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Uno scenario molto incerto, popolato da tanta 
retorica, ma da pochi interventi significativi. 
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  L'uomo è una grande opera incompiuta (non in senso 
evoluzionistico, ma in riferimento ad ogni singolo individuo). 
La vita costruisce una continua evoluzione dell'essere umano sul 
piano biologico, somatico, psicologico, relazionale, senza mai 
arrivare ad una fine, ad ogni età. La vecchiaia rappresenta il 
punto della massima differenziazione e quindi della specificità 
delle differenze tra le persone. D'altra parte, il formidabile 
aumento della spettanza di vita nelle età avanzate avvenuta 
negli ultimi decenni non è forse segno anche di un'evoluzione 
della specie? 
 
 Qualsiasi relazione con l'incompiutezza (dal piano relazionale 
tra persone, al piano clinico) deve porsi il problema di conoscere 
l'altro prima di compiere atti che vogliano essere significanti. 
Su questa base si fonda l'importanza dell'assessment 
multidimensionale come mezzo strutturato che precede la 
progettazione di interventi di cura a favore dell'anziano. 
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In a study of Medicare beneficiaries, the 
proportion of patients with more than five 
treated conditions increased from 31% to 50% 
from 1987 to 2002. The age adjusted 
prevalences for hyperlipidaemia, osteoporosis, 
and mental disorders increased even more 
steeply. It is also worth noting that the 
diagnoses that are most rapidly on the rise are 
those for which new drug treatments are 
available. 

BMJ 345:11-12, 2012 
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The most common chronic condition experienced by 
adults is multimorbidity, the coexistence of multiple 
chronic diseases or conditions. In patients with 
coronary disease, for example, it is the sole condition 
in only 17% of cases. Almost 3 in 4 individuals aged 65 
years and older have multiple chronic conditions, as 
do 1 in 4 adults younger than 65 years who receive 
health care. Adults with multiple chronic conditions 
are the major users of health care services at all adult 
ages, and account for more than two-thirds of health 
care spending. 

Tinetti ME et al, JAMA 307(23):2493-4, 2012 
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Clinical characteristics of 1275 patients (aged >65 years) consecutively admitted 
to a department of Rehabilitation and Aged Care, by outcome at discharge 

Note: Data denote mean (SD) or frequency (%). P denotes significance on t-tests or chi-square test.  
IADL = instrumental activities of daily living;  
*= organ dysfunction/failure in 6 body-systems (chronic heart failure, chronic respiratory failure, hepatic failure, chronic renal failure, severe 
dementia, and the presence of active cancer), according to well-validated criteria (see methods). Adverse clinical events include urinary tract 
infections (UTI), non urinary tract infections (non-UTI), other non-infectious adverse events and falls. 

Bellelli, 2012 
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Nonostante il consumo elevato di farmaci da 
parte dell’anziano mancano ancora le basi 
teoriche e sperimentali per impostare terapie 
razionali. 
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These is no such thing as an “average octogenarian” 
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To align with the clinical reality of multimorbidity, 
care should evolve from a disease orientation to a 
patient goal orientation, focused on maximizing 
the health goals of individual patients with unique 
sets of risks, conditions, and priorities. 

Tinetti ME et al, JAMA 307(23):2493-4, 2012 
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Mangin D. et al. BMJ 345:11-12M 2012 
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Br Med J. 344;23-4, 2012 
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Il problema dell’ineguatezza delle linee guida in 
presenza di fragilità, polipatologia, perdita di 
autonomia funzionale, supporti insufficienti. 
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Potential Pitfalls of Disease-Specific Guidelines for 
Patients with Multiple Conditions 

 

Mary E. Tinetti, Sidney T. Bogardus, Jr., and Joseph V. Agostini 
 

The New England Journal of Medicine 351(27):2870-2874, 2004.  
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Although evidence based models of single 
diseases in isolation work well for patients with 
one disease, they can lead to “siloing” of care 
for people with multiple conditions, and this can 
result in chaotic care. 

BMJ 345:11-12, 2012 
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Determining how best to resolve the inherent tension 
between prescribing for the disease and prescribing 
for the patient remains a challenge. It may seem naive 
to expect investigators, the developers of guidelines, 
physicians, or patients to embrace this challenge in 
light of the complexity involved and the many issues 
relating to health and medication that compete for 
attention. Ignoring the conflicts between the disease-
driven and patient-driven use of medication, however, 
puts us at risk for allowing the accumulated harm due 
to the burden on medication to outstrip the benefits. 
 

Tinetti ME et al, NEJM 351(27):2870-74, 2004.  
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(J Am Med Dir Assoc 11: 475–484, 2010) 
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Comorbidities and Their Treatments 
Renzo ROZZINI and Marco TRABUCCHI 
 
To the Editor, 
We read with interest the paper by Fitzgerald and Bean on the interaction of treatments in the case of comorbidities. We 
appreciated the provided mathematical model and agree with the statements of the authors, but we would like to add some 
considerations.  
A)   an important indication for prescription of a drug in the elderly  is measuring life expectancy induced by a disease. In fact, 
the premorbid condition (health status) should be the main glidepath  for a correct  therapeutic approach. However, some 
interrogatives  are relevant: the patients will be able to tolerate the treatment (e.g. chemotherapic agent)? which impact has the 
treatment on the patient’s quality of life? and, even more important, the treatment will add new days of life or will prevail the 
life expectancy driven  by premorbid condition? 
B)   we should adopt a prescriptive behaviour inspired to the parsimony rule, i.e. to the need to limit the number of drugs, 
avoiding to consider every clinical problem as independent and to perform a treatment for each patient disease. In this case the 
benefits of treatments are concurrent, while both side effects and costs are additive. However the parsimony logic is difficult to 
apply in the clinic, since it is based only on the culture and the experience of physicians (geriatricians in the case of elderly 
patients), without the support of guidelines or protocols. The very important indication of the authors to delete therapies 
apparently less cost-effective suffers of the uncertainty of predefining possible results. Furthermore, when authors consider that 
some patients may have “less to lose”  from high risk treatments because of their condition, they realistically state the unique 
role of the personal judgment by individual physicians.  
C)   the alternative approach to clinical complexity in geriatric practice, i.e. to consider every clinical problem as independent (or 
relatively independent) and treat it separately from the others, is the most frequent approach in the everyday  practice non 
inspired to geriatric culture. However it is necessary  to keep in mind also this second model, although less effective, when 
collecting information on a patient arriving for the first time to a visit to be able to decide how further prescribe drug 
treatments.   
In the near future any  progression of life expectancy will induce new costs; for this reason the payers will give more attention to 
cost-benefit ratio. In order  to protect frail elderly from a savage reduction of health care, we must further increase our ability in 
demonstrating the benefits of treatments in the various field of human needs (life expectancy, symptoms, quality of life, etc.) 
compared with their costs. In this light the parsimony rule have a great importance, both in the medical and economical 
perspective, although  at present it seems to be a very difficult  option. No clear (i.e. evidence based) indications are in fact at 
the horizon, but the role of very dedicated physicians supporting with their personal culture and prestige therapeutic options 
adopted without the support of controlled studies.  

JAMDA, 2010 
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Politrattamenti e loro effetti a distanza.  
Un modello di complessità 
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Ann Long Term Care 20(4):23-9, 2012 
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Although there are increasing numbers of fit, healthy elderly people, 
there are also increasing numbers of those who are vulnerable and 
frail and have limited physiological reserve, reduced homoeostasis, 
dysregulations in immune and inflammation mechanisms, several 
comorbidities, and take many drugs. These individuals claim a 
disproportionate share of medical care and medication use and make 
prescribing decisions complex. Some syndromes related to age, 
especially cognitive impairment, affect the ability of elderly people to 
engage with health services. For example, elderly people with 
dementia have increased difficulty with taking drugs, and dementia 
impedes their ability to make autonomous decisions about their 
medicines. Finally, frail elderly people have age-related impairments 
in the hepatic metabolism and renal clearance of medications, and 
enhanced pharmacodynamic sensitivity to specific drugs. 

Spinewine A. et al. Lancet 370:173-184, 2007  
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Challenges in Antihypertensive Therapy in 
Older Persons  

Dae Hyun Kim  

Annals of Long Term Care: Clinical Care & Aging 
18(1):27-32, 2010. 
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The HYpertension in the Very Elderly Trial (HYVET) investigated the risks and 
benefits of a thiazide diuretic (sustained release indapamide), with or without 
the angiotensin-converting enzyme (ACE) inhibitor perindopril, in the 
treatment of hypertension in older people aged 80 years and above. There 
was a significant reduction in stroke, heart failure, overall mortality and 
mortality from stroke and cardiovascular disease in participants treated with 
indapamide, with or without perindopril (N Engl J Med 2008: 358:1887–1898). 
As thiazide diuretics may reduce urine calcium excretion and improve bone 
density, one of the secondary outcome measures investigated in HYVET was 
fracture, details of which are provided in this issue (pp. 609–616). Among the 
3,845 participants in HYVET, a total of 102 fractures were reported, 42 in the 
group receiving active treatment and 60 in the control group. Analysis of data 
from the 90 validated first fractures showed a marginally significant 42% 
reduction in fractures with active treatment, after adjustment for key baseline 
risk factors. The authors conclude that despite lowering blood pressure, 
treatment with a thiazide diuretic and an ACE inhibitor does not increase and 
may decrease the risk of fractures. 

Francis RM, Age Ageing 39:521, 2010. 
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Odden MC et al. 
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La terapia farmacologica è rivolta ad un 
sintomo, ad un segno, ad un evento biologico, 
ma deve considerare l’ambiente biologico (ed 
umano) che “ospita” la malattia. 
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La maggiore sopravvivenza delle persone fragili e 
ipertese indica una conservata capacità di 
resilienza che caratterizza alcuni individui.  
La decisione di trattare l’ipertensione deve tener 
conto di molte variabili. 



40 

• Introduzione ed epidemiologia 

• La comorbilità e i farmaci 

• La complessità delle cure 

• E’ possibile ridurre il numero dei farmaci? 



41 

E’ possibile intervenire riducendo il numero di 
farmaci sia al momento della prescrizione sia 
prevedendo una sorta di controllo esterno? 
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Arch Intern Med 171(20):1854-6, 2011 
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Fried TR. et al, Arch Intern Med 171(20):1854-6, 2011 
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Fried's findings lead to 2 key conclusions. First, individuals 
vary in their personal preferences about the relative 
importance of independence, staying alive, pain relief, and 
other symptom relief. The best way to determine how an 
individual values different health outcomes is to ask, and 
the computerized tool used by Fried et al to elicit individual 
preferences may prove to be readily adapted to everyday 
use. Second, independence was very important to almost all 
the older people studied; overall, it was far and away the 
most highly ranked health outcome. Thus, many older 
people may be willing to trade off some survival benefit or 
pain relief to maximize their chances for functional recovery 
from hip fracture. 

Landefeld CS. et al, Arch Intern Med 171(20):1837-8, 2011 
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La definizione delle priorità dei risultati attesi 
non è realizzabile nelle persone con limitazioni 
cognitive.  
In queste valgono le scelte del famigliare, ma 
anche quelle del medico che deve essere in 
grado di costruire una propria scala di priorità 
sulla base della clinica. 
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1. il farmaco è utile ai vecchi 
2. nonostante il “terrorismo dei numeri” la nostra società, continuando sulla scia del recente passato, 

è in grado di garantire ai propri vecchi cure adeguate per una vita migliore, controllando il dolore e 
la sofferenza e riducendo i rischi di perdita dell’autosufficienza 

3. il farmaco è un mezzo delicato, che richiede studi e ricerche per la messa a punto e cultura ed 
esperienza per la prescrizione 

4. gli studi sui farmaci per l’anziano non hanno compiuto in questi anni i progressi attesi; si deve quindi 
concentrare sul tema una maggiore attenzione della biomedicina sperimentale e clinica 

5. i vecchi assumono molti farmaci. Attorno a questo aspetto si sono concentrati dibattiti non sempre 
lucidi e razionali. “Il troppo e il troppo poco” è ancora al centro di una dialettica irrisolta 

6. i cittadini amano e odiano i farmaci; cioè è ancor più vero per l’anziano, sempre in bilico tra l’amore 
e la dipendenza da una parte e la critica e il rifiuto dall’altra 

7. la cura del’anziano è un esercizio di complessità. Da questo punto di vista la medicina dei vecchi 
insegna alla medicina in generale come si devono affrontare aspetti clinici che si sovrappongono e 
interagiscono con modalità non predicibili 

8. “less is more”? Alla ricerca di un equilibrio che richiede prudenza e determinazione, senza però 
lasciare spazio a rinunce, spesso figlie dell’”ageismo” 

9. la cura dei vecchi è fatta di tanto: farmaci, relazione, interventi con mezzi non farmacologici, 
tecnologia, servizi, ecc.; è doveroso trovare un equilibrio attraverso studi, ricerche, valorizzazione 
dell’esperienza 

10. la spesa farmaceutica per l’anziano è elevata. Il punto centrale è chiarire se è adeguata, ed allora i 
cittadini devono essere disposti a sacrifici, o se è la conseguenza di sprechi e inappropriatezza e 
quindi va ridotta. Ma la problematica è solo clinica e non deve essere “inquinata” da motivazioni 
diverse. 

DECALOGO 
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“Quaternary prevention” that is protecting 
patients from gratuitous diagnostic labels, 
tests, and treatments that offer no benefit with 
regard to mortality and mordibity and are 
driven by misplaced goodwill or commercial 
interests. 

BMJ 345:11-12, 2012 
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L’organizzazione sanitaria e l’appropriatezza 
terapeutica. 
Il mancato filtro del medico di famiglia è la 
causa principale del “siloing” dei farmaci 
prescritti da specialisti non coordinati. 
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In contrast to mechanical systems in which component parts 
interact linearly to produce a predictable output, the 
components of complex systems interact nonlinearly over 
multiple scales and produce unexpected results. The output 
of a mechanical system can be controlled by manipulating 
each of its parts, while the output of a complex system is 
dynamic, behaving differently according to its initial 
conditions and feedback. For example, the health care 
system comprises networks of components (hospitals, 
clinics, nursing homes, rehabilitation units, patient homes, 
families, and patients) that interact nonlinearly on different 
scales (the patient, family, medical center, and government), 
and often produce unintended consequences (adverse drug 
reactions, nosocomial infections, rehospitalizations, and 
functional decline). 

Lipsitz LA, JAMA 308(3):243-4, 2012 
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L’atto di cura dell’anziano fragile è il prodotto 
di un mix di EBM (linee guida e protocolli), 
narrative medicine (la conoscenza profonda del 
paziente e della sua storia, inserito nel suo 
ambiente) e dell’esperienza del medico (con la 
collaborazione di un equipe coesa). 
Le tre componenti interagiscono in maniera 
complessa… 
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Alla fine, però, pur tra mille problemi, la medicina continua 
ad essere lo strumento di sempre: ha accompagnato per 
secoli i progressi sociali ed economici della collettività 
aggiungendovi costantemente i suoi contenuti specifici, utili 
al progresso di tutti. Barker (2011) ha recentemente scritto 
un saggio importante su come sarà la medicina nel 2030, 
incentrata sulle nuove tecnologie e sul ruolo centrale del 
cittadino-paziente; non occorre essere veggenti per capire 
che il futuro andrà verso una salute allungata se si 
realizzerà sempre di più un progresso sul piano delle 
tecnologie biomediche e su quello della relazione-
autonomia del paziente e se crescerà il dialogo tra i due 
ambiti. Il farmaco appartiene ad entrambi, perché è il 
prodotto della ricerca scientifica più avanzata, ma viene 
utilizzato principalmente grazie alla capacità umana di 
instaurare relazioni significative. 


