== 4 X CONGRESO
DE CALIDAD Y SEGURIDAD ASISTENCIAL
2016
11-12-13 DE OCTUBRE
‘ AULA MAGHA UIVERSIDAD SAN SEBASTIAN

SEDE BELLAVISTA. SANTIAGO

o

MODELO DE CATEGORIZACION POR COMPLEJIDAD
EN REHABILITACION:

Implementaciony Adherencia

Dra. Tania Gutiérrez P,
Presidente de la Sociedad Chilena de Medicina Fisica y Rehabilitacidon
Médico Jefe Servicio de Medicina Fisica y Rehabilitacion CAS
Médico Coordinador Corporativo Servicios Rehabilitacion CAS-CAT-CAT

Magister en Administraciény Gestion en Salud U. De Los Andes



Rehabilitacion (Madr). 2009,;43(3):118-22



Severidad, y su evaluacion por escalas h

¢Por qué no son ampliamente usadas por equipo
de Rehabilitacion?

v’ Factores personales
v’ Factores laborales
v’ Factores de las propias escalas

Parry M, et al. Intensive Care Med 2015;41; 744-762

Bland M, et al. Archives of Physical Medicine and Rehabilitation 2013;94:1048-53
Swinkels et al. BMC Musculoskeletal Disorders 2011, 12:106

Jette DU, Halbert J, Iverson C, et al. Phys Ther 2009; 89: 125-135



Cual fue nuestra apuesta...

e Trabajar con escalas de evaluacion sistematicas y
consensuadas

e |ncorporar nomenclatura transversal para todos los
equipos clinicos

e Modelo que responda a la necesidad de una vision
Integral y funcional del paciente

e Modelo que muestre cambios o mejoria asociada a
las intervenciones

e Uso al lado cama del enfermo

e Determinacion de carga terapéutica determinado por
los expertos (kinesidlogos)



Categorizacion por Complejidad en Rehabilitacion (MCCR) cs;.

NIVEL DE SEVERIDAD
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BAJA COMPLEIJIDAD PF =2x
PUNTAIJE FINAL (PF) MEDIANA COMPLEJIDAD >x>PF<3y
ALTA COMPLEJIDAD 2y>PF<2z

Dra. Tania Gutierrez P. MCCR 2016



MCCR: Matriz de Categorizacion Precoz en UCI

NIVEL DE SEVERIDAD

E { £5F < X Y Z
e ‘::_‘5_'""" (1 punto) (2 puntos) (3 puntos)
P of 48-60 36 - 47 <35

; _ 20-35 10-19 0-9

27-30 kg (M) <27 kg (M)
15-18kg (W) <15 kg (W)
3 <2
2y 27

A COMPLEJIDAD PF =2x =4 points

EDIANA COMPLEIJIDAD 2x>PF<zy= 5-8 points
ALTA COMPLEJIDAD 2y>PF<2z =9-12 points

Dra. Tania Gutierrez P. MCCR 2015



REDCap Research Electronic Data Capture cgn

ccccc

REDCap es una herramienta informatica,
ampliamente difundida en las
instituciones de Salud.

REDCap permite a los usuarios, manejo
confiable y seguro de grande bases de
datos, para su analisis y seguimiento.

Version Movil.




2011 : IMPLEMENTACION

e Clinica privada
e 450 camas

e Servicioshospitalizados =100
Kinesidlogos: =9.000
atenciones/mensuales

e Adulto y pediatria

e 13 matrices de rehabilitacion
e MCCRes incorporadoa FCE (2011)
e MCCR monitorizado por REDCap

e MCCR implementacion movil
e MCCR modelo bedside




IMPLEMENTACION y ADHERENCIA S

eTeoria de la Difusion de la Innovacion (Everett Rogers)

eCoherencia Organizacional

eAuditoriay Feedback



TEORIA DE LA DIFUSION DE LA INNOVACION ‘8‘

Rogers defines several intrinsic characteristics of innovations that influence an individual's decision to adopt or reject an innovation.

Factor Definition

Relative . . - . .
How improved an innovation is over the previous generation.

Advantage
Compatibility ~ The level of compatibility that an innovation has to be assimilated into an individual's life,
?;p‘l’,'z_’::y % It the imovation is perceived as complicated or ificutto use, an indvidualis unilkely to adogt
IMPIc
Trialability How easily an innovation may be experimented. If a user is able to test an innovation, the individual will be more likely to adopt it.
Obsenvabily The extent that an innovation is visible to others. An innovation that is more visible will drive communication among the individual's peers and personal networks

and will in turn create more positive or negative reactions.

Rogers, E. M. (1962). Diffusion of innovations.




Rogers, E. M. (1962). Diffusion of innovations.
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Coherencia Organizacional
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Figure 1. Conceptual model of organizational coherence considered in relation to organizational development and quality

improvement.
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Cumplimiento del registro de la categorizacion de pacientes adultos con indicacion de
kinesiologia en UCI adulto.

Proceso

N° de atenciones de pacientes adultos con indicacion de kinesiologia respiratoria en UCI
categorizadas / Total de atenciones con indicacion de kinesiologia respiratoria en UCI
Adulto x 100

80%

Trimestral

Registro de estadistica diaria de atenciones con indicacion de kinesiologia

80% de cumplimiento
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Auditoria y Feedback

Does telling people what they have been doin? change what
they do? A systematic review of the effects ot audit and

feedback

Gro Jamivedt, Jane M Young, Doris T Kristoffersen, Mary Ann O’Brien, Andrew D Oxman
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Qual Saf Health Care 2006;15:433-436. doi: 10.1136/q5hc.2006.018549

Background: Many people advocate audit and feedback as a strategy for improving professional practice.
The main results of an update of a Cochrane review on the effects of audit and feedback are reported.
Data sources: The Cochrane Effective Practice and Organisation of Care Group's register up to January
2004 was searched. Randomised trials of audit and feedback that reported objectively measured
professional practice in a healthcare setfing or healthcare outcomes were included.

Review methods: Data were independently extracted and the quality of studies were assessed by two
reviewers. Quantitative, visual and qualitative analyses were undertaken.

Main results: 118 trials are included in the review. In the primary analysis, 88 comparisons from 72 studies
were included that compared any infervention in which audit and feedback was a component fo no
intervention. For dichotomous outcomes, the median-adjusted risk difference of compliance with desired
practice was 5% (interquartile range 3-11). For confinuous outcomes, the median-adijusted percentage change
relative o control was 16% (interquartile range 5-37). Low baseline compliance with recommended practice
and higher intensity of audit and feedback appeared to predict the effectiveness of audit and feedback.
Conclusions: Audit and feedback can be effective in improving professional practice. The effects are
generally small to moderate. The absolute effects of audit and feedback are likely to be larger when
baseline adherence to recommended practice is low and intensity of audit and feedback is high.
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MCCR : ADHERENCIA CLINICA

o 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17
trimestres desde julio de 2011

————— upc — — - mgq — total







HOSPITAL SANTIAGO ORIENTE

Dr. Luis Tisné Brousse

Reuniones de servicio Medicina Interna

>

HOSPITAL
Cl CADMEN

F:-i .I Lils '.'nlq-nfln:n -FE.'-r'a..'_lé




MUCHAS GRACIAS



