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Objetivos de la Presentacion

 Recomendacion de kinesiologo en reglamento de ELEAM
(establecimientos de larga estadia del adulto mayor).

 Definicion ELEAM

* Definicion kinesiologo

* Revision del rol del kinesiologo en la literatura vs nuestra
realidad

. Fur]da_mer)tos de la recomendacion in_ternacional de evaluacion
geriatrica integral desde el punto de vista kinésico

* Nuestros roles y realidad
» Conclusion



Reglamento De Establecimientos de Larga
Estadia para Adultos Mayores

« DECRETO N° 14 DE 2010
 Publicado en el Diario Oficial de 05.08.2010

» Articulo 14.- Es recomendable que estos establecimientos cuenten,
ademas, con servicios de:

enfermera, para la gestion de los cuidados,

nutricionista para la confeccion de minutas y dietas,

kinesiologo,

terapeuta ocupacional o profesor de educacion fisica con formacion

geron_tolégiqa para la rehabilitaciéon y mantenimiento de las funciones
lopsicosociales de los residentes,

« asistente social {J_ara el desarrollo de estrategias de intervencion socio
comunitaria y articulacion con las redes locales de servicios



Definicion de ELEAM

e Articulo 2°.-

» Establecimiento de larga estadia para adultos mayores, o ELEAM, es
aquel en que residen personas de 60 anos o0 mas que, por motivos
biologicos, psicologicos o sociales, requieren de un medio ambiente
protegido y cuidados diferenciados que alli reciben. Dichos cuidados
tienen por objeto la prevencion y mantencion de su salud, la
mantencion y estimulacion de su funcionalidad y el reforzamiento de
sus capacidades remanentes.



Actualizacion de Poblacion 2002-2012 y
Proyecciones 2013-2020 en la RM. Instituto
Nacional De Estadistica Chile.
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Definicion de Kinesiologo

* Es un profesional de la salud que diagnostica y trata individuos
de todas las edades desde recien nacidos hasta adultos
mayores que tienen problemas medicos u otras condiciones
relacionadas con la salud que limitan sus habilidades para
moverse y realizar funciones en su vida diaria.

» Desarrolla un plan con técnicas de tratamiento para promover
la capacidad para moverse, disminuir el dolor, restaurar la

funcion y prevenir la discapacidad
MAPTA

American Physical Therapy Association



., Qué es la Kinesiologia ?

* Es una disciplina que se encarga de buscar la mejoria de
distintas patologias a traves del movimiento, con el propdésito de
acortar el periodo de recuperacion y alcanzar el maximo de las
capacidades funcionales de cada persona




NOIC O FllysiCdl 1Thcirapisio I rriysicail

Activity Programs In Nursing Homes: A
Survey

Helen Deborah Skeist, Journal of the American Geriatrics Society
Volume 28, Issue 3, pages 124—-129, March 1980

 El principal rol es consulta e instruccion.
 El tiempo principal se consume en tratamiento.

» Los programas incluyen deambulacion, entrenamiento de la
marcha, ejercicios en cama, ejercicios en grupo.



Physical rehabilitation for older people
in long-term care (Review)

Crocker T, Forster A, Young J, Brown L, Ozer S, Smith J, Green J, Hardy J, Burns E, Glidewell

The Cochrane Library
2013, Issue 2

* 67 trial, n 6300

* Al final de la intervencion indice de Barthel score 6 puntos IC
95% (2-11)

* Rivermead Mobility Index (0 a 15) fue de 0.7 puntos IC 95%
(0.04 a 1.3)

» Efecto benefico en la fuerza, flexibilidad, balance, posiblemente
animo.

. l;lc%??)umenta el riesgo de mortalidad risk ratio 0.95, IC 95% (0.8 a



Evaluacion Geriatrica Integral

UPTODATE, Katherine T Ward, MD, Literature review current through: Jun 2015. | This topic last
updated: Feb 02, 2015

« Es un diagnostico y tratamiento integral que identifica
condiciones meédicas, psicosociales y funcionales en un
persona adulta fragil, con el proposito de desarrollar un plan

coordinado para maximizar la salud con la edad.
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Evaluando la Capacidad Funcional

* DEFINICION

» Habilidad para desarrollar actividades necesarias o recreativas en la
vida diaria.



Barthel Index

Activity Score

Feeding

0 = Unable
5 = Needs help cutting, spreading butter, etc, or requires modified diet

10 = Independent

Bathing

0 = Dependent

5 = Independent (or in shower)

Grooming

0 = Needs to help with personal care

5 = Independent face/hair/teeth/shaving (implements provided)

Dressing

0 = Dependent
5 = Needs help but can do about half unaided

10 = Independent (including buttons, zips, laces, etc)

Bowels

0 = Incontinent (or needs to be given enemas)
5 = Occasional accident

10 = Continent

Bladder

0 = Incontinent, or catheterized and unable to manage alone
5 = Occasional accident

10 = Continent

Toilet use

0 = Dependent
5 = Needs some help, but can do something alone

10 = Independent (on and off, dressing, wiping)

Transfers (bed to chair and back)

0 = Unable, no sitting balance
5 = Major help (one or two people, physical), can sit
10 = Minor help (verbal or physical)

15 = Independent

Mobility (on level surfaces)

0 = Immobile or <50 yards
5 = Wheelchair independent, including corners, >50 yards
10 = Walks with help of one person (verbal or physical) >50 yards

15 = Independent (but may use any aid; for example, stick) >50 yards

Stairs

0 = Unable
5 = Needs help (verbal, physical, carrying aid)

10 = Independent

Total (0-100):

The Barthel ADL Index: Guidelines

= The index should be used as a record of what a patient does, not as a record of what a patient could do

= The main aim is to establish degree of independence from any help, physical or verbal, however minor and for whatever reason

The need for supervision renders the patient not independent

Patient performance should be established using the best available evidence provided by the patient, family, friends and caregivers; direct
observation and common sense are also important, but direct testing is not needed

Usually the patient's performance over the preceding 24 to 48 hours is important, but occasionally longer periods will be relevant

Middle categories imply that the patient supplies over 50 percent of the effort

Use of aids to be independent is allowed

References:
1. Mahoney FI, Barthel D. Functional evaluation: The Barthel Index. Maryland State Medical Journal 1965; 14:56. Used with permission.
2. Loewen SC, Anderson BA. Predictors of stroke outcome using objective measurement scales. Stroke 1990; 21:78.
3. Gresham GE, Phillips TF, Labi ML. ADL status in stroke: Relative merits of three standard indexes. Arch Phys Med Rehabil 1980; 61:355.
4. Collin C, Wade DT, Davies S, Horne V. The Barthel ADL Index: A reliability study. Int Disability Study 1988; 10:61.



Katz index of independence in activities of daily living

Activities

Independence

Dependence

Points (1 or 0)

Bathing

POINTS:

Dressing

POINTS:

Toileting
POINTS:

Transferring

POINTS:

Continence

POINTS:

Feeding

POINTS:

Total points:

Points (1)

NO supervision, direction, or
personal assistance

(1 point) Bathes self
completely or needs help in
bathing only a single part of
the body such as the back,
genital area or disabled
extremity.

(1 point) Gets clothes from
closets and drawers and puts
on clothes and outer
garments complete with
fasteners. May have help
tying shoes.

(1 point) Goes to toilet, gets
on and off, arranges clothes,
cleans genital area without
help.

(1 point) Moves in and out of
bed or chair unassisted.
Mechanical transferring aides
are acceptable,

(1 point) Exercises complete
self control over urination and
defecation.

(1 point) Gets food from plate
into mouth without help.
Preparation of food may be
done by another person.

Points (0)
WITH supervision,

direction, personal
assistance or total care

(0 points) Needs help
with bathing more than
one part of the body,
getting in or out of the tub
or shower, Requires total
bathing.

(0 points) Needs help
with dressing self or
needs to be completely
dressed.

(0 points) Needs help
transferring to the toilet,
cleaning self or uses
bedpan or commode.

(0 points) Needs help in
rmoving from bed to chair
or requires a complete
transfer.

(0 points) Is partially or
totally incontinent of
bowel or bladder.

(0 points) Needs partial
or total help with feeding
or requires parenteral
feeding.

6 points: high (patient independent).
0 points: low {patient very dependent).

Reproduced with permission from: Katz 5, Down TD, Cash HR, Grotz RC. Progress
in the development of the index of ADL. Gerontologist 1970, 10:20. Copyright ©

1970 Oxford University Press.,




The Lawton instrumental activities of daily living scale

but cannot maintain acceptable
level of cleanliness

4, Needs help with all home 1
maintenance tasks

5. Does not participate in any 0
housekeeping tasks

Activities Points Activities Points
Ability to use telephone Laundry
1. Operates telephone on own 1 1. Does personal laundry completely 1
initiative; looks up and dials
numbers 2. Launders small items, rinses socks, 1
stockings, etc.
2. Dials a few well-known 1
numbers 3. all laundry must be done by others 0
3. Answers telephone, but does | 1 Mode of transportation
ial . .
neEdis 1. Travels independently on public 1
4, Does not use telephone at 0 transportation or drives own car
all . .
2. Arranges own travel via taxi, but does 1
Shopping not otherwise use public transportation
1. Takes care of all shopping 1 3. Travels on public transportation when 1
needs independently assisted or accompanied by another
2. Shops independently for 0 4, Travel limited to taxi or automobile with | O
small purchases assistance of another
3. Needs to be accompanied on | 0 5. Does not travel at all 0
any shopping trip L o
Responsibility for own medications
4. Completely unable to sho 0 . - o
P v P 1. Is responsible for taking medication in 1
Food preparation correct dosages at correct time
1. Plans, prepares, and serves 1 2. Takes responsibility if medication is 0
adequate meals independently prepared in advance in separate dosages
2. Prepares adequate meals if 0 3. Is not capable of dispensing own 0
supplied with ingredients medication
3. Heats and serves prepared 0 Ability to handle finances
meals or prepares meals but ) :
does not maintain adequate 1. Manages financial matters 1
diet independently (budgets, writes checks,
pays rent and bills, goes to bank); collects
4. Needs to have meals 0 and keeps track of income
d and d
prepared and serve 2. Manages day-to-day purchases, but 1
Housekeeping needs help with banking, major purchases,
etc.
1. Maintains house alone with 1 i
occasion assistance (heavy 3. Incapable of handling money 0
work)
2. Performs light daily tasks 1
such as dishwashing, bed
making
3. Performs light daily tasks, 1

Scoring: For each category, circle the item description that most closely resembles the client's

highest functional level (either 0 or 1).

A summary score ranges from 0 {dependent, requires significant assistance to live in the

community) to 8 (independent, no assistance required to maintain self in community).
Reproduced with permission from: Lawton MP, Brody EM. Assessment of older people: Self-maintaining and
instrumental activities of daily living. Gerontologist 1969, 9:179. Copyright © 1969 Oxford University Press.
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Evaluando el Riesgo de Caidas

58.00 . "
Unintentional Fall Death Rates, Adults 65+
$6.00
54.00
52.00
50.00
48.00
46.00
44,00
2004 - 2013, United States
42.00 Unintentional Fall Death Rates per 100,000
All Races, Both Sexes, Ages 65+
Source: www.cdc.goviinjurywisqars
40.00
2004 2005 2006 2007 2008 2009 2010 2011 2012 2013
wem=Death Rate

- 1 de cada 3 adultos >65 anos que se
cayeron en el afno le diran al profesional
de la salud acerca de esto.

-20 a 30% tendran una injuria de
moderada a severa.

-Algunos que se caen desarrollaran
temor , limitando sus actividades de la
vida diaria, perdida de la condicion fisica
y esto aumentara su riesgo de caidas.

c Centers for Disease Control and Prevention
i CDC 24/7: Saving Lives, Protecting People™




The "Get up and go" test for gait assessment in elderly patients

The "Get up and go" test for gait assessment in elderly patients[1]

Have the patient sit in a straight-backed high-seat chair

Instructions for patient:

n
E Va I l | a ‘ I O I l Get up (without use of armrests, if possible)

Stand still momentarily

Walk forward 10 ft (3 m)

Turn around and walk back to chair
Turn and be seated

Factors to note:

Sitting balance

Escala de Berg

Pace and stability of walking

TeSt d e Ti n etti Ability to turn without staggering

Modified qualitative scoring[2]

1) No fall risk Well-coordinated movements, without walking
* Test de alcance
2) Low fall risk Controlled but adjusted movements
. 3) Some fall risk Uncoordinated movements
i Apoyo u n I pOd a I 4) High fall risk Supervision necessary
5) Very high fall risk Physical support of stand by physical support
. necessary
* Te St TI m e a n d G O Timed test (record time from initial rising to re-seating)[3]
Age (years) Mean time (seconds)
° Get up and GO 60 to 69 8.1(7.1t0 9.0)
70to 79 9.2 (8.2 to 10.2)
80 to 99 11.3(10.0 to 12.7

Etc.

Sources:

1. Reproduced with permission from: Fleming KC, Evand JM, Weber DC, Chutka DS. Practical
Functional Assessment of Elderly Persons: A Primary-Care Approach [Symposium on Geriatrics-
Part III]. Mayo Clinic Proceedings 1995; 70:890. Copyright © 1995 Mayo Foundation.

2. From: Nordin E, Lindeléf N, Rosendahl E. Prognostic validity of the Timed Up-and-Go test, a
modified Get-Up-and-Go test, staff's global judgement and fall history in evaluating fall risk in
residential care facilities. Age Ageing 2008; 37:442. By permission of the British Geriatrics
Society. Copyright © 2013 Oxford University Press.

3. Data from: Bohannon RW. Reference Values for the Timed Upand Go Test: A Descriptive Meta-
Analysis. ] Geriatr Phys Ther 2006; 29:64.



What works to prevent falls in older adults dwelling in long term

care facilities and hospitals”? An umbrella review of meta-

analyses of randomized controlled trials
B. Stubbs et al. / Maturitas 81 (2015) 335-342

Summary of included studies.

Author
(Ref)

Gou et al.
(2013) [20]

Choi and

Cameron
et al.
(2012)[4]

Country

Tai

AUS

Intervention and control

Exercise v control

Non tai chi exercise

Nutritional supplement v
control

Vitamin D v control
Control groups received
TAU or another
intervention
Multifactorial
interventions

Exercise care facilities:

High level care

Intermediate care
Combination exercises
Medication review care
facilities
Vitamin D care facilities

Multifactorial
interventions care
facilities:

RCTs included
(n=participants)

10(n=1262)

8 (n=917)
6 (n=4934)

4(n=4609)

3 (n=1291)

8 (n=1844)

4(n=625)
4(n=1219)
4(n=561)
4 (n=4857)

5 (n=4603)

7 (n=2876)

Participants details

and setting

Older adults
without cognitive
impairment
Mean age 64.5 to
89.0.

LTCF

Mean age 79.2
years
LTCF

Care facilities 84
years & 77%
women

Hospitals 79 years
58% women

Define a fall?

No

Main results (95% CI)

OR 0.79 (0.64-0.98)

OR 0.84 (0.63-1.11)

OR0.93 (0.77-1.13)

OR 0.98 (0.79-1.22)

RR 0.45 (0.38-0.53)

RaR 1.03 (0.81-1.31)

RaR 1.29(0.93-1.79)
RaR 0.80 (0.57-1.13)
RaR 1.24 (0.84-1.83)
RR 1.00(0.91-1.10)

RaR 0.63 (0.46-0.86)

RaR 0.78 (0.59-1.04)

Heterogeneity

F=70%

P =64%
2=60%
12=73%
P=47%

?=72%

I?=84%

Adverse events

NR

10

AMSTAR Conclusion

Exercise reduces falls in
older adults in LTCF. Pooled
effect become
non-significant when
exclude 2x tai chi results
from analysis.
Nutritional supplements
and vitamin D have no
significant effect on falls.

Multifactorial
interventions reduce
falls in LTCF.

LT care facilities:

exercise does not reduce
falls as a single
intervention (including
when separated into high
and intermediate care).

Medication chart review
does not reduce falls.
Vitamin D
supplementation does
significantly reduce falls.
Multifactorial
interventions only reduce
falls in intermediate care
but not high level care
settings.



What works to prevent falls in older adults dwelling in long term
care facilities and hospitals”? An umbrella review of meta-

analyses of randomized controlled trials
B. Stubbs et al. / Maturitas 81 (2015) 335-342

Murad s Vitamin D 10(n=?,overall 76 years, 78% No OR 0.87 (0.71-1.07) NR NR 8 Vitamin D does not
etal. sample) female reduce falls in people
(2011) [25] LTCF. in institutions.
Silvaetal.  Aus Exercise pooled analysis 14 (n=1292) 68% female, 83.9 RR 0.77 (0.64-0.92) [=72.1% Exercise is effective in
(2013) [26] (9 RCTs combined  years reducing falls in LTCF. It is
exercise and 5 LTCF most effective when
RCTs single) combinations of exercises
are used.
Combined exercise 9(n=885) RR 0.71 (0.55-0.90)
interventions
Single exercise 5(n=498) RR 0.86 (0.65-1.14)
LR ELL L
Santesso  Can Hip protectors 16(n=11,275) 65 +years No RaR 1.02(0.90-1.16)  [*=92% 5% experience 7 Hip protectors have
etal. Unclear how LTCF skin irritation no significant effect
(2014) [27] many RCTs were on falls in LTCF.
LTCF? 14
Bolland NZ Vitamin Dwith(N=1)or  6(n=2013) Meanage 83083  No RR 0.96 (0.88-1.05) NR NR B Vitamin D has no
etal. without calcium (N=5) years in RCTS, significant effect on falls in
(2014) [28] 73-100% females a traditional meta-analysis
in RCTs approach.

Vitamin D no calcium 5(n=1430) LTCF RR0.92(0.82-1.02) NR
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Classifications

v of intemationel International Classification of Functioning,
Ssificalions Disability and Health (ICF)

ICD Revision

Rewvision News

Famaly of International The International Classification of Functioning, Disability and
Classifications network Health, known more commonly as ICF, is a classification of Steering Group

health and health-related domains. As the functionng and Topic Advisory Groups
disabilty of an individual occurs in a context, ICF also includes

a kst of envwonmental factors

Classification of Diseases (ICD)
New: External Review of the ICD-11

Rewision

ICF 15 the WHO framework for measunng health and disability
at both individual and population levels. ICF was officially
endorsed by all 191 WHO Member States in the Fifty-fourth
World Health Assembly on 22 May 2001 (resolution WHA 54 21)

Frequently asked questions as the international standard to descnbe and measure health and disability flﬂ 115 :J;(:Y\-.-nr’k Meeting in Manchester,
3 niex ngaom

Classification of Health
Interventions (ICHI)

WHO-FIC Network Meeting 2015

more

ONLINE RESOURCES ICD-10 ONLINE

Browse ICF Online i

MEASURING Current Version
ICD-10 Online version

Access the WHO Disability Assessment Schedule 2.0 ~

(WHODAS 2.0) Other matenals

ICD-10 Training

A practical instrument designed 1o measure general
ility based on ICF

levels of health and disat
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Evaluac

FECHA 4/12/14

EVALUACION DE KINESICLOGIA

ANTECEDENTES MORBIDOS Trastorno personalidad, higado graso, Sipsfrome degenerativo frontal
subcortical de probable crigen viscular incipiente, depresion bipolae, Gota, Qi deteriore cogntive,
mutticausal, OM, 15, car

Eversidn N N N N Na
FUERZA Derecha | DS-CV Lquierda | DS-CV
PREMENSION 28,6 242

animo do, deterioro importante,
+ 1-RANGO ARTICULAR ¥ FUERZA
RANGO WO RANGO PASIVO FUERZA
derecho | @quierdo | cerecho | izquierdo | derecho | lzquierdo
HOMBRO Flexion N N N N MS M5
Extension N N N N MS M5
AbJuToon N N N N MS MS
AJUCOon N N N N MS MS
Rot ext. N N N N MS MS
Rot int. N N N N MS MS
CO00 Extension N N N N MS MS
Flexion N N N N MS M5
MUNECA Extension N N N N MS MS
Flexion N N N N MS MS
Pronacion N N N N MS MS
Supinacion N N N N MS M5
Radicalizacion | N N N N M5 MS
Capitalizacion | N N N N M5 MS
CADERA Flexidn N N N N " M4
Extension N N N N e M
Abduccdn N N N N M2 Ma
Extension N N N N M Ma
RODILLA Extension N N N N s Ma
Flexion N N N N e Ma
Tobillo Flexion plan N N N N M2 Ma
Flexion dorssl | N N N N M2 Ma
Inverside N N N N M2 Ma

SN CENTRO O PARAMETICT NORMALLE

2-MOVIUDAD DE COLUMA. Distancis en cm de dedo medio » suslo

A- Flaxidn antericr en bipedo 23 em

B Lateralizacion derecha
C- Lateralizacidn izquerda

3-EVALUACION DOLOR: Margue con uma X s regice gue siente dolor

ESCALA VISUAL ANALOGA DE DOLOR (0 AL 10) Refiere delor en region lumbar, medlos Cara anterncr y

planta de ples.

4-RIESGO DE CAIDAS TEST TIME UP AND GO:

Tiempo: 6 3ex

Mayor a 135 seg, riesgo de caidas

S-TEST CAMINATA 6 MIN

on Kinésica en Hogar Beit Israel

BASAL POST TEST
C S0 3
7R 21 32
sp02 B 7%
PA 130/70 14080
ESCALA DE BORG( FATIGA] 0
DISTANCIA 200
Rl
VALOR PREDICTIVO DISTANCIA 450

6- EVALUACION POSTURAL (POSTURE SCREEN SOFTWARE)

Your Posture Viewed fron Fromt

Head is Shmed 1.240m gt Head is tited
4.9 gt
Shoulders are shifted 2.15cm right.
Shoulders are tited 1.5° right.
RDCage is shifted 1.70cm left.

HIOS are shifted 2.27cm Weft. HIps are not
ured

causes weshenng of the spre a3 well a3
NCreated $e55 ON he NErvOUS ByStem which Can
adversely a¥ect overall health.




Evaluacion Kinesica en Hogar Beit Israel

Normal Objetivos:
Your Posture Viewed from the Side
} Your head weighs approximately 7.4 kg. It is Aumentar |z condicién aerobica
)’ shifted 6.67cm forward.
| Based on physics, your head now effectively Aumentar fuerza
weighs 19.9 kg instead of 7.4 kg.
) Shoulders are shifted 0.82cm forward. Mantener el rango articular
Hips are shifted 1.99cm backward. Fisioterapia para dolores crénicos
Knees are shifted 1.57cm forward. Plan de TTO:
PARe SCALE

Ejercicios 3 veces por semana mas gimnasia grupal en talleres.

Draming Ton atmterant yons e Tl yonsr s was O Cust o 30
(e A (e Bt merdar Tost o a3 Wy LcrT s Ume
B T e ] TR Gl ATy CaaDy WO Se -
— S

Kinesidlogo Carlos Fuenzalida V

7-EVALUACION RESPIRATORIA
FR 21 FCSOSpO2355%

NO refiere antecedentes morbidos respiratorios, Cifosis, Ex pulmonar: MP presente, SRA, tos eficaz seca
= la estimulacion.

8-CONCLUSION:

Paciente vigil con trastorno de personalidad, dizbético, HTA, dislipidemia dependiente parcizl de las
AVD, sedentario, obeso, asiste con asistente personal.

Rango articular dentro de parametros normales, fuerza de presion un 693% del valor predictivo.
Sin riesgo de czidas medico por test Time and GO, sin embargo el riesgo no se excluye

Presente un dolor en region lumbar sin limitacién a la movilidad, dolor en Ia cara plantar de pies y cara
anterior de muslos bilateral.

Presenta una desviacidon 2 D de troco 2n el plano frontal y una cifosis en 2l plano sagital con entepulsion
de cabeza y abdomen protruido.

El test de 6 minutos en un 40% del valor predictivo para distancia con buena respuesta en los signos
vitales.

La evaluacion respiratoria clinica esta dentro de parametros normales

Marcha sin asistencia con aumento de |2 base de sustentacion.



Kinesioterapia Respiratoria

» Especialistas en tratar
pacientes con enfermedades 1
respiratorias que posean un
marco teorico en fisiologia
respiratoria y muscular,
Imageneologia, con una
subespecializacion y/o
experiencia en ventilacion
mecanica no invasiva ,
aerosol terapia,
oxigenoterapia, Yy
rehabilitacion pulmonar.




Kinesioterapia Respiratoria

J Gerontol Nurs. 2015 Feb;41(2):26-31. doi: 10.3928/00989134-20140807-99. Epub 2014 Aug 19.

Risk of aspiration in care home residents and associated factors.
van der Maarel-Wierink CD, van der Putten GJ, De Visschere LM, Bronkhorst EM, de Baat C, Schols JM.

Abstract

Pneumonia is a prevalent cause of death in care home residents. Dysphagia is a significant risk factor of aspiration pneumonia. The purpose of the
current study was to screen for risk of aspiration in care home residents in the Netherlands and assess potential risk factors of aspiration. Five
experienced speech-language therapists assessed 203 care home residents (115 primarily physically disabled, 88 primarily cognitively impaired) 60
and older in the first week after admission to a care home. In 43 (21.2%) residents, speech-language therapists assessed risk of aspiration and found
no significant difference between physically disabled (26.1%) and cognitively impaired (14.8%) residents. After multivariate logistic regression analysis
the final prediction model for risk of aspiration showed Parkinson's disease as a significant factor (odds ratio = 5.11; 95% confidence interval [1.49,
17.52]) . The authors therefore conclude that risk of aspiration is a relevant care problem among Dutch care home residents and requires further
assessment.

Geriatr Gerontol Int. 2015 May 8. doi: 10.1111/ggi.12506. [Epub ahead of print]

Predictive factors for oral intake after aspiration pneumonia in older adults.
Momosaki R'?, Yasunaga H?, Matsui H?, Horiguchi H®, Fushimi K*, Abo M'.
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Abstract
AIM: The purpose of the present study was to clarify the predictive factors for achieving oral intake after aspiration pneumonia in elderly patients.

METHODS: This retrospective observational study used data from the Japanese Diagnosis Procedure Combination inpatient database. We identified
patients who were admitted to acute-care hospitals with aspiration pneumonia. The outcome was time to achieve total oral intake. We carried out Cox
regression analysis to identify predictors for the early initiation of total oral intake.

RESULTS: Of 66 611 elderly patients with aspiration pneumonia, 59% achieved total oral intake within 30 days. Cox regression analysis showed that
early initiation of total oral intake was associated with female sex and higher Barthel Index. Delayed initiation of total oral intake was associated with
underweight, higher scores of pneumonia severity and comorbidities.

CONCLUSION: We clarified prognostic factors for total oral intake in elderly aspiration pneumonia patients. Our findings will be helpful in nutritional
care planning for elderly aspiration pneumonia patients. Geriatr Gerontol Int 2015; ee: ee-ee.




Kinesioterapia Respiratoria

Swiss Dent J. 2015;125(4):417-26.

Oral health and dental care of elderly adults dependent on care.
Baumgartner W', Schimmel M, Miiller F.
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Abstract

The increase in life expectancy in Switzerland is posing new challenges, as more and more people are becoming dependent on care, both at home
and in long-term care facilities. The dental profession must deal with patients retaining their own teeth until later in life with an increased incidence and
severity of caries and periodontal diseases. The association between general and oral health is becoming important, particularly in older people with
medical conditions. Aspiration pneumonia can develop as a result of pathogenic bacteria descending from the oral cavity to the bronchoalveolar
system, which presents a frequent, potentially life-threatening danger. By adapting care and treatment concepts, the masticatory ability can be
preserved or restored, which in turn helps preventing malnutrition. Other aims include preventing infections as well as maintaining subjective well-being
and an attractive dental appearance. Care standards should be defined for the provision of oral-health related dentistry for the vulnerable population of
the care-dependent adults. These should be implemented by an interdisciplinary care team composed of nursing personnel, long-term care facility
managers, Spitex staff, physicians, dentists as well as dental assistants and hygienists.
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Cochrane Database Syst Rev. 2015 Feb 23;2:CD003793. doi: 10.1002/14651858.CD003793.pub3.

Pulmonary rehabilitation for chronic obstructive pulmonary disease.
McCarthy B', Casey D, Devane D, Murphy K, Murphy E, Lacasse Y.
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Abstract

BACKGROUND: Widespread application of pulmonary rehabilitation (also known as respiratory rehabilitation) in chronic obstructive pulmonary
disease (COPD) should be preceded by demonstrable improvements in function (health-related quality of life, functional and maximal exercise
capacity) attributable to the programmes. This review updates the review reported in 2006.

OBJECTIVES: To compare the effects of pulmonary rehabilitation versus usual care on health-related quality of life and functional and maximal
exercise capacity in persons with COPD.

SEARCH METHODS: We identified additional randomised controlled trials (RCTs) from the Cochrane Airways Group Specialised Register. Searches
were current as of March 2014.




Entrenamiento Aerobico en Treadmill

« REHABILITACION EN EPOC (Thorax. 2015 Mar;70(3):213-8. doi:
10.1136/thoraxjnl-2014-206440. Epu 15 Jan 5.

» Sarcopenia in COPD: prevalence, clinical correlates and response to
pulmonary rehabilitation)

- REHABILITACION CARDIOVASCULAR (Cardiology. 2015;131(3):
177-85. Epub 2015 May 8. 3)

« Cardiac Rehabilitation after an Acute Coronary Syndrome: The Impact in
Elderly Patients ).

« REHABILITACION POST AVE (PM R. 2015 Jul 8. pii:
81934-1482(15)00753-4. doi: 10.1016/j.pmrj.2015.06.444. [Epub ahead of
prin

+ Walking training and functioning among elderly individuals with stroke:
results of a prospective cohort study)

« REHABILITACION ARTROSIS (Am J Phys Med Rehabil. 2015 Mar 12.
[Epub ahead of print]

* Intensive Gait Training for Older Adults with Symptomatic Knee
Osteoarthritis)




Prevencion

- TECNICAS CORRECTAS PARA o °
TRANSFERENCIA DE PACIENTES. Pa nt L|ft S

SAFETY GUIDE

Una buena técnica no asergura la
ausencia de lesiones

Select Patient’s Sling Size ... 4
Choose Slingand SlingBar ... 5

LiftthePatient ... 10
LowerthePatient n

Patient Liftsat Home ... 12-13

SlingCare ... ... 14
PatientLiftCare . .. 15

- LEVANTADORES DE
PACIENTES

.:" [}, This guide provides general safety recommendations and is not a replacement
L) for the manufacturer’s instructions. Refer to manufacturer’s instructions for
specific use guidelines.



Ventajas

* Reduce el riesgo de lesiones a las cuidadoras y residentes.

* Peso corporal residente
- > PC residente > dificultad de transferencia

* Asistente

- > edad de la asistente > uso de fuerza lo que malogra la técnica de
transferencia

* Residente
- > edad > riesgo de postracion > necesidad de asistencia en transferencia

Precauciones

« Se debe educar al personal en el correcto usg.de estedsealizar mantension

al eq u | pO CDC 24/7: Saving Lives. Protecting People.™




Usos
Actividades rutinaria de traslados, caidas,

gimnasio.




Educacion y Extension

 Charlas educativas a nuestro
personal y residentes

 Talleres: - Gimnasia Médica
- Control Motor
- Video Gimnasia
- Stretching
- Otros




Docencla

* Tutores clinicos de Internado
integral geriatrico .

— Universidad de los Andes.

— Universidad de Desarrollo.
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Practica Basada en Evidencia

Aplicacion de la mejor
Clinical Expertise evidencia cientifica encontrada
para la emision de una
recomendacion clinica en
conjunto con la experiencia y
raciocinio clinico y las
preferencias o situaciones
Individuales de los pacientes.

Patient
Values &
Preferences

Best
Research
Evidence

EBP




Conclusiones

* Los roles son dinamicos y no estaticos
« Siempre estar abiertos a nuevas tecnologias
* Ser innovadores

» Registrar, objetivar la evaluacion y evolucion.

» Acercarse a la PRACTICA BASADA EN LA EVIDENCIA
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