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La gerogeriatria: un’ invenzione o un

problema reale?
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EDITORIALS

Future Direction of Geriatrics: “Gerogeriatrics”

e Thus, it is this author’s opinion and
recommendation that formally trained
geriatricians focus on care of the very old (old-
old, i.e., >80). | now call this “gerogeriatrics” —a
subspecialty of geriatrics. This would be
analogous to the subspecialty of neonatology
within the specialty of pediatrics.
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Ma cosa significa gerogeriatric e

perché parlarne?



EDITORIALS

Future Direction of Geriatrics: “Gerogeriatrics”

THE BEGINNINGS OF GERIATRICS
In 1909, Ignatz Leo Nascher, MD, coined the term “geri-

atrics” to underscore the necessity of considering the
aging process (which he called “senility” at that time) and
the diagnosis and treatment of diseases of old age as a sep-
arate or special branch of medicine.” Five years later, in
1914, Dr. Nascher published the first textbook on disor-
ders of older adults and their treatment in the United
States, called Geriatrics. The Diseases of Old Age and
Their Treatment.”
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Projected Population of the United States,

by Age and Sex: 2000 to 2050
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Source: U.S. Census Bureau, 2004, "U.S. Interim Projections by Age, Sex, Race, and
Hispanic Origin," <http://www.census.gov/ipc/www/usinterimproj/>



Projected Population Change (in thousands) in the

United States, by Age and Sex: 2000 to 2050
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Popolazione per classi di eta, Italia 1991-2051,

Scenario centrale, dati al 1° gennaio
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Indice strutturale di dipendenza, Italia 1991-2051,

Scenario centrale, dati al 1° gennaio
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e La popolazione dei “baby boomer” che
raggiungera i 65 anni di eta rappresentera
approssimativamente il 20-21% della
popolazione totale degli USA.

e Nel 2040 vi saranno 80 milioni di
ultrasessantacinquenni, 15 milioni (circa il
19%) dei quali avra piu di 85 anni. Questi
“old-old” o “very old” rappresenteranno il
segmento con i maggiori bisogni in termini
di salute e supporto psicosociale



Where do we go now to meet

the geriatric demographic
challenge?




Enhancing Geriatric Competence

In general, the health care workforce receives very little
geriatric training and is not prepared to deliver the best
possible care to older patients. Since virtually all health
professionals care for older adults to some degree,
geriatric competence needs to be improved through
significant enhancements in education curricula and
training programs. The committee recommends that
health care professionals should be required to
demonstrate their competence in the care of older adults
as a criterion of licensure and certification.

REPORT BREF + APRL 2008 @\ INSTITUTE OF MEDICINE

OF THE NATIONAL ACADEMIES



Increasing recruitement and retention

Geriatric specialists are needed in all professions not only for
their clinical expertise, but also because they will be
responsible to train the entire workforce in geriatric
principles. However only a small percentage of professional
health care providers specialize in geriatrics, in part due to the
high cost associated with the extra years of training as well as
the relatively low pay. These incentives should include an
increase in payments for their clinical services, the
development of awards to increase the number of faculty in
geriatrics, and the establishment of programs that would
provide loan forgiveness, scholarships, and direct financial
incentives for professionals who become geriatric specialists

REPORT BREF + APRL 2008 @] INSTITUTE OF MEDICINE

OF THE NATIONAL ACADEMIES



RETOOLING FOR AN

AGING AMERICA:
BuiLDING THE HEALTH CARE
WORKFORCE REPCRT BRIEF = APRIL 2008

e The National Institute on Aging has characterized
the aging of our society as a “silver tsunami”
approaching for which we are unprepared.

e Unless action is taken immediately, the health
care workforce will lack the capacity (in both size
and ability) to meet the needs of older patients in

the future.

www.nap.edu



Ma cio cosa comporta?




SPECIAL SERIES: THE ASSOCIATION OF DIRECTORS OF

GERIATRIC ACADEMIC PROGRAMS 5YMPOSIUM

e The VA experience indicates that each geriatrician can
manage a patient panel of, on average, 700 of the VA’s
most-complex older patients (compared with an
average panel of 1,200 older adults managed by
primary care providers). Based on these numbers,
12,500 geriatricians are needed now to care for one-
quarter of people aged 65 and older (35 million people
aged >65, at present); by 2030, when the number of
people aged 65 and older will increase to 72 million
people, 26,000 geriatricians will be needed. Given that
there are currently 6,000 geriatricians, this would
conservatively, require training 869 geriatricians per
year over the next 23 years to meet the targeted need
for 26,000 geriatricians by 2030. Fried L JAGS 2008



...ein Italia?

e Lastima e che entro il 2015 diciassettemila medici
lasceranno ospedali e strutture territoriali per aver
raggiunto |'eta della pensione. In parte non
verranno rimpiazzati per la crisi economica e i tagli
del personale. In parte mancheranno i rincalzi.

e Dal 2012 al 2014 e prevista una carenza di 18 mila
medici che diventeranno 22 mila dal 2014 al 2018.

e In Italia vi sono 33 scuole di specializzazione in
Gerontologia e Geriatria



Ridefinire il ruolo e le

responsabilita della medicina
geriatrica




Geriatric specialized clinical skills

and knowledge

e Physiology of aging
e Preventive gerontology

e Ability to provide patient-centered care to older adults with
complex health issues such as multimorbidity, frailty, and
disability

e Ability to care for older adults across multiple settings from
outpatient to the hospital to the nursing home to the home

e Desire and skill to work in interdisciplinary care teams

e Commitment to advocate for the best care for older adults

e Ability and desire to provide clinical care to the full
heterogeneous range of older adults - from the robust to the
frail to the dependent

e Geriatric syndromes
e End-of-life care

AGS, Caring for Older Americans: The Future of Geriatric Medicine, 2005.



Which Patients Benefit the Most from a Geriatrician’s Care?
Consensus Among Directors of Geriatrics Academic Programs

Grege A. Warshaw, MID* Efr:z:rﬁ'f.'.!b I. Brage, PEID, BN, Linda P. Fried, MD, MPH," arnd

Williame [ Hall, MD, MACP~

Table 2. |Primary Card by a Geriatrician: Response by 108 Directors of Geriatrics Academic Programs

No Difference from

Benefit to a Small Care Provided by a

Greatly Benefit to Extent (e.g., Future Family Physician or
Benefit Some Extent Risk Assessment) General Internist
Clinical Condition or Characteristic n (%)
Age
75-85 37 (34) 58 (54) 13 (12) —
=85 88 (B2) 16 (16) 4 (4) —
Functional state
Mild functional impairment (e.g., inability to shop, drive, or use public 54 (50) 42 (39) 12 (11) —
transportation)
Moderate functional impairment (e.g., inability to dress or bathe 86 (80) 19 (18) 3(2) —
independently)
Severe functional impairment (e.g., needs assistance with feeding or 89 (B2) 16 (15) 21(2) 1(1)
toileting)
Medical complexity
Complex biomedical problems (e.g., multimorbidity, advanced illness, 88 (82) 16 (15) 4 (4) —
multiple medications, immobility)
Psychomedical complexity (e.g., depression, dementia) 94 (87) 10 (9) 4 (4) —
Socioeconomic, family, or ethical problems 74 (69) 30 (28) 4 (4) —
End-of-life or palliative care 81(79) 24 (22) 3(3) —
Geriatric conditions
Frailty or vulnerability a0 (83) 17 (16) 1(1) —
Geriatric syndromes 88 (82) 19 (18) 1(1) —
Unexplained health decline 791(73) 25 (24) 4 (4) —
Healthy older adults aged =65, need preventive care 16 (15) 37 (34) 38 (35) 17 (16)

J Am Geriatr Soc 2007



Which Patients Benefit the Most from a Geriatrician’s Care?
Consensus Among Directors of Geriatrics Academic Programs

Grege A. Warshaw, MID* Efr:z:rﬁ'f.'.!b I. Brage, PEID, BN, Linda P. Fried, MD, MPH," arnd

Williame [ Hall, MD, MACP~

Table 3.| Consultative Care by a Geriatrician

No Difference from

Benefit to Benefit to a Small Care Provided by a
Greatly Some Extent (e.g., Future Family Physician or
Benefit Extent Risk Assessment) General Internist
Clinical Condition or Characteristic n (%)

Age

75-85 36 (33) 56 (52) 15 (14) 1(1)

=B85 73 (68) 30 (28) 4 (4 1(1)
Functional state

Mild functional impairment (e.g., inability to shop, drive, or use 47 (44) 51 (47) 9 (8) 1(1)

public transportation)

Moderate functional impairment (e.qg., inability to dress or bathe 74 (68) 30 (28) 3 (3) 1(1)

independently)

Severe functional impairment (e.qg., needs assistance with feeding 80 (74) 25 (23) 2(2) 1(1)

or toileting)
Medical complexity

Complex biomedical problems (e.g., multimorbidity, advanced 86 (80) 19 (18) 2(2) 1(1)

illness, multiple medications, immobility)

Psychomedical complexity (e.g., depression, dementia) 87 (81) 17 (16) 3 (3) 1(1)

Socioeconomic, family, or ethical problems 220 29 (27) B (6) 1(1)

End-of-life or palliative care 78 (72) 26 (24) 3 (3) 1(1)
Geriatric conditions

Frailty, vulnerability 83 (77) 23 (21) 1(1) 1(1)

Geriafric syndromes 84 (78) 23 (21) 1(1) —

Unexplained health decline 76 (70) 28 (26) 3(3) 1(1)
Healthy older adults aged =65, need preventive care 24 (22) 28 (26) 31 (29) 25 (23)

J Am Geriatr Soc 2007



Which Patients Benefit the Most from a Geriatrician’s Care?
Consensus Among Directors of Geriatrics Academic Programs

Grege A. Warshawe, MD,* Elizabeth |. Bragg, PED, BN, Linda P. Fried, MD, MPH,” and

William |. Hall, MD, MACP?

Table 4. |Haospital Care by a Geriatrician

o Difterence from

Benafit to a Small Care Provided by a

Greally  Benefit 1o Extent (e.g., Future  Family Physician
Benafit  Some Extent  Risk Assessmant]  or General Inbermist
Clinkzal Condition or Characteristic n (%)
Creonclogic a8
73-85 43 (408 o4 {504 9 (8} 23
=85 ol [T 18117} a[a} 11
Functional g1z
Modera®s functional impaiment (2.g., inabikty oo dress or batha ol [55 38 1354 33 33
indiepandently)
Sewers funcdonal Impairment [e.Q., needs assistance with feeding o 743 24 (22 3[4 2 {2l
tnileting)
Medical complexisy
Complex biomedcal problems [e.0., multimortidity, advanced iliness, 85 (5 18118 303 U
muliple medicatons, mmaolility
Peychomedical complesdty (g.q., depreasion, dementia) a7 (B1h 17 {164 303 11
‘Socioeconomic, tamiy or ethical problemes e 1oy 30 128} 3 (9} 1 {1
tnd-al-lite, paliative care al () 24 122} 33 101
tathospital placemant bt W 15 {14} 33 1{n
Gerlatnic conditions
Fraiiy, winembiity 83 (= 20 {18 2 [Z} U]
Ceriatric syndromes B 24 22} 22 1)
Unesplained faalth deding 73 [BE 30128} 4 [4] 1{n

J Am Geriatr Soc 2007



Which Patients Benefit the Most from a Geriatrician’s Care?
Consensus Among Directors of Geriatrics Academic Programs

Grege A. Warshawe, MD,* Elizabeth |. Bragg, PED, BN, Linda P. Fried, MD, MPH,” and
William |. Hall, MD, MACP?

CONCLUSIONS

Academic geriatrics propram leaders highly value most as-
pects of periatrician care, although the results of chis survey
sugpest thar, because of the predicted shortage of periacri-
cians, geriatricians may provide most beneht when caring
for the most-vulnerable older adults. These Aindings offer
the begpinmuing of 2 conscnsus statement as to the role of
geriatricians in the contnuum of American medical care. It
is possible and desirable to bring focus o the optimal clin-
ical role of geriatricians. Healthcare professionals and pa-
tients need o know when o seek our such care and where
geriatricians should be positioned in a coordinared contin-
uum of care for an aging populartion.

J Am Geriatr Soc 2007



Ma chi e il paziente “most

vulnerable”?




ARTICLE | Annals of Internal Medicine

Geriatric Conditions and Disability: The Health and Retirement Study

Cheisting T. Cigelle, MD, MPH; Kenneth 8, Langa, MD, PAD: Mohammied U, Kebedo, 845 Zhiyi Tian, Ma, M5 and
Caraline €. Blaum, MD, M5

Varinbis Froportion of Respandent
-0y Fo-Fa g a1y
L = TFEE) qir = J48F) fm = 3363} in= 18347
Ceenairic conddony
=1 Pl L e &1 4 (i D—E &) 57 0l 1-55 85 2.2 (98, 1-65,10 FA0 i -FE
2 19,2 M E-11H) 130(11.5-14 7 TR (17 =204 2306025 =300 A0 (A4, 647,35 e L e
=¥ 2.6 G 0-F 4 IR 0-51 6.2 5372 0L E A -12,0% AR5 2-30.7 B0 ¥ (6 -1
= (.5 (0 3-5 &) 1405200 1A -2 AT 006 H (6 5-9 W 115 (103-1F 5]
irssividual periatng corsd bam:
Cognitree impairment A AL P 4301554 6.0 fa5-F 5 .9 {8,571 .5} TET (15, 321,25 6 (R 5
irjurinr ik 5 05 1-F FIG1-05) 0.1 {7 8-104] 1RO P45 196 (16, 6329 19 TEE-25N
Ircortineros e of puds) 9.3 EA4-102) 100 (8 E-11 4] 128{11 4=-14.5) V9.3 (134125 200 (18, 1=23.8% B (3 F-FT A
Loww ERAI 1.3 %19 1501 0-2.7 512 r-45 KRR A (4980 13 5 (8 B-16 2
Dizxiness A0 9 2-11,6) 106 M8 3-12.1] 14,1 {12 4-16,1) AT R o T PN L e 159 (14 2-F2 3]
Widgn impairment 4.6 (1 85 55 G007 0 655539 TES (R0 169 (14, B-19. 30 IR CIEI-FEN
earmg mpaimean A CVF 32000 MEIEE-EE S 26,9 (24 S-20 00 330 (30 53560 AGG6 A3 24001 51 5 (d4dh TS 1)

" BNl = |.|-|:l5'r tnass e,
'I"'ﬁ':"hlnj prTesniage vl E-.' uing the Healt® and Rriiremens Siudy (HES) peypasdens |:|-:|]:l|.|l|.li.ur| wrights g sdp=i o e premredex umpliru_ll:l",n ul the HES.

2007/; 147: 156-164



A prospective study of geriatric syndromes among older

medical patients admitted to acute care hospitals
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Figure 1. Number of syndromes experienced during premor-
bid, admission, and discharge assessmemt periods. Syndromes
mcluded cognitive impairment (Cognitive Performance Scale
score), dependence in any activity of daily living item, bladder
mncontinence, bowel incontinence, and pressure ulcer. One or
more syndromes = total proportion experiencing one to five
syndromes,

Latkhan P et al, ] Am Geriatr Soc 2011: 59:2001-08



CLINICAL INVESTIGATIONS

The Association Between Geriatric Syndromes and Survival

Robert L. Kane, MD,*" Tatyana Shamliyan, MD,*T Kristine Talley, PhD, RN,* and
James Pacala, MD*®
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CLINICAL INVESTIGATIONS

The Association Between Geriatric Syndromes and Survival

Robert L. Kane, MD, *" Tatvana Shamlivan, MD,*T Kristine Talley, PhD, RN,* and

James Pacala, MD?

Table 3. Differences in Remaining Life Expectancy in Older Persons Between the General Population and Individu-

als with Selected Geriatric Syndromes

Geriatric Syndromes

Cognitive
Impalrment
Remaining Life Inflammation {Mini-Mental Low Disability
Expectancy Multiple (High State Frailty Body in Activities
in the General Morbidities C-Reactive Frailty Examination (Accumulation Mass Allostatic of Dally
Age Population {=3 Diseases) Protein) (Phenotype) Score <24) Deficit) Index Load Living
65 18.4 =22 -2.8 =32 2.5 =11 ~54 =103 =39
Pl 14.9 20 2.5 28 22 1.0 4.5 84 34
ia 1.7 =17 =21 -25 =149 =04 =41 =73 =310
80 849 14 1.8 21 1.5 0.7 3.4 6.0 2.5
85 6.5 =11 =14 —16 =13 ~0.6 =2.7 ~47 =240
a0 4.4 0.8 1.1 1.2 1.0 0.4 20 a5 1.5
a5 2.8 ~05 0.6 =07 0.6 =0.2 =1.2 —22 =0.9
10 0.4 01 DA 01 01 01 0.2 0.4 0.2

J Am Geriatr Soc, advanced access 2012



Table 1. Hospital-Acguired Conditions {HACs)

Category Canditian
Serous preventable Qbject et in plece
avemt during surgery

Hocoral-acquired
infection

Air embodsm

Hood incompatibiity
Cathetar-assonated urmary
tract indection

Vascular cathetar-zssociated
niection

Surgcal sike infieckion
Mediastinitis zfter coranary

artery surgeny

Lalect orthopedic procedwres™

Hariatric surgery*

Geriatric syncname

Pressure ulcer, stage 3 or 4

Injurious falls and ather
nospital-acguired injuries

Other

Dz2p vENOUS thrombosk or
puimianany embalism

after certain orthopedic
nroceciunes

Manifestation of poar
glycemic control®

*Added in 2IM3 ralemaking

Wald HI, JAGS 2012



Ma cosa deve fare il

(gero)geriatra per i pazienti
“most vulnerable”?




Prevalence of Unplanned Hospitalizations Caused by Adverse
Drug Reactions in Older Veterans

Zachary A. Marcum, PharmD, MS,” Megan E. Amuan, JMPJTI,?L}(JSGP!,J.T. Hanlon, PharmD, MS, %!
Sherrie L. Aspinall, PharmD, MSe,”1# Steven M. Handler, MD, PhD,™S"" Christine M. Ruby,

+

PharmD, ¥ and Mary Jo V. Pugh, PhD77#733

PARTICIPANTS: Six hundred seventy-eight randomly

selected unplanned hospitalizations of older (aged = 65)

veterans between October 1, 2003, and September 30,
2006.

RESULTS: Seventy ADRs involving 113 drugs were found
in 68 (10%) hospitalizations of older veterans, of which
25 (36.8%) were preventable. Extrapolating to the popula-
tion of more than 2.4 million older veterans receiving care
during the study period, 8,000 hospitalizations may have
been unnecessary. The most common ADRs that occurred
were bradycardia (n = 6; beta-blockers, digoxin), hypogly-
cemia (n = 6; sulfonylureas, insulin), falls (n = 6; antide-
pressants, angiotensin-converting enzyme inhibitors), and
mental status changes (n = 6; anticonvulsants, benzodiaze-
pines). Overall, 44.8% of veterans took nine or more
outpatient medications and 35.4% took five to eight.

J Am Geriatr Soc 60:34-41, 2012



...L’esempio del diabete:

ricordiamoci che gli “oldest old”
non sono i giovani adulti.




C. Standards of medical care for older adults

e QOlder adults who are functional, cognitively intact, and
have significant life expectancy should receive diabetes
care using goals developed for younger adults. (E)

e Glycemic goals for older adults not meeting the above
criteria may be relaxed using individual criteria, but
hyperglycemia leading to symptoms or risk of acute
hyperglycemic complications should be avoided in all
patients. (E)

e Other cardiovascular risk factors should be treated in older
adults with consideration of the time frame of benefit and
the individual patient. (E)

Standards of Medical Care in Diahetes—=2011

Aspnicay Thimeres ASIOTIATION



C. Standards of medical care for older adults

e Treatment of hypertension is indicated in
virtually all older adults, and lipid and aspirin
therapy may benefit those with life expectancy at
least equal to the time frame of primary or
secondary prevention trials. (E)

e Screening for diabetes complications should be
individualized in older adults, but particular
attention should be paid to complications that
would lead to functional impairment. (E)

Standards of Medical Care in Diahetes—=2011

Ampnicay Thimeres As AGTIATION



Table 3. National Estimates of Emergency Hospitalizations for Common Manifestations of Adverse Drug Events
in Older U.5. Adults, 200720007

Proportion of
Annual Natiomal ~ Emergency Department
Estimate of Visits Resulting in
Therapeutic Category and Adverse-Event Manifestation| Hospitalzations Hospitalization
% 95%: G %
Hematalagic agents
intracranial hemorrhage 56 (2 1-891)f Lt
Hemaptysis 1.0 ({1.1-2.8) 716
Gastrgirnestinal hemarrhage 40.3 (29.9-51.7) BT
Genitourinary hemorrhage 4. F (3262 424
Eprtixms &1 14.3-3.0 106
Skin or wound hemorrhage &3 (4.5-5.1) 245
Oither type of hemorrhage 53 (2 v-8.09 TS
Elevated IMNR, abnormal laboratary values, or dneg towdcity not other: T [1E8-30.6) 555
i e byl
Erdocrire agents
Hypoghoemia with loss of corsciousness or seizure 2600 (15.5-34.4) 518
Hypogloemia with aktered mental status or cther neuralogic sequelas 4007 (31.8-45.5) 424
Hypaghroernia with cardicvascular sequelae 3.3 (6.1-10.4) 495
Hypogloemia with weaimess, dyspnea, or respiratory distress 5.7 |3.0-8.5) 475
Hypap lpcernia with ather or urspecified sequelae 14.0 [6.2-21.8) 373
T LT e LR T T
Electralyte or fluid-wolume disturbance, weakness, or lethargy 333 (25.7-40.8) LA
Cordiae grehythrmia ar aboaemalivy in hear rabe or Bsad pressure TS24 473
Alered mental status or neuropsypchiatnic or ather newrclogic effect 313 (5.5-12.4) 455
Crzziness, syncope, or fall or other injury 5.5 [5.4-14.5) 196

Allerpic repstian 181 {7.5-24.7) i4.1




The Risks and Benefits of Implementing Glycemic Control

Guidelines in Frail Older Adults with Diabetes Mellitus

Sei |. Lee, MDD, MAS.* W, Jobn Boscardin, PBDL* Irena Stifacic Cenzer, MAY

Elbert 8. Huang, MD, MPH," Kathy Rice-Trumble, RN,” and Catherine Eng, MD?

Episade Blasfics s Eitrly Labe
Hypoglycsemia
Episodes per 100 101 F a3
pErsan-years
Rft compared with befors [B5% C1)
Uinadjusted 006 (064143 085 (0.58-1.25)
Adjusted — 098 [0E3-1.46) 086 (0.58-1.26)
Hyperglycamia
Episodes per 100 188 BE 455
pErEOn-years
Rft compared with Befors [B5% O
Uradjusted — 080 (070-0.80¢ 0.47 (0.41-0.55
Hypoghycamia requiring ED wisit
Episodes per 100 11 24 053
[pErzan-years
Rft compared with befors [B5% C1)
Uradjusted 280 (1.08-7.17)  0.64 (019212
AjustEd — 303 (1AT-TEZ 065 (0.20-2.14)

Lee S et al, JAGS 2011



Risk of Hypoglycemia in Older Veterans with Dementia and
Cognitive Impairment: Implications for Practice and Policy

Denise G. Feil, MD, MPH,”" Mangala Rajan, MBA,” Orysya Soroka, MS,” Chin-Lin Tseng, DrPH,’*
Donald R. Miller, 8¢D, MS,"" and Leonard M. Pogach, MD, MBA®*
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J Am Genatr Soc 59:2263-2272, 2011.



....ahche se dobbiamo iniziare una

terapia antipertensiva



Treatment of Hypertension in Patients 80 Years
of Age or Older: the HYVET study

E Heart Failure
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Follow-up (yr)

No. at Risk
Placebo group 1912 1430 794 367
Active-treatment group 1933 1559 872 416

Beckett N et al, NEJM 2008



Blood Pressure and Survival in the Oldest Old

Daniel ]. Oates, MD, MSc,*" Dan R. Berlowitz, MD, MPH,* Marif: Glickman, PhD,*
Rebecca A. Silliman, MD, PhD,* '8 and Ann M. Borzecki, MD, MPH*!

RESULTS: Subjects with higher BP (up to a systolic BP

(SBP) of 139 mmHg and a diastolic BP (DBP) of 89 mmHg)

were less likely to die during tollow-up than subjects
sl B with lower BP. After baseline adjustments, the hazard ratio
for a 10-point increase in SBP was 0.82 (95% conhdence
interval (CI) = 0.74-0.91), up to a SBP of 139 mmHg, and
for DBP was 0.85 (95% CI=0.78-0.92), up to a DBP
o4 of 89mmHg. There was no significant association be-
tween survival and BP levels in subjects with uncontrolled
] hypertension.

CONCLUSION: In a cohort of very old, hypertensive

{veterans, in subjects with controlled BPs, subiects with
lower BP levels had a lower 5-vear survival than those with
higher BPs. This suggests that clinicians should use caution
in their approach to BP lowering in this age

G000 =100

J Am Geriatr Soc 2007; 55:383-388.



Lower Systolic Blood Pressure Is Associated with Greater
Mortality in People Aged 85 and Older

Lena Molander, Bsc, Hugo Lovheim, MD, PhD, Tove Norman, MD, Peter Nordstrom, MD, PhD,
and Yngve Gustafson, MD, PhD
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EDITORIAL

Evidence, Guidelines, Performance Incentives, Complexity, and
Old People: A Clinician’s Dilemma

e Do we now have enough evidence to develop and treat all
patients aged 80 and older based on guidelines (e.g., that
the target blood pressure for antihypertensive treatment is
0150 mmHg)?

e Are health plans better if more of their patients, especially
those aged 80 and older, have target systolic blood
pressures less than 150mmHg?

e Sadly, measurement systems and even the best existing
databases do not account for the complex health conditions
of very old persons. Beyond that, not even the best evidence
of the latest RCT can account for that complexity.

Eric B. Larson, MD, MPFH
Group Health Center for Health Studies

FEBERUARY 2009-VOL, 57, NO, 2 JAGS . _
Seattle, Washington



....0 con le statine




Lipid-lowering treatment to the end? A review
of observational studies and RCTs on
cholesterol and mortality in 80+-year olds

LINE KIRkEBY PETERSEN', KAARE CHRISTENSEN ', JakoB KRAGSTRUP?

Key points

* One-third of the 75-84-year-old Swedes are treated with
statins.

* The lowest cholesterol levels are associated with higher all-
cause mortality among 80+-year olds.

* No evidence of an effect of lipid-lowering treatment on
all-cause mortality among 80+-vear olds was found.

* The data were not sufficient to make any recommen-
dation reparding  80+-year olds and lbpid-lowering
treatment.

o

;i : Age and Ageing 2010; 39: 674680

Cholesteral {mmali)



Dobbiamo dunque fare i

“complessivisti”?




Ma allora cosa e la (gero)geriatria:

una sottospecializzazione o una
sopraspecializzazione?




Defining Geriatrics to Forge Coalitions and Gain Leverage
William K. Hazzard, MD

e Today, nearly a century after geriatrics entered
the lexicon of American medical professions,
leading geriatricians still continue to wrestle with
the very definition of our field-are we specialists,
subspecialists, or, uniquely, “supraspecialists’”?

e |n this ongoing effort, we have continued to swim
valiantly against the tide of medical and scientific
progress, which has inexorably added more tiers
of specialization, subspecialization, sub-
subspecialization . . . ad infinitum.

JAGS  56:1812-1815, 2008
) 2008, Copyright the Authors

Journal compilation @& 2008, The American Cenatncs Socety



Defining Geriatrics to Forge Coalitions and Gain Leverage

William R. Hazzard, MD

e This powerful trend continues to be reinforced by the
principles of scientific reductionism, which is especially
pronounced in academic medical centers, where science
is king and subspecialization is a strategy for faculty to
cope with the explosion in knowledge and sophisticated
clinical practice that allows them to remain at the cutting
edge in their field. For medical practitioners (other than
dedicated generalists) this trend has demanded an ever-
deepening body of knowledge and clinical skills focused in
ever-narrower domains of expertise and practice-
sometimes characterized as “knowing more and more
about less and less.”

JAGS  56:1812-1815, 2008
) 2008, Copyright the Authors

Journal compilation @& 2008, The American Cenatncs Socety



IN THE BALANCE

Is Geriatric Medicine Terminally 1Ii?

Annals of Internal Medicine

Adam G, Galden, MD, MEA; Michael &, Silverman, MD, MPH, CAD; and Michasl ). Mintzer, MD

eriatric medicine was established as a discipline w care

for the complex needs of elderly patients {1). After
much pioneering work, the American Board of Inrernal
Medirine and American Board of Family Medicine granted
geriatric medicine a Certificare of Added Qualifications in
1988. Board eligibility required completion of an accred-
ited 2-year fellowship or qualification under the “practice
pathway" based on practice experience.

Even with thiz recognition, geriatric medicine in the
United States has struggled 1o clearly idemiify i dinical
niche and w auwract inwerest among physicians (2). After
closure of the practice pathway in 1994, the number of
physicians seeking cerification decreased 4-fold (3). In an
artempt o increase the number of gerawic fellows, the
duration of fellowship was shorened from 2 years 1o 1 in
1998. In 2006, the American Board of Internal Medicine
elevated geriatric medicine 10 a subspecialry under internal
medicine, allowing physicians o recertify in pgeriarrics
without recertifying in internal medicine. Addirional in-
centives to create fellowship positions included exemprion
from limits 1o the number of graduate medical education
positions funded by Medicare. Yer, despite a conrinual al-
beir small increase in available fellowship positions, $4%
remain unfilled (4). Ceriatrics remains an unpopular career
choice among graduates of ULS. medical schools (4). Fur-
thermore, only abour half of all internal medicine geriaui-
clans recertify in their subspecialty board, compared with
81% among other subspecialties {3).

Tth the “graying” of America, geriaric medicine
should, in theory, be a thriving subspecialry. Instead, 2
questions arise: Why the lack of interest in periaric medi-
cine? Can the subspecialty survive?

GErIATRIC MEDiCinE ReEmains AN LUINPOPULAR
CAREER CHOICE

Despite surveys thar report high job savisfacion, geri-
arric medicine remains an unpopular career choice for phy-
sicians because of perceived low prestige, “furility of care,”
and low remuneration. Indeed, geriatricians’ salaries are
lower than those of either peneral internal medicine or
family medicine physicians (4). Eldesdly patients rake longer
o examine, and geriatricians may spend up 1o 20% of their
ime outside of wvisis completing unreimbursed care-
coordination activities (3). Geriatricians providing nursing
home care abio face low reimbursements and an environ-
ment challenged by excessive regulation and often unreal-
BUC lime expectations.

Whereas geriarric medicine emphasizes the appropriate
and cost-effective use of health care resources, the Medicare
fee-foe-service model creares Anancial incentives for over-
use. Many health care systems view geriatricians as “feed-

eri” ol alder pauents to profiable, procedure-generating,
fee-for-service specialty care (2).

H"l’ My :-':!lﬁ"" i of Intemal Medicin | Volume 13 = Mamber §






Defining Geriatrics to Forge Coalitions and Gain Leverage

William R. Hazzard, MD JAGS S6:1812-1815, 2008

o 20008, Copyright the Authors
Joumal compilation © 2008, The American Genatrcs Society

Consistent with this trend, perhaps ironically, the American Board
of Internal Medicine and the American Board of Family Practice
now classify geriatricians as subspecialists ... Thus medical
disciplines in the early 21st century span a spectrum with
generalists — family physicians, general internists, pediatricians,
and general internists at one extreme -and medical, surgical, and
other specialists and subspecialists at the other.

Geriatricians claim a third, yet-more-ambitious but potentially
““schizophrenic’ position: we proclaim that we are both
consummate generalists (for older adults) and, indeed, also
experts —specialists, if you will - in understanding, managing, and
coordinating the health care of patients with the most complex,
chronic, progressive, and interacting diseases and syndromes —
which ultimately uniformly prove fatal.



Roles of geriatricians in caring for older

adults according to patient health status

Fried L, JAGS 2008
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Ma come riuscira la geriatria ad

occuparsi di tutto e di tutti?




Use of geriatric medicine expertise by
primary care providers
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Frgure 2. Volume compansons with other speclalty providers
for older adults: 20022005,

Callahan CM et al, JAGS 2008



Use of geriatric medicine expertise by
primary care providers
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Possibili “nuove” soluzioni?




ORIGINAL INVESTIGATION

Impact of a Comanaged Geriatric Fracture Center
on Short-term Hip Fracture Outcomes

Table 2. Outcomes in the Geriatric Fracture Center (GFC) and Usual Care

U
™ rc Il comanagement (con la figura

Oulcome (n=193) .

Time to surgery, mean (SD), h 241 (17.0) del ge”atra) permEtte una

Restraint use, % ] . . . P .

S T miglior gestione clinica dei

In-hospital mortality, % 1.6 . . . . .

30-d Readmission rate, % e pazienti ed una riduzione dei

Complications overall, % 30.6
Delirium, % 24.4
Postoperative infection, % 9 2.3
Renal insufficiency, % 6.2 . 0.70 (0.25t0 1.97) 50
Bleeding, %9 0 02 .8 .8
Cardiac, %9 1.0 : 004 0.15 (0.03 to 0.83) 03
Hypoxia, % 6.7 141 .04 0.22 (0.09 to 0.55) 009
Thromboembaolism, % 0.5 5.0 01 0.07 (0.01 to 0.77) 03
Stroke, % 0.5 0 =00 £ t

Friedman SM et al, Arch Intern Med 2009



Barthel Index—Enhanced Feedback for Effective Cardiac
Treatment (BI—EFFECT) Study: Contribution of the Barthel
Index to the Heart Failure Risk Scoring System Model in
Elderly Adults with Acute Heart Failure in the Emergency
Department

F. Javier Mgrﬁn—Sdncbez, MD, PhD,” Victor Gil, MD,” Pere Llorens, MD, PhD," Pablo Herrero,
MD, PhD . Javier Jacob, MD," Cristina Ferndndez, MD, PhD.* and Oscar Miré, MD, PhD" for the
Acute Heart Failure Working Group of the Spanish Society of Emergency Medicine Investigation
Group

From the "Emergency Department, Hospital Clinico San Carlos, Instituto
delnvestigacion Sanitaria del Hospital Clinico San Carlos (1dISSC),
Madrid,*Department of Preventive Medicine, Hospital Clinico San Carlos,
Madrid, "Emergency Area, Hospital Clinic, Grupo de Investigacion
Urgencias: processes and pathologies, Institur d'Investigacions
Biomédiques August Pi i1 Sunyer, Barcelona, tI:'n'jf:r.;:.gf:m:1; Department-
UCE-UHD, Hospital General Universitario de Alicante, Alicante,
*Emergency Department, Hospital Central de Asturias, Oviedo, Asturias;
and Emergency Department, Hospital Universitari de Bellvitge,
L'Hospitaler de Llobregar, Barcelona, Spain.

CONCLUSION: The EFFECT scale may be applied in the
elderly population, and inclusion of functional status
according to the BI in the new BI-EFFECT scale signifi-
cantly improves the model for the prediction of 30-day
mortality. | Am Gerniatr Soc 60:493-498, 2012.



Preventing Delirtum in Older Adults with Recent Hip Fracture
Through Multidisciplinary Geriatric Consultation

Mieke Deschodt, RN, MSN, *" Tom Braes, RN, MSN, *' Johan Flamaing, MD, PhD," Elke
Detroyer, RN, MSN,* Paul Broos, MD, PhD,® Patrick Haentjens, MD, PhD," Steven Boonen, MD,
PhD.,”** and Koen Milisen, RN, PhD*"
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Inpatient Geriatric
Consultation Team
(IGCT)

Geriatrician, nurse,
social worker, OT
physiotherapist, all
with extensive
experience in
geriatric care

Other disciplines
available on
demand.

J Am Geriatr Soc 2012



Cost-effectiveness of multi-component
interventions to prevent delirium in older
people admitted to medical wards

ANAYO AKUNNE', LAaKSHMI MURTHY?, |OHN YOUNG?
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Cost-Eifectiveness Threshold = £20000/QALY Age and Ageing 2012; 41: 285-29 |

¢ Multicomponent intervention vs Usual care




Annals of Internal Medicine

| PERSPECTIVE

Nursing Home Physician Specialists: A Response to the Workforce

Crisis in Long-Term Care

Paul R. Katz, MD; Jurgis Karuza, PhD; Orna Intrator, PhD; and Vincent Mor, PhD

Marginalization of physicians in the nursing home threatens the
overall care of increasingly frail nursing home residents who have
medically complex illnesses. The authors propose that creating a
nursing home medicine specialty, which recognizes the nursing
home as a unique practice site, would go a long way toward
remedying existing problems with care in skilled nursing facilities
and would best serve the needs of the 1.6 million nursing home
residents in the United States. Reviewing what is known about
physician practice in nursing homes and hospitals, and taking a lead
from the hospitalist movement, the specialty would be character-
ized in 3 dimensions: the degree of physicians’ commitment, phy-

sicians’ practice competencies, and the structure of the medical staff
organization in which they practice. Challenges to the adoption of
a nursing home specialist model include mainstream medicine’s
failure to recognize the nursing home as a legitimate medical prac-
tice, the need for the nursing home industry and policymakers to
appreciate the links between physician practice and quality, and
assurance of financial viability. Implications for quality of care,
health policy, and research needs are discussed in this article.

Ann fnterm Med 2009:150:411-413.
For author affiliations, see end of text.

werw.annals.org
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Treating Our Societal Scotoma: The Case for Investing in Geriatrics,
Our Nation’s Future, and Our Patients

Rosanne M. Leipzig, MD, PhD; William J. Hall, MD; and Linda P. Fried, MD, MPH

e We need a health system whose leaders understand the numerous
factors that affect the capacity of patients and physicians to sustain
health for older adults, physicians who can see beyond the patients’
organ systems to their preferences and goals, and medical schools
and training programs with faculty who can teach this kind of care

e We need basic clinical health services and translational researchers to
advance the science of geriatrics. Young physicians who are exposed
to these types of leaders will find that geriatrics is an attractive
career choice. In summary, we must resolve the scotoma that
prevents our society from seeing the critical need for a health
system and workforce that embraces the challenge of providing
high-quality, cost-effective, compassionate care to our aging
population.

EEBl 1 May 2012 |_fﬂmnl:c of Internal Medicine | Volume 156 « Number 9




