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ldosos e numero de doencas
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Ageing and the epidemiology of
multimorbidity

Eur Respir J 2014; in press | DOI: 10.1183/09031936.00059814

Miguel J. Dive', Carlos H. Martinez’ and David M. Mannino®



Doencas cronicas

Table 1. Percentage of Medicare Beneficiaries With Selected
Chronic Conditions, by Age and the Presence of Comorbidity,
United States, 2008

Prevalence, %

Chronic Condition overall Age >65 Co:::rvtliti:ity
Years

Hypertension 56.2 59.6 93.5
Hyperlipidemia 42.8 45.4 94.9
Ischemic heart disease 32.0 34.5 96.1
Diabetes 26.6 26.9 95.1
Arthritis 20.8 22.2 93.6
Heart failure 16.8 18.0 98.7
Depression 131 10.7 90.0
Chronic kidney disease 12.7 131 98.1
Osteoporosis 12.4 13.9 92.4
Alzheimer's disease 11.0 12.6 94.0
Chronic obstructive 10.9 111 96.6

pulmonary disease
Atrial fibrillation 7.7 8.9 97.9
Cancer® 6.5 7.4 91.3
Asthma 4.5 4.0 95.4
Stroke 4.3 4.6 98.5

Marcel E. Salive* Epidemiologic Reviews

. e ren . Published by Oxford University Press on behalf of the Johns Hopkins Bloomberg School of Public Health 2013.
Multimorbidity in Older Adults



Consequéncias das doencas

cronicas

Sintomas persistentes

Sem cura

Modificacao de comportamento
— Dieta, exercicio fisico
Modificacao social

Estresse emocional
Responsabilidade no tratamento

Patient Priority-Directed

— Participagao das decisoes pecsion Maldng and Care
— Uso de medicamentos

Chronic Conditions
+ . '|‘,,w H

Clin Geriatr Med m (2016) m—m



O gue 0 paciente quer

Acesso as informacoes

—
-

— Diagnésticos &
— Tratamentos m i
— Prognostico t

Cuidado continuado com acesso
Coordenacao do cuidado

Medidas para reduzir sintomas
— Dor, cansaco, incapacidade ot
e perda de dependéncia

for Older Adults with Multiple
Chronic Conditions
T H '|‘,,w 1

Clin Geriatr Med m (2016) m—m



Incapacidade e mortalidade
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Relacao medico-paciente
Problemas de comunicacao

* Percepcao do paciente
— Profissionais de saude focam na doenca
— Desejam sobre sua vida e saude

Verghese A, Brady E, Kapur CC, Horwitz RI. The bedside evaluation: ritual and reason.
Annals of Internal Medicine 2011;155(8):550-3.

A patient-centered view of the clinician-patient relationship
Ibanco, MD, Margaret Gerteis, PhD Literature review current through: Sep 2017. | This topic last updated: Oct 11, 2017.
onson, MD

* Educacao médica
— Modelo biomédico (Curativo)
» Referencial a doenca

Fox E. Predominance of the curative model of medical care. JAMA 1997; 278 (9):761-763.



Modelos de Relacao Médico-
Paciente

Modelo Sacerdotal
Modelo Engenheiro
Modelo Colegial
Modelo Contratualista

Robert Veach )
Instituto Kennedy de Etica da Universidade Georgetown, 1972



Modelo sacerdotal

Mais tradicional - tradicao hipocratica
Meédico - postura paternalista com relacdo ao paciente

Beneficéncia

— a decisdo medica nao leva em conta os desejos, crencgas ou
opinides do paciente

Meédico

— Autoridade

— poder na relacao com o paciente

Processo de tomada de decisao
— baixo envolvimento

— Baseado em relacao de dominacao por parte do médico e de
submissao por parte do paciente.
— Palavra "paciente”
« conotacao de passividade
* origem grega, significando "aquele que sofre".



https://www.ufrgs.br/bioetica/paternal.htm
https://www.ufrgs.br/bioetica/benefic.htm
https://www.ufrgs.br/bioetica/decisao.htm#Tomada de Decisão de Baixo Envolvimento
https://www.ufrgs.br/bioetica/negocia.htm#Dominação
https://www.ufrgs.br/bioetica/negocia.htm#Submissão

Modelo Engenheiro

Todo o poder de decisao no paciente
Médico

— Repassador de informacoes

— Executor da acoes propostas pelo paciente.

— Preserva apenas a sua autoridade
— Abre mao do poder (exercido pelo paciente)

Baixo envolvimento
Caracteristica

— acomodacao do médico
— Mais que pela dominacao do paciente

Paciente visto como um cliente
— demanda de prestacao de servicos médicos.



https://www.ufrgs.br/bioetica/decisao.htm#Tomada de Decisão de Baixo Envolvimento
https://www.ufrgs.br/bioetica/negocia.htm#Submissão

Modelo Colegial

Nao diferencia os papeéis do medico e do
paciente

Processo de tomada de decisao
— alto envolvimento.

Nao existe a caracterizacao da autoridade do
medico como profissional

Poder compartilhado igualmente

Restricao
— perda da finalidade da relacédo medico-paciente
— Simples relacao entre individuos iguais



https://www.ufrgs.br/bioetica/decisao.htm#Tomada de Decisão de Alto Envolvimento
https://www.ufrgs.br/bioetica/negocia.htm#Compromisso

Modelo Contratualista

Medico preserva a sua autoridade
— detentor de conhecimentos e habilidades especificas
— Responsavel pela tomada de decisoes técnicas

Paciente

— Participante ativo da tomada de decisfes

— Exerce poder de acordo
» Estilo de vida e valores morais e pessoais

Processo - efetiva troca de informacoes
Médio ou alto envolvimento

Base - compromisso entre as partes



https://www.ufrgs.br/bioetica/eticadis.htm
https://www.ufrgs.br/bioetica/decisao.htm#Tomada de Decisão de Médio Envolvimento
https://www.ufrgs.br/bioetica/decisao.htm#Tomada de Decisão de Alto Envolvimento
https://www.ufrgs.br/bioetica/negocia.htm#Compromisso

Modelo

Sacerdotal

Engenheiro

Coleqial
Contratualista

Autoridade
Médico
Médico

Médico

Poder

Médico
Paciente
Igualitario
Compartilhado

Relacéo de Relacao de

Poder do Poder do
Médico Paciente
Dominacao Submisséo
Acomodacao Variavel

Negociacao Negociacao

Compromisso Compromisso



https://www.ufrgs.br/bioetica/relacao.htm#Modelo Sacerdotal
https://www.ufrgs.br/bioetica/negocia.htm#Dominação
https://www.ufrgs.br/bioetica/negocia.htm#Submissão
https://www.ufrgs.br/bioetica/relacao.htm#Modelo Engenheiro
https://www.ufrgs.br/bioetica/negocia.htm#Acomodação
https://www.ufrgs.br/bioetica/negocia.htm
https://www.ufrgs.br/bioetica/relacao.htm#Modelo Colegial
https://www.ufrgs.br/bioetica/negocia.htm#Negociação
https://www.ufrgs.br/bioetica/negocia.htm#Negociação
https://www.ufrgs.br/bioetica/relacao.htm#Modelo Contratualista
https://www.ufrgs.br/bioetica/negocia.htm#Compromisso
https://www.ufrgs.br/bioetica/negocia.htm#Compromisso

Medicina centrada no paciente

* Introduzida por Balint (1955)

* Institute of Medicine (IOM, 2001)

— Cuidados de saude que estabelecam uma
parceria entre profissionais, pacientes e suas
familias para assegurar que os prestadores e
0S sistemas prestem atendimento atento as
necessidades, valores e preferéncias dos
pacientes

Balint M. The doctor, his patient and the illness. Lancet 1955;1:318.
IOM. Crossing the Quality Chasm. A New Health System for the 21st Century. Washington DC: National

Academy Press, 2001



Medicina centrada no paciente

Dimensoes
* Perspectiva biopsicossocial
« Paciente-como-pessoa
— Significado pessoal de "a doenca para cada paciente individual"

« Compartilhar poder e responsabilidade
« Alianca terapéutica
« Meédico-como-pessoa
— Influéncia das qualidades pessoais e emocao do médico
 Necessidade de descrever opcoes

— Inducao nas preferéncias dos pacientes
— Concordancia nas etapas no processo de tomada de decisao

Mead N, Bower P. Patient-centredness: a conceptual framework and review of the empirical literature. Social Science
and Medicine 2000;51(7):1087-110.

* Envolvimento dos pacientes em politicas de saude e
pronto acesso a informacao

International Alliance of Patients’ Organizations (IAPO). What is Patient-Centered Healthcare? A Review of Definitions
and Principles, 2007



Decisao Compartilhada
O didlogo médico-paciente

* Decisao compartilhada (decision aid)
— ferramenta para informar os pacientes
— tratamentos disponiveis
— potenciais beneficios, riscos e custos

« Tomada de decisdes clinicas

International Alliance of Patients’ Organizations (IAPO). What is Patient-
Centered Healthcare? A Review of Definitions and Principles, 2007




Decisao compartilhada
Que momento estamos?
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La discriminacion por motivos de
edad en los servicios de salud

* Servigos nao consultam os 1dosos
sobre suas preferencias quanto a
atencao e restringe 0 acesso as
iIntervencoes médicas



American Geriatric Society

SPECIAL ARTICLES

Guiding Principles for the Care of Older Adults with
Multimorbidity: An Approach for Clinicians

American Geriatrics Society Expert Panel on the Care of Older Adults
with Multimorbidity*

J Am Geriatr Soc 2012.



Inquire about the patient’s primary concern (and that of family and/or
friends, if applicable) and any additional objectives for visit.

|

Conduct a complete review of care plan for person with multimorbidity.
OR
Focus on specific aspect of care for person with multimorbidity.

y

What are the current medical conditions and interventions?
Is there adherence/comfort with treatment plan?

v

Consider patient preferences.

v

Is relevant evidence available regarding important
outcomes?

'

Consider prognosis.

v

Consider interactions within and among treatments and
conditions.

v

Weigh benefits and _harms of components of the treatment plan.

!

Communicate and decide for or against implementation or continuation of
intervention/ treatment.

Reassess at selected intervals: for benefit, feasibility, adherence,
alignment with preferences.

Figure 1. Approach to the evaluation and management of the
older adult with multimorbidity.



GUIDING PRINCIPLES

[. PATIENT PREFERENCES DOMAIN

Guiding Principle: Elicit and incorporate patient prefer-
ences® into medical decision-making for older adults with
multimorbidity.



Older people with multimorbidity are able to evaluate
choices and then prioritize their preferences for care, con-
sidering pertinent personal and cultural contexts about
health and health care. For example, it has been shown
that such patients can weigh the risks and benefits of treat-
ment when deciding to take medications™" and are able to
rank health outcomes according to personal health priori-
ties.?* Some recommendations within CPGs are more pref-
erence sensitive than others, and clinicians should be
particularly aware of patient preference in these types of
medical decisions. Preference-sensitive decisions include
choices with more than one reasonable treatment option
and possible lifelong implications for chronic disease man-
agement or decisions about treatments or interventions
that have an important risk or offer uncertain benefit. >

Pessoas idosas com multimorbidade
sao capazes de realizar escolhas e
dar prioridade as suas preferéncias
em relacao ao cuidado, considerando
contextos pessoais e culturais
pertinentes aos cuidados de saude.

Por exemplo esses pacientes podem
pesar 0s riscos e 0s beneficios do
tratamento ao decidir tomar
medicamentos.

As decisOes sensiveis as
preferéncias incluem escolhas com
mais de uma opcéao de tratamento

e possiveis implicacdes ao longo da
vida para o tratamento de doencas
cronicas ou decisoes sobre
tratamentos ou intervencoes

gue tém um risco importante ou
oferecem um beneficio incerto.



National Institute for Health
and Care Excellence - Nice

Multimorbidity: clinical assessment and
management

NICE guideline

Published: 21 September 2016
nice.org.uk/guidance/ng56




Your responsibility

The recommendations in this guideline represent the view of NICE, arrived at after careful
consideration of the evidence available. When exercising their judgement, professionals and
practitioners are expected to take this guideline fully into account, alongside the individual needs,
preferences and values of their patients or the people using their service. It is not mandatory to
apply the recommendations, and the guideline does not override the responsibility to make
decisions appropriate to the circumstances of the individual, in consultation with them and their
families and carers or guardian.



1.1 General principles

111 Beaware that multimorbidity refers to the presence of 2 or more long-term

health conditions, which can include:

1.1.4  Think carefully about the risks and benefits, for people with multimorbidity, of
individual treatments recommended in guidance for single health conditions.
Discuss this with the patient alongside their preferences for care and treatment.



Establishing patient goals, values and priorities

1.6.6  Clarify with the patient whether and how they would like their partner, family
members and/or carers to be involved in key decisions about the management
of their conditions. Review this regularly. If the patient agrees, share
information with their partner, family members and/or carers. [This
recommendation is adapted from the NICE guideline on patient experience in
adult NHS services.|

Esclarecer com o paciente se e como eles gostariam gue seu parceiro,
membros da familia e/ou cuidadores sejam envolvidos em decisdes-
chave sobre o gerenciamento de suas condicoes. Revise iSS0
regularmente. Se o paciente concorda, compartilhe informacoes com
seus parceiros, familiares e / ou cuidadores



British Geriatric Society
2016



The GERIATRIC 5Ms —the 5 simple words
every geriatrician needs to know (the
new mantra)




MOBILITY
MIND MEDICATIONS

MULTI-COMPLEXITY

MATTERS
MOST

©Frank Molnar & Allen Huang,
University of Ottawa
Mary Tinetti, Yale University



GERIATRIC 5Ms®

MIND

Mentation,
Dementia,
Delirium,
Depression

MOBILITY

Impaired gait and balance,
fall injury prevention

MEDICATIONS

Polypharmacy,De- prescribing,
Optimal prescribing,
Adverse medication effects and medication burden

MULTI-COMPLEXITY

Multi-morbidity,
Complex bio-psycho-social situations

MATTERS MOST

Each individual's own meaningful health outcome goals and care preferences.

© Frank Molnar & Allen Huang, University of Ottawa; Mary Tinetti, Yale University

Objetivos de resultados de saude e preferéncias de cuidados individuais

de cada individuo.




Decisao compartilhada -
resultados



+ N Cochrane
s Library

Cochrane Database of Systematic Reviews

Interventions for providers to promote a patient-centred

approach in clinical consultations (Review)

Dwamena F, Holmes-Rovner M, Gaulden CM, Jorgenson S, Sadigh G, Sikorskii A, Lewin S, Smith
RC, Coffey J, Olomu A, Beasley M

Dwamena F, Holmes-Rovner M, Gaulden CM, Jorgenson S, Sadigh G, Sikorskii A, Lewin S, Smith RC, Coffey J, Olomu A, Beasley M.
Interventions for providers to promote a patient-centred approach in clinical consultations.

Cochrane Database of Systematic Reviews 2012, Issue 12. Art. No.: CD003267.

DOI: 10.1002/14651858.CD003267.pub2.



Revisao sistematica

Std. Std.
Mean Mean
Study orsubgroup ~ PCC intervention Control Difference Weight Difference
N Mean(SD) N Mean(SD) [V Fixed,95% Cl IVFixed,95% Cl
Briel 2006 89 6.18 (3.94) 101 681 (394) T 14.0 % -0.16 [-044,0.13]
Chenoweth 2009 43 41.7 (60.3) 34 587 (402) T 5.6 % -032[-077,0.13]
Dijkstra 2006 190 0.078 (0.013) 227 008 (0.012) = 303 % -032[-051,-0.13]
Kennedy 2004 132 [1.7 (79) 167 123 (7.6) - 219 % -0.08 [-0.31,0.15]
McLean 2004 56 329 (10.8) 54 354 (99) T 8.1 % -024 [-0.61,0.14]
Merckaert 2008 29 1193 (7.96) 30 1263 (7.13) I 44 % -0.09 [ -0.60, 0.42 ]
Sorlie 2007 55 300 (7.1) 54 332 (9.1) - 79 % -0.38 [-0.76,0.00 ]
Wilkinson 2008 50 365 (127) 62 432 (107) e 79 % -057[-095,-0.19]
Total (95% CI) 644 729 . 100.0 % -0.25 [ -0.36, -0.15 |
Heterogeneity: ChiZ = 6.74, df = 7 (P = 0.46); 1> =0.0%
Test for overall effect: Z = 4.64 (P < 0.00001)
Test for subgroup differences: Not applicable
-2 -1 0 I 2

Favors PCC intervention Favors control



Qutcome: 2 Satisfaction

Std. Std.
Mean Mean
Study or subgroup PCC intervention Control Difference Weight Difference
N Mean(SD) N Mean(SD) IVFixed,95% Cl IVFixed,95% Cl
Joos 1996 22 444 (022) 20 4.36 (0.22) ™ 53% 0.36 [-0.25,0.97 ]
Kennedy 2004 105 654 (12) 144 62.1 (12.3) o 308 % 027002 052]
Loh 2007 56 298 (27) 29 27 (3.6) - 89 % 091 [044, 1.38]
McLean 2004 56 39 (309) 54 37 (24.7) ™ 4.1 % 007 [-0.30,0.44]
Stewart 2007 51 82.1 (5.8) 51 77.8 (8.1) - 12,5 % 0.6l [0.21, 1.00]
Wilkinson 2008 51 653 (7.6) 58 61.2 (10.2) 13.6 % 045007, 083]
Wolf 2008 58 12.38 (1.87) 58 12,17 (2.26) T 14.8 % 0.10[-0.26, 046 ]
Total (95% CI) 399 414 100.0 % 0.35 [ 0.20, 0.49 ]
Heterogeneity: ChiZ = | 1.71, df = 6 (P = 0.07); > =49%
Test for overall effect: Z = 4.82 (P < 0.00001)
Test for subgroup differences: Not applicable

4 2

Favors control

Favors PCC intervention



Medicina
Baseada
na Pratica

Medicina
Baseada
na
Evidéncia

Medicina
Centrada
no
Paciente



Conclusoes

* Necessario uma revisao na educacao medica
— Reformulacéo no relacionamento médico-paciente

— Relacao de poder é compartilhada
 relacao com as responsabilidades

« Otimiza a adesao ao tratamento

— consequéncias benéficas no maior alcance dos
desfechos clinicos

« EXxercicio da medicina baseada no paciente
— Preferéncias e valores



“Tao importante quanto conhecer
a doenca gue o homem tem,
é conhecer o homem gque tem a

doenca”

Willian Osler,1898

pvboas@fmb.unesp.br




