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Introduction

We are at the halfway point of the 2011-2015 Health plan Catalan Health Plan. This is
a good time to take a look at the process of transforming our health care system, a
process that is clearly aimed at where we want to go, with explicit objectives and
considerable involvement of the people who work in the Catalan health care system.

We have a general goal for health — increasing the proportion of years we live in good
health — that aims to summarize the aspirations of quality of life and health of the
Catalan population.

This is a characteristic of this health plan that is strongly focused on action, on ensuring
that the changes take place.

The change affects the whole of the system, from primary care to high specialization,
and from the role of the citizen and the responsibility of the organizations to
interdepartmental policy. The social and health care worlds are strongly linked because
people have both social and health-related problems and conditions. The change also
involves a new configuration of the care models and advancing toward a
comprehensive health care and social model.

Despite the years of budget restraint, with a real reduction in the per-capita budget for
health care, we are “collectively investing” in adapting the system to the needs of the
population based on clinical knowledge and the commitment of the institutions. This
change is taking place thanks to the effort and contributions of many professionals
toward improving the care process.

The dynamics of this health plan have had the effect of “precipitating” projects that had
previously been begun to be designed, such as the master plans and the service
organization plans, and of articulating them with a strategic perspective of the system
as a whole, and with clear priorities regarding the areas with the most opportunities for
improvement.

In this review halfway through the period, we have focused on those lines of action that
are of greater relevance in terms of transforming the model of care (orientation toward
chronicity, greater resolution and accessibility, quality in high specialization, focus on
people, public health from an interdepartmental perspective) and oriented toward
health care objectives. This process of transformation, however, is accompanied by
other lines of action that make it possible, facilitate it or, if they are not implemented,
make it difficult, as is the case with changes in the system of contracting and paying for
services, with patient safety and with quality policies, roll-out of instruments that make it
possible to share information - the Catalan shared clinical records - or initiatives that
help with clinical decision-making, such as the “Essencial”’ project. Also of help in this
process of transformation is the fact that the citizens, professionals and organizations
have been provided with the information systems in a necessary exercise of
transparency that stimulates the improvement of processes and results, as is the case
of the Results Centre.

The challenge of the proposed change is a difficult one. In many cases, it involves
collaboration between multiple actors, changes in professional roles, and restructuring
of organizations, but it is our “route” for continuing to have a good health care system.

Technology and the new forms of communication allow us today to develop
collaboration and leadership strategies that would not have been effective before, even
though we have recognized this necessity for a long time.
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But it is the people - professionals and citizens - and the institutions that make the
changes possible. The health plan has become the real strategic plan for improving
health and quality of life in the population and for guiding the process of transformation
of our health care system. It is the shared road map.

Throughout these two-and-a-bit years of the 2011-2015 health plan, many
professionals have been involved in both the design of the actions and in applying the
processes in routine practice, at all levels of care. In the two health-plan conferences,
held in Sitges at the end of each year, the professionals have shown the results of their
improvement projects, shared the innovative aspects with everyone else, and exposed
new ways of working to achieve better care of the population.

Without the effort of these professionals and without the collaboration of a responsible
and demanding public, it would not be possible to take the route we have decided on.
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1. Executive summary

The Catalan health care system is in a process of transformation, guided by the 2011-
2015 Catalan Health Plan, with a defined horizon and a clear orientation toward action
and with explicit objectives and strong involvement by the people who work in it.

The change affects the whole of the system, from primary care and high specialization,
the role of the citizen and the responsibility of the organizations to interdepartmental
policy.

This review at the halfway point of the of the 2011-2015 health plan is based on the
orientation of the health care objectives and focuses on those lines of action that are of
greater significance in terms of transforming the model of care (orientation toward
chronicity, greater resolution and accessibility, quality in high specialization, focus on
people, public health from an interdepartmental perspective).

It also indicates the key elements for implementing the projects, often determined by
other lines of action of the health plan, which are more instrumental and which
accompany the process (system of contracting and paying for services, patient safety
and quality policies, instruments for sharing information, recommendations to help in
making clinical decisions, comparison of results, etc.).

Throughout these two-and-a-bit years of the 2011-2015 health plan, many
professionals have been involved in both the design of the actions and in applying the
processes in routine practice. Today, the health plan affects all levels of care, through
its 9 lines of action and the 32 projects for change, and the results must be viewed in
the population as a whole.

The objectives of health and quality of life

U The formulation of quantifiable and evaluable objectives and health and reduction
of risk continues to be one of the essential characteristics of the 2011-2015 Catalan
Health Plan

U This health plan is the first to explicitly formulate the commitment to improving the
quality of life of the population, with the goal of increasing life expectancy in good
health by 5% by 2020; i.e., increasing the proportion of life that is lived with the
perception of good health.

U Of the 27 objectives of the health plan, 20 show a favorable initial trend.

U The challenge of being able to follow up annually the indicators associated with the
objectives of the health plan is proving possible.

U The main macro-indicators in health place Catalonia in a relatively good position
with regard to the rest of Europe.

U Thanks to this procedure of planning based on evaluable health objectives, we
have ever more examples that show the effectiveness of the interventions carried
out.
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A system more oriented toward chronic patients

a

Implementation has been completed throughout Catalonia of the care routes of the
4 priority diseases: chronic obstructive pulmonary disease (COPD), type 2 diabetes
mellitus (DM2), depression and congestive heart failure (CHF).

The drug-therapy harmonization process for these diseases has been carried out.
Two of these processes (CHF and DM2) have been published.

Regional programs of health promotion, protection and prevention have been
implemented in a coordinated fashion and with regional objectives shared between
primary care and public health, and 5 areas have been prioritized: smoking,
physical activity and healthy eating, alcohol consumption, vaccinations and mother-
and-child health.

More than 100,000 people have gone from a sedentary lifestyle to healthy levels of
activity.

The Catalan Expert Patient Program has achieved 3157 participating patients and
231 expert patients. A total of 212 primary-care teams and 3 hospitals are taking
part. There is a program for 8 diseases and 5 more are being developed.

A group education model is being prepared, which aims to certify this activity and
which must establish key aspects that ensure its relevance, efficiency and
feasibility.

The virtual care model has been designed to promote the active and responsible
relationship of people with the health care system.

Marking of people with complex chronic patient (CCP) conditions or patients in the
advanced chronicity care model (ACCM) in the Catalan shared clinical records
(HCCC) has been implemented. A total of 63,000 patients have already been
registered.

The shared individualized intervention plan has been implemented in these
patients; it is included in the HCCC HCCC and is accessible to all care units. It
includes the plan for an approach to care shared with patients and professionals
that is useful for ensuring continuity of care in a 24/7 model.

Stratification of the population by morbidity, carried out by CatSalut and included in
the HCCC HCCC . Providers have been given access to the stratified database of
their population, with information on morbidity groups and risk level.

Implementation of subacute units accessible from primary care throughout
Catalonia.

Extension of the care model for people who live in residential care centers, with
access to the primary care information system and the HCCC HCCC.

Implementation of a shared long-term and residential care model in 8 regions of
Catalonia. The results will be analyzed by AQUAS and a service model will be
designed that will be extended next year to the rest of Catalonia.

A model has been designed for the review, conciliation and improvement of the
compliment for patients in a situation of complexity, with a training program that will
soon be made available to the professionals.

Terminology consensus has been reached regarding chronicity - a task that was
carried out by the Program for the Prevention and Care of Chronicity and the
Catalan Language Terminology Center, TERMCAT (publication of the online
TERMCAT dictionary, Terminologia of Chronicity).
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An more integrated and resolutive system, from basic to territorial level

O Promotion of reorganization of processes with the following strategic objectives: a)
increasing the resolution capacity of primary care; b) improving the accessibility and
efficiency of specialist care; and c) ensuring continuity of care through integration of
care and networking.

U Development of regional agreements between care teams with shared objectives,
agreed organization of the care process, consolidated relationship routes and
regional management elements, based on clinical leadership.

O Projects focusing on specific priority areas: more than 50% of the regions have
begun implementing the collaborative care models in musculoskeletal diseases,
ophthalmology and mental health -three of the most common areas of relations
between primary care and specialist care.

U Electronic prescription in 100% of primary care teams and in the process of being
expanded to hospitals (97% of hospitals) and mental health services (35%).

U Reorganization of emergency care to provide an adequate response to the different
types of demands for immediate care. Reduction of 9% in the use of hospital
emergency services in the past five years. Uniform triage model implemented in all
hospital emergency departments. Medical emergency system with 92% of vital risk
situations attended in under 20 minutes. CatSalut Respon 061 telephone response
service with more than 45% of demands resolved with information and health
advice.

U Regional organization of the services portfolio by level of complexity in care of
trauma patients, pediatric surgery and vascular surgery.

O Definition of the portfolio of public health services and development of spaces for
interaction with the care services with a focus on community health, with regional
experiences. Inclusion of health promotion and disease prevention objectives in the
contacts between CatSalut and the primary care teams.

U Agreement with pharmacist’'s associations to incorporate community pharmacy
services jointly with CatSalut, with provision of care services and support for self-
healing (early detection of bowel cancer, rapid test for the human
immunodeficiency virus (HIV) and, in its initial stages, a personalized medication
dosing system for complex chronic patients.

A system for better quality and equity in high specialization

O Introduction in the planning stage of the concept of high specialization, which
covers a set of diverse and heterogeneous care services, to provide care in rare
diseases that have some characteristics in common: complexity, concentration,
expertise and cost.

U Development of actions to provide highly specialized care that ensures quality,
multidisciplinary, complex care with better results.

O Identification of the need to establish limits to the expansion of tertiary services
within the system. The relationship between the volume of cases seen and quality
is a gold-standard element in the scientific literature.

U Roll-out in Catalonia of Directive 011/24/European Union on the application of
patients’ rights in cross-border health care. Establishment of a framework for
cooperation between member states. One particular area of cooperation is the
development of European reference-standard networks.

U CatSalut defines the high-specialization units (HSU) and provides references
regarding general criteria for quality care by these units (functions, general
requirements and requirements of the centers where they are to be located,
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elements of the evaluation, research and innovation model, and contracting with
CatSalut.

Reorganization of oncologic care for digestive tumors, tumors of the lung, of the
central nervous system, sarcomas, blood tumors, pediatric tumors, etc. In most
cases there are between 2 and 8 reference centers.

Implementation of the acute myocardial infarction (AMI), complex stroke and
polytrauma Patient (PTP) codes, with a total of more than 11,000 codes per year
combined.

Definition of the reference centers for minority metabolic, neuromuscular, cognitive-
behavioral and respiratory diseases. There are between 2 and 6 centers.

Concentration of treatment of some 500 cases of congenital heart disease in 3
centers.

Identification of the reference centers in complex vascular arterial surgery of the
aorta and carotid artery.

Organization of refractory-epilepsia surgery in 2 centers, and motion-disorder
surgery, also in 2 centers.

Unification of the 3 on-call transplant services into one.
Evaluation of 25 high-complexity treatments.

Shared-risk agreements as an instrument for improving the efficiency of public
funding of drugs (incorporation of result-based drug-therapy innovation) and highly
complex, high-cost health care technology.

A system more focused on people

a

Action model oriented toward a greater focus on citizens, based on achieving three
basic elements: proactivity of CatSalut as a public insurance provider, transparency
and guarantees in the commitments established, and reinforcement of citizen
responsibility.

Positive population-based discrimination programs: implementation of the individual
health card (IHC) in Braille format for all blind people who request it and the
“Cuida’m” (take care of me) IHC for people with dementia.

Via the “Guide to the use of the public health care services”, CatSalut provides
information on its website regarding the general way in which the services of the
health care system work and gives guidance on how to access them correctly and
responsibly.

Positioning of the 061 CatSalut Respon service as a single telephone number for
citizens to communicate with CatSalut, with telephone and online assistance 24
hours a day, 365 days a year.

A database has been built that includes the morbidity collected in the different
health care information systems, in order to be able to correctly classify patients in
different risk groups based on the state of their health and thereby be able to
determine specific preventive policies and policies for adapting care so that they
help to create a more efficient health care system that is better suited to the
different needs of the population.

The satisfaction-survey plan for insurees of CatSalut (PLAENSA) provides rigorous
information on the satisfaction and quality of service received by people who have
been attended in the different lines of service, with periodic results. The synthetic
satisfaction scores range between 7.6 and 8.5, depending on the lines of service
and the different editions. The loyalty scores range from 81.4% to 91.9%.

The mission of the Results Center is to measure, evaluate and disseminate the
results attained by the different actors who make up the Catalan public health care
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system. With a focus on transparency and accountability toward the citizens, it
nominally presents the results of the different centers in patient care, teaching and
research, including results on perceived quality.

The Catalan Patient Advisory Board was established in 2012 as an advisory body
representing patients’ associations before the Catalan Ministry of Health.

The Personal Health Channel is an online, personal and nontransferable
consultation space that provides personal health information (medication schedule,
vaccinations, diagnoses, clinical reports, etc.), which can be used safely and
confidentially and which also allows certain administrative procedures to be carried
out online.

Health in all policies: interdepartmental commitment

Q

Most of the causes of both health and disease lie outside the health care system,
require an inter-sector approach and have to do with policies carried out in
departments other than the Catalan Ministry of Health.

Law 18 of 22 October 2009, on public health, establishes that the interdepartmental
public health plan (PINSAP), coordinated with the health plan, is the basic tool for
developing public health actions in Catalonia, so that its proposals are binding for
the Catalan government.

The objectives of PINSAP are a) to effectively include health as one of the central
lines of government policy (health in all policies); b) involve all government
departments so that they can capitalize on their positive influence on health; and c)
improve coordination and promote synergies that lead to increased effectiveness,
efficiency and equality of the inter-sector policies on health and welfare.

The Interdepartmental Health Committee is responsible for analyzing the activities
and services of each department that have a major impact on the health of the
population, as well as joint activities between departments.

It is not just an interdepartmental task but also an inter-sector one, in which all the
authorities, particularly the local authorities, and all sectors of society are involved.

In this context, new inter-sector activities are being designed on health protection
and promotion, particularly those relating to living conditions and the reduction of
health inequality.

Key elements for implementing the different projects for transforming the care
model

1.

Adaptation of the CatSalut contracting and payment model to the providers, so that
it generates integrated care and promotes collaborative work in the region between
the institutions and professionals of the different patient-care areas.

Consolidation of interdepartmental relations to act on factors that determine health,
from the perspective of public health in all policies, and evolution toward a
comprehensive health care and social model, from the perspective of care of
people.

Adaptation of planning (anticipatory) in a context of very rapid changes in
knowledge and technology.

Clinical leadership to drive changes in the care processes and involvement of the
management of the institutions to implement and support the projects.

Regional leadership of CatSalut to transfer the strategic orientations and establish
objectives in terms of results in the shared responsibility for the health of a
population, and also to facilitate operative aspects of managing change (interaction
between units, regional agreements, strategic alliances).

10



10.

The Catalan Health Care System in a Process of Change
Review of the 2011-2015 Health Plan for Catalonia at the halfway point

Roll-out, with their maximum potential, of the systems that facilitate sharing and
communicating clinical information and information in support of clinical
management.

Aggregate, population-based information in all areas of care in order to be able to
evaluate the results and impact of the processes of transformation of the model and
benefit from the stimulating effects of the improved quality in the comparison
between teams.

Use of new technology in communicating with the citizens, which must facilitate
access to more information and knowledge, and which must also allow citizens
more autonomy and responsibility.

Creation of a communicative environment that facilitates the transmission of
messages that favor the sustainability of the system with guaranteed quality of care
and inalienable equality.

Reinforcement of the participation dynamics of citizens, patients and professionals
in order to include their vision of the realities of the health care system in decision-
making at the different levels of responsibility.

11
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2. The objectives of health and quality of life

The objectives of health and quality of life on the 2020 horizon

In the 2011-2015 planning period, 27 health objectives were established relating to
respective priorities established to tackle health problems that have a major impact on
the health of the people who live in Catalonia. These objectives are the real horizon
and synthesize the expected result of all the actions of the 2011-2015 Health Plan for
Catalonia.

The objectives were chosen because they relate to health problems that affect many
people, because they have severe consequences, because there is evidence of
interventions to tackle them and because it is considered that the human and material
resources needed to execute them are in place. Furthermore, they affect two areas of
intervention that have been considered priorities from a strategic point of view: chronic
diseases and patient safety.

Table 2.1 shows the 27 health objectives. These objectives have been formulated by
taking as a reference framework the guidelines of the Catalan Ministry of Health, the
guidelines of the World Health Organization (WHO) for the European Region, and the
recommendations of national and international experts.

There are two highly relevant aspects relating to the evaluation of the objectives of the
health plan. The first is that all the objectives are evaluable using the sources of
information available, except for the incidence of cancer, for which we only have data
from regional records. The second is that the indicator can be measured annually, so
that it can be followed up, thereby facilitating monitoring and the establishing of
corrective measures if required. This does not mean that all the information is available
at the same time every year. We have the annual information, but while some
indicators can be provided six months after analyzing the source, others require 18
months of work in order to prepare them. Thus, in the case of smoking, we can provide
the prevalence data from the year prior to the evaluation; in the case of mortality, we
can only provide the information from two years previously because the process of
collecting and processing the information takes a year and a half.

At present, it is difficult to determine how these indicators are evolving, given that the
time elapsed since their formulation does not allow us to determine a clear trend.
Nevertheless, the table shows the initial level and the current situation. Determining the
evolution of the indicators, even for such short periods, is essential for establishing
corrective measures in the event of unexpected situations.

The document Marcant fites. Sequiment anual dels objectius del Pla de salut (Setting
Targets. Annual monitoring of the objectives of the health plan), drawn up by the
Catalan Ministry of Health, established the baseline reference points of the 27
objectives, which were used to calculate the values for 2020 or 2015, depending on the
type of objective (Table 2.1). Of the objectives of the health plan, 19 are showing a
favorable evolution based on expectations, whereas in the remaining 8, if the current
situation persists, additional measures will be required.

12
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Table 2.1. Health and Risk Reduction Objectives of the 2011-2015 Health Plan for
Catalonia.

No Objective Initial
" | Indicator Reference | 2012 [Objective
From now until 2020 we need to... Point 2020
Increase by 5% the proportion of life expectancy lived in Men 82.3 85.9 86.4
good health in men and women Women 74.1 76.8 77.8
Quotient of life expectancy in good health to life
expectancy by sex (%) Total 78.0 81.1 81.9
Reduce by 20% the mortality rate for vascular disease Men 202.4 189.6 161.9
Mortality rate per 100,000 inhab., standardized by age, for | Women 124.4 115.5 99.5
 vascular disease Total 158.6 | 147.7  126.8
Reduce by 10% the mortality rate for cancer Men 275.3 270.1 247.8
Mortality rate per 100,000 inhab., standardized by age, for | Women 125.6 123.2 113.0
 cancer Total 189.5 | 186.3 | 170.6
Men 46.0 50.3 52.9
0 ’ .
Increase by_ 15% th_e 5-year survival rate for cancer Women 56.4 60.9 64.9
5-year relative survival for cancer (%)
Total 50.2 NA 57.7
‘ Reduce by 10% the mortality rate for respiratory disease Men 87.6 86.6 78.8
Mortality rate per 100,000 inhab., standardized by age, for | Women 31.2 32.1 28.1
respiratory disease Total 53.3 535 | 480
‘ Reduce by 10% the mortality rate for mental illness Men 24.7 24.0 22.2
Mortality rate per 100,000 inhab., standardized by age, for | Women 24.0 23.3 21.6
mental iliness Total 24.6 240 | 221
Reduce by 15% the mortality rate for ischemic heart Men 71.3 63.5 60.6
disease , , Women 26.8 242 | 228
Mortality rate per 100,000 inhab., standardized by age, for
ischemic heart disease Total 45.8 40.7 38.9
Reduce by 15% the mortality rate for stroke Men 416 40.8 35.3
‘ Mortality rate per 100,000 inhab., standardized by age, for | Women 30.6 29.5 26.0
cerebrovascular disease Total 354 343 301
Reduce by 10% the mortality rate for breast cancer Men 0.3 0.3 0.3
‘ Mortality rate per 100,000 inhab., standardized by age, for | Women 21.4 19.5 19.2
malignant breast cancer Total 11.9 10.9 10.7
Reduce by 5% the mortality rate for bowel cancer Men 36.5 36.5 34.7
Mortality rate per 100,000 inhab., standardized by age, for | Women 171 17.3 16.2
malignant bowel cancer Total 25.3 254 24.1
Keep the mortality rate for suicide below current levels Men 8.5 8.9 8.5
Mortality rate per 100,000 inhab., standardized by age, for | Women 2.4 2.9 <24
suicide and self-harming Total 513 5.7 <53

13
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Reduce by 10% the incidence of hip fractures in people Men 48.7 43.9 43.9

aged 65 years and over Women 83.2 79.8 74.9

Rate of hospital admissions per 10,000 inhab.,
standardized by age, due to hip fractures in people aged | Tia 705 66.2 63.4
65 years and over

‘ Reduce by 10% amputations in people with diabetes aged | Men 395 43.3 35.6

‘ between 45 and 74 years Women 10.8 11.0 9.7

Rate of amputations per 10,000 inhab. in people with
diabetes aged between 45 and 74 years Total 27.4 29.0 24.7

Increase by 15% the proportion of hypertensive patients
attended in primary care with blood pressure (BP) <140/90
mm Hg Total 63.3 68.3 72.8
Percentage of hypertensive patients attended in primary
care with BP <140/90 mm Hg (%)

‘ Reduce the prevalence of smoking to below 28% Men 35.8 34.2 NP
Prevalence of smoking in the population aged 15 years Women 23.4 22.9 NP
and over (%) Total 29.5 285 | <280

‘ Reduce the prevalence of sedentary behavior to below Men 154 16.4 <155
2010 levels o , Women 18.3 192 | <187
Prevalence of sedentary behavior in the population aged
between 18 and 74 years (%) Total 16.8 17.8 <17.1
Increase by 10% the proportion of adults who follow Men 74.1 72.1 81.5
recommendations on healthy physical activity per week Women 69.0 63.9 75.9
Prevalence of healthy physical activity (moderate and high
IPAQ) in the population aged between 15 and 69 years Total 71.6 70.5 78.8
(%)

Reduce the prevalence of excess weight (overweight or Men 57.4 57.7 < 56.6

‘ obesity) in the population to below 2010 levels Women 415 40.1 <38.2
Prevalence of declared excess weight in the population

aged between 18 and 74 years (%) Total 49.5 49.0 <474

Increase by 15% the proportion of patients aged between
35 and 74 years attended in primary care with blood
cholesterol levels > 200 mg/dL with assessed
cardiovascular risk Total 84.0 88.3 96.6
Percentage of patients aged between 35 and 74 years
attended in primary care with blood cholesterol levels >
200 mg/dL with assessed cardiovascular risk (%)

Reduce by 15% the proportion of readmissions at 30 days
of patients with diabetes

Percentage of patients with diabetes readmitted at 30
days (%)

Total 55 5.9 4.7

Reduce by 15% the proportion of readmissions at 30 days
in patients with chronic obstructive pulmonary disease
(COPD) Total 17.1 18.1 14.5
Percentage of patients with COPD readmitted at 30 days
(%)

Reduce by 15% the proportion of readmissions at 30 days
in patients with congestive heart failure (CHF)

Percentage of patients with CHF readmitted at 30 days
(%)

Total 155 15.4 13.2

Reduce the mean overall prevalence of hosocomial
infection to below 7% Total 7.0 7.5 <7.0
Overall prevalence of nosocomial infection (%)

Reduce the rate of surgical infection in knee replacements
to below 3.5% Total 3.0 2.5 <35
Overall incidence of surgical site infection (SSI) in

14
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programmed knee-replacement surgery (%)
Reduce the rate of surgical infection in hip replacements
to below 3%
Overall incidence of SSI in programmed hip-replacement Total 28 28 <30
surgery (%)
Reduce the rate of surgical infection in bowel surgery to
below 21%
Overall incidence of SSI in programmed bowel surgery Total 20.6 £ <210
(%)
‘ Reduce the mean incidence of mechanical ventilation-
| associated pneumonia to below 12 episodes per 1000
days of ventilation Total 5.6 5.0 <12
| Density of incidence of mechanical ventilation-associated
pneumonia

Source: Setting Targets, 2013. Catalan Ministry of Health.

The main objective set by the health plan is to increase the proportion of life
expectancy lived with a good perception of health. All the health plans for Catalonia
have had this purpose, but it was formally and explicitly expressed in this 2011-2015
health plan. Life expectancy in good health is a composite indicator that includes the
duration of life and the quality of life with which it is lived. Thus, it includes life
expectancy calculated using mortality, and the perception of health calculated using the
Catalan Health Care Survey (CHCS). The objective was formulated in terms of the
proportion of life lived in good health and, although it is a very difficult objective to
achieve because life expectancy is increasing, it is important to take it into account
because it points the way to prioritizing the more qualitative elements of life. Table 2.2
shows the trend of life expectancy in good health in Catalonia in recent years.

Table 2.2. Proportion of life expectancy lived in good health in Catalonia for different

years and the objective for 2020

1994 (%) 2000 (%) 2011 (%) Objective 2020 (%)
Men 80.0 79.7 82.3 86.4
Women 70.8 72.9 74.1 77.8
Total 75.0 76.1 78.0 81.9

Source: Setting Targets, 2013. Catalan Ministry of Health.

The EU-15 countries show similar values for life expectancy (LE), disparities in life
expectancy in good health (LEGH) and maintain differences by sex. Catalonia is in a
good position in men and an intermediate position in women (Figure 2.1).

15
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Evaluation of the objectives of the health plan: a consolidated
trajectory

When the objectives of the health plan were formulated, efforts were made to set
measurable levels to be achieved, a clear time limit and an indicator that would allow
the related objective to be measured. Thanks to this, in each of the six periods of
planning by health objectives by means of the Health Plan for Catalonia (started in
1991), it has been possible to give account of the formulated objectives in the
previous period and evaluate the impact that the activities (operative objectives) have
had on their achievement.

The sources of information are key to being able to evaluate and to do so on a regular
basis. In this regard, many important changes have been made to the Catalan Health
Care Survey (CHCS), which has gone from being a cross-sectional survey carried out
in 1994, 2002 and 2006, to a continuous survey (CHCSc) from the second half of 2010.
Thus, each year it is possible to obtain estimators of the CHCSc indicators for
Catalonia as a whole and, by accumulating different years, estimators for the smaller
regions. This is a very important element because the survey is the source of
information most readily available, apart from the information on the perception and
knowledge of people’s own health, and also contains information on the socioeconomic
characteristics of the respondents. Thus, using the CHCSgc, it is possible to link the
information on health with information on social status. This is not possible with other
systematic sources of information used in health care planning.

Every 10 years, an overall evaluation is carried out of the health objectives and risk
reduction. The results of the evaluations of the last two decades (Table 2.3) show that
they are achieved fully or partially (at least 50% of the expected change has been
achieved) in approximately two-thirds of the objectives.

Table 2.3. Result of the evaluation of the health objectives and risk reduction of the
health plans for Catalonia for 2000 and 2010

Level of Objective Achieved 2000 2010
Fully achieved 69 (68.3%) 94 (53.7%)
Partially achieved (>50%) 8 (7.9%) 24 (13.7%)
Not achieved 24 (23.8%) 57 (32.6%)
Total objectives evaluated 101 175

Source: Health Plan for Catalonia. Evaluation of health objectives and risk reduction for 2010.

Although it is not easy to find similar evaluation models in neighboring countries, it is
possible to compare ourselves in the case of certain indicators and position ourselves
in the context of Europe, as can be seen in Figures 2.1 to 2.3.
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Figure 2.1. Life expectancy (LE) and life expectancy in good health (LEGH) by sex and
EU-14 country (2009) and in Catalonia (2010-2011)
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Figure 2.2. Standardized mortality rate for ischemic heart disease in the population aged
65 years and over. NUTS 2, 2006-2008
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Figure 2.3. Standardized mortality rate for breast cancer in women by EU-15 country,
2007-2009
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What is expected from the evaluation of a standard objective is what is shown in Figure
2.4. We can see the evolution of mortality due to stroke between 1983 and 2011. In
finer detail, we can see the estimations made for each planning period and note should
be taken of some points. First, we can highlight the trend in the first years, as it shows
a clear reduction, and second, in past planning periods the reduction achieved was
always greater than expected. This may indicate that the bar was set low when
formulating the objectives (in this specific case, the recommendations of the WHO
were followed) or that the interventions carried out were more effective than initially
foreseen.

Figure 2.4. Evolution of mortality due to stroke and objectives of the health plan.
Catalonia, 1983-2020
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Source: Catalan mortality register. Health Plan for Catalonia.

A similar situation can be seen in Figure 2.5, which also shows a rather favorable
situation in mortality due to breast cancer. In this case the objective established for
2010 was to maintain the rate at that time, given the rising trend of mortality in the
previous years. From the mid-1990s, there is a markedly favorable trend that is thought
to be largely due to the generalization and improvement of the community
mammogram screening program implemented in each of the CatSalut health care
regions.
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Figure 2.5. Evolution of mortality due to breast cancer, of preventive mammograms and
objectives of the health plan. Catalonia, 1983-2020
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The evolution of the prevalence of smoking in the population aged 15 years and over
(Figure 2.6) shows us a different situation. The objective established in 1991 for the
year 2000 (20% of the smoking population), following the parameters already set out
by the WHO, turned out to be overly ambitious, despite some progress achieved
particularly in young people and men. In 2001, the objective was reformulated in a
more realistic manner (28% of the smoking population) and, although this goal was not
achieved in 2010, the reduction in the prevalence of smoking in Catalonia was
considerable in this period and the objective set for 2015 is achievable (<28% of the
smoking population), as we are already very close (2012: 28.5%).
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Figure 2.6. Evolution of smoking and objectives of the health plan. Catalonia, 1982-2015
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Source: Smoking prevention program. Catalan health care survey.

Monitoring of operative objectives

Besides these health objectives, the Health Plan for Catalonia has formulated many
others that are linked to the 32 projects of which they consist. These projects are
organized in 9 lines of action (Figure 2.7) and have to do with health programs,
chronicity, organization of services and quality in high specialization, modernization of
the organizational model and the contracting model, inclusion of clinical criteria in the
decision-making process, governance of the system, and information systems. In 2012,
more than 75% of the activities provided for in the projects were carried out. In the
remaining chapters of this document, you will find different examples of operative
objectives and their evaluation to date.
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Figure 2.7. Lines of action and the projects of the 2011-2015 Health Plan
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One example of the activities carried out within the scope of the projects of the Health
Plan for Catalonia is the Heart attack code of the master plan for vascular diseases.
The Heart attack code is a protocol based on the activation of a set of care units to
rapidly and appropriately attend patients who suffer a myocardial infarction with
elevated ST segment (MIEST). Optimum treatment of these patients, if applied in under
2 hours after diagnosis, is primary angioplasty, as this makes it possible to effectively
re-establish blood flow to the obstructed coronary artery. Since the creation of the code
in June 2009, the proportion of MIEST treated with primary angioplasty has undergone
a clear increase, as can be seen in Figure 2.7, and has broken the barrier of 60% of
cases carried out in under two hours. This organizing of services in the form of a code
to attend urgent conditions has also been developed to attend emergency situations
such as stroke, or patients with multiple trauma. Still in the context of heart attack and
to show other types of important activity in a master plan, in 2013 a protocol was
agreed for the treatment of double anti-aggregation in MIEST, which involved the
collaboration of different units of the health care authorities and the scientific societies
involved. Obtaining this protocol was the main goal of the master plan for 2013 in the
context of the Health Plan for Catalonia, and it began to be applied in late November of
that year.

Figure 2.8. Evolution of reperfusion in patients with MIEST. Catalonia, 2000-2012
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Source: IAMCAT-Il, IAMCAT-Il, IAMCAT-Ill and Register of the Catalan Heart Attack Code. Catalan
Ministry of Health.

Considerable effort was made to formulate the objectives of the health plan so that the
time limits would be clear and the monitoring and evaluation indicators would show the
evolution and level of achievement obtained with the implemented interventions and,
where necessary, establish corrective measures during the validity period.
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3. A system more oriented toward chronic patients

What was the purpose?

One of the main challenges of the 2011-2015 Health Plan for Catalonia, with the
support of the program for prevention and care in chronicity, was to convert a care
model focused on the disease to one focused on the person. To do this, we must move
from a care model (social and health care) that is poorly integrated, broken up by

levels,

works to achieve biased results from a non-regional perspective and provides

little collaboration, to an region-based integrated social and health care model that
aims to respond to the social and health care needs of the people from a region-based
perspective, with shared objectives, evaluated in terms of health, and with appropriate
care units shared by professionals of all areas.

The strategy for implementing the model has four main pillars:

Shared responsibility of people in taking care of their health, taking part in this
process jointly with the other agents.

Functional integration of social and health care services and organization of
units where both interact.

Promotion of the shared work of the professionals of different areas of care in
the process of attending people with complex situations in order to make the
community the preferred place in which to attend people.

Prioritization of health protection, promotion and prevention as a more efficient
instrument for reducing the impact of risk factors and chronic illness. Both in the
health care and social areas and in interdepartmental actions that work on the
factors that determine health.

The implementation of this line of action is structured in six specific projects:

a)
b)

c)

d)

€)

f)

Implementing integrated clinical processes for 10 diseases.

Strengthening health promotion and protection and chronic disease-prevention
programs.

Promoting patients and caregivers taking responsibility for their health and
encouraging self-healing.

Developing care alternatives in the framework of an integrated system.

Implementing regional care programs for complex chronic patients and patients
with advanced chronic disease.

Implementing programs for the rational use of drugs.
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Objectives for 2015

e Implement clinical practice guides (CPGs) and care routes in the 10 processes throughout
the territory and include the Catalan Shared Clinical Records (HCCC).

e Implement five priority health promotion and prevention programs (healthy eating and
physical activity, smoking, alcohol consumption, vaccination and childhood or prenatal
stages).

e Extend the Catalan Expert Patient Program to five chronic diseases throughout Catalonia
and achieve the inclusion of 5000 patients in the different disease groups. Offer
educational material in the personal health file, potentiate the 061 CatSalut Respon service
and the Canal Salut as information channels and channels for providing health advice.

e Reducing emergency admissions and readmissions in the 30 days following discharge of
complex chronic patients in acute hospitals by 15%.

e Provide a case-management model for complex chronic patients in all the regions and
defined care routes, and cover 25,000 complex chronic patients.

Where are we? What has been done?

Integrated clinical processes

We have the generic conceptual and procedural framework for designing care routes.
The process of drawing up the care routes starts with selecting the key elements of
the process (KEP) for managing each of the selected diseases. In accordance with
the generic framework for designing care routes and the recommendations of the
Catalan Health Care Quality and Evaluation Agency on international reference CPGs,
each region prepares and agrees its routes and receives basic training in the
process.

Four initial diseases have been selected (DM2, HF, COPD and depression). More
than 80% of the regions have drawn up and begun to implement the care routes for
these diseases. Practically 100% of the regions have the routes drawn up for at least
three of these diseases.

All of the routes drawn up were drafted by interdisciplinary teams, shared between the
care agents in the region, from all areas and levels involved, by means of working
groups led by CatSalut and jointly led by reference clinical leaders.

The routes for these diseases have mostly been presented to the care teams involved.

For the initial four diseases, an evaluation strategy has been determined with a
threefold vision (drafting/implementation process, care process and clinical results),
which will be applied at the end of the year, so that we will have an updated map of the
implementation of the routes.

The harmonized drug-therapy guidelines of the Committee for the Harmonization of the
Use of Drugs in Primary and Community Care are also expected to be included in
2013.

The KEPs for dementia and chronic kidney disease have been drafted and those for
chronic osteoarthritis and chronic pain will be ready by the end of the year.
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Panel 3.1. Example of the contents of a care route

Care route for heart failure in Alt Penedés

Catchment population
96,000 inhabitants

Objectives

Improve the care of people with heart failure via collaboration with professionals,
coordination between providers, establishment and optimization of care circuits, and
the promotion of best practices to allocate the most appropriate resource for the
evolving situation of the patient.

Contribute to reducing mortality and morbidity of people with chronic illness in order to
improve results in health and quality of life.

Description

Results

Specific objectives have been agreed (application of reference CPGs, establishing and
ensuring fluidity and appropriate times, avoiding duplication, rationalizing the use of
resources, not omitting important care actions, providing a complete reference of how
to manage the different scenarios in which a patient can find themselves, facilitating a
transparent framework for evaluating the services and circuits, adapting the contents of
the route in a flexible, evolving manner).

Inclusion and exclusion criteria have been defined.

The main reference CPGs are defined for use in the region, together with the
diagnostic and classification criteria.

The target population is established (953 cases expected in Alt Penedes).

The care units involved are listed.

The care processes and circuits are formalized in the main clinical situations relating to
heart failure (new diagnosis, clinical stability, decompensation, advanced phase with a
situation of complexity linked to the Complex Chronic Patient program).

The criteria for referral to each unit are established.

Evidence-based drug treatment are agreed, adapted to the different situations and
level of conciliation of the medication.

The nursing-care plan in heart failure is described.

Documents for issue to the patients have been agreed and are detailed.

The evaluation indicators are defined (coverage, rates of avoidable hospitalization and
readmissions, communication between professionals, quality of treatment, access to
shared information, patient self-healing protocol).

In the roll-out phase of the experience in clinical practice.

Source: Insuficiencia cardiaca. Ruta assistencial a I'Alt Penedés (20/11/2012 update).
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Health promotion and protection and prevention of chronic diseases

Prevention and control of smoking continues to advance

In Catalonia, 70,000 people stopped smoking, assisted by the different care levels.
The health plan has set the challenge of coordinated work between the different levels,
from prevention in the community to help in the different care levels. These community
programs have been implemented in Vallés Oriental and in Lleida. Networking in
Central Catalonia has also been strengthened.

Implementation continues of primary care, hospitals and smoke-free pregnhancy
programs, with coverage in excess of 80%. Online training in the “Smoke-free
childhood” and “Smoke-free primary care” programs has reached 915 professionals.

The “Smoke-free classroom” program on preventing starting smoking has seen the
successful participation of 3948 students and has been extended as a pilot with the
“Smoke-free environments” program in Girona and Vallés Oriental.

Compliance with the law continues to be optimum when protecting the health of the
majority of Catalan citizens. In light of the growing presence of electronic cigarettes,
support has been given to the position of the hospital and primary care networks
against the use of the electronic cigarette in health care centers and work has begun
on autonomous-community regulations.

The “Smoking and Mental Health” working group has drafted a set of action guidelines
which are the first of their kind in Spain, in smokers hospitalized with mental health
problems.

Boost to the comprehensive plan for the promotion of health through physical
activity and healthy eating in collaboration with all the sectors involved.

More than 100,000 people have gone from a sedentary lifestyle to healthy levels of
activity (primary care data). Primary care clinical records show that 314,156 people
were asked whether they did physical activity and almost 300,000 were given advice.

In 2013, in collaboration with the office of the Secretary General for Sport, the third
edition of the World Physical Activity Day was held, with the participation of 174,771
people in 276 events organized by 391 institutions.

With regard to healthy eating, 279 establishments promoting the Mediterranean diet
(AMED) have had 42,811 diners in 82 municipalities around Catalonia (in 2013, 40 new
establishments were accredited, with 6996 diners).

In 2013, a total of 178 school menus were reviewed, covering 53,282 students (16,513
diners). The quality of the schedules continues to be good.

An agreement has been signed with the Red Cross to promote healthy eating. An
estimation has been made of the cost of applying the healthy eating pyramid and the
recommendations Menjar amb pocs diners (eating with little money) have been drawn
up, which calculate how much it costs to follow the healthy eating pyramid: from €22
per child per week to €39 per adult per week.
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Strengthening strategies for reducing the consumption of alcohol in the context
of chronicity

A quality model has been defined in treatment of high-risk alcohol consumption and
associated problems; the model ensures a continuum from early detection to treatment
(primary care - social services - drug-addiction treatment center - hospital) and
improved evolution of the prioritized chronic diseases, and places an emphasis on high
blood pressure and depression (2013).

Specific training has been organized for primary care referents on alcohol, high blood
pressure and other chronic diseases (May 2013).

Short intervention and early detection strategies have continued to be applied in health
care (“Drink less” program). In 2013, a new platform was created to link up the
professionals taking part:

= 6000 primary care professionals.
= 600 referents in alcohol.

Consumption of alcohol and drugs in the workplace has been promoted via the
following:

= Protocol of best practices based on experiences in Catalonia and the
recommendations of the project “European Workplace and Alcohol’ - EWA
(December 2012).

= The program “A la Feina, Alcohol 0,0” (at work, alcohol 0.0) in the Catalan
Public Health Care Agency (July-December 2013).

The NitsQ programs for prevention in nightlife locales and areas have been
implemented. A total of 9 cities in 6 different counties take part in these programs and
36 leisure venues have the Q quality badge. Four training courses were carried out
(from January to June 2013) with the participation of 48 nightlife professionals. Training
was also provided to 53 people who work behind bars at the local festivals of 3
municipalities.

Boost for educational strategies to reduce the risks associated with the use of drugs
(alternatives to administrative fines): drafting of a Guide and dissemination.

Vaccine coverage has been adequate and has stabilized

The vaccine information system has been implemented, which allows for precise
logistical management in all vaccine centers.

The common vaccine schedule is applied, with specific conditions maintained in the
human papilloma virus and hepatitis B vaccines.

Bidding for the acquisition of vaccines achieved similar or better prices than those of
the centralized bidding.

The circuits of the international vaccination centers are being reviewed with the aim of
establishing a management position together with the Spanish Ministry of Health,
Social Services and Equality.

Mother and child health

A major boost was given to the neonatal screening program in Catalonia. Since
February 2013, screening is being carried out for 22 diseases. The incidence of the 19
new diseases included in the first 36,329 neonates is 1/3633 (4 cases of fatty acid beta
oxidation disorders, 3 cases of amino acid disorders, and 3 cases of organic acidemia).
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The emotional and sexual health promotion plan has been drawn up in collaboration
with the University of Barcelona.

Drafting of the new protocol for the care of premature babies is in the final stages.

There has been greater detection of suspected child abuse recorded by hospitals in the
Unified Child Abuse Register (UCAR). From December 2009 to the first quarter of
2013, there were 1413 suspected cases of child abuse reported to UCAR by 42
hospitals (9 out of every 10 cases reported to the General Directorate of Child and
Adolescent Care are included in UCAR).

Promoting patients and caregivers taking responsibility for their health
and encouraging self-healing.

The Programa Pacient Expert Catalunya (Catalan Expert Patient Program) is a
central element of the development of this project. The 2011-2015 Catalan Health plan
has contributed significantly to extending it to more patients and to the health problems
prioritized in the context of the change in orientation toward chronicity.

Figure 3.1. Actions of the Catalan Expert Patient Program 2006-2013

Catalan
Expert
Patient 3167 PARTICIPANTS
Program
314
groups
231 Expert
212 PHTs Patients
3 hospitals
643 PROFESSIONAL
OBSERVERS

The diseases for which expert-patient groups have been set up to date are heart
failure, chronic obstructive pulmonary disease, oral anticoagulant treatment, type 2
diabetes mellitus, fibromyalgia, smoking cessation, anxiety, and chronic-phase Chagas
disease.

With regard to implementation of the program, there has been an improvement in all
the parameters evaluated: knowledge, habits and lifestyles, self-healing and quality of
life. This improvement has taken place in all the diseases included in the program.
Furthermore, the improvement tends to increase up to 6 and 12 months after the
intervention has finished.

29



The Catalan Health Care System in a Process of Change
Review of the 2011-2015 Health Plan for Catalonia at the halfway point

Figure 3.2. Catalan Expert Patient Program. Groups of patients with COPD
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An improvement has also been observed in the use of health care services relating to
the underlying disease or decompensation of the disease, both in visits to primary care
and in care provided in emergency services and in hospital admissions.

Figure 3.3. Catalan Expert Patient Program. Groups of patients with COPD
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Panel 3.2. Main elements of change provided by the Catalan Expert Patient Program

For People

For Health Care
Professionals (Group
Observers)

For the Health Care System

Awareness of the disease.

A more active role and shared
responsibility.

Sharing of knowledge and
experiences between
patients, using the same
language.

Assuming the importance of
good compliance with
therapy.

Encouraging self-healing and
improving quality of life.
Identification of alarm signs
and symptoms and how to
act.

Shared decision-making.

Satisfaction of the
participants.

Identification of the capacity of
the patients in making
decisions.

Change in the relationship
with the patient: active
listening, greater participation
of the patient, agreement on
actions.

Observation that people with
a chronic disease are often
not aware that they have the
disease, which makes it more
difficult to change habits and
lifestyles.

Need to use more
appropriate, accessible and
understandable language.

Encouraging change from a
paternalistic model to a
deliberative model.

Informed patients sharing
responsibility make better and
more efficient use of health
care services.

Reduction in the use of
resources in the form of visits
to primary care and
emergency departments and
fewer admissions to hospital
due to decompensation.
Helps to make the system
more sustainable.

Good results obtained,
comparable to international
experiences, which show it to
be effective.

We are currently in the process of finalizing two new EPP-CAT guides: depression and

obesity.

A new line of action, the Catalan Expert Caregiver Program, has been initiated. A
common core and 4 specific areas have been defined, aimed at caregivers looking
after chronic children with dementia, complex chronic patients and patients with severe

mental disorders.

In parallel to these actions on expert patients and caregivers, work is being carried out
in three other areas of interest:

e Health care literacy

Design work is in progress to carry out, in the first quarter of 2014, an analysis
of the situation of the Catalan population, using the CHCS as a system for
evaluating it, the questionnaire used in the European study on this topic. This
study evaluated the situation in 8 states of the European Union. Based on the
results and after they have been evaluated, an action plan will be designed with
actions aimed at improving the level of literacy regarding health care in patients

with chronic diseases and among the general public.

e Model of education for health:

In this regard, based on the analysis of the situation carried out in 2012, in 2013
work is being carried out with a group of experts on defining the key aspects to
be taken into account in group education and its evaluation process. The model
is due to be presented at the end of 2013.
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Virtual care model

With the aim of promoting and facilitating greater access for chronic patients,
caregivers and the general public to the social and health care system, work is
being carried out with TicSalut on designing what will be the virtual care model.
Two expert groups have been set up: one for the technological side and one for
the clinical side, in order to jointly define which technological platform or
platforms will be used for this model and what range of services will respond to
the needs of the patients.

Care of chronic patients in a situation of complexity and alternative care
models

The work on these projects is leading to change and major transformation of the model
of care and, at the same time, is generating a change of model, more focused on the
patient and their family, by redesigning and reorienting the role of the professionals and
the organizations of the different areas that must work in collaboration in the care of
these people.

Although both the change and the transformation will take time, initial results have
been obtained and milestones met, which mean progress in the implementation of this
project:

Since January 2013, the HCCC has been provided with the ability to carry out
ad hoc marking of the conditions of complex chronic patients (CCPs) and
patients in the advanced chronic care model (ACCM). This consists of
identification in each of the electronic clinical records of the different providers
and automatically uploading the record of these established conditions to the
HCCC. As of 15 November 2013, there were more than 63,000 people with one
of the two conditions recorded with an identified observed prevalence of greater
than 0.7% of the Catalan population, a figure that already exceeds the goal of
the health plan established for 2015 (identification of 25,000 CCPs).

Route for the care of complexity. All the regions are designing and
implementing the care route for people in situations of complexity. Panel 3.3
shows an example. The aforementioned care-route methodology is being used,
together with a Guide to the implementation of a model of care of complexity,
which was designed and published in 2013. This document provides an
implementation check list, which will facilitate the implementation of key
elements in this care process and a real 24/7 model that ensures a good
response capacity in the event of any crisis or exacerbation and a good model
of transition treatment that ensures continuity of care in these patients once
they are released from hospital.

The shared individualized intervention plan (SIIP) has been designed and
implemented; this plan is drawn up by the clinical professional at local level and
transferred to the HCCC with the aim of comparing important and critical
information when accessed by any clinical professional who has to play a part
in making decisions regarding the patient at any time, with a view to 24/7
access. This is a very important element for good decision-making, particularly
in situations of crisis or exacerbation. This document is made up of information
that is automatically included in the intervention plan and of highly important
information generated by the reference medical and nursing professionals, such
as, for example, information in the Indications section in the event of a crisis,
and the early decisions plan, which is especially important in the case of ACCM
patients.

A model for the stratification of risk for the entire population of Catalonia
has been designed, based on the information on patients’ morbidity, admission
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to hospital and drug consumption - factors that are used to assign the patient a
level of risk of future urgent hospitalization, drug use, cost of care and even
probability of death (Chapter 6).

Although Catalonia is at the lower end of the scale among European countries
in terms of acute hospitalization rates, there has been a reduction in potentially
avoidable hospitalization related to emergency admissions for a set of chronic
diseases (COPD, CHF, etc.). For every 100,000, we have gone from 1039 in
early 2012 to 920 in July of 2013 - a reduction of 11.4% in a period of 21
months. Each of these diseases also shows a reduction in hospitalization
(Figures 3.3, 3.4 and 3.5).

The number of readmissions in chronic patients, according to the synthetic
indicators that records readmissions at 30 days for a set of potentially avoidable
reasons, has remained stable for the same period.

The 8 regions have begun to develop a collaborative community social and
health care model. This model is based on the design of a collaborative care
model that makes it possible to share information of common interest an