning,
general mental health, satisfaction with social activities and relationships, ability to carry out usual
social roles and activities, pain, general quality of life, loneliness, physical frailty, psychological frailty,
and social frailty. The study found significant improvements in physical frailty, quality of life, reduced
health resource use and hospitalisations and lower levels of pain and depression/anxiety compared
to baseline. The findings suggest further research into value-based care approaches, emphasizing
the development and activation of personalised, comprehensive programs for older individuals
with frailty.

Keywords: older people; frailty; value-based healthcare; personalised care; integrated care; pre—post
controlled trial

1. Introduction

Population ageing continues to boom with an accelerating expansion of the older
population worldwide [1,2]. According to United Nations projections, it is estimated that
in 2025, worldwide, one in six people will be 65 years of age or older [3], which represents
approximately 31% of the European population in 2100 [4]. This progressive and acceler-
ated increase in population ageing brings with it multiple challenges for health systems
and public health budgets, as it is associated with a sharp increase in care services [5].
Specifically, the increasing frailty, disability, and morbidity associated with ageing impose
a growing burden on health systems that require reform to meet the growing need for
medical and social resources [6,7]. Identifying effective and efficient interventions in terms
of promoting the health-related quality of life of older people is a European policy prior-
ity, and clinicians, policymakers, healthcare managers, scientists, and researchers should
consider the potential of comprehensive and coordinated approaches to care [5,8].

Among the different conditions faced by the older population, frailty is one of the
most pressing, yet preventable and reversible. The determinants of frailty are driven by
multiple interrelated risk factors that can be reversed and prevented, such as falls, depres-
sion, unhealthy diet, physical inactivity, and social isolation [9-11]. Frailty is a controversial
term that encompasses multiple meanings depending on the context and is interpreted
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differently by clinical and non-clinical settings. While for the older population that suffers
from frailty, frailty may be associated with negative connotations because of its association
with physical deterioration, generating rejection in older people because of the stigma of
bodily deterioration associated with old age, for those who label it, frailty also encompasses
multiple conceptualisations despite the consensus that it is a clinical category that needs
to be detected and addressed to reduce its negative impact on the health of the popula-
tion [12,13]. Although frailty is common among older adults, epidemiological data and
interventions aimed at preventing and reversing this condition have traditionally identified
and managed it based on the phenotypic model, which emphasizes physical frailty [14].
Extensive literature highlights the necessity of identifying and addressing frailty through a
multidimensional, integrated, and holistic approach to care. This is essential because frailty
impacts multiple aspects of health, including physical, psychological, cognitive, social, and
emotional domains [15,16]. In this way, the recent multidimensional conceptual model
understands frailty as the lack of harmonious interaction between multiple dimensions
leading to homeostatic instability [17]. From this holistic approach, frailty is therefore
understood as a dynamic state resulting from deficits in any of the social, psychological,
and physical domains that contribute to health, and therefore requires the identification,
assessment, and care of the condition from a biopsychosocial approach [18,19].

Achieving better health outcomes for patients requires reorganising care for patients
efficiently and effectively, and in this regard, health systems are advocating for innovative
models of care that move away from a volume-based approach to care towards a value-
based approach to care, supported by digital solutions [20]. The goal of this approach is
the delivery of value to patients with the understanding that value is defined as improved
health outcomes achieved from the entire care process [21]. In this context, the quality of
care is multidimensional, just like the life of an older person experiencing frailty [22]. This
necessitates assessment measures that cover all aspects of human functioning—physical,
psychological, and social—related to frailty, highlighting the importance of a holistic ap-
proach. The evidence confirms that the Tilburg Frailty Instrument (TFI) is a key self-report
instrument for assessing frailty in older people living in the community [23]. Furthermore,
taking a holistic approach to addressing frailty in community-dwelling older adults can
help manage other issues such as social isolation and loneliness. Evidence indicates that so-
cially isolated older adults are much more likely to develop both physical and psychological
frailty, as loneliness often leads to emotional depression [24].

Given the positive and significant relationship between loneliness and frailty, where
each can impact the other, studies recommend not only a holistic assessment that addresses
loneliness but also multidimensional and personalised interventions that focus on enhanc-
ing psychosocial resources [25]. In this regard, recent literature highlights the need to raise
awareness among older adults about actively investing in their existing social ties, such
as family and friends. It also highlights the necessity of enhancing their motivation to
actively improve their situation [26]. Following this line, motivational interviewing (MI)
can be an effective therapeutic technique for its ability to promote communication and
commitment, encouraging changes toward healthy lifestyles. This approach is empathic
and collaborative, with achievable goals set according to the needs and interests of the
person being interviewed [27]. Given that evidence confirms a positive association between
information and communication technology (ICT) use and social support, incorporating
ICT into interventions to address psychosocial frailty can be beneficial for maintaining and
extending social connections [28,29].

However, studies on value-based care programmes supported by technological so-
lutions that address the multidimensional nature of frailty and evaluate their effects on
older patients with frailty are currently scarce and have limitations, such as the lack of
controlled trials [22]. In this study, the purpose is to analyse the effect of a comprehensive
and personalised approach based on motivational interviewing, supported by a digital tool
on the reduction of frailty, especially psychosocial frailty, in older adults.
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This study is part of the ValueCare project—Value-based methodology for integrated
care supported by ICT—an initiative funded by the European Commission under the
Horizon 2020 programme. The project brings together a consortium of 17 partners from
eight European countries. The aim of the ValueCare project is to provide efficient and
outcome-based integrated care (both health and social) for people aged 65+ with frailty,
cognitive impairment, and/or multiple chronic conditions. The ValueCare intervention
has been implemented and validated in study sites located in seven European countries:
Valencia in Spain, Rijeka in Croatia, Athens in Greece, Cork/Kerry in Ireland, Coimbra
in Portugal, and Rotterdam in the Netherlands. In each of these sites, the ValueCare
intervention focuses on addressing a specific health condition. Through value-based
methodologies supported by digital solutions, the project aims to improve the quality of
life of this population. In Spain (Valencia), the ValueCare approach supported by a digital
tool and therapeutic tool based on motivational interviewing has been implemented for
people over 65 diagnosed with frailty.

This study aims to increase knowledge about the potential effects of a comprehensive,
personalised, and coordinated intervention, supported by digital solutions, in the context of
frailty. The main objective of this study was to evaluate the effects of ValueCare intervention
on frailty, including its social, psychological, and physical domains. Additionally, this
study analysed the impact of the intervention on other health-related variables, namely,
global health, loneliness, health-related quality of life, and the use of health resources, the
hypothesis being that after intervention, participants would also show an improvement in
these variables.

2. Materials and Methods
2.1. Study Design

This study was a randomised, parallel-controlled clinical trial with a control group
and an intervention group and a pre- and post-evaluation design. It was conducted
with the support of the Malvarrosa Clinic Health Department of the city of Valencia
(Spain). Participants included in this study were assessed at baseline and at 12 months
after completion of the intervention. All study participants gave written informed consent.
The clinical trial protocol had previously been approved by the Human Research Ethics
Committee (HREC) of the Experimental Research Ethics Committee of the University of
Valencia (7 May 2020), and it has been registered in the International Standard Randomised
Controlled Trial registry (ISRCTN25089186; registration date 16 November 2021). A full
description of the methods, design, and procedure is available in the trial protocol [30].

2.2. Study Participants: Inclusion and Exclusion Criteria

Recruitment for this study was carried out in the city of Valencia (Spain) with the
support of a total of seven primary care health centres belonging to the Malvarrosa Clinic
Health Department. Citizens aged 65 years and over who lived in the community were
telephoned by the socio-health professionals of each of the participating health centres for
recruitment according to the clinical history and the established inclusion criteria. Persons
eligible to participate in the current study were those who met the following eligibility
criteria: (a) aged 65 years or older, (b) frailty, and (c) independent residence in the com-
munity and affiliation to one of the seven participating health centres belonging to the
Malvarrosa Clinic Health Department. In addition, citizens were ineligible to participate in
the study when they presented any of the following conditions: (a) cognitive impairment,
(b) significant dependency, (c) institutionalisation, (d) inability to make an informed de-
cision regarding participation in the study, and (e) lack of Spanish language proficiency.
Participants were randomly assigned to intervention and control groups. Randomisation
was performed using a computer-generated list of random numbers through the Oxford
Minimisation and Randomisation (OxMaR) system to ensure concealment of the randomi-
sation sequence. Of the 242 who were eligible for randomisation, 122 were assigned to
the intervention group (to receive the 12-month ValueCare programme) and 120 to the
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control group (to receive no intervention/receive usual care). Adherence to the study
was estimated to be 71.9% (individuals who completed the intervention against those lost
in follow-up).

2.3. Measures
2.3.1. Primary Outcome Variables

Frailty was assessed through the Tilburg Frailty Index (TFI) [31]. The TFI is based
on a holistic approach to frailty, including physical, psychological, and social domains.
It is composed of three subscales: physical frailty, psychological frailty, and social frailty,
as well as a total score on frailty. The TFI's total score ranges from 0 to 15, with a score
ranging from 0 to 8 for physical frailty, 0 to 4 for psychological frailty, and 0 to 4 for social
frailty. Higher scores refer to greater frailty, and scores greater than or equal to 5 indicate
the presence of frailty. TFI has shown robust evidence of reliability and validity [22].

2.3.2. Secondary Outcome Variables

Global health was assessed using the PROMIS-10 Global Health survey which includes
two subscales on physical health and mental health. Raw PROMIS-10 scores were converted
to standardised t-score values [32]. A t-score of 50 represents the mean of the general
population, and higher scores indicate better physical and mental health [32] according
to the established t-score cut-offs for fair-to-poor health ratings (physical health < 42 and
mental health < 40) [33].

Loneliness was assessed using the UCLA Three-Item Loneliness Scale [34]. This scale
asks how often a person felt that they (1) lacked companionship; (2) were left out; and
(3) were isolated from others on a 3-point Likert scale coded from 1 (hardly ever) to 3 (often).
The scores for each individual question can be added together to give a possible range
of scores from 3 to 9, with higher scores indicating greater loneliness. People who score
3-5 are identified as ‘not lonely” and people scoring 6-9 as ‘lonely’. The Spanish version of
the scale has shown good psychometric properties [35].

Health-related quality of life was evaluated with the 5Q-5D-5L [36]. The EQ-5D instru-
ment was developed by EuroQol (www.euroqol.org—accessed on 14 February 2020) and is
one of the most reliable generic health-related quality of life measurement and widely used
around the world. The EQ-5D-5L is divided into five dimensions—mobility, selfcare, usual
activities, pain/discomfort, anxiety/depression—within five levels of problem severity
in responses from ‘no problems’ to ‘extreme problems’. The measure includes a visual
analogue rating scale (VAS), which was not included in our current study.

Use of healthcare resources was evaluated by asking participants for their number of
primary care visits and hospitalisation days over the past 12 months (at baseline and at
post-intervention).

2.4. Intervention

The ValueCare intervention to improve psychosocial frailty and loneliness in older
people by encouraging behavioural change towards healthy lifestyles and greater social
engagement lasted 12 months and consisted of three elements: (i) periodic motivational
social prescription sessions under the motivational interviewing approach (ii) support
through the implementation of monthly social workshops in the participating primary
care centres, and (iii) monitoring and support of the intervention through the ValueCare
digital solution.

Motivational sessions developed using the approach of motivational interviewing
were offered monthly during the 12 months of intervention, with a duration of 30 min-1.5 h.
A protocol was established to guide the sessions, its development was supported by sci-
entific evidence on the effectiveness of this methodology to promote behavioural change,
commitment to change, and adherence to the intervention. The sessions focused on iden-
tifying the individual’s psychosocial needs, assessing their readiness for change, and
stimulating motivation to prepare them for change. They also helped participants ex-
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plore and resolve ambivalences related to unhealthy behaviours or habits. Ultimately, the
sessions involved jointly setting objectives within the framework of social prescription
through a negotiation process between the professional and the patient to facilitate the
transition toward healthy habits. The motivational sessions were conducted by social
and health professionals such as social workers and psychologists with knowledge of
the clinical condition of each participant. The objectives established in terms of social
prescription allowed the professional to present to the participant the existing community
resources that could favour their health and well-being, as well as the social workshops
to be implemented within the framework of the intervention. During the development
of the motivational sessions, an atmosphere of trust was established based on empathy
through active and reflective listening in which participants were enabled to explore and
resolve ambivalence in changing behaviour towards healthy lifestyles, promoting intrinsic
motivation that encourages change.

Social participation in social workshops was used to support the achievement of the
social prescription goals set in the motivational sessions in terms of reducing loneliness and
improving the psychosocial frailty of older people. Socio-health professionals organised
a monthly group social workshop in each primary care centre, where participants were
invited to attend with the aim of increasing social connections and networks with other
project participants. The workshops covered different themes: (a) healthy ageing workshop
on the importance of physical activity and social prescription, (b) workshop on healthy
nutrition based on the knowledge of the Harvard plate for a balanced diet, (c) workshop
on the use and usefulness of new technologies in the framework of the ValueCare digital
solution, (d) workshop on art and cognitive stimulation to exercise functions such as
memory, (e) workshop on emotional management through plastic arts to work on the areas
of expressiveness and emotional management, and (f) workshop on age discrimination and
mistreatment of the elderly to work on tools to deal with ageism. Social workshops with a
leisure character are beneficial in reducing loneliness and depression levels among their
users, as well as favouring their life satisfaction and providing a sense of place, enjoyment,
and support among older people that is rooted in a sense of relevance [37].

In addition, for older people, the use of digital technologies can be challenging, as they
are generally later adopters of technological innovation [38]. In this sense, motivational
interviewing together with social workshops were further employed as a way to ensure
adherence and follow-up of the element. In this sense, participants were provided with
a space where they were encouraged in each motivational session and each workshop to
report any doubts or comments about the ValueCare digital application.

Both the goals to be achieved by older people agreed to in the motivational sessions and
the description of and invitation to the social workshops were included in the ValueCare
digital solution. This ValueCare appl presented the personalised care plan for each of the
participants in the intervention group, which was set up and monitored by the social and
health professionals. In addition, the application had a messaging portal through which
the professionals reminded the participants of the objectives to be achieved agreed to in the
motivational sessions. In this way, the participants had access to their personalised care
plan, in which they could also interact through the application thanks to the existence of
a virtual coach who acted as a persuasive chatbot. This chatbot was based on dialogue,
motivating the participants to achieve the prescribed objectives and reinforcing positive
behaviours by confirming that the objective had been met or encouraging the participant
to reach it. In addition, the ValueCare digital solution featured a section of content in
audio-visual and text format on services available in the community to promote an active
and healthy lifestyle, suggestions for increasing social interaction, and information about
physical frailty, social frailty, and loneliness, among other relevant topics. A tablet was
provided free of charge to each participant, and training sessions were developed on a
voluntary basis to ensure the proper installation of the digital solution and teaching on
the use and usefulness of the solution. It is worth mentioning that the ValueCare app
and the tablets were available for use on a voluntary and unmonitored basis for up to six
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months after the end of the intervention. During these six months, researchers continued
to voluntarily send personalised motivational messages to participants in the intervention
group that included physical and nutritional recommendations, as well as information
about health promotion activities available at their health centres. Participants were also
encouraged to download the app on their mobile phones to continue accessing the audio-
visual content portal available on the app. Finally, all participants were invited to a final
event after the end of the intervention, where they received a paper guide with health
recommendations and upcoming health promotion events available at their health centres.
The aim of these non-intervention actions was to reduce the possible feeling of dropout at
the end of the study by ensuring a staggered exit.

2.5. Data Analysis

Analysis of the effectiveness of the intervention was conducted through intragroup
analyses to determine the evolution of outcome measures in the comparison and the
intervention group, and intergroup analyses to compare the two groups in two different
moments: pre-intervention and 12 months later.

The impact of the intervention on the outcome measures—frailty, global health, loneli-
ness, health-related quality of life, and use of healthcare resources—was assessed using
Student’s t test. For variables of a categorical nature, chi-squares tests were performed
for intergroup analyses, and intragroup differences were analysed using McNemar's test.
A threshold of p < 0.05 for statistical significance was used. Additionally, effect size was
calculated using Cohen'’s d (small effect = 0.2, medium effect = 0.5, large effect = (.8). Data
were analysed using IBM SPSS Statistics version 28.

3. Results

Participants had an average age of 72.9, ranging from 65 to 90 years old, and included
both females (73.6%) and males (25.6%). Intervention group participants were slightly
younger than comparison group participants (mean age 72.8 vs. 73.1), and the percentage
of women was also slightly higher in the intervention group (75.4% vs. 71.7%).

Participants in this study showed medium levels of frailty according to the TFI, for
which scores greater than or equal to 5 indicate the presence of frailty. Regarding the
effect of the intervention on frailty, as presented in Table 1, participants in the intervention
group showed a slight reduction in the psychological and social domains of frailty and a
slight increase in the physical domain and in overall frailty. The comparison group did
not experience any changes in the social or psychological domains and showed a slight
reduction in physical and overall frailty. However, none of these changes in frailty was
found to be statistically significant for either of the groups.

Global health results, which were measured using the PROMIS-10 Global Health
survey, showed that participants in both groups had fair global physical and mental health.
As presented in Table 2, physical health was significantly improved among intervention
group participants (p = 0.029) with a small effect size (0.22), while the comparison group
showed no statistically significant improvement on this variable. Regarding mental health,
improvement was found only for the intervention group, but this was not statistically
significant (p = 0.238).

In terms of loneliness, no differences in the feeling of loneliness were found between
the groups at baseline and at follow-up, as shown in Table 3. The intervention did not
show any statistically significant improvement for either group, and participants remained
identified as ‘not lonely’, according to the UCLA scoring,.
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Table 1. Intragroup and intergroup differences in frailty.

Intervention Group

Comparison Group

Intergroup Differences

Pre, Mean + SD 491 +3.15 542 + 3.25 t=1.234; p=0.109
Post, Mean + SD 517 +£3.35 489 +3.11 t=-0574;p=0283
TFl total score Intragroup differences *  t=—0623;p=0267  t=—0981;p=0.164
Effect size ** 0.32 0.24
Pre, Mean + SD 234+178 286 +216 t=1.450; p = 0.074
TFI physical score Post, Mean + SD 272+215 242 +198 t=—-0.989; p=0.162
Intragroup differences * t=—-1.226;p=0.112 t=1.443;p =0.076
Effect size ** 0.14 0.17
Pre, Mean + 5D 141+ 1.11 137 £ 1.12 t=0.602;p=0.274
TFI psychological score Post, Mean £ SD 139 £1.08 137+ 112 t=—0.289; p = 0.386
Intragroup differences * t=0.072; p = 0471 t=0.129; p =0.449
Effect size ** 0.01 0.01
Pre, Mean + SD 1.11 +0.99 1.13 + 094 t=0215;p=0415
. Post, Mean =+ SD 1.05 £ 0.92 1.13 4+ 0.92 £=0.543; p=0.294
TFl social score Intragroup differences * t=0.360; p = 0.360 t = 0.000; p = 0.500
Effect size ** 0.06 0

* Intragroup and intergroup differences were analysed using Student’s ¢ test. ** Effect size was calculated using
Cohen’s d (small effect = 0.2, medium effect = 0.5, large effect = 0.8).

Table 2. Intragroup and intergroup differences in global health.

Intervention Group

Comparison Group

Intergroup Differences

Pre, Mean + 5D 42.07 + 8.07 42.69 £ 9.06 t=0.605;p=0.273
PROMIS Physical Post, Mean + SD 43.82 £9.52 43.68 £ 8.83 t=—-0.097; p = 0.462
Health Intragroup differences * t=-1.932; p=0.029 t=—1.554; p =0.062
Effect size ** 0.22 0.15
Pre, n (%) 44.87 + 6.90 4469 =7.29 t=—0.255; p = 0.399
Post, n (%) 4544 + 793 44.59 + 8.08 t=-0.703;p=0242
PROMIS Mental Health Intragroup differences * t=—0.717;p=0.238 t=0.172;p=0432
% of change 0.08 0.02
* Intragroup differences were analysed using McNemar's test and intergroup analyses using chi-squared test.
** Effect size was calculated using Cohen’s d (small effect = 0.2, medium effect = 0.5, large effect = 0.8).
Table 3. Intragroup and intergroup differences in loneliness.
Intervention Group Comparison Group Intergroup Differences
Pre, Mean + 5D 3.59 £1.27 3.69 + 1.28 t =0.306; p = 0.380
UCLA Post, Mean £ SD 3.63+1.19 3.69 £ 142 t=0.729;p=0233
scores Intragroup differences * t=—0.196; p = 0423 t=0.000; p = 0.500
Effect size ** 0.02 0

* Intragroup differences were analysed using Student’s  test. ** Effect size was calculated using Cohen’s d (small
effect = 0.2, medium effect = 0.5, large effect = 0.8).

As shown in Table 4, changes in health-related quality of life were found in both groups
when comparing baseline with follow-up measurements on 5Q-5D-L5 general score. Both
intervention and comparison group participants reported improvements in their quality of
life after 12 months, and these changes were statistically significant. A medium effect size
(0.61) was found for the intervention group, while for the comparison group, the effect size
was smaller (0.45). Apart from the improvements found for the general score on quality of
life, significant improvements were found for the pain and anxiety /depression subscales
of the 5Q-5D-L5. Pain issues were reduced by 34.4% (p = 0.000) among the older adults
who attended the intervention, and anxiety/depression issues were reduced by 27.1%
(p = 0.000). On the other hand, in the same time period, comparison group participants
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also had reduced pain issues by 30.9% (p = 0.000) and anxiety/depression issues by 18.3%

(p = 0.009).

Table 4. Intragroup and intergroup differences of health-related quality of life.

Intervention Group

Comparison Group

Intergroup Differences

Pre, Mean £ SD 0.75 +£0.23 0.72 £0.29 t=-1791; p=0.074
5Q-5D-L5 general ~ Post, Mean £ SD 0.88 £ 0.16 0.83£0.24 t=-—1434;p=0.077
score Intragroup differences * t=—5.215; p=0.000 t=—4.695; p =0.000
Effect size ** 0.61 0.45
Pre, n (%) 31 (25.4%) 35 (29.2%) X% =0.430; p = 0.512
5Q-5D-L5 mobility ~ Post, n (%) 17 (13.9%) 23 (19.2%) X2 =0.004; p = 0.949
issues Intragroup differences * McNemar; p = 1.000 McNemar; p = 0.152
% of change —11.5% —10.0%
Pre, n (%) 12 (9.8%) 18 (15.0%) X? =1.485; p = 0.223
5Q-5D-L5 P o o o 2 iy =
f-care ost, n (%) . 4 (3.3%) 15 (12.5%) X5 =4.161;p=0.041
5¢ Intragroup differences * McNemar; p = 1.000 McNemar; p = 1.000
155ues % of change —6.5% —2.5%
Pre, n (%) 77 (63.1%) 80 (66.7%) X2 =0.335; p = 0.563
5Q-5D-L5 Post, n (%) 35 (28.7%) 43 (35.8%) X?=0.213; p = 0.645
pain issues Intragroup differences * McNemar; p = 0.000 McNemar; p = 0.000
% of change —34.4% —30.9%
Pre, n (%) 27 (22.1%) 29 (24.2%) X% =141;p=0.707
5Q-5D-L5 daily Post, n (%) 11 (9.0%) 18 (15.0%) X2 = 0.355; p = 0.551
activities issues Intragroup differences * McNemar; p = 1.000 McNemar; p = 1.000
% of change —13.1% —9.2%
Pre, n (%) 50 (41.0%) 56 (46.7%) X2 =0.794; p = 0.373
5Q-5D-L5 anxiety  Post, n (%) 17 (13.9%) 34 (28.4%) X% =2.697; p = 0.101
depressionissues  Intragroup differences * McNemar; p = 0.000 McNemar; p = 0.009
% of change —27.1% —18.3%

* Intragroup differences were analysed using McNemar's test and intergroup analyses using chi-squared test.
** Effect size was calculated using Cohen’s d (small effect = 0.2, medium effect = 0.5, large effect = 0.8).

Finally, the effects of the intervention on the use of healthcare resources are presented
in Table 5. The average number of primary care visits was significantly reduced among
intervention group participants (p = 0.036). Prior to being included in the intervention,
this group visited the primary care doctor an average of 4.2 times per year, while after
the intervention, this average was reduced to 3.4 visits per year. Hospitalisation was also
reduced by 9% (p = 0.049) among intervention group participants. No effect was found
in the use of healthcare resources among the comparison group on visits to primary care
or hospitalisation.

Table 5. Intragroup and intergroup differences in use of healthcare resources *.

Intervention Group Comparison Group Intergroup Differences

Pre, Mean + SD 422 + 3.25 448 + 3.77 t=0.714; p=0.238
Visits to primary care Post, Mean + SD 3.37 +2.12 417 +3.17 £=1.992; p=0.024

Intragroup differences * t=1.824; p =0.036 t=0.575;p=0.283

Effect size ** 0.22 0.06

Pre, n (%) 17 (13.9%) 13 (10.8%) X% =0.572; p = 0.450

Hospitalisations Post, n (%) 6 (4.9%) 11 (9.2%) X2 = 0.448; p = 0.503
Intragroup differences * McNemar; p = 0.049 McNemar; p = 1.000
% of change —9.0% —1.6%

* Intragroup differences were analysed using Student’s f test. ** Effect size was calculated using Cohen’s d (small
effect = 0.2, medium effect = 0.5, large effect = 0.8).
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4. Discussion

The increasing frailty that accompanies the trend of population ageing is a major
public health problem that represents a significant burden on the healthcare system, given
the consequences of this condition on the overall health and health-related quality of life of
older people [39,40]. Despite this, existing epidemiological data as well as interventions
implemented over the years have focused on the physical frailty phenotype. Although in
the last two decades, the scientific community has striven to reach a consensus definition of
frailty assessment, there is currently no international standard definition of frailty [41,42].
Recently a large body of literature has suggested that the condition of frailty should
be identified and addressed from a multidimensional approach, giving rise to a new
conceptual model of frailty based on the loss of harmonious interaction between different
domains, which gives importance to the social and psychological domains in addition
to the physical domain [43]. Given the variability in the identification, assessment, and
management of frailty, we are faced with the absence of an adequate evidence base on
effective interventions to manage frailty [44].

To our knowledge, this is the first study to investigate the effectiveness of a value-
based, holistic, and personalised approach combining motivational techniques and social
prescription supported by digital solutions in frail older adults.

In fact, the main objective of this study was to evaluate the effects of the ValueCare
intervention on frailty, including its social, psychological, and physical domains. The
results of the statistical analyses on frailty showed that for the participants in the inter-
vention group, there was a slight reduction in the social and psychological domains of
frailty, while physical frailty was slightly increased; however, these reductions were not
statistically significant. Although the absence of previous studies similar to this one hinders
a comprehensive comparison of our results, other randomised clinical trials have confirmed
the efficacy of multifactorial interventions. These interventions included social supports
like home telecare to prevent or delay the progression of frailty [45] and participation in
psychosacial programs featuring practical and group activities, which significantly reduced
frailty and improved functional health [46].

Additionally, this study analysed the impact of the intervention on other health-related
variables, namely, global health, loneliness, health-related quality of life, and the use of
health resources, the hypothesis being that after intervention, participants would also
show an improvement in these variables. The results indicated that regarding global
health, participants in the intervention group experienced significant improvements in
physical health, while no statistically significant changes were observed for mental health.
Previous studies support the effectiveness of multifactorial interventions in enhancing
functional status [47]. In terms of loneliness, the intervention did not result in statistically
significant improvement for either group according to the UCLA score. Regarding health-
related quality of life, the analysis found that the ValueCare intervention led to statistically
significant improvements in the overall 5Q-5D-5L quality-of-life score after 12 months
of implementation for both the comparison and control groups. Previous studies with
programmes that included physical and nutritional interventions have shown significant
improvements for physical frailty compared to social programmes [48], suggesting that
multicomponent intervention may be the key to improving overall frailty.

In this context, despite the limited results, it is noteworthy that study protocols have
been developed for multifactorial interventions similar to the present study. These proto-
cols include the assessment of psychosocial frailty and the incorporation of motivational
interviewing and social prescription to reduce frailty [49]. Significant improvements were
also observed after the intervention period compared to baseline for the pain and anxi-
ety /depression subscales, with a reduction in both pain and anxiety among participants
in the intervention group. Other multifactorial studies have reported similar findings,
showing that addressing anxiety and depression as elements related to frailty leads to
improvements in these conditions following the implementation of a multicomponent
intervention [50].
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Finally, concerning the use of healthcare resources and hospitalisations, the interven-
tion led to statistically significant improvements for the comparison group, showing a
reduction in both the number of visits and hospitalisations. As reflected in other studies,
this could indicate that a multidimensional value-based intervention offers good value for
money in terms of improving the frailty status of older people and reducing the costs of
usual care [51]. However, this study was unable to find evidence against the hypothesis
that a value-based intervention based on motivational interviewing and supported by
digital solutions is effective in addressing frailty status with the current sample size. More
data will be needed.

Among the strengths of this study, to date, no study has explored and addressed
frailty from a holistic, personalised, and integrated value-based approach supported by
digital solutions and motivational methodologies using a longitudinal design in older
Spanish people living in the community. However, our findings must be interpreted
within the limitations of this study, given that the paucity of previous similar studies
with a sizeable sample makes it difficult to compare the present results with existing ones.
While it is true that the present study showed no negative impact for participants, no
statistically significant broad improvements have been observed, suggesting the need for
further value-based multidimensional research in larger samples demonstrating efficacy
in the specific management of frailty. Furthermore, despite the positive and significant
relationship between frailty and loneliness, the present study did not reflect statistically
significant improvements for loneliness, suggesting the need for future alternative screening
and intervention programmes to prevent frailty and loneliness in people aged 65 years
and older.

5. Conclusions

Given that frailty is a common condition in older people presenting multiple risks to
their health and quality of life, it is important to note that the present study shows promis-
ing effects of implementing personalised and comprehensive value-based interventions
supported by digital solutions, which may be a viable strategy to reverse this condition
and improve patient outcomes. In conclusion, the results of the implementation of the Val-
ueCare approach highlight the need to assess and address frailty from a multidimensional,
comprehensive, and personalised value-based approach to reverse and curb this syndrome,
considering that it is one of the most prevalent conditions with the greatest impact on
the health of older people. To date, the identification, treatment, and prevention of frailty
represents a challenge for health and social systems, due to its multidimensionality and
the need to implement effective responses from a biopsychosocial approach and not only
a unidimensional one based on attention to physical condition. From a practical point
of view, this innovative value-based programme supported by digital solutions can be
used as an effective alternative to other programmes (classical multicomponent exercise
programmes and unidimensional programmes based on Fried’s physical phenotype) to
optimise improvements in frailty syndrome, well-being, and quality of life in the older
population. Finally, improving patient health outcomes in relation to the cost of care is
a concern expressed by all stakeholders in the healthcare system, including providers,
patients, researchers, and governmental organisations; therefore, more studies are needed
that advocate the implementation of value-based care approaches with a large sample
and that also consider follow-up beyond the end of the intervention period and thus can
confirm and extend the findings of this study.
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