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Tabla 1. Estimacién del numero de nuevos casos de cancer en Espana para el afo 2023 (excluidos los tumores cutaneos no melanoma).

Hombres Mujeres Ambos sexos
<45 anos 6.070 10.315 16.385
45 a 64 anos 51418 47.054 98.472
>65 anos 101.057 63.346 164.403
158.544 120.715 279.260

Todas las edades

Fuente: Red Espafiola de Registros de Cancer (REDECAN).
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<45 anos
45 3 64 anos

odas las edades

Fuente: Red Espafiola de Registros de Cancer (REDECAN).

Hombres Mujeres Ambos sexos
6.070 10.315
51418 47.054
101.057 63.346
158.544 120.715

Aproximadamente el 60% de los nuevos casos
de cancer en Espafia afectaran a personas
mayores de 65 anos.
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0-74 afos +75 afos
SNe(%) SNe(%)

TIPO DE CANCER 2002-2007 2008-2013 2002-2007 2008-2013 Cambio
absoluto?
Cavidad oral y faringe 416 46,6 359 338 22,1 . . .
Esfago 128 162 a 0 25 La supervivencia ha ido aumentado
Estomago 305 31,5 17,2 173 0,1 R .
Cobon 630 589 an 97 (@) progresivamente en los pacientes
Recto 61,8 67,3 437 45,9 x , ., .
Higaco 188 216 63 2 0s mas jovenes, en casi todos los
Vesicula y vias biliares 21,5 25,2 10,6 103 03
Pincrs 78 107 20 23 03 tumores, hasta alcanzar un 65% a
Laringe 64,5 65,2 515 49,1 -24
Pulmén 14,2 170 59 59 00 IOS cinco a ﬁOS.
Melanoma 86,3 87,8 n3 736 22
Mama (femenina) 875 90,6 725 728 03
Cuello uterino 69,6 70,2 328 36,5 37
Cuerpo uterino 813 823 584 538 46
Ovario y anexos 46,1 49,8 16,3 19,1 28
Prostata 925 95,6 76,3 4.7 -16
Testiculo 91,3 93,0 299 57,0 271
Rifion 67,3, 72,7 42,5 46,0 35
Vejiga urinaria 786 80,9 56,7 573 07
Encéfalo 228 254 35 24 -1,1
Tiroides 921 95,4 503 67,0
Linfoma de Hodgkin 858 86,2 40,3 36,0 4,
Linfora no-Hodgkin 68,0 738 392 35 (43)
Mieloma 49,1 56,3 222 269 m
Leucemia linfoide aguda 393 43,5 26 148 @
Leucemia linfoide crénica 85,5 86,4 64,9 60,4 1,
Leucemia mieloide aguda 243 29,8 32 2.1 -1,2
Leucemia mieloide cronica 750 83,7 316 39,0 74

Leucemia SOE y otros 415 539 18,7 20,7 20
Todos los canceres® 60,6 415 0,1

) . _ . Abreviaturas: SOE, sin otra especificacion. (a) Diferencia absoluta = SNe 2° periodo—SNe 1r periodo.
Fuente: Red Espafiola de Registros de Cancer (REDECAN) La negita identifica cambios estadisticamente significativos. (b) Excepto cancer de piel no melanoma
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Estomago 305 31,5 17,2 173 0,1 R .
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Ovario y anexos 46,1 49,8 16,3 19,1 28 H
Préstata 925 95,6 76,3 4,7 -16 En |OS paCIentes mayores de 65
Testiculo 913 93,0 299 570 271 ~ H
oo o i s s . anos, sin embargo, se ha estancado
Vejiga urinaria 786 80,9 56,7 573 07
Enctl 1 en torno al 40%.
Tiroides 92,1 95,4 50,3 67,0
Linfoma de Hodgkin 858 86,2 40,3 36,0 4,
Linfora no-Hodgkin 68,0 738 392 35 (43)
Mieloma 491 56,3 222 269 m
Leucemia linfoide aguda 393 43,5 26 148 @
Leucemia linfoide crénica 85,5 86,4 64,9 60,4 1,
Leucemia mieloide aguda 243 29,8 32 2.1 -1,2
Leucemia mieloide cronica 75,0 83,7 316 39,0 74

Leucemia SOE y otros 415 539 18,7 20,7 20
Todos los canceres® 60,6 415 0,1

) . _ . Abreviaturas: SOE, sin otra especificacion. (a) Diferencia absoluta = SNe 2° periodo—SNe 1r periodo.
Fuente: Red Espafiola de Registros de Cancer (REDECAN) La negita identifica cambios estadisticamente significativos. (b) Excepto cancer de piel no melanoma
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Leucemia linfoide crénica 85,5 86,4 64,9 60,4 1,
Leucemia mieloide aguda 243 29,8 32 2.1 -1,2 '
Leucemia mieloide cronica 750 837 316 39,0 74 =

Leucemia SOE y otros 475 539 | S
Todos los canceres® 60,6 415 0,1
Abreviaturas: SOE, sin otra especificacion. (a) Diferencia absoluta = SNe 2° periodo—SNe 1r periodo.
) = A i rar (Dl CA . . . . . . | .
Fuente: Red Espafiola de Registros de Cancer (REDECAN) La negita identifica cambios estadisticamente significativos. (b) Excepto cancer de piel no melanoma

18,7 20,7 20 ., <

v
Y
A
A



VIl REUNION N
ASISTENCIA COMPARTIDA ) 11y 12 de mayo 2023
Y MEDICINA HOSPITALISTA AC Atocha, Madrid

20 [ Highest quartile (healthy)
[ 50th centile (median)
[ Lowest quartile (frail)

Life expectancy (years)

70-74 7579 80-84  85-89 90-94  95-99
Age group (years)

Figure 1: Relation between life expectancy in older men and age group and

health status
Adapted from Walter and colleagues.*® 2001 American Medical Association. All "

rights reserved.
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Droz JP, Aapro M, Balducci L, Boyle H, Van den Broeck T, Cathcart P, et al. Management of prostate cancer in older patients: updated recommendations of a working group of the International Society of '
Geriatric Oncology. Lancet Oncol.15(9):e404-414.
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20 B Highest quartle (ealthy) Ademas de la edad, un factor crucial

18 = 20th centle (median) en la supervivencia es el estado de

[ Lowest quartile (frail)

fragilidad del paciente.

De esta manera, hay un grupo
importantes de pacientes con
cancer, fragiles, cuyo manejo ha de
basarse en un  tratamiento
adecuado y proporcionado a su
o 75T i‘;‘g:pgg”fj 094 9599 situacion funcional, e integrado con
Figure 1: Relation between life expectancy in older men and age group and el resto de ComOrbi“dadeS que
health status presente ’

Adapted from Walter and colleagues.*® 2001 American Medical Association. All <
rights reserved.

Life expectancy (years)

A

’

<P
v’

é

Droz JP, Aapro M, Balducci L, Boyle H, Van den Broeck T, Cathcart P, et al. Management of prostate cancer in older patients: updated recommendations of a working group of the International Society of '
Geriatric Oncology. Lancet Oncol.15(9):e404-414.
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Cancer Diagnosis and Treatment

Hypothesized trajectories of aging-related consequences of cancer and cancer treatment.

Guida JL, Ahles TA, Belsky D, Campisi J, Cohen HJ, DeGregori J, et al. Measuring Aging and Identifying Aging Phenotypes in Cancer Survivors. J Natl Cancer Inst. 111(12):1245-54.
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El antecedente de cancer induce un exceso de dafio que acelera tanto el deterioro de la capacidad funcional
como de la supervivencia. Esto se traduce en un aumento de la fragilidad.
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Extremely frail

Los pacientes con cancer tienen mas

\ tendencia a convertirse en fragiles,

Adequate X siendo muchas veces el propio
organ reserve Fit . O

tratamiento oncolégico el que

acelera este curso hacia la fragilidad.

4

Organ
==> Healthy
reserve
=> Aging ‘ﬂ
2 = Aging+ Cancer

Lack of organ reserve wp Aging+Cancer+ treatment

Figure 1. ., ~

Impact of aging. cancer. and cancer treatment on patients” fitness and frailty.
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Shahrokni A, Wu AlJ, Carter J, Lichtman SM. Long-term Toxicity of Cancer Treatment in Older Patients. Clin Geriatr Med. febrero de 2016,;32(1):63-80
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Los tratamientos del cancer,
especialmente quimioterapias
citotdxicas, pueden interferir
sobre los procesos celulares
responsables del
envejecimiento fisiolégico.

Ness KK, Wogksch MD. Frailty and aging in cancer survivors. Transl Res J Lab Clin Med. 221:65-82
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Antraciclinas, inhibidores HER-2

Inhibidores de la tirosin quinasa Anti-VEGF

Toxicidad inmunomediada

<

Herrmann J, Lerman A, Sandhu NP, Villarraga HR, Mulvagh SL, Kohli M. Evaluation and management of patients with heart disease and cancer: cardio oncology. Mayo Clin Proc. 89(9):1287-306. 4

A
A

Shahrokni A, Wu AJ, Carter J, Lichtman SM. Long-term Toxicity of Cancer Treatment in Older Patients. Clin Geriatr Med. febrero de 2016;32(1):63-80.
Steegmann JL, Cervantes F, le Coutre P, Porkka K, Saglio G. Off-target effects of BCR-ABL1 inhibitors and their potential long-term implications in patients with chronic myeloid leukemia. Leuk Lymphoma. 53{12):2351-& >

Giles FJ, Mauro MJ, Hong F, Ortmann CE, McNeill C, Woodman RC, et al. Rates of peripheral arterial occlusive disease in patients with chronic myeloid leukemia in the chronic phase treated with imatinib, nilotinib, or non-tyrosine d
kinase therapy: a retrospective cohort analysis. Leukemia. 27(6):1310-5.
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Steegmann JL, Cervantes F, le Coutre P, Porkka K, Saglio G. Off-target effects of BCR-ABL1 inhibitors and their potential long-term implications in patients with chronic myeloid leukemia. Leuk Lymphoma. 53{12):2351-b >

Giles FJ, Mauro MJ, Hong F, Ortmann CE, McNeill C, Woodman RC, et al. Rates of peripheral arterial occlusive disease in patients with chronic myeloid leukemia in the chronic phase treated with imatinib, nilotinib, or non-tyrosine d
kinase therapy: a retrospective cohort analysis. Leukemia. 27(6):1310-5.



VIl REUNION N\
ASISTENCIA COMPARTIDA 11y 12 de mayo 2023
Y MEDICINA HOSPITALISTA AC Atocha, Madrid

Prevalence of Chronic Conditions Among Survivors of Cancer and People Without a History of Cancer: Medical Expenditure Panel Survey, 2008 to 2013

Unadjusted Adjusted
People Without People Without
Survivors of Cancer a History of Survivors of Caneer a History of
(n = 10,293) Cancer (n= 135,151} in = 10,293) Cancer (n = 135,151}
Condition Y 95% CI % 95% C1 P %o 95% C1 %o 95% C1 P
Madel 1: conditions
High blood pressure 571 55310589 30,7 300twe3l3 <001 § 357 |3431w0372 327 ) 322w331 =00l
High cholesterol 548 S3.010565 287 28210292 <.000 | 350 |33.7t0363 | 305 | 30010309 <001 Los su pe rvivientes de Céncer,
Acrthritis 5.2 22510236 230 225t0236 <.001 | 294 28210306 | 249 | 24510253 < .00l en compa racio’n con |a
Heart disease” 320 30510335 127 123t013.0 <001 | 174 165w 183 | 139 | 1350142 <001 ., .
Diabetes 175 16310 18.8 8.5 83w88 <.001 106 | 98w 11.3 a.1 881093 < ,001 p(,)blac'on >IN antecedente de
Asthma 14 1050123 91 881094 <001 | 119 J109w0128 | 91| 881094 <00l cancer, presentan mayor
Stroke 0.2 930112 3.1 30t03.3  <.001 46 | 421051 3.5 34t037 <001 frecuencia de comorbilidades.
Emphysema 69  61t07.7 1.9  17t20  <.001 33 | 291037 2.1 191022  <.001
Model 2: No. of conditions
0 145 134t 158 451 44410457 <000 | 3401 [32310360 | 429 | 424w43.4 <001
1 183 17010196 226 22210230 <.0001 | 210 [19.7w223 | 223 | 21910227 068
2 21,1 19810224 145 142t 149 <001 | 149 1400159 | 151 | 14710155 759 ‘§
3 19.5 18210208 94  911w9%6 <001 | 110 J102w117 | 100 | 981w 104 044 4
=4 266 25210279 85  8.1t88 <.001 | 127 11910134 95 | 92198  <.00l 4

* t

- - . - . . . P - . '
Predicted margins from a logistic regression model controlling for survey year, age, sex, race/ethnicity, marital status, and education. ~

# o _ _ o ) _ 4 g
Heart disease includes coronary heart disease, angina, myocardial infarction, and other unspecified heart disease. Nl

Guy GP, Yabroff KR, Ekwueme DU, Rim SH, Li R, Richardson LC. Economic Burden of Chronic Conditions Among Survivors of Cancer in the United States. J Clin Oncol Off J Am Soc Clin Oncol. 35(18):2053-61.
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24.3%
12.5% 38.6%
18.4% L
g
£ 16.1% El ndmero y prevalencia de
o 20.1% . .
ks comorbilidades en pacientes
10:9% con cancer aumentan con la

edad.

T T
55-64 65-74 75+
Age

Mo M M2 [Os [la [lss
Number of Comorbidities
FIGURE 2-15 Number and percentage of chronic conditions among cancer pa-

tients, by age group.
SOURCE: Adaprted from Yancik (1997).

Hewitt M, Greenfield S, Stovall E, Institute of Medicine, National Research Council. From Cancer Patient to Cancer Survivor: Lost in Transition. 1°. National Academies Press; 2006.
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HR (95% ClI)

5 or more comorbidities |
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0-1 comorbidities

by No. of comorbidities

Overall mortality

age 75+

—a—

Fig. 1 All cause mortality, multivariable Cox regression analyses
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by type of comorbidity
age<75

Other diseases ‘ —a—
Musculoskeletal diseases | I—H
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Overall mortality

Overall mortality by type of comorbidity 100% -
by No. of comorbidities age<75
age<75
Other diseases —a— 90% -
5 or more comorbidities - Musculoskeletal diseases | I—H o
Digestive diseases —— 80% -
Respiratory diseases —a—
2-4 comorbidities 4 —a— Cardiovascular diseases —a— 70% - = Death without
Neurologic diseases - — .
. metastases (competing
01 o Psychiatric diseases | —a— 60% - .
-1 comorbidities - n mortallty)
Endocrine diseases ]
N N Py N o N a N 50% - Alive without metastases
o HR (95% CI .
HR (95% Cl) (95% Cl) o 67% m Distant metastases
40% -
Overall mortality Overall mortality
by No. of comorbidities by type of comorbidity 30% -
age 75+ age 75+ 27%
(=]
" oy
! Other diseases - 20 ’/0
5 or more comorbidities - - —— Musculoskeletal diseases | - o
Digestive diseases - . 10% -
2-4 comorbidities El—I—| Besplratory dfseases i F‘__' 0-::/ p
H Cardiovascular diseases | HH o
i Neurologic diseases - @
0-1 comorbidities ﬁ Psychiatric diseases —a—
: Endocrine diseases HH . . ) )
° N N N N N o N Fig. 2 Distant recurrences and competing mortality

HR (95% Cl)

Fig. 1 All cause mortality, multivariable Cox regression analyses

Kiderlen M, de Glas NA, Bastiaannet E, van de Water W, de Craen AJM, Guicherit OR, et al. Impact of comorbidity on outcome of older breast cancer patients: a FOCUS cohort study. Breast Cancer Res Treat

de 2014,;145(1):185-92

HR (95% Cl)

Las pacientes mayores morian de causas alternativas al cancer de

mama que padecian.

. mayo
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El aumento de Ila supervivencia unido al
envejecimiento de la poblacion hara que el
numero de supervivientes de edad avanzada se
dupligue a lo largo de la primera mitad del siglo
XXI.

FIGURE 5. Projected number of cancer cases for 2000 through 2050 based on projected census population estimates and age-specific cancer incidence rates,
Surveillance, Epidemiology and End Results (SEER) Program and the National Program of Cancer Registries (NPCR) areas reported by the North American Association

of Central Cancer Registries (NAACCR), 1995-1999. Projections based on current (1995-1999) age-specific incidence rates applied to projected census populations

for 2000 to 2050. Population data from census populations 2000 - 2050. Cancer data from SEER and NPCR areas reported by NAACCR as meeting high data quality " 4
standards. The areas cover approximately 55% of the U.S. population: California (Los Angeles and Greater Bay area), Colorado, Connecticut, Delaware, Georgia

(Atlanta area), Hawaii, Idaho, lllinois, lowa, Kentucky, Louisiana, Michigan (Detroit area), Minnesota, Nebraska, New Jersey, New Mexico, New York, North Carolina, ‘

Pennsylvania, Rhode Island, Utah, Washington (Seattle area), West Virginia, Wisconsin, Wyoming.

Edwards BK, Howe HL, Ries LAG, Thun MJ, Rosenberg HM, Yancik R, et al. Annual report to the nation on the status of cancer, 1973-1999, featuring implications of age and aging on U.S. cancer burden. Cancer.

94(10):2766-92.
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Survivorship Palliative care and hospice care
programs programs
Supportive care issues |

|

Cancerrelated symptoms

|
|

Treatment side effects

Co-morbidities

Psychological distress

Information needs

|
|
Caregiver support R ——
|
End of life issues <
Survivorship Curable cancer Incurable cancer <§
* 3 e G e e e o o o o N
Curative cancer Palliative cancer therapies 4 }
therapies
‘Cured’ Diagnosis Death ~ g
4

Hui D. Definition of supportive care: does the semantic matter? Curr Opin Oncol. julio de 2014;26(4):372-9.
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BOX 2-2
The Cancer Conirol Continuum

Pravention Early Detection Diagnosis Treatment Survivorship End-of-Life Care
-Tabacco control -Cancer screening -Oncology -Chemotherapy -Long-term follow- -Palliation
-Diet -Awareness of consultations -Surgary up/surveillance -Spiritual issues
-Physical activity cancer signs and -Tumer staging -Radiation therapy -Late-effects -Hospice
-Sun exposure symptoms -Patient counseling -Adjuvant therapy management
-Vlirus exposure and decision -Symptom -Rehabilitation
-Alcohol use making management -Coping
-Chemoprevention -Psychosocial care -Health promotion

The cancer control continuum has been used at least since the mid-1970s to
describe the various points from cancer prevention, early detection, diagnosis,
treatment, survivorship, and end of life. The continuum has changed somewhat
over time. Because survivors are now a large and growing population, survivorship
has been added to the continuum. Rehabilitation was once a specific phase; now
it is generally considered part of treatment and survivorship care.

Like many other useful concepts, the continuum is oversimplified. As modern
biology has changed our understanding of cancer, it is now recognized that the
categories are useful labels, but the processes are not so discrete. For example,
colonoscopy is now recognized as both a screening test for colon cancer and a
prevention strategy if polyps are found. Moreover, many topics are cross-cutting.
For example, communication, decision making, quality of care, and health dispar-
ities are of concern at each point along the continuum.

A
VA
A

SOURCE: Adapted from National Cancer Institute figure on the “Cancer Control
Continuum” (NCI, 2005a). ‘

5"
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Ness KK, Wogksch MD. Frailty and aging in cancer survivors. Transl Res J Lab Clin Med. julio de 2020;221:65-82.
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TABLE 2 Quality outcomes.
T —

Smilow Hospitalist Service Traditional service p Value
Patient volume (N) 400 313 .0003
Length of stay, days (95% Cl)
Unadjusted mean 3.53 (3.22, 3.87) 4.16 (3.76, 4.61) .01
Adjusted mean® 471 (4.15, 5.34) 5.47 (4.79, 6.24)
Early discharge, % (95% CI)
Observed counts 27/399° 7/313

Crude rate
Adjusted rate®

Discharge time, time (95% Cl)
Unadjusted mean

Adjusted mean®

30-day readmissions, % (95% Cl)

Observed counts
Crude rate

Adjusted rate®

6.77% (4.64%, 9.87%)

6.22% (3.48%, 11.11%)

3:27 p.m. (3:11 p.m., 3:43 p.m.)
3:45 p.m. (3:21 p.m., 4:10 p.m.)

100/400
25.00% (20.52%, 30.45%)

14.90% (8.56%, 25.94%)

2.23% (1.07%, 4.69%)

2.06% (0.87%, 4.88%)

3:56 p.m. (3:39 p.m., 4:14 p.m.)
4:16 p.m. (3:50 p.m., 4:42 p.m.)

75/313
23.96% (19.08%, 30.09%)

13.41% (7.60%, 23.65%)

.009

Pa as@
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Patient volume (N)

Length of stay, days (95% Cl)

| enjoyed my time attending-TS — L = 5 =0.0002
| enjoyed my time attending-HS — —— )

Time on service was stressful-TS = ——
p=0.0011

Unadjusted mean

Adjusted mean®
Time on service was stressful-HS =—{——0—1

Adequate time to teach-TS = —_—i—
Adequate time to teach-HS = e
Provide high-quality care-TS = i
Provide high-quality care-HS = i Crude rate
Knowledge & skills matched-TS = —_—— p=0.54
Knowledge & skills matched-HS = —_——
Balance respons_ib_il_it_ies-TS e ——
Balance responsibilities-HS = [ G e
Daily time spent-TS = ]
Daily time spent-HS =f=0=—{

Early discharge, % (95% CI)

Observed counts

Adjusted rate®
Discharge time, time (95% Cl)
Unadjusted mean

p=0.06 Adjusted mean®

! I ! I
1 2 3 4 5

30-day readmissions, % (95% Cl)

Observed counts

Rating scale

Crude rate

Adjusted rate®

TABLE 2 Quality outcomes.

Smilow Hospitalist Service

400

3.53 (3.22, 3.87)

4.71 (4.15, 5.34)

27/399°
6.77% (4.64%, 9.87%)

6.22% (3.48%, 11.11%)

3:27 p.m. (3:11 p.m., 3:43 p.m.)
3:45 p.m. (3:21 p.m., 4:10 p.m.)

100/400
25.00% (20.52%, 30.45%)

14.90% (8.56%, 25.94%)
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Traditional service

313

4.16 (3.76, 4.61)

547 (4.79, 6.24)

7/313
2.23% (1.07%, 4.69%)

2.06% (0.87%, 4.88%)

3:56 p.m. (3:39 p.m., 4:14 p.m.)
4:16 p.m. (3:50 p.m., 4:42 p.m.)

75/313
23.96% (19.08%, 30.09%)

13.41% (7.60%, 23.65%)

p Value
.0003

.009
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La implantacion de una asistencia compartida en una planta de Oncologia
mejord la estancia media y el alta precoz sin aumentar el numero de

reingresos.

Mejord la percepcion del trabajo de los Oncodlogos, disminuyendo su
percepcion de estrés y percibiendo mayor capacidad para gestionar sus

funciones en planta.
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XXXV

XV Congreso de la Sociedad de Medicina Interna
de Madrid-Castilla La Mancha (SOMIMACA)

Tabla de afio por Paliativos Tabla de afio por Muerte
Ao Paliativos Afo Muerte
Frecuencia Frecuencia
Porcentaje Porcentaje
No Si Total No Si| Total
2014| 522| 19 541 2014| 462 79| 541
45.91| 1.67| 47.58 40.63| 6.95| 47.58
2015| 555| 41 596 2015| 506 90| 596
48.81| 3.61| 52.42 44,50 7.92| 52.42
Total 1077 60| 1137 Total 968| 169| 1137
94.72| 5.28| 100.00 85.14| 14.86/100.00
Tabla pvalue
Tabla aio * Paliativos 0.0112
24 Noviembre 2017 Tabla ano * Muerte 0.8136 & [ Hospital Universitario

sauvas 12 de Octubre

Cortesia de Dra. Diaz Pedroche, Hospital 12 de Octubre de Madrid

XXXVIII Congreso Nacional de Medicina Interna, noviembre 2017.
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La atencion integral del paciente oncoldgico es un nicho natural de la labor del internista.

Su intervencion, de forma coordinada con el Oncdlogo, permite asegurar una asistencia continuada,
integral, longitudinal y transversal del proceso oncoldgico.

Trabajando en equipo, mejoramos la eficiencia, pero sobre todo, la calidad asistencial que damos a los
enfermos.
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Waae

41 internistas
22 hospitales de Espafia + 1 de Portugal
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GRUPO ASISTENCIA COMPARTIDA EN ONCOLOGIA (“ONCOINTERNISTAS")

*’
4

41 internistas
22 hospitales de Espafia + 1 de Portugal

PROYECTOS EN CURSO:

-Encuesta de actividad.

-Registro descriptivo de actividad en planta de

hospitalizacion. 4‘ <

-Estudios multicéntricos (TVP al diagndstico). '

-Redes de trabajo. Consulta casos clinicos. : . ?
’ |

-Formacion. "
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Muchas gracias
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