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An Efficient Alternative Care
Scenario for Long Term Care
Based on the Principles of Social
Sustainability and Quality of Life
in Spain

J. Garcés, F. Rédenas, V. Sanjosé and S.
Carretero

infroduction

The substantial growth in expenditure earmarked for the he-
alth sector in European countries over recent decades (Saliman
and Figueras, 1997) has brought with it the appearance of serious
problems in both management (Dixon and Mossialos, 2002) and
finance [Mossialos, Dixon, Figueras and Kutzin, 2002; Directorate-
Generdl for Economic and Financial Affairs, 2002a,b) among the
health care systems of these countries, and especially among the
Mediterranean nations. It is forecast that in a very short space of
time the sustained increase in per capita health care spending
will return a cost which the universal and free of charge system
cannot support, producing a crisis related to a violation of the
principles of universality and/or quality of life. This situation can be
explained due to the concurrence of demographic, social and
cultural changes which are occuring in Europe (Jackson and
Howe, 2003), as well as a change in the axiclogical base guiding
health care policy over the last 40 years.

Focusing now on the field of efficiency [Fenn, McGuire, Phil-
lips, Jones and Backhouse, 1996; Drummond, O'Brien, Stoddart
and Torrance, 2001; Kuntz and Weinstein, 2001), we must stress
that applying economic methodology fo welfare states implies
considering the limits associated with ifs principles. Hence, two
opposed principles exist regarding what should be the scope of
the change and whom it should or must affect: At one exireme,
the principle of non-existence of badly affected patients. Af the
other extreme, the principle of simple maximisation (it is enough
to attend to optimisation of the change). A solution midway bet-
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ween both extremes is the principle of "No-loser constraint with
hypothetical compensation”, or what is the same, that it is legiti-
mate 1o carry through changes in heatth policy if the benefits out-
weigh the harmiul effects ~cost/benefits ratio-, as long as there is
an offsefting subsequent redistribufion of benefits among the po-
pulation — an increase in equity.

The rise in costs is a continual menace to the principle of so-
cial sustainability (Garcés, 2000), a principle together with those
of Social Co-responsibility and Quadlity of Life and Dignified Death
must, according to our studies, conform the axiological basis of
the new welfare systems in the Europe of the XX| century.

" In this work we study the applicability of some care strategies
on dependent people, that is to say, those who present reduced
autonomy to develop daily life activities, due to the present rele-
vance of problems of health management deriving from the gro-
wth of this collective among the developed couniries. The obje-
ctives focus on defining what are the possible benefits for depe-
ndent persons, how to measure them and how to generate anin-
crease in benefits without raising costs. Specifically, one way of
approaching quantifatively the magnitude of the benefit when
the opportunity 1o access care services is improved is the follow-
ing: a} Awareness of the needs of dependent persons using he-
alth resources. This information has been recently obtained by
means of an empirical study into the social and health care ne-
eds carried out in the Valencian Autonomous Region {Garcés,
Rodenas, Sanjosé, Megia et al, 2003). These needs are grouped
up into three basic factors: state of health, level of dependency
on others, and social familial support available to the patient; b)
Cdalculating the present cost of this care; ¢} Proposing changes in
the ways care is performed; d) Recalculating the costs of the new
propacsal and the financial savings derived.

Finally, we should evaluate the global benefits of the pro-
posal, and calculate the number of dependent persons that cou-
Id benefit from it without incurring in an increase of the global
expenditure.

The Care Factors of Dependent Persons
The study of the care profile of those who are dependent

and the suitability of resources, have been objectives of other stu-
dies. For this study we select some hospital facilities such as the
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Hospitals for chronically ill and long stay patient care (HCLS); the
Short term stay medical units (STS), located in hospitals for the
acutely ill, used to identify, evaluate and stabilise patients with a
social and health care profile through the appropriate diagnostic
and therapeutic instruments (frail elderly persons, the chronically
il terminal patients, etc.), managing their assignment to the best
therapy location; and the Units for psychiatric hospitalisation
(UPH), directed to provide intensive treatment under a continu-
ous care regime in hospitals for the acutely ill.

For dependent patients using these hospitals we evaluated
the state of health, the functional dependence on other persons
to carry out activities of daily life, and the existence or absence
of a sufficient carer in the family sphere. These three aspects will
be used afterwards to evaluate the possibility of assigning alter-
native care resources to patients currently being attended in hos-
pital,

Health was evaluated through the medical diagnosis and
the clinical complexity. Concretely, clinical complexity, defined
here by the freatment procedures being used by individual pa-
tients can be a) high: the patient needs enteral or parenteral
feeding, assisted breathing or respiratory therapy, thoracic —pa-
recenthesis or transfusion; b) Medium: the patient needs fluido-
therapy, respiratory or functional physiotherapy, chemotherapy,
radiotherapy, biopsy, complex cures, otomy or fracheotomy ca-
re, blood analysis, dialysis; or c) low when the patient does not
need none of the previous treatment, but needs psychotherapy,
oxygen freatment or medication.

HCLS and STS patient's dependency for daily life activities
was measured using the Barthel test (Mahoney and Barthel, 1965).
The Frenchay test (Bond, Harris, Smith and Clark, 1992) was used
for UPH psychiatric patients, since mental patients present a de-
pendency of a different nature, which is associated to insfru-
mental activities of daily life (IADL) rather than basic activities.

Due to its usefulness for this study, we shall concentrate our
attention on the existence or otherwise of a sufficient carer who
attends the daily life needs of dependent persons, We call suf-
ficient caregiver a person aged less than 75, present during the
interview or mentioned by the dependent person, either belon-
ging to the immediate family of the patient or somecne indepe-
ndent and employed who can look after the patient all the time
they need, or at least for 6 months at the patient’s or their own
home.
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Now we can study the suitability of each of the different
resources to their current users, and hence propose other care
scenarios which improve the efficiency of the whole system by
reducing unnecessary hospital stays and referring patients to ot-
her less costly resources which cover their needs offering equal or
better quality of life.

Methods

The best option to improve the benefits among the depen-
dent population in an immediate manner consists of looking at
how to optimise the suitability of present resources in such a way
that two objectives are achieved: a) Dependent persons must
receive the necessary help with the maximum possible quality of
life; b) More persons must be aftended when they need to be,
which implies a redistribution of care resources among potential
users.

The first objective, referring to necessary, sufficient and high
quality services, usually implies studying the way in which certain
services can be supplied at home when this is possible. The se-
cond objective implies management of the fime that care must
last in each case, in such a way that resources which are not u-
sed when needed, are made available to persons who are in
greater need. This is consistent with the "No-loser constraint with
hypothetical compensation” principle.

With the aim of maximising the different results of proposing
alternative care scenarios we shall concentrate our analysis on
hospital facilities ~ the most expensive ones. Specifically, the
hospital units involved in this empirical study are the STS, the HCLS
and the UPH,.

Our working hypothesis is that a careful study of the needs
and possibilities of each patient can free up many hospital re-
sources, through patient referral to other quality services which
provide fair and necessary care to dependent persons in their
own home and social and family environment. Concretely: A-
mong the patients admitted to specific hospital units -STS, HCLS,
UPH- we will find persons with a suitable profile for referral, given
their clinical conditfion, and who would have a sufficient carer if
the burden associated with care was lightened to a great extent.

The data sources available are: a) the Data Bases and offi-
cial records of the different Hospitals, and b) the data that arose
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from the field research were obtained through direct interviews
from a sample of 1,265 dependent persons in the Valencian Au-
tonomous Region (Garcés, Sanjosé, Rédenas, Megia et al., 2003).
The first sources provide annual economic, medical and statistical
data on every patient: gender, age, clinical diagnosis, number of
stays (nights spent in hospital) for every patient and clinical cir-
cumstance entered; and also the total annual cost for each ser-
vice, as well as the total annual number of stays. However, infor-
mation is normally not available conceming the level of functio-
nal dependence of each patient. As such, we shall make use of
the results of the empirical study mentioned earlier in order to
quantify the distribution of patients per type of hospital according
to their dependence level. The second source enables us to assi-
gn alternative care resources for each patient with respect fo
their social-health profile.

From the principle of Qudlity of Life, the care scenario we
propose is more efficient than the current one as it is based on
the assumption that people in general, and dependent people in
particular, enjoy the greatest quality of life possible when they
can remain in their own social and family environment, with the
guarantee that their health and social needs are being met.

The care scenario we are proposing as an alternative means
using home and community resources when the patient profile
makes this possible, and also assisted nursing homes (with medi-
cal and more or less intense clinical care) when necessary. Con-
cretely, the resources that we shall consider are: Home Help Ser-
vice [HHS). Nursing Homes, Day Hospital (DH), Unit of Home Hospi-
talization (UHH) =which from hospitals provide specidlised heailth
care in the home of the patient, alter the period of stabilisation in
hospital- and Primary Care (PC), (docfors, nurses and social wor-
kers) at the surgery and at the home,

Criteria for Home and/or Community Patient Care

Four factors are taken into consideration to determine if de-
pendent persons can or may not be attended in resources out-
side hospitals (or for referral of already admitted social and he-
alth care patients): a) clinical complexity; b) the degree of de-
pendence in carmying out activities of daily life; ¢) availability of a
sufficient home carer to attend their needs; d) age older or youn-
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ger than 60 years (the legal age limit to gain access to certain
resources such as nursing homes).

Clinical complexity has been defined earlier in a simple but
objective way. The possibility or not of having these procedures
available as well as the level of vigilance they imply determine
the alternative health care resource that can cover the needs of
the patient, as long as the latter is not currently suffering an acute
stage of iliness. So the alternative health care resources to hos-
pitals in case of high, medium and low clinical complexity are
UHH, DH and PC -with Day Centre (DC) or Units of Mental Health
(UMH) when necessary-, respectively. The level of dependence
for the activities of daily life determines the degree of daily social
care required from others by the patient. Finally, the law currently
in force in Spain places limits on the age of those who can be-
nefit from certain resources such as elderly homes (60 years and
over),

Taking this intfo consideration, we assume the derivation cri-
teria listed in Chart 1 for non-psychiatric and psychiatric patients
respectively. In some cases we will demand that the domestic
carer is not in a job outside the patient’'s home owing to the per-
manent care the dependent person requires, whether it be due
to their illness {psychiatric patients), their clinical complexity (pa-
tients attended by UHH), or their high dependence. Three stan-
dard levels of intensity are considered in HHS, whether domestic
or personal: Low intensity (éhr/week); Medium intensity (10hr/
week); High intensity (15hr/week].

Chart 1 Derivation cr_ljericz

Non-psychiatic patients (from SIS and HCLS) =~

Sufficlent Carer
Dependence Clinical Clinical Clinical
for BADL Complexity: Complexity; Complexity:

Low Medium | High

Independence |Not needed/D-|D-LI/MI '+ DH P-HI + UHH

L'+ PC

Low D-LI/MI 1+ PC D-MI/HI 1+ DH P-Hi + UHH

Dependence

High P-LI {(+DC} + PC |P-Ml+ DH P-Hl + UHH

Dependence
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No Carer

Dependence Clinical Clinical Clinical
for BADL Complexity: Complexity: Complexity:
Low Medium High )
Independence |D-LI/HI '+ PC D-MI/HI '+ DH Hospital (to é0y)
INH [over &0y)-
Hl
Low P-LI/HI v+ PC P-Mi/H} i+ DH Hospital {to é0y)
Dependence /NH [over 60y)-
Hi
High Hospital (to 60y) | Hospital {to 40y)/ | Hospital {to é0y)
Dependence /NH [over 60y)-LI | NH (over 60y)-MI | /NH {over éQy)-

" 3 Psychighic patients (rom UPH).

Sﬁfﬂcienf 'Cclzvrér 2

Dependence Clinlcal Clinical Clinical
for lADL Complexity: Complexity: Complexity:
Low Medium High
Independence | P-LI+ MHU P-M| + DH UPH
Low P-mMl+ MHU P-MI + DH UPH
Dependence
High P-Hl + MHU P-Hl + DH UPH
Dependence
No Carer
Dependence Clinical Clinical Clinical
for IADL Complexity: Complexity: Complexity:
Low Medium High
Independence | P-Ll + MHU UPH UPH
Low/High UeH UPH UPH
Dependence

Notes. BADL: Basic activities of daily life. IADL: Insfrumental acfivities of daily life.
D: Domestic services; P: Personal and domesfic services; Li=Low infensity
(6h/week); Mi=Medium infensity (10h/week]; HI=High intensity (15h/week). PC:
Primary Care; DH: Day Hospital; UHH: Unit for Home Hospitalization; MHU.=
Mental Heaith Unif; NH: Nursing Homes. In Nursing Homes: LI/Mi/HI= Degrees of
medical care. 'The intensity depends on whether the caregiver works ouf of
the home or not, and whether the level of the patient's autonomy is high or low
for instrumental activities of daily life'Being «a ‘sufficient caregiver' for
dependent mental patients implies that the caregiver does not work out of the
patient's home. Independent patients presenting low clinical complexity do
not need a family caregiver. Source: Own elaboration, “Poliwelfare” Research
Unit, Universitat de Valencia, 2003.

597




The referral itineraries proposed are those shown in diagram
1. Patients should be moved from hospital after they are duly
stabilised unless they are in an acute phase of iliness. In particular,
our criterion contemplates that patients attended at an SIS
should be referred to a HCLS after being stabilised. In other cases,
patients may be assigned directly to alternative resources, by a
Primary Care team. The proposal modifies the average length of
stay at hospitals, since a significant number of patients could be
referred 1o other resources after their diagnosis, treatment and
stabilisation (see Table 1).

Method for cost calculations of care services

The way of estimating the actual cost of dependence for e-
ach hospital is based on finding the relation between duration of
stay and the degree of dependence of the individual patient. For
that goal we have assumed the following methodological hypo-
thesis: Persons with sfrong dependence statistically will generate
a greater number of stays than persons with low dependence.

The hypothesis assumes that in each hospital unit, indepe-
ndent persons or those with slight dependence will produce a low
number of stays, while people with strong dependence will, on
average, produce a large number of stays (not necessarily in a
direct proportional relationship).

The procedure to follow is the one below: 1) Find the number
of stays N over the year of each person k; 2) Order from lesser to
greater the total accumulated stays for each person to obtain an
ordered series of pairs (k.Nk), from greater to lesser Nk; 3) From all
the persons with the greatest number of stays select the number
corresponding fo the percentage of severe dependants, dk, gi-
ven by the distribution of dependence, P(dk), from the previous fi-
eld study; 4) Add up all the stays Nk corresponding to these per-
sons. Now we have the total stays corresponding fo high depen-
dence patients; 5) Repeat the exercise with the other depende-
nce levels until the total of persons and stays is complete. Now
we know N(dj) for each level of dependence, d;; é) Multiply by
the cost per stay, Ce -from hospital memories- fo obtain C{dj).
The cash unit used is the cost per stay. Generally, the cost per sta-
y includes the night stay per patient in a hospital, catering costs,
personal care and medication staff. The cost of the proposed al-
ternative care resources will be calculated from quantities that
have been officially agreed upon between the public admini-
stration and the entities that fulfil each of the services.
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Results
Costs of the hospital stays of dependent persons

Now we can use the hospital records of each unit to find out
the number of persons attended in a year, the total number of
stays over that year and the average cost per stay.

Subsequently, the data of the statistics study described ao-
bove allow us a clearer picture of the number of dependent per-
sons attended in a year (2001) at each hospital resource. Finally,
the methodological procedure described above and the costs
per stay at each one of the hospital units enable us fo determine
the cost per stay of a dependent person and compare this with
the cost per stay of an independent person (see table 2).

The high cost of dependence -between 72% and 96% of the
total- makes it worthwhile examining other possible care alternati-
ves, This would be a matter of optimising care at these costly
resources and making possible referral to other resources of pa-
tients where possible, depending on their clinical state, social sup-
port, age and other circumstances. Finally, the objective is to esti-
mate the benefits of the alternative in monetary terms (euros)
and in terms of the opportunity of benefiting a greater number of
people.

Costs and benefits of the proposed alternative care scenario

Employment of our alternative care scenario involves a cost
resulting from adding: a) Costs of home health care (PC or UHH)
or in DH or in hospital units (STS, HCLS, UPH); b) Costs of other re-
sources such as HHS and DC if needed.

When calculating the benefits relative 1o the actual situation
we must consider the gqualitative dimension, defined by freeing
up hospital beds for patients who need them, and the guan-
titative dimension, given by the monetary difference in euros
between the two scenarios, or alternatively by the extra number
of persons who can be cared for with the same budget. In this
respect, we must say that the monetary costs of the alternative
proposal must be calculated equalling the time presently con-
sumed in care. This means that for comparison purposes, only the
days in which the patients would have remained in hospital using
other resources are computed, though these resources may have
been used for a lot longer.
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Regarding the qudlitative benefit, our scenario contempla-
tes cancellation or reduction of the average length of stay of
patients in hospitals.

Opftimisation of these costly hospital resources, which are
highly necessary but saturated —-in Spain there are long waiting
lists— requires precise control of bed occupancy times. This control
could be exercised by case management teams in Primary Care
which have access fo the clinical and social data of the patients
in order to be able o take consensus and expert decisions on the
appropriateness and timely nature of admission and/or referral to
other resources (Walsh and Clark, 2002).

From the quantitative point of view, attention or referral
home assigning resources such as HHS, DC, PC, DH and UHH, or
referral to nursing homes with intensive, medium or low care re-
presents a reduction of the cost per day versus hospital stays in
HCLS, STS, and UPH. The costs per day are obtained totalling the
services supplied during one year and dividing this by 365 days.

Our proposal implies that the primary care attention feam
can directly assign the home or community resources, as well as
deciding the intensity of care. They can also decide on admission
of patients to hospital. Inside the hospitals, other teams must
perform monitoring of the status of patients admitted, to decide
whether it is appropriate and opportune fo refer patients to other
resources. Thus we propose that from STS, stabilised patients can
be referred to other convalescence, rehabilitation or long term
stay HCLS units, without a loss in the qudlity of care. From HCLS
and also from UPH some patients can also be referred, affer a
period of treaiment at these centres either to their home or to
residences, with adequate medical and social services.

The monetary benefits measured in euros savings per day
and person for each alternative care fo hospitalisation, or for
each possible referral from STS, HCLS or UPH tfo other care
destinations are shown in table 2.

For the dependent patients needing fransport to DH or DC
we must add a daily, adapted transport service at an approxi-
mate cost of 12 euros/day in Spain in year 2002.

An alternative care scenario must consider both the patients
whose social and health care profile allows attention in other
resources and the number of stays during which the alternative
service could replace the hospital for each patient.

Table 1 shows the amount of dependent social and heaith
care patients that could be attended by other resources or re-




ferred from hospital to other centres or services because they
have the adequate profile of stability and clinical complexity and
an available caregiver that meets their needs and age.

Costs of a Generic Alternative Scenario

The total cost of hospital attention at STS, HCLS and UPH is
calculated in the following manner: C = 5 (g * pj). Where j re-
presents each resource computed, eg; is the number of stays at
the resource j of all the patients attended, and pj is the cost of
each of the stays at this resource. Statistically, ej could be ex-
pressed as: e = n; * g, n; being the number of persons attended
over a certain period of time (i.e. one year), and g the average
number of stays per person and year at the resource |.

Hence: C =5 (m* g * py).

As such, the difference between two care scenarios will be:

AC = Z i Xk ek * (P - px). Where | represents the present
resource, k the alternative resource, ek represents the number of
stays currently consumed at resource | which would be consu-
med in resource k in the alternative care scenario, depending on
the number of persons who could be refered and the number of
stays that could be transferred to the other resource on average.

From this departure point and in table 3 the expressions for
the different monetary savings depending on the present hospital
resource are the following:

= From $TS: ACsts= a * 5800 * 4.71 * 81.62. Where "a" is a coef-
ficient of values between 0 and 1 represenifing the pro-
portion of annual stays which would be attended at HCLS;
5800 is the total number of patients who could be referred;
4.71 is the average days stay per vear per patient attended
and 81.62 is the difference in cost/person/stay between the
two resources.

= From HCLS: AChcis= (a * 396 * 3482+ b * 183 * 41.82 + c * 670
* 3615 + ...+ 72 *548 * 99.77)*26.69. Where "a, b, c,..., 2" are
the coefficients of values between 0 and 1 representing the
proportion of patients in HCLS who could be referred to other
resources, the other numbers representing the result of the
number of patients and the average saving between the
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two resources, and 26.69 is the annual average number of
stays per dependent person at HCLS.

s From UPH: ACupn = (0 * 159 * 74,44 + b * 637 * 146,69 + C * 40 *
131.39)%*42.29. Where, once again "a, b, and ¢" represent
the proportion of persons who could be attended at DH and
personal and domestic medium intensity HHS, PC with per-
sonal and domestic low infensity HHS, and PC with high in-
tensity HHS respectively. The remaining figures are the num-
ber of patients and the saving per person and day and the
average number of stays per person at UPH.

The maximum cash savings possible, under the —rather unrealistic
~hypothesis that all the coefficients were 1 (i.e. all the patients
who could have been attended at other resources had been
attended there without being admitted to the hospital where
they currently are found), are:

ACsts, max = 2.229,695.16 Euros/year
ACHcismax = 4,495,47 6,50 Euros/year
ACupH, Max = 4,67 4,444.30 Euros/year

And hence the maximum theoretic cash saving in our study
would be: AChospitals, Max = 11.399,615.96 Euros/year. This represents
33.24% of the entire budget for the three hospital types con-
sidered in the Valencian Autonomous Region in year 2001. As we
have said, this limit is merely theoretic, and unattainable in pra-
ctice. These euro amounts can be converted in amounts of pa-
tients attended, simply considering the typical annual cost of a
dependent person in each hospital.

A pedagogical example of an alternative care scenario

With the aim of estimating the largest possible benefit attai-
nable as a maximum in an ideal scenario in which all the patients
with suitable profiles were referred, our proposal contemplates
the following average lengths of stay: a) Al STS: average 3 days
and referral fo HCLS; b) At HCLS and in the case of referable pa-
tients: average 7 days and referrals home or to nursing home; ¢
In UPH and in the case of referable patienis: average 15 days
and referral home or to nursing home.

These averages are well in excess of independent patienis
(light, non-grave or more stable cases) so that the new referal




scenario would not affect them. As such, only the patients we ha-
ve categorised as dependent in Basic Activities of Daily Life
(BADL) are affected by this proposal in statistical terms.

Table 3 shows the cost of this scenario, as well as the cash
saving it would represent compared with the present situation,
The total saving of the proposal with respect to the current situ-
ation comes out as 2.18 million euros, which represents 31% of the
annual budget dedicated to patients admitted to STS, HCLS and
UPH. With this amount of money a cerfain number of patients
could be attended with the correct profile at each of the hospital
units, shown in table 3.

That is, almost 25% more dependent persons than the total
present number could be attended in the specific hospital re-
sourcss, remaining in them the average current period, without
increasing the budget, just as we have proposed as one of the
areas to study from the Principle of Social Sustainability (Garcés,
Rédenas and Sanjosé, 2003). This, without doubt, represents «
redistribution of benefits among the population.

Discussion

The benefits obtained by dependent persons from the care
systems in European welfare states can be increased if the fol-
lowing parameters are optimised: a) Adapting resources and ser-
vices to the specific needs of each dependent person. It is pos-
sible to define the care profile for each service and establish
which of them should attend each particular case in order to
maximise patients’ qudlity of life; b) Increasing the opportunity to
use resources for the population overall through adequate ma-
nagement of services in patient referral itineraries. This has impor-
tant monetary implications when referrals are from hospital o
outpatient and home services.

The study of the suitability of resources to social and health
care patients’ needs has already been carried out in an earlier
paper, and in this work we have focused on the way of gene-
rating more opportunities of use at the same time as restraining
costs, implying a redistribution of benefits among dependent pe-
ople.
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In order fo camy out this study we have analysed the care
profiles of dependent persons in a typically Mediterranean area,
the Valencian Autonomous Region in Spain, and the specific link
between the profiles with the care costs of one part of state re-
sources, the hospitals, which furn out to be the most costly.

In order to be able to offer an alternative care scenario, it
was necessary to construct criteria to determine in which social
and health circumstances a person could be attended by other
resources, without loss or with a gain in qudlity of life. Application
of these principles o the Valencian Community shows that it is
possible to amplify state care without raising overall costs by an
average amount of around 25% extra dependent persons, atten-
ded per year at hospital. We believe that this significant figure re-
quires attention from the state officials in charge of manage-
ment,

It is clear that implementation of this scenario implies efforts
in organising care, control and monitoring of social and heaith
care patients (case management), as well as the availability of
sufficient at-home and community resources to attend patients
needs. On another plane, it is no less important to attend the ne-
ed for a Dependence Act which regulates the rights and obliga-
tions of dependent persons and their caregivers and legal heirs,
to protect both fragile citizens and also the financial sustainability
of Mediterranean welfare systems. Welfare, in the short term
future, depends on this.

References

Bond, M.J., Harris, R.D., Smith, D.S., Clark, M.S., 1992. An Examination of
the Factor Structure of the Frenchay Activities Index. Disability and
Rehabilitation 1 {14), 27-29.

Directorate-General for Economic and Financial  Affairs, 2002a.
Incorporating the sustainability of public finances into the Stability
and Growth Pact. European Economy 3, 62-74.

Directorate-General for Economic and Financial Affairs, 2002b. The
long-term sustainability of public finances. European Economy 3, 32—
36.

Dixon, A., Mossialos, E. [ed.), 2002. Health care systems in eight
countries; Trends and challenges. The London School of Economics
& Political Science, London.

Drummond, M., O'Brien, B., Stoddart, G., Torrance, G., 2001, Methods
for the economic evaluation of health care programmes, Oxford
University Press, Oxford.




Fenn, P.7.. McGuire, A,, Phillips, V., Jones, D., Backhouse, M., 1994,
Modelling programme costs in economic evaluation. Journal of
Health Economics 15, 115-125.

Garcés, J., Rédenas, F., Sanjosé, V., Megia, M2J. et al., 2001, Encuesta
de necesidades en poblacién atendida en servicios sociosanitarios
de la Comunidad Valenciana, 2001, Generalitat Valenciana,
Valencia.

Garcés, J., Rodenas, F., Sanjosé, V., 2003, Towards a new welfare state:
The social sustainability principie and health care strategies. Health
Policy 65, 201-2185.

Garcés, J., 2000. La nueva sostenibilidad social. Ariel, Barcelona.

Jackson, R., Howe, N., 2003, The Aging Vulnerabilily Index. An
Assessment of the Capacity of Twelve Developed Countries 1o Meet
the Aging Chaillenge. Center for Strategic and International Studies
and Watson Wyatt Worldwide, Washington.

Kuntz, K., Weinstein, M., 2001, Modelling in economic evaluation. In:
Drummond, M., McGuire, A. (Eds,), Economic evaluation in health
care: Merging Theory with Practice. Oxford University Press, New
York, pp. 141-171. ‘

Mahoney, F.l., Barthel, D.W., 1965, Functional Evaluation: The Barthel
Index. Maryland State Medical Journal 14, 61-65.

Mossialos, E., Dixon, A., Figueras, J., Kuizin, J. (Ed.}, 2002. Funding Health
Care: Options for Europe. Open University Press, Buckingham -
Philadelphia,

Saltman, R., Figueras, J. (Ed.), 1997. European health care reform:
analysis of current strategies. WHO - Regional Office for Europe,
Copenhagen.

Walsh, E.G.. Clark, W.D., 2002, Managed Care and Dually Eligible
Bensficiaries: Challenges in Coordination Hecalth Care Financing
Review 24 (1), 71-84,

609




Diagram 1 Proposed care ifineraries for patient referrals from

hospitails
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