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1. Introduction
The Spanish Constitution in article 43 establishes the Right to 
Health and its development, through the General Law on Health, 
urges the National Health System (SNS) and the Health Services 
of the Autonomous Communities (CCAA), to develop Compre-
hensive Plans or Regional Health Plans.

In 2003, SNS Law 16/2003 on Cohesion and Quality was adopted, 
recommending the development of Comprehensive Health Plans 
for the most prevalent, relevant or special socio-family burdens, 
ensuring comprehensive health care that includes prevention, di-
agnosis, treatment and rehabilitation.

According to the World Health Organization (WHO), Chronic Dis-
eases (EC) accounted for 63% of global mortality during 2008 and 
are expected to account for 75% by 2020.  If these data indicate 
an improvement in health conditions with higher life expectan-
cy, they also reflect that the pattern of diseases and their cares are 
changing. 45.6% of the population over the age of 16 suffers from 
a chronic process and 22% or more. With age, the presence of EC 
grows and at the same time the amount of services they need to 
care for the health of the elderly due to the number of EC they 
have.

The challenge is not EC but chronicity. It is not only to diagnose 
and treat a disease but to adapt the person who suffers from it to 
the environment in which he lives. Addressing chronicity should 
be protecting and promoting health, combining individualized care 
and the participation of different social actors at all levels of so-
ciety.

For two decades, various EC [1] Management Models have been 
developed with the intention of preparing strategies against chro-
nicity. All of them get the best results in health when the patient, 
active, informed and considered as a fundamental piece works in a 
practical, proactive and prepared professional team.

In the need to address the problems arising from ec care, different 
International Bodies such as the OECD, the UN or the European 
Parliament have addressed this issue [2]. In our country we must 
highlight the Strategy to face the challenge of Chronicity in the 
BasqueCountry [3] and the consensus reached in the "Declaration 
of Seville" [4] ,among sixteen Scientific Societies, the Health Ser-
vices of seventeen CCAA, the Ministry of Health and, the Spanish 
Forum of Patients, lawyer for the realization of an Integral Region-
al Plan of Care for PATIENTS with EC in each of the CCAA; as 
well as the Health Plan of Catalonia 2011-2015 [5], the Care Plan 
for patients with EC of the Valencian Community (CV) [6] or the 
Health Plans of CV [7] themselves; integrated and approved by the 
SNS Interterritorial Council on 27 June 2012.

Currently the predominant epidemiological pattern is that of EC 
due to increased life expectancy, improvement in public health 
and health care. These demographic and epidemiological changes 
have made the SNS act not only from a biomedical perspective but 
also work with a model of prevention and management of chronic 
health conditions to be sustainable and fulfil its social function.

Timeline and Dependence are closely related, producing the need 
for health and social services. From the change of model, with in-
tegral management and coordination of the different social agents 
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arises the Strategy for the Approach of the Timeline of the Minis-
try of Health, Social Services and Equality, with the participation 
of Scientific Societies, Patient Associations and CCAA Health 
Counseling.

With multipathology, comoritability or special complexity are the 
patients who find it most difficult to access and move around the 
health system, usually elderly and functionally limited people, 
which generate the highest demand for care and greater consump-
tion of health and social resources.

These patients do not need discontinuous follow-up and care, but 
addressing their timeline requires working in interdisciplinary 
teams (health and social professionals) that ensure continuity with 
maximum patient participation and environment.

It is not so important to apply a theoretical or provision model 
to develop healthcare chronicity [8], but to enhance Primary Care 
Teams (PAPs), to reorganize care and involve patients in the 
knowledge and care of their disease.

In terms of figures relating to Spain, in 2011 17% of the population 
was over 65 years old, estimated 20% by 2020 (one in five Span-
iards), reaching 35% by 2050.

Currently, 35% of the Spanish population (5% of the total) are 
people over the age of 80 and have two or more EC.

According to WHO, in 2005, EC accounted for 60% of global 
mortality, including 70-80% of total health expenditure, 80% of 
Primary Care (AP) consultations, 60% of income and 75% of hos-
pital emergencies.

The costs of patients with more than one EC increased six times 
compared to patients with one or no EC. More than five EC in-
creased health spending by seventeen times and hospital spending 
by twenty-five [9] (Figure 1).

  An example of the impact of EC in our country is Chronic Heart 

Failure (ICC): [10]

•	 Prevalence of 10% in over 70 years.

•	 The most common cause of hospitalization and 
re-entry in people over 65 years of age.

•	 Cost per hospitalization twice as much as cancer.

•	 3rd cause of death in Spain.

•	 Consume 1-2% of total health expenditure.

•	 10% of hospital beds with an average stay of 7 days.

•	 High comobility: 78% is associated with two or more 
EC and 54% to three or more (Figure 2)

•	 60% of patients are 80 years of age or older.

•	 High drug consumption: 8.69 on average with a 
range of 1-23 (Figure 3)

2. The Strategy for the Approach to Timeline in the SNS 
Has as:

-	 Mission: establish objectives and recommen-
dations to improve the health of the population, 
prevent health conditions and limitations in 
chronic activity and comprehensive care.

-	 Vision: adapt the health system to respond to 
the needs of socio-health care that cause aging, 
the chronicity of health conditions and the limi-
tation of activity, guaranteeing quality, safety, 
continuity in care, equity and social participa-
tion.

Figure 1
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Figure 2

Figure 3
2.1. Objectives:

•	 Decrease the prevalence of EC.

•	 Reduce premature mortality.

•	 Prevent associated complications.

•	 Improve quality of life.

2.2. Guiding principles:

•	 People are the center of SNS.

•	 Population health approach.

•	 Life cycle perspective and social determinants 
of health.

•	 AP as the focus of chronic care.

•	 Continuity of care.

•	 Health professionals and citizens sharing re-
sponsibility in health care and in the use of so-
cio-health resources.

The strategic lines, developed in 20 recommendations and 101 ob-
jectives, are:

•	 Health promotion.

•	 Prevention of chronic conditions.

•	 Continuity of care.

•	 Reorientation of health care.
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•	 Equity in health and equal treatment.

•	 Research and innovation.

In the context of chronicity, at the level of the Valencian Commu-
nity, and as estimated in its III Health Plan [11] 78% of health care 
will be directed to chronic pathology and this must be adapted to 
a proactive management model, focused on prevention and care 
and that defines the segmentation or stratification of the population 
according to the needs identifying three levels of intervention ac-
cording to the complexity of the chronic patient:

•	 Level 3: patients with greater complex-
ity and frequent comorability. Compre-
hensive case management.

•	 Level 2: High-risk patients with less 
comorability. Disease management.

•	 Level 1: PATIENTS with EC in incipi-
ent stages. Self. (Figure 4).

According to data from the National Statistical Institute (INE), in 
2009, life expectancy in the CV was 81.19 years on average (84.11 
years for women and 78.27 for men) consolidating a progressive 
ageing population, aged between 80 ears and older (aging). (Fig-
ure 5).

This progressive aging is associated with an increase in the num-
ber of chronically ill and therefore disability, dependence and in-
creased morbidity.

In cv, it is currently estimated that approximately 60% of the adult 
population suffers from some EC, which consumes between 70 
and 80% of total health expenditure, requiring adequate manage-
ment of chronicity to ensure the sustainability of the health system.

Chronic CV pathology accounts for 80% of AP visits, 60% of hos-
pital admission and 2/3 parts of emergency visits, most of which 
are chronic polymedicated patients. Major EC include BCI, COPD, 
Asthma, Ischemic Heart Disease, HTA and Diabetes (Table 1).

The ESCARVAL (Predictive Project) project, objective of the Car-
diovascular Prevention Plan of the Ministry of Sanitat de la CV, 
investigates in the clinical practice of the AP, tracks the Valencian 
population through the Electronic Health History Management 
Tool (HSE) such as Abucasis II and performs a specific scale of 
vascular risk for CV.

In general, the number of visits to AP is seen as the number of 
chronic pathologies suffered by the patient grows (Figure 6).

Screening to identify the main risk factors in cv such as alcohol 
consumption, smoking, HTA, DM or Dyslipemia, by acting on 
them has a major impact on the prevention of EC.

By way of example and schematically the evolution according to 
the data collected in the HSE from January 2007 to June 2011 for 
the HTA was of increasing control and inertia (Chart 1)

The goal of the CV EC patient care strategy is comprehensive 
care, reduce the consequences of disease and dependence, tailor 
services to every time and situation to achieve better health out-
comes, greater socio-care satisfaction and better quality of life.

Chart 1
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Table 1

Figure 4

Figure 5
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Figure 6
2.3 His vision includes:

-	 A model of care adapted to the real needs of these pa-
tients, offering the best care.

-	 To enhance in AP its patient management work and pro-
vide the professional with working tools in the best con-
ditions.

-	 Organizational improvements with the support of tech-
nologies, adequate and more rational management of re-
sources.

2.4. Specific objectives indicate:

-	 Care strategies adapted to the characteristics of EC pa-
tients.

-	 Proper use of health resources.

-	 Telemedicine and new technological tools.

-	 Self-management of the disease and improve the quality 
of life.

-	 Promote patient management in EAP.

-	 To implement coordination between different welfare and 
social resources.

-	 New professional skills through training and new care 
roles.

The implementation of this Plan should achieve a better quality 
of life, reduce unnecessary and preventable hospital admissions, 
delay as much as possible the evolution of the disease, enhance 
self-care and active participation of the patient on their disease, 
contributing to the sustainability of the system optimizing the ac-
tivity and resources dedicated to the care of chronicity.

To achieve its objectives this Plan is divided into 3 strategic axes 
[12] (Figure 7)

Figure 7
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3.  Transform the Organization
3.1. Plans [13-16] and Strategies

+ Comprehensive health care plan for the elderly and chronically 
ill in the CV (2007-2011).

+ CV stroke care plan (2011-2015).

+ Comprehensive CV Palliative Care Plan (2010-2013).

+ Prevention plan for cardiovascular CV diseases (PPEV-CV).

+ COPD Health Plan (2010-2014).

+ CV Diabetes Plan (2006-2010).

3.2. Office for Innovation in the Management of EC Patients.

Established in 2011 to coordinate the different services, units and 
programs that serve the chronocy, respecting the operability of 
each of them.

3.3. Segmentation at risk levels.

With two projects developed:

+ The Directorate-General for Pharmacy has developed a program 
based on creating a classification in clinical risk groups (CGRs).

+ The Polytechnic University of Valencia has developed the CARS 
model for the segmentation of the entire population of the CV ac-
cording to the level of risk related to chronicity.

3.4. Information systems

+ HSE.

+ Electronic recipe.

+ Terapeutic observatories.

3.5. Project Valencian

4. Involve Professionals
4.1. Integration and continuity of care.

+Multidisciplinary teamwork.

4.2. Professional competences.

+ Empower the AP and develop new figures such as liaison nurses 
or hospital management personnel working in collaboration with 
AP Basic Care Units (UBAs).

+The reference internist physician must gain prominence in care 
for patients with complex EC.

4.3. Computer tools to support the professional.

4.4. Training, Research and Dissemination of Experiences.

5. Involve The Citizen
The Plan should encourage shared decision-making between phy-
sician and patient, for which the latter must be informed, involve 
you in your care and ensure that your condition is monitored.

The patient must be active, committed and responsible for their 
illness and care.

5.1. Patient-centered care model.

5.2. Training of patients and caregivers.

+ Group health education and training.

5.3. Develop the patient's social environment.

+ Forums and Self-Help Groups.

5.4. Take responsibility for each patient's health.

+ Promotion of self-care.

In the CV, the Timeline Plan is based on the evolution of the or-
ganizational model and the effective integration of care grades, 
taking into account not only the needs of EC patients but also the 
optimization of resources (Table 2) and the incorporation of new 
technologies based on information and knowledge (Figure 8).

Chronic patients are already cared for at UBAs by nursing and 
family doctors in consultation and at home, and it is in that second 
healthcare step that the referring internist is important to correlate 
with other specialties and coordinate the follow-up of patients with 
the family doctor. This effective interconnection improves inter-
consultes through the HSE of the Abucasis II program and pre-
vents patient displacement.

The CV has implemented, as a model, the Valcrónic program that 
incorporates innovative technologies that enable remote monitor-
ing, tele-care and support for clinical decisions, offering patients 
included and their professionals different services. It also stratifies 
the population to identify levels of risk related to chronicity to act 
on them and develops effective coordination of resources and de-
grees of care in a comprehensive and continuous manner (Figure 
9).

In this programme, information and communication technologies 
are key to improving chronicity management (Figure 10).

The chronic pathologies included have been selected both for the 
health problems they cause and for the associated health cost they 
produce in a comprehensive care process (Figure 11).

To perform the stratification of patients, the CARS model adapted 
for the program has been used together with the Polytechnic Uni-
versity of Valencia (Figure 12).

In the Chronocyticity-Aging binomial but with a vision of the fu-
ture but actually implemented in different Health Departments of 
the Ministry of Sanitat de la CV this program allows to follow and 
know the evolution of patients in a non-face-to-face way, being ar-
ticulated through a management platform that provides technolog-
ical support to the functions of the same. Depending on the level 
of risk and chronic pathologies, a matrix with 16 programs (8 high 
risk, 6 medium risk and 2 low risk) is available to act adapting to 
the needs of the patient.

Patients are controlled by tele-monitoring with biomeasure taking, 
completing health questionnaires and has associated an education-
al and training component, making it key self-control and respon-
sibility of these.
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Figure 8

Figure 9
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Figure 12

Figure 11

Figure 10

In support of professionals, they have protocols and clinical-prac-
tical guides for each of the chronic pathologies.

Ten main and four secondary indicators are defined for the evalu-
ation of the programme.

There are a large number of chronic patients and there are many 

CEs suffered, so in the future of present and future solutions, their 
management that is transversal to the organization should consider 
shared clinical information as a key part of the technology manag-
ing care activity.
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