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Algunas definiciones

Avedis Donabedian (1980): "Calidad de la
atencion es aquella que se espera que pueda
proporcionar al usuario el maximo y mas
completo bienestar después de valorar el
balance de ganancias y pérdidas que pueden
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La International Organization for Standarization (1SO) puede medirse
1989: "Calidad es el grado en que las caracteristicas de
un producto o servicio cumplen los objetivos para los
qgue fue creado"

depende de como se define
el objetivo.

Componente tecnico.
Componente interpersonal Calidad maxima y Calidad optima
Aspectos de confort




iDesde donde nos interesa valorar calidad
asistencial?




Algunas definiciones

TriStaraHorizon
MEDICAL CENTER

Quality health care is easily defined as doing

the right thing (getting the health care services

you need), at the right time (when you need
it), in the right way (using the appropriate test
or procedure), to achieve the best possible
results.

The Institute of Medicine defines health care
quality by six attributes:

Safety - patients should not be harmed by
the care that is intended to help them
Patient-Centered - care should be based on
individual needs

Timely - waits and delays in care should be
reduced

Effective - care should be evidence-based
Efficient - reduce waste

Equitable - care should be equal for all
people

Qué esperan los pacientes:
Calidad cientifico-técnica
*Tan rapido como sea posible
Ser tratado de forma integral




Modelos actuales para Oncologia

DELIVERING
HIGH-QUALITY
CANCER CARE

Charting a New Course for a System in Crisis

Committee on Improving the Quality of Cancer Care:
Addressing the Challenges of an Aging Population

Board on Health Care Services

Laura A. Levit, Erin P. Balogh, Sharyl J. Nass, and
Patricia A. Ganz, Editors

INSTITUTE OF MEDICINE

OF THE MATIONAL ACADEMIES

THE NATIONAL ACADEMIES PRESS
Washington, D.C.
www.nap.edu

Copyright @ National Academy of Sciences. All rights reserved.

European
Reference

.
' Networks

ERN Assessment Manual for Applicants

6. Membership Application Form

An Initiative of the -

Version 1.1 April 2016




|OM: Delivering high quality cancer care

A High-Quality Cancer Care Delivery System

Evidence Base to Inform Clinkcal Care
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1) Comunicacion centrada en el paciente

« Hacer accesible la informacion completa
(StaceyD, Cochraneeview2011)

 Incorporar los valores y preferencias de los
pacientes

 Priorizar entrenamiento clinico en comunicacio

* Planificar y discutir con los pacientes los
cuidados de fases avanzadas



2) Profesionales centrados en el paciente

* Profesionales competentes, con confianza
interprofesional, que se alinean con las necesidades
de los pacientes, sus valores y sus preferencias.

« Coordinadosn un escenario cada vez con mas
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3) Atencion basada en la evidencia

Las decisiones sobre pacientes deben estar basadas
en investigaciones cientificas: CT y CER

Solo el 50% de las revisiones sistematicas Cochrane
Presentan suficientes evidencias para las decisiones.

Villas Boas PJ ell. Journalof EvaluatingClnicalPractice2012; 19:633%637

EC no representativo de todos los grupos de edad y tipologias
de pacientes

ScherKSJournalClinOncology2012; 30: 203€038




Comparative effectiveness research

1. The objective is to inform a specific clinical question.

2. It compares at least two alternative interventions, each with the
potential to be a “best practice.”

3. It addresses and describes patient outcomes at both a population
and a subgroup level.

4. It measures outcomes that are important to patients, including
harms and benefits.

5. ltuses research methods and data sources that are appropriate for
the question of interest.

6. It is conducted in settings as close as possible to the settings in
which the intervention will be used.

IOM, 2009




Patient-reports outcomes (PRO)

Cualquier informe que proviene directamente del
Paciente sin interpretacion de su respuesta por un
clinico u otra persona.

FDA, 2009

PCORI: Patient cCentered Outcomes Research Institute, 2012

FrommeE K.Journalof ClinicalOncology2004; 22:34853490

Discordancia entre lo que los clinicos entienden como efectos
adversos y lo que entienden los pacientes: hasta el 50% de 8
sintomas medidos mediante escala validad.




4) Tecnologia de la informacion para
aprender a cuidar a los pacientes

* Acceso a tiempo real a la informacion
* Permita la captura digital de la experiencia
* |Interesante para el paciente y para el clinico

* Pensado para contribuir a la mejora de la
atencion

* Transparente: monitoriza seguridad, calidad,
proceso, costes, resultados

e Util para la redeficion de estrategias y procesos




5) Trasladando la evidencia a la practica, medir
calidad y mejorar el desempeno de los profesionales

TABLE 7-2 Types of Quality Metrics Used in Cancer Care

Type

Desc ripl‘] o

Benefits

Challenges

Structure

Process

Measures the settings in
which clinicians deliver
health care, including
material resources,
human resources, and
Drganizaticl-nal structure
(e.g., types of services
available, qualifications
of clinicians, and staffing
hierarchies)

Measures the delivery

of care in defined
circumstances

(e.g., screening the
general populations,
psychosocial evaluations
of all newly diagnosed
patients, care p]anning
before starting
chemotherapy)

Identifies core
infrastructure

needed for high-

quality care

Encourages
evidence-

based care and

is generally
straightforward to
measure

Difficult to compare
across settings

of variable sizes

and resources;
implications for
patients’ outcomes not
always clear

Meed to consider
patient choices

that differ from
standard of care and
contraindications;
implications for
patients’ outcomes not
always clear



Tipos de indicadores

Type Description Benefits Challenges
Cost Measures the resources Allows parties to Difficult to measure
required for the health weigh the relative the true cost of care
care system to deliver values of potential given the range of
care and the economic treatment options, prices and expenses
impact on patients, when combined in medical care; costs
their families, and with outcome vary according to
governmental and MEeasUures perspective (patients,
private payers payer, society, etc.);
need to distinguish
between costs and
charges
Efficiency Measures the time, Reflects important MNeed to correlate with

Cross-Cutting

DMisease-

Specific

effort, or cost to produce
a specific output in

the health care system
(e.g., time to initiate
therapy after diagnosis,
coordination of care)

Measures issues that
cross cancer or disease
types (e.g., patient safety,
care coordination, equiky,
and patients’ perspective
on care)

Measures issues within a
specific cancer type (e.g.,
clinicians’” concordance
with clinical practice
guidelines for breast,
prostate, and colon
cancer)

determinants of
patients’ outcomes
and satisfaction
with care and is

a major driver of
cost

Aligns with
measurement

of other cancers
or conditions
and reflects true
multidisciplinary
nature of cancer
care

Reflects diversity
of cancer and
tumor biclogy

outcome measures;
need to account for
patient characteristics
and preferences

Difficult to capture the
unique characteristics
of cancer

MNeed to account for
stage of disease at
presentation and
comorbidities




Atencion accesible y asequible

VIABLE

USO EN TIEMPO ADECUADO DE LOS SERVICIOS DE SALUD
SIN DESIGUALDADES

ATENCION BASADA EN VALOR:
Atencion de calidad / coste de la atencion

Recomendaciones

Create and implement a formal long-term strategy for publicly
reporting quality measures for cancer care that leverages exist-
ing efforts.

Prioritize, fund, and direct the development of meaningful
quality measures for cancer care with a focus on outcome mea-
sures and with performance targets for use in publicly report-
ing the performance of institutions, practices, and individual
clinicians.

Implement a coordinated, transparent reporting infrastructure
that meets the needs of all stakeholders, including patients, and
is integrated into a learning health care system.




10.

BOX S-2
Goals of the Recommendations

Provide patients and their families with understandable information about
cancer prognosis, treatment benefits and harms, palliative care, psycho-
social support, and costs.

Provide patients with end-of-life care that meets their needs, values, and
preferences.

Ensure coordinated and comprehensive patient-centered care.

Ensure that all individuals caring for cancer patients have appropriate
core competencies.

Expand the breadth of data collected in cancer research for older adults
and patients with multiple comorbid conditions.

Expand the depth of data collected in cancer research through a common
set of data elements that capture patient-reported outcomes, relevant
patient characteristics, and health behaviors.

Develop a learning health care information technology system for cancer
that enables real-time analysis of data from cancer patients in a variety
of care settings.

Develop a national quality reporting program for cancer care as part of a
learning health care system.

Implement a national strategy to reduce disparities in access to cancer
care for underserved populations by leveraging community interventions.
Improve the affordability of cancer care by leveraging existing efforts to
reform payment and eliminate waste.




European Reference Network

o:-:‘_}.\ European
#5508 Reference

50" Networks

ERN Assessment Manual for Applicants

6. Membership Application Form

An Initiative of the -

Version 1.1 April 2016




Themes in the Operational Criteria

Metwork

1. Establishment of a European Reference
MNetwork

2. Highly Specialised Healthcare

3. Governance and Coordination

4, Patient Care

5. Multidisciplinary Approach

6. Good Practice, Outcome Measures, and
Quality Control

7. Contribution to Research

8. Continuous Education, Training, and

Development
9. MNetworking and Collaboration

Each criterion is rated once for the overall
Metwork.

Healthcare Providers

General Criteria:

1. Patient Empowerment and Patient-Centred
Care

2. Organisation, Management, and Business
Continuity

3. Research, Education and Training

4. Expertise, Information Systems, and e-
Health Tools

5. Quality and Safety

Specific Criteria:

6. Competence, Experience and Outcomes of

Care

7. Human Resources

8. Organisation of Patient Care

9. Facilities and Equipment
Each criterion is rated individually for each
Healthcare Provider within the Network.



L PATIENT EMPOWERMENT AND PATIENT CENTRED CARE

righits and preferences are

NPEEEDLINE IMSITE ENETTRE T
1.1 1 The Healthoare Provider's commitment to Mission or Core Values
patient-centered care is farmally and consistently Fatient Brochures and Informetion
communimted with patients and their familes.
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_exnertise.
1.1.3 The Healthoare Provider pives patients and
their families writh=n information aboat their nghts
and responsibilitie,
1.1 E There is & policy and procedure i place to Orzanization Policy and Process on
disciose unanticpated outcomes and complications Disclosure
to patents and their families, as appropriate.

Writben Material Describing Fatisnt
anc Family Rights

O
O
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2. ORGANISATION, MANAGEMENT, AND BUSINESS CONTINUITY

1b with regard to organisation, management and business continuity, applicant providers must:

Criteria __— —

2.1 The organization follows a documented set of organization an@nt rules and@ for services provided within
the Network's area of expertise.

3. RESEARCH, EDUCATION AND TRAINING

1.C. with regard to research and training capacity, applicant providers must:

Criteria

3.1 The Healthcare Provider participates in education and training activities, such as continuing medical education and distance
learning, aimed at staff, students, and other care professionals.

4. EXPERTISE, INFORMATION SYSTEMS, AND e-HEALTH TOOLS

1d with regard to the exchange of expertise, information systems and e-health tools, applicant providers must:

Criteria

4.1 The Healthcare Provider is able to exchange expertise with other providers and provide support to them.

Legislated Requirement No. Measure(s)
_— e

1 (d) (i) be able %ge expertise with othey | 4.1.1 | The Healthcare Provider offers an advisory service to exchange
healthcare providers an port them; expertise with other professionals and caregivers involved in the

patients’ treatment.

4.1.2 | The Healthcare Provider maintains an accurate database of
patients under its care within the Network’s area of expertise.




S. OUSLITY AMND SAFETY

1e with regard to expertise, gpood practices, guality, patient safety and evaluation, applicant prowviders must:

Criteria __— —

5.1 The Healthcare Qrovider regularly monitors the guality and safety of the care it provides J)o patients with rare or low prevalence
complex diseases or +ti _

Legislated Requiremeamnt T easura{s)

1 [ei (i) hawve a guality assurance or management | 5.1.1 The Healthcare Provider has a guality assurance or management
system and plans mcluding governance and evaluation system in place that includes processes to regularly monitor the
of the system; gquality of its performance within the Network's area of expertise_

The information it i make ongoing quality
imp amis.

1]

Az T Healthcare Provider regularly collects and monitors process
amd e indicators.

1 (&) (i) hawe a patient safety programme or plan 513 The Healthcare Prowi ey programme or plan

consistimg of specific goals, procedures, standards and in place adapted to the Network's area of expertisa.

process and outcome indicators focusing on key areas, - - - -
514 There is a procedure in place to report, doocurment, investigate,

swch as information, a system for reporting on and

learning from adverse ewents; training and education and learn from adverse events and complications. The Healthcare

Frovider uses this information to make ongoing improvemsents.

activities; hand hygiene; healthcare related infections;
medication errors and the safe use of medication; safe
procedwres and surgery; safe patient identification

i

As The Healthcare Provider contributes performance amd outconme
data to evaluate the Metwork, as a whole.

Criteria

— o~

5.2 The Healthcare Provider demonstrates a commitment to using best practice knowlaedge amd Evidenc@ hiealth rechnologies
and treatments.

Legislated Requiremeamnt Mo, Measura{sf

1 (&) (§i] commit itself to using the best knowladge- | 5.2.1 There is a process to pericdically review and share best practices,
and evidence-based haalth technologies and review the results of clinical audits, review mew =evidence-based
treatments; treatmeants and therapies, and discuss difficult cases.

Criteria

5_3 The Healthcare Provider develops and/or uses dinical practice guidelinas in their area of expertise.

Legislated Requiremamnt Mo. rezsura{s)
1 (e} [iv) develop and wse dinical guidelimes and 5.31 The Healthcare Provider collaborates with other members of the
pathways in their area of expertise. Metwork or cemntres of expertise to develop andfor select climical

practice guidelines following a stamdard evidence-based
procedurs.

5.3.2 The Healthcare Provider implements, where possible, clinical
practice guidelines agreed to or developed by the Metwork.
5.3.3 Clinical practice guidelines are regularly reviewed to ensure thay

reflect current research and bast practice information.




G. COMPETEMCE, EXFERIENCE, AMND OUTCOMMES OF CARE

Z2a with regard to competence, experience and outcomes of care, applicant providers muwst:

Critaria

6.1 The Healthcare Prowvider maintains s competence im the Network™s area of expertise.

Legislated Requiremants . Pleasure(s]

2 {a) (i} document competence, experience amnd actiaty 6.1.1 The Healthcare Prowvider regularly monitors and doourments its
{e_g. the wolume of activity, referrals and accumulated patient activity specific to the HNetwork's area of expertise,
experience and whan possible, the mmindrmwmdoptEmal dizease or conditicn.

nurnmber af patiemtsyear, in accordamnce with 6512 To rmaimtaim ks competency and expertise, the Healthcare

professiomal/techmical standards or recommendations];

Prowvider sereves the minimumfoptimal nomber of patients
and/or procedures per year as defined by the Metwork based om
professional/technical standards or recommeandations.

Critaria

5.2 The Healthcare Provider demonstrates good clinical care and outcormes.

Legislated Requiremants M. PAEasure(s]
2 {a) (m) prowvide evidence of good dinical care amnd 621 There is evidence that the treatments and advice offered are
ocutcomes accordimg to available standards, indicators recognized by international medical science in terms of safety,
and Eknowledge, amnd evidence that the treatments vaw
aoffered are recognised by intermational medical science - . —

5.2.2 /ﬁe Healthcare Provider shows evidence of good clinica are

im terms of their safety, wvalue and potential
climical outcome.

po-Eitve

F. HUMARM RESOUURCES

nd ocwicomes accordimg to available standards, indicator
kmo® diafimed by the Metwork.

7T with regard to the specific human, structwral amnd equipment resowrces and the aorgamisation of care, applicant providers muast

dip e Nt

Criteria

—

—

7.1 The Healthcare Prowvide
expaertise.

has a team of tramed professionals Whe reguired competemncies within the MNetwork’'s area of

Legislated Reguirement L ——

7 (b} [i) the characteristics of human resources such as
typ==, mnumber, gqualifcations and skills.

~Peasura(s)

o I The Healthcare Prowider identifies and documemts the skills and
professional gualifications reguired for the staff performimg
activities critical e the quality of patient care.

o There i a sufficient fnwmber of staff withh the fnecessary
gualifications to perform the specialized fumnctiom.

FAS Each core team meamber should undertake a minimomm mam’ber of
procedures and, or care for a mimimuoum noember of patients in a
given year as defimed by the Metwork. The multidisciplinany t=am
showld discuss a Mmimimam muember of patiemts per year.

F.14 The Healthcare Provider retains records of staff training,
professional development, amd mambtenance of competencies.
There is a process to rowutinely assess staft =skill to ensure

adequate performance of specialized tasks_




B. ORGAMNIZATION OF PATIEMNT CARE

Bb with regard to the specific human, structural and equipment resowrces and the crganisation of care, applicant providers must

dDCUmEnt:

Criteria

E 1 Comprehensive care is delivered by a multidisciplinary and specialised care team.

Legislated Requirement

8 (b} (m) the
functioning of the
team.

cha

ecific multidisciplinary healthcare

M. Measure(s)

£5.1.1 The Healthcare Prowvider documents the characteristics of the
rmiultidisciplinary team.

8.1.2 There is a designated eader and chair of the
multidisciplinary team.

8513 There are documanted procedures to support the organisation
and functioning of the multidisciplinary care team.

8.1.49 There are regular structured meetings betwsean
muultidisciplinary team members.

8.1.5 Fatients receive a periocdic clinical or mukltidisciplimary
review. The timeframe is defined based on the arsa of
expertise, dissase or condition; and its severity.

8.1.6 The multidisciplimary team swaluates its performance on

am annual basis.

9. FACILITIES AMD ECQUUIPFRMENT

gy with regard to the specific human, structwral and equipmeant resowrces and the organisation of care, applicant providers

must doourment:

Cribaria

9.1 The Healthcare Provider has the mecessary facilities and eguipmeaent to attend to patients specific to the area of expertise,

disease, or conditiom as defined by the MNetwork.

Legislated Reguirermeamt Mo, Fleasureysh
9 () i} specific egquipment withim the centre or 9.1 13 The Healthcare Provider has awvailable within the centre or
easily accessible [(such as radiotherapy laboratories or easy access e the necessary equipment and facilities ©o
hemodynamic facilities], including the capacity, whean provide gocod guality patient care.
appropriate and based on the area of expartise, to 9.1 3 There is acoess to a spedcialised laboratory service capablae of
process, manage and exchange information and carrying owt all tests required to diagnose the rare or low
biomedical images (such as im the cazse of radolagy =- prevalence complex disease(s] or conditionis)] as defined by
ray machimes, microscopy, wvideo-endoscopy and the MNetwork.
ather dynamic explorations) or clinical samples with o1 3 There is access to a range of diagnostic technologies as
external providers. appropriate to the rare or low prevalence complex disease(s)
or conditbon =) as defined by the Metwork.
9.1 4 Eased om the area of expertise, the Healthcare Provider has

the capacity o process,
and biomedical images,
prowviders.

manage, and exchange mformatiocm
or clinical samples with external




En sintesis, hablar hoy de calidad en
oncologia es:

Hablar de atencion centrada en el paciente

Equipos multidisciplinares que comparten
objetivos y que estan coordinados

Medir resultados y publicitarlos

Medir la calidad




Instrumentos para la Calidad en
Oncologia: PAI

Lung cancer process indicators N patients Adhrence (%)
1. PET-CT is performed to all people with NSCLC potentially suitable for curative 156/197 79.2%
treatment

2. All persons who have reached a certain diagnosis of lung cancer should benefit 490/680 72%

from consideration by a multidisciplinary committee on the best treatment options

and care

3.Stage | and Il NSCLC, radical surgery is recommended if no contraindications. 76/76 100%

NSCLC stage Il (N1) and ECOG PS 0-1, after surgery adjuvant platimum- 10/14 71.4%

chemotherapy is performed.

4. Pulmonary resection technique of choice, whenever feasible, it is lobectomy. 73/104 79.6%
5.Stage | and Il NSCLC with good ECOG PS that are not candidates for surgery or 5/7 71.4%
who reject, treatment is recommended radical radiotherapy. 2/2 100%
6. Preoperative stage IlIA (N2) NSCLC neoadjuvant chemotherapy, further evaluation | 7/8 87.5%
and propose radical surgery if the tumor is resectable. 3/13 23.1%

Stage IIIA NSCLC who have undergone full surgery and have ECOG PS 0-1, adjuvant
platinum-chemotherapy is recommended

7.1In Stage IV NSCLC and ECOG PS 0-1, 4 cycles of platinum-based chemotherapy plus | 133/181 73.5%
a third-generation drug is recommended. 17/39 43.6%
In the subgroup of patients with known EGFR mutation, first-line treatment with an
inhibitor drug tyrosine kinase is recommended

8. Limited disease SCLC (T1-4 NO-3 M0) and EGOG PS 0-1, platinum-based 16/23 69.6%
chemotherapy and concomitant radiotherapy is recommended, provided that the
disease can be included in an appropriate volume of radiotherapy

9. Widespread disease SCLC, 4 to 6 cycles of chemotherapy with cisplatin or 47/57 82.5%
carboplatin and etoposide or irinotecan is recommended

10. Prophylactic whole brain radiation therapy should be performed in patients with | 24/71 33.8%
SCLC (limited disease or extended illness), ECOG PS 0-2 and a complete or partial
tumor response to initial treatment.




Grupos de mejora continua
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Indicadores

INDICADORES de calidad de ESTRUCTURA

Const

1-. N° de horas disponibles/n® de horas ocupadas (capacidad)

2.- N° de pacientes nuevos

3.- N° de pacientes en revision programada

INDICADORES de calidad de PROCESQ

| Consultas Externas

1.- Tiempo medio de espera, desde peticion de cita a la primera visita
2.- Tiempo medio de espera desde la hora prevista de cita en la consulta
2.- N° de rewisiones [consulta de enfermeria) de pacientes durante el tratamients con radioterapia

RT Externa

4-. N° de horas disponibles/n® de horas ocupadas (capacidad)

- N® total de pacientes tratados

- N° de pacientes urgentes tratados (indice de urgéncias)

- W° medic de tratamientos por dia

- N® medio de sesicnes al mes

R

- N° medic de campes por dialmes

10.- N de casos por niveles de complejidad

11.- Suma de URV totales

5.- Pacientes que inician tratamiento con RT adyuvante en wn plazo inferior a 8 semanas posteniores al tratamienio con cirugial n®
total tratados con cirugia

&.- Pacientes que inicia tratamiento con RT exclusiva en un plaze inferior a 4 semanas posteriores a la decision del Comité de
tumores especifico

7.- Pacientes que inicia tratamiento con RT paliativa en un plazo inferior a 2 semanas posterores a la decision del Comité de
tumores especifico/pacientss totales de este indicador

5.- Pagcientd INDICADORES de calidad de RESULTADOS {pacientes que terminan tratamiento en el mes de Junio)
paciente/Paci

0 - Paradas n RT Externa

[10.- Paradas

11.- W? de pal.- N° 02 pacientes a los que se recogen datos especificas (en el informe de alta), de la toxicidad presentada durante 2| tratamiento
12.- ControleZ- Toxdidad ferapéutica aguda de grado [l (RTOG) o mayor en pacientes fratados con Radioterapia + Cumicterapia

D;C'EE1E5 SI w3 - Toxididad terapéutica aguda de grado 1l (RTOG) o mayor en pacientes fratados con Radioterapia exclusiva™™™*
ontrole

12.- N” total de simulaciones

14.- Pacients

Braquiterapia

13.- N* total medio de simulaciones al dia

15 .- Pacient== T TR T T

4.- N°de paclenbe5 que presenr.a cleisis ¥ l.ra; al fras braquiterapica gII'IEGD|GgIGE

i4.- N* medio de mascaras realizadas

5.- N° de pacientes que presentan toxicidad urinaria tras braquiterapia prostatica

Br:

15.- N* total de pacientes

16.- N* de casos de BQ de prostata (LDR)

'E-.-TE'rl:-:l e I del Servici
17.- Tiempe
18.- Tiempc

17.- N° de casos de tandem (HDR)

[1 - MensualiAcumulado




¢ Qué barreras nos encontramos?

* TIEMPO
e PROFESIONALES CON CIERTA DEDICACION

 Ver en el estudio de la calidad algo
Importante



¢Qué ocurriria si los profesionales sanitarios al
empezar su trabajo, dedicaran unos
momentos a pensar en la dilatada vivencia de
sufrimiento que suponen los tiempos de
espera para los enfermos y sus familiares, y
fueran conscientes de que la percepcion del
paso del tiempo es radicalemte diferente para
ellos y para los pacientes?

RBayes 2009



| £+ AATFAOFOAsY R

6.- Existen centros que saben porgue no tienen problemas.

5.- Existen centros que saben resolver problemas antes de que se
presenten.

4.- Existen centros que saben organizar la correccion sistematica de
los problemas.

3.- Existen centros que corrigen los problemas cuando se presentan.

2.- Existen centros que saben por qué hay problemas pero no saben
resolverlos.

1.- Existen centros que saben que hay problemas pero no saben por
qué

0.- Existen centros que no saben que en realidad hay problemas.

RosaSunol2014
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