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SCOPO DELLO STUDIO
Valutare in anziani affetti da demenza di grado molto avanzato

= |e caratteristiche generali di accesso in ospedale per acuti

= |le modalita di trattamento

= 'evoluzione clinica

= |a capacita prognostica su tali pazienti di score utilizzati in ambito
intensivistico.

PAZIENTI
Studio pilota (con dati raccolti tra 2009 e 2010).

Nei primi 10 mesi dello studio sono stati osservati 41 soggetti affetti da demenza di
grado molto avanzato (stadio Clinical Dementia Rating scale -CDR 4-5) ricoverati in
U.O.Medicina di un ospedale per acuti.



SCALE CHE DEFINISCONO GLI STATI DI DEMENZA
MOLTO GRAVE E TERMINALE

CDR - Severo deficit del linguaggio o della comprensione, problemi nel
Stadio 4-5 riconoscere i familiari, incapacita a deambulare in modo autonomo,
(Hughees, problemi ad alimentarsi da solo, nel controllare la funzione intestinale o
1982; vescicale.
Heyman, y > : . . jpace di
1987) Per I'identificazione del grado di demenza, alcuni
autori hanno proposto anche | punteggi del
GDS _ jma solo
Stadio 7 MMSE: baziente
(Reisbergf - da 3 a 9 per lo stadio severo amentali
1982 : turali. 1l
) |-da 0 a2 per lo stadio molto severo. S che
deve fare. Sono presenti segni e sintomi neurologici con rigidita
generalizzata. Il paziente e incapace di sorridere.
FAST a — Linguaggio limitato a 1-5 parole
Stadi 7 a-f b — Perdita di qualsiasi vocabolario intelligibile
(Reisberg, ¢ — Incapacita di camminare
1988) d — Incapacita a sedersi senza assistenza

e — Incapacita di sorridere
f — Incapacita a sorreggere la testa.



METODI

Studio osservazionale.
Sono state raccolte variabili
= demografiche

= di assessment geriatrico multidimensionale (Mini-Mental State
Examination, Barthel index, Geriatric Index of Comorbidity)

= |le procedure diagnostico-terapeutiche cui | pazienti sono stati
sottoposti durante la degenza.

Sono stati applicati allingresso e durante il ricovero 3 score

prognostici:

= Mortality Risk Index Score (Mitchell, 2004)

= Simplified Acute Physiology Score (SAPS II; Le Gall, 1993)

* Three days Recalibrated ICU Outcome Score (TRIOS; Timsit, 2001).

E’ stata osservata la sopravvivenza intraospedaliera e a 1 mese.
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Scoring systems for ICU and surgical patients
2007

General scores

ASA Physical Status Classification System

SAPS Il expanded and predicted mortality

SAPS Il expanded and predicted mortality

APACHE Il and predicted mortality

SOFA (Sequential Organ Failure Assessment)

MODS (Multiple Organ Dysfunction Score)
MPM (Mortality Probability Model)

on admission

24 hours

48 hours

MPM Over Time (admission -24 h -48 h)
MPM Il (Mortality Probability Model)

on admission

24, 48, 72 hours

LODS (Logistic Organ Dysfunction System)

TRIOS (Three days Recalibrated ICU Outcome Score)
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et de Réanimation

SAPS I
(New Simplified Acute Physiology Score)
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Tipo di ricovero Malattie croniche Glasgow

(medico, chirurgico, | (tumori, malattie maligne

In elezione o da PS) | ematologiche, AIDS)

Eta Pressione arteriosa sisteolica Freq_uenza

cardiaca

PaO2/FIO2(mmHg) se . :

USm|pErELLrE ventilazione meccanica o CPAP DSt

Urea Globuli bianchi Potassio

Sodio HCOS3 - Bilirubina

% Mortalita predetta

Le Gall JR et al. A new simplified acute physiology score (SAPS Il) based on a
European / North American multicenter study. JAMA. 1993;270:2957-63
Le Gall JR, et al. Mortality prediction using SAPS II: an update for French intensive
care units. Critical Care 2005, 9:R645-R652
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LODS score

(Logistic Organ Dysfunction System)

Malattia cardiovascolare
(FC, PA sistolica)

Malattia ematologica
(GB, PLT)

Malattia renale
(Urea, creatinina, diuresi)

Malattia polmonare
(PaO2 /Fi02)

Malattia neurologica
(GCS)

Malattia epatica
(Bilirubina, PT)

LODS Score

% Mortalita predetta

TRIOS

(Three Days Recalibrated ICU

Outcome Score)

Le Gall JR et al. The Logistic Organ Dysfunction
System. A new way to assess organ dysfunction

In the intensive care unit.

JAMA. 1996;276:802-10
Timsit et al. Accuracy of a composite score using
daily SAPS Il and LOD scores for predicting
hospital mortality in ICU patients hospitalized for

more than 72 h.

Intensive Care Med. 2001:27:1012-21

Trasferimento da reparto

Malattie croniche

Variazione SAPS Il 2 -SAPS Il 3

Variazione LODS 2 -LODS 3

LODS all’ingresso

SAPS Il all’ingresso

% Mortalita predetta
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Figure 1. Mortality Risk Index Score for Stratification of Residents Into Levels of Risk for
6-Month Mortality

Estimating
Prognosis for

Score Sheet to Estimate 6-Month Prognosis in Nursing Home Residents With Advanced Dementia

. Risk Factor From Minimum Data Set Points Score
Nursin 0 Home Activities of Daily Living Scale=28* 1.9 —
. . Male Sex 1.9 _
ReSIdentS Wlth Cancer 1.7 _
Ad d Congestive Heart Failure 1.6 _
Van C e Oxygen Therapy Needed in Prior 14 Days 1.6 —_—

. Shortness of Breath 1.5 S

De m e n t I a <25% of Food Eaten at Most Meals 1.5 S
Unstable Medical Condition 1.5 e

Bowel Incontinence 1.5 e

Mitchell SL et al. Bedfast 1.5 —
(JAMA 2004) Age >B3y 1.4 S
Mot Awake Most of the Day 1.4 _

Total Risk Score, Rounded to Nearest Integer
Possible Range, 0-19

*The Activities of Dally Living Scale is abtained by summing the resident's seff-
. .. performance ratings on the Minimum Data Set for the following 7 functional activities:
PaZ| entl 1 RSA bed mobility, dressing, toileting, transfer, eafing, grooming, and locomaotion. In the

. Minimum Data Sef, functional abilty is rated on 5-point scale for each activity
(45% >83 anni,

{0, independent; 1, supervision; 2, limited assistance; 3, extensive assisiance; and
MMSE <5/30, FAST 7¢)

4, total dependence). A total score of 28 represents complete functional dependence.

Risk Estimate of Death

If Total Risk Score is... Within 6 Months, %
0 8.9

1aor2 10.8

3,4, 0r5 23.2
G,7,0r8 40.4

9,10, or 11 57.0

=12 70.0




Tabella 1. Caratteristiche demografiche, stato cognitivo e comorbilita di
41 soggetti affetti da demenza di grado molto avanzato, ricoverati in
U.O.Medicina di un ospedale per acuti.

Meanz+ S.D. N.(%)
Eta (anni) 84.1+7.9 76% >80 anni
22% >90 anni
Sesso (F) 30 (73.2)
Mini-Mental State Examination 1,5+ 3,4 (range 0-11)
Provenienza - casa 32 (78,0)
- ospedale/trasferimento da reparto 3(7.3)
- RSA 7(17,1)

Barthel Index pre-morboso 6,3+ 12,4 (range 0-55)
Barthel Index ingresso 2.3+8.1 (range 0-35)
Allettato 36 (87.8)
Calo ponderale negli ultimi 6 mesi 7(17.1)
Rifiuto del cibo — anoressia 14 (34.1)
Lesioni da decubito 20 (48.8)
Numero totale di malattie 56+22

- cardiopatie 68.3% -tumori  14.6%

- pneumopatie 34,1% - ictus 63.4%

- nefropatia 51,2% - diabete 34,1% - epatopatie  14.6%
Geriatric Index of Comorbidity (>3) 19 (46.4)
Piu di 1 ricovero ospedaliero negli ultimi 6 mesi 24 (58.5)




Figura 1. Tipi di demenza.
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Figura 2. Motivo di accesso in ospedale.

W Alzheimer

@ Vascolare

O Corpi di Lewy

O Frontotemporale

@ Altro

Figura 3. Diagnosi principale

durante ricovero In
U.O. Medicina.

257

378

Dispnea Stato Rifiuto del ~ Vomito- Febbre
SOpPOroso cibo diarrea

20,7

BPCO-Polmonite Sepsi

Disidratazione Scompenso Gastroenterite
cardiaco



Tabella 2. Parametri biochimici e vitali all’ingresso in U.O.Medicina dei
41 soggetti affetti da demenza di grado molto avanzato.

Mean+ S.D. N.(%)
Globuli Bianchi (x1000/mm3) 12.3+6.9 24% <4.000
19.5% > 14.000
Emoglobina (g/dl) 11.0+25
Creatinina (mg/dl) 16+10
Sodio sierico (mg/dl) 139.5+11.8 12.2% <130 mg/dl
7.3% >150 mg/dl
Proteina C reattiva (mg/dl) 88.9+84.4
Albumina (g/dl) 2.9+0.6 28.9% < 2.5 g/d|
pH 7.40+0.12 19.2% <7.30
pCO2 (mmHg) 41.7 + 13.7 30.8% >45 mmHg
pO2 (mmHQ) 65.7 + 29.4 57.7% <60 mmHg
Lattati (mg/dl) 29+ 27 30.8% >2.5 mg/dl
Pressione arteriosa sistolica (mmHg) 129.5+ 30.3 9.8% <90 mmHg
Frequenza cardiaca (bpm) 97.4 +23.5 22% >110 bpm
Frequenza respiratoria (/min) 29.7+10.6
Diuresi prime 24 ore (cc) 852.6+589.3 26.3% <400 cc
36.8+0.8 0 <35°C

Temperatura corporea (°C)

9.8% >38°C




Tabella 3 e Figure 4 e 5. Procedure diagnostico-terapeutiche effettuate durante il
ricovero in U.O.Medicina.

100,0 - 94.6
80,0
60,0
40,0 1
20,0
0,0-
Catetere Catetere Nutrizione  Nutrizione Ventilazione  Inotropi Trasfusioni
vescicale Venoso enterale tot parenterale meccanica
centrale tot
Mean+ S.D. N.(%)
Numero di farmaci all'ingresso 58+24

Numero di farmaci alla dimissione 6.6 + 3.6

Numero di esami strumentali 2.6+ 1.4
effettuati

Pazienti sottoposti a 2 o piu diversi 8 (21.9)

cicli di antibioticoterapia

* (antimicotico, aminoglicoside, teicoplanina, vancomicina)




Tabella 4. Score prognostici all’ingresso e outcome alla dimissione e a 1
mese del soggetti affetti da demenza di grado molto avanzato ricoverati
In U.O.Medicina.

Meanz+ S.D. N.(%)
Indice prognostico di Mitchell (score) 8.9+3.1 (= mortalita 6 mesi circa 55-60%)
SAPS Il ingresso (score) 48.1 +13.4
Mortalita predetta dal SAPS 1l (%) 42.1
Mortalita predetta TRIOS (%) 25.1
Degenza (giorni) 8.7+4.0
Barthel Index dimissione 2.2+7.2 (range 0-35)
Allocazione alla dimissione
- casa 25 (62.2)
- altro reparto --
- riabilitazione 2 (4.8)
-RSA 5 (12.2)
Decessi intraospedalieri 9 (21.9)
Totale decessi sia intraospedalieri sia a 1 mese 22 (53.7)




Tabella 5. Differenze nelle caratteristiche generali e all’ingresso in
reparto tra i pazienti sopravvissuti dopo 1 mese e deceduti.

Eta (anni)

Sesso (F)

MMSE

Barthel Index pre-morboso
Allettamento

Anoressia

Piaghe

Numero totale di malattie
Geriatric Index Comorbidity > 3
N° tot. farmaci ingresso

1 o + ospedalizzazioni in 6 mesi
SAPS-II score

Mortalita predetta SAPS Il (%)
Indice prognostico di Mitchell

Globuli bianchi ingresso
Creatinina ingresso

Sodio sierico ingresso
Proteina C Reattiva ingresso

Albumina ingresso
Lattati

Sopravvissuti (n.19)

Deceduti (n.22)

Mean+ S.D. N.(%) Mean+ S.D. N.(%) P r-Pearson P
83.9+7.6 84.4 +8.3 n.s. - n.s.
16 (72.7) 14 (73.7) n.s. - n.s.
1.9+3.7 1.2+3.1 n.s. - n.s.
41+7.8 8.9+16.0 n.s. - n.s.
20 (90.9) 16 (84.2) n.s. - n.s.
7 (31.8) 7 (36.8) n.s. - n.s.
9 (40.9) 11 (57.9) n.s. - n.s.
52+22 6.0+29 n.s. - n.s.
11 (50.0) 8 (42.1) n.s. - n.s.
6.5+29 51+25 .070 - n.s.
15 (68.2) 9 (47.4) n.s. - n.s.
494 +14.6 465+ 12.1 n.s. - n.s.
43.4+25.1 40.6 £ 22.9 n.s. - n.s.
7.8+3.0 10.2+ 2.7 .026 .387 012
13.9+8.4 10.5+4.3 n.s. - n.s.
1.7+1.3 1.4+05 n.s. - n.s.
135.1 +6.9 144.7 + 14.2 .010 .409 .008
64.9 + 69.2 119.9 + 93.9 .060 .327 .042
3.0+0.6 2.7+0.7 .062 - n.s.
3.3+35 26+1.6 n.s. - n.s.




Tabella 6. Differenze nelle procedure effettuate durante la degenza tra i
pazienti sopravvissuti dopo 1 mese e deceduti.

Sopravvissuti (n.19)

Deceduti (n.22)

Mean+ S.D. N.(%) Mean+ S.D. N.(%) P r-Pearson P
Degenza (giorni) 8.4+35 9.1+4.7 n.s. - n.s.
Catetere venoso centrale 3 (13.6) 5(26.3) n.s. - n.s.
Nutrizione enterale totale 5(22.7) 1(5.3) ns. - n.s.
Nutrizione parenterale totale 1(4.5) 3(15.8) ns. - n.s.
Numero cicli antibiotici cambiati 1.3 + 0.6 1.1+0.5 n.s. - n.s.
Associazione di 2+ antibiotici 7 (31.8) 7(36.8) ns. - n.s.
Numero farmaci dimissione 7.0+2.8 6.1+4.3 n.s. - n.s.
Numero esami strumentali 26+14 25+14 n.s. - n.s.

Multivariable Logistic Regression Analysis conferma I'associazione tra mortalita e
OR 1.01 CI95% 1.00-1.02 p.021

» Proteina C-Reattiva

» Mortality Risk Index Score di Mitchell

OR 1.32 CI95% 1.01-1.71 p.040




Principali cause di morte

(Dati Istat 2002; Dati National Center Health Statistics 2004)

2010 e salita al 6° posto)

In Italia In USA

1. Malattie app. cardiocircolatorio (23.5%) | 1. Malattie app. cardiocircolatorio
2. Tumori (12.4%) 2. Tumori

3. Malattie app. respiratorio (2.7%) 3. Malattie cerebrovascolari

4. Disturbi psichici e malattie SN (2.6%) |4. Malattie app. respiratorio

5. Malattie dell’apparato digerente (2.2%) |5. Traumi e avvelenamenti

6. Traumi e avvelenamenti (1.9%) 6. Diabete

7. Malattie infettive e parassitarie (0.4%) 7. Demenza di Alzheimer (nel

8.

Altri stati morbosi (3.8%)

8. Influenza e polmoniti



The clinical course of advanced dementia
Mitchell et al.

(NEJM, 2009 e June 2015) - Dati da CASCADE study

323 persone in NH con demenza avanzata

Sopravvivenza media: 1.3 anni.

Principali complicanze:

= disturbi dell’alimentazione: 86%
= episodi febbrili: 53%
= polmonite: 41




La demenza di grado avanzato e da considerarsi come malattia terminale,
ma poiché i pazienti sopravvivono anche alcuni anni in tale condizione,
sono frequentemente esposti a trattamenti aggressivi e inappropriati.

Critical Decisions for Older People With Advanced
Dementia: A Prospective Study in Long-Term Institutions

and District Home Care
Toscani et al. (JAMDA, 2015) - Dati da EoLO-PSODEC study

Pazienti con demenza avanzata sia in Comunita sia in RSA.

Nel corso di 6 mesi, i sanitari e le famiglie incorrono nella meta dei casi in

«CRITICAL DECISIONS» (iniziare s¢' ppneymonia, febrile episodes, and eating problems )
RSA, 42,5% a casa. Ragiol represent a natural progression of the disease

process and indicate a transition from

_ advanced dementia to end of life, with each of these
polmonite: 22,9 “complications” having a 6-month mortality that

disturbi dell’alimentazione: 21,7%, approaches 50%. /

peggioramento rapidamente progressivo delle condizioni generali: 20,5%

infezioni varie: 22,6%




LINEE GUIDA PER DETERMINARE LA PROGNOSI NEL
PAZIENTE AFFETTO DA DEMENZA

Il paziente dovrebbe essere allo stadio CDR 4-5 o FAST 7c.

Devono essere presenti tutte le seguenti caratteristiche:
= incapace a deambulare senza assistenza

= Incapace a vestirsi senza assistenza

= Incapace a lavarsi accuratamente

= incontinenza doppia

= incapace a parlare o comunicare in modo comprensibile (la
capacita di parlare e limitata a una dozzina di diverse parole
comprensibili)

(Stuart, 1996; Hospice Care 1998)



(continua)

Comorbidita associate alla demenza che riducono la
sopravvivenza:

= polmonite ab ingestis

pielonefrite o infezione del tratto urinario superiore

= sepsi

lesioni da decubito multiple al llI-1V stadio

= febbre ricorrente, anche dopo antibioticoterapia

Difficolta a deglutire o rifiuto del cibo, cosi severi da non

permettere un adeguato apporto idrico e calorico, con
decisione a non intervenire con NPT.

Anche se la nutrizione avviene per via parenterale, vi e la
documentazione di uno stato nutrizionale compromesso:

= calo ponderale involontario > 10% del peso corporeo nei
precedenti 6 mesi

= albumina sierica < 2.5¢g/dl



CONDIZIONI CLINICHE ASPECIFICHE CHE POSSONO
PROGNOSTICARE UNA RIDOTTA ASPETTATIVA DI
VITA

= Perdita dell’autonomia funzionale in 3/6 BADL,
specialmente nel vestirsi, mangiare e nella continenza

= Frequenti accessi in PS, ospedalizzazioni, valutazioni
specialistiche per disidratazione, infezioni a lenta
risoluzione e dolore

= Perdita di peso > 10% negli ultimi 4-6 mesi
= Albumina sierica < 2.5g/dI

= Documentata progressione di malattia con prognosi
limitata a 6 mesi

(Stuart, 1996; Hospice Care 1998)



Original Article

PALLIATIVE
MEDICINE

White paper defining optimal
palliative care in older people with
dementia: A Delphi study and
recommendations from the European
Association for Palliative Care

Jenny T van der Steen!, Lukas Radbruch?, Cees MPM Hertogh!,
Marike E de Boer!, Julian C hes?, Philip Larki
Anneke L Francke! 5, Saskia Ji i
Raymond TCM Koopmans?® and
European Association for Palliati

Main sign and symptoms:

89 experts defined optimal Lo PAIN, SHORTNESS OF

Palliative Medicine

2014, Wol. 28(3) 197—-209
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pmij.sagepub.com

®SAGE

process resulted in 57 recom BREATH, DEPRESSION, FEAR,

ANXIETY, AGITATION,

The top 5 priorities identified in or SKIN BREAKDOWN,

v the optimal treatment of sy RESISTANCE TO CARE
v person-centred care

v' communication & shared decision-m
v family care and involvement

v" societal and ethical issues

v avoiding overly aggressive treatment.




KEY ELEMENTS FOR GOOD PRACTICE FOR PEOPLE
WITH ADVANCED & TERMINAL DEMENTIA

Lee et al. BMC Palliative Care (2015) 14:32
DOl 10.1186/512904-015-0028-9 |

P3

RESEARCH ARTICLE Op

Expert views on the factors enabling good
end of life care for people with dementia:
a qualitative study

Richard Philip Lee”, Claire Bamford, Catherine Exley and Louise Robinson

% Knowing the person with dementia = understanding their wishes and preferences and
judging how and when to talk about dying with them

“ Interpreting non-verbal communication = being able to interpret non-verbal
communication is an essential element of good practice: recognising the meaning of
facial expressions, the meaning of sounds and realising that the signs of agitation may
have underlying causes.

% Listening to and respecting family carers = building on the existing knowledge of family
members (including contributing to the interpretation of communication and providing
insights in to a person’s life history), supporting existing relationships, providing post-
bereavement support and managing the transition to a sharing of care with staff.

% Ensuring personal and physical comfort = ensuring continuity of care, identifying and
treating pain, and prioritising comfort (a familiar-calming environment, appropriate room
temperatures, a knowledge of what comfort looks like for a particular person).



Figure 1. Ideal end-of-life decision making when
patients cannot participate

3 prepared_ ?m.v

members

J

clinicians

\

Positive and

productive
interactions

Decisions that respect the
patient’s wishes and the
family's values and beliefs

Clinical Review. End-of-life issues in advanced dementia.

Part 1: goals of care, decision-making process, and family education.
Canadian Family Physician, April 2015)

(Arcand M.



PRESCRIZIONE DI FARMACI (inappropriati)

Persons with advanced dementia are more likely to be subject to polypharmacy than
healthier persons with a longer life expectancy and are at increased risk of
inappropriate prescribing and adverse outcomes as a result of medication therapy.
They are at greater risk of receiving overly aggressive care.

Drugs Aging (2015) 32:67-77
DOI 10.1007/540266-014-0226-9

ORIGINAL RESEARCH ARTICLE

Development and Application of Medication Appropriateness
Indicators for Persons with Advanced Dementia:
A Feasibility Study

Carole Parsons * Laura McCann - Peter Passmore -+
Carmel Hughes



PRESCRIZIONE DI FARMACI (inappropriati)

Objectives: to categorise the appropriateness of a list of medications for use in patients with
advanced dementia, and determine the appropriateness of prescribing for nursing home
residents with advanced dementia (FAST scores 6E- 7F) in Northern Ireland.

Methods: A three-round Delphi consensus panel survey of expert clinicians was used to
categorise the appropriateness of medications for these patients.

The post-death data collection indicated that there was a decrease in the proportion of
never appropriate medications (12.0 %) and an increase in the proportion of always
appropriate medications (28.0 %) for those residents who died during the study period.

BASELINE 3 MESI 6 MESI 9 MESI
N. Totale prescrizioni farmaci 16.2 19,6 17,4 16,1
% Farmaci NON appropriati 25 4 23,6 | 22.9 247
. % Farmaci completamente 16,9 15,1 18,1 18,4
' appropriati

Drugs Aging, 2015



Never appropriate

Cytotoxic chemotherapy
Lipid-regulating drugs <

Central nervous system stimulants
Immunomodulating drugs

Intravenous nutrition <
Disease-modifying antirheumatic drugs
Red blood cell colony-stimulating factor

ACE inhibitors and angiotensin receptor
antagonists «—

Calcium-channel antagonists

Centrally acting antihypertensive drugs

Vasodilator antihypertensive drugs

Oral anticoagulants

Parenteral anticoagulants <—

Antiplatelet drugs (excluding aspirin) <—

Aspirin

Cromoglicate and related therapy

Leukotriene receptor antagonists

Expectorants

Tricyclic and related antidepressant drugs

Drugs used in vertigo

Sex hormones
Anti-estrogens
Sa-Reductase inhibitors
Anti-androgens

Other hormone antagonists

Bisphosphonates

Drugs for urinary frequency. enuresis and

Incontinence
[ron «—
Nutritional supplements
Enteral nutrition

Mineral supplements

Vitamins <«

Drugs Aging, 2015

Appetite stimulants <
Rubefacients

Seasonal influenza vaccine




Sometimes appropriate

Antidiarrhoeals

Laxatives

Antacids

Proton pump inhibitors
Histamine-2 receptor antagonists

Antispasmodics and other drugs altering gu
motility

Diuretics
[-Adrenoreceptor blocking drugs
Nitrates
Antihistamines
Mucolytics
Decongestants
Cough suppressants
Hypnotics
Anxiolytics
Antipsychotic drugs
Other antidepressants

Antiepileptic drugs

N-methyl-p-aspartate receptor antagonists
Antibacterial drugs

Antifungal drugs

Oral antidiabetic drugs

Thyroid hormones

Antithyroid drugs

Non-steroidal anti-inflammatory drugs
Anti-infective eye preparations

Corticosteroid and other anti-inflammatory eye
preparations

Anti-glaucoma eye drops
Oxygen therapy
Mouthwashes. gargles and dentifrices

Hyoscine patch

Drugs Aging, 2015




Always appropriate

Antiemetics

Inhaled
bronchodilators

Non-opioid
analgesics

Opioid analgesics

Lubricating eye
drops

Pressure ulcer
products

Local anaesthetics

Emollients

Barrier
preparations

No consensus reached

Rarely appropriate

Anti-arrhythmic drugs
a-Adrenoreceptor blocking drugs
Acetylcholinesterase inhibitors
Mineralocorticoid therapy
Glucocorticoid therapy

Calcitonin and parathyroid hormone
Tamsulosin

Colchicine

Muscle relaxants

Parenteral intravenous fluids

Dopaminergic drugs used in
Parkinson’s disease

Cardiac glycosides
Inhaled corticosteroids

Antimuscarinic drugs used in
Parkinsonism

Drugs for management of chronic bowel
disorders

Antiviral drugs

Antiprotozoal drugs and anthelmintics
Insulins

Other drugs for urinary retention
Electrolytes

Subcutaneous fluids

Allopurinol

Drugs Aging, 2015




Withholding or withdrawing a life-prolonging treatment.
(Canadian Family Physician, 2015)

Patients, families, and physicians often struggle with the question of whether withholding or
withdrawing treatment is equivalent to “killing” patients.

The goal in withholding or withdrawing treatment is to avoid inflicting a burdensome
intervention (“letting go”), not to end the patient’s life.

Withholding or withdrawing life-prolonging treatment does not mean abandonment of
the patient and that the focus will now be on “active” symptom management.

Box 1. Symptomatic care in advanced dementia:
the low-tech, high-touch approach.

Elements of the low-tech, high-touch approach include the
following:
® Symptom control
® Mouth care
e Regular pain assessment with the appropriate tool (eq,
PACSLAC)
¢ Comfort feeding
¢ Attention to dignity
* Frequent reassessments
e Comforting measures (eg, touch, music) by family and
staff members who know the patient well




OSPEDALIZZAZIONI

» Hospital settings are not necessarily the most appropriate place of care for
people with dementia at end of life.

* Hospitalization cannot provide adequate palliative care needed to relieve
discomfort, except when the treatment necessary to provide comfort is
unavailable at home or in nursing home, such as for hip fracture (because
surgery is usually the best treatment to control pain).

« Hospitalized patients with severe dementia frequently experience uncomfortable
Interventions that lack demonstrable benefit and have poor prognoses despite
aggressive care. latrogenic illness is also common in patients with dementia.

« The majority of hospitalizations were potentially avoidable, as 59% were due to
infections that may be treatable in the NH setting or at home.

« Experts in dementia and/or palliative care, interviewed regarded unnecessary
hospitalisation, defined it as a disruption to continuity of care, and they supported
people with dementia remaining in familiar environments and being cared for by
people known to them.

REFERENZE:

van der Steen, Recommendations from the European Association for Palliative Care 2014. Lee, BMC
Palliative Care 2015. Goldfeld, J Pain Symptoms Management 2013. Givens, JAGS 2012. Giriffiths, J
Clinical Nursing 2014. Arcand, Canadian Family Physician 2015.



OSPEDALIZZAZIONI

« Adverse events of hospitalisation include: longer hospital stays, dehydration, falls,
malnutrition, higher mortality and readmission, inappropriate sedation, high risk of
losing residual ability.

- Patients affected by advanced dementia may be particularly traumatized by
hospitalization, and most often desire comfort as their goal of care.

« Care transitions place patients at risk for medical errors and adverse drug events.

« Majority of family carers reported significant negative effects on the physical or
mental health of the person with dementia that was unrelated to the medical
condition that led to admission.

* Hospitalizations and post-hospitalization care account for 30% and 10% of
Medicare expenditures for these patients.

« Clinical and policy initiatives aimed at avoiding hospitalization may reduce
Medicare spending and, at the same time, promote a higher quality end-of-life
experience for these residents.

REFERENZE:
van der Steen, Recommendations from the European Association for Palliative Care 2014. Lee, BMC
Palliative Care 2015. Goldfeld, J Pain Symptoms Management 2013. Givens, JAGS 2012.
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The Cost-Effectiveness of the Decision to Hospitalize Nursing
Home Residents with Advanced Dementia

Keith S. Goldfeld, Dr.P.H., M.S., M.P.A.1, Mary Beth Hamel, M.D., M.P.H.2, and Susan L.
Mitchell, M.D., M.P.H.23

N.323 residents from U.S. nursing homes affected by advanced dementia (GDS 7)
During 18 months, 86% were not hospitalized and 14% were hospitalized.

Resident characteristics independently associated with a greater likelihood of hospitalization
included:

o Age <85 OR 3.8 (95%CI 1.1-13.0)
o Male OR 3.4 (95%CI 1.0-11.8)
o NoDNHorder OR 13.2 (95%Cl 1.6-111.4)
o COPD OR, 4.4 (95%CI 1.0-19.0)

The incremental increase in average Medicare expenditures of $3,697 + 5,981 for residents
who were hospitalized

and an incremental loss in quality adjusted survival of 9.7 + 7.1 QALD or 0.03 + 0.02 QALY.



OSPEDALIZZAZIONI - riflessioni

«COSTI»

In un era di restrizioni economiche e di
riforme dei servizi sanitari, molta
attenzione dovrebbe essere rivolta a
ridurre le ospedalizzazioni in persone in
cui le cure intensive in reparti per acuti
SONO0 NON necessarie e costose.

Non si tratta solo di «bieco ragionamento
economico», ma di adeguare |'obiettivo
di cura alle necessita del paziente:
chiedersi il «goal of care», a fronte di
potenziali effetti collaterali delle cure
(perdita autonomia, discomfort, stress).

«DO NOT HOSPITALIZED & DO NOT
RESUSCITATE»

Se vari studi dimostrano che non
avere un DNR/DNH aumenta le
ospedalizzazioni inutili, potenziali
eventi avversi per il paziente, stress
del parente e i costi,

dovremmo anche noi in ospedale
riflettere sul

v" DO NOT Terapia Intensiva

v' DO NOT Rianimare

v' DO NOT 2°-3° ciclo di antibiotici
v" DO NOT Profilassi eparinica

v ecc.




INFEZIONI — In particolare Polmoniti

« The use of antimicrobial agents is extensive in patients with advanced dementia.
* In 2 prospective multicenter studies:
52 to 66% of nursing home residents with advanced dementia were prescribed at
least 1 antimicrobial during 12 month
42% in the last 2 weeks of life. Much of this use may be inappropriate.
* In SPREAD study (NH residents with advanced dementia) 75% of suspected infections
were treated with antimicrobials,
but less than 50% of all treated infections and only 19% of treated urinary tract
infections met minimal clinical criteria for the initiation of antimicrobials.

« Pneumonia is often the cause of death, and is associated with high levels of

discomfort.
« Treating pneumonia in the hospital, compared to the NH, does not improve survival.
* In a prospective study between 2004 and 2009 in US NH-patients with advanced dementia
and pneumonia: 10-days mortality was 74%
antibiotics were used in 77% episodes.
Antibiotics were associated with reduced 10-day mortality rate
= HR 0.51, 95%CI 0.30-0.87
but not rate after 10 days = HR 1.5, 95%CIl 0.42-5.2
— antibiotics prolonged life but in many cases only for several days.

REFERENZE:
Goldfeld, J Pain Symptoms Management 2013. Van der Steen, JAMDA 2012. Arcand, Canadian Family
Physician 2015. Mitchell, NEJM 2015.



INFEZIONI — In particolare Polmoniti

« Antimicrobials may not provide greater symptom relief than do palliative measures.

« Aggressive approaches (eg, intravenous antibiotics and hospitalization) might
decrease comfort.

« Antibiotics might extend the number of days lived with relative discomfort.

« Patients with advanced dementia and pneumonia treated with antimicrobials lived
an average of 273 days longer but also had more discomfort (CASCADE study).

« Symptomatic treatment might be more appropriate and includes oxygen, opioids to
control pain and dyspnea, anticholinergic drugs such as atropine to reduce
respiratory secretions, and benzodiazepines or antipsychotics to reduce fear and
agitation.

« Aspiration pneumonitis occurs usually after a meal. It presents with acute dyspnea,
tachypnea, tachycardia, and fever. It should be managed by raising the head of the
bed, clearing the airways gently, providing oxygen therapy, bronchodilators (if there
IS bronchospasm), and opioids to relieve respiratory distress.

REFERENZE:
Goldfeld, J Pain Symptoms Management 2013. Van der Steen, JAMDA 2012. Arcand, Canadian
Family Physician 2015. Mitchell, NEJM 2015.
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lower respiratory infection Respiratory rate, per min
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death within 14 d when
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IN SINTESI, PER LA GESTIONE DELLE INFEZIONI

If comfort is the goal
— forgo antimicrobials

— treate symptoms with palliation only.

If prolongation of life is the goal

Initiation of antimicrobials is reasonable if

1) there are clinical criteria to support it

2) the treatment burden is minimized by using the least

Invasive route of administration

avoid hospitalization, if possible.

(Mitchell, Advanced Dementia. NEJM 2015)



NUTRIZIONE & IDRATAZIONE

Perdita di appetito (anoressia), difficolta e mangiare e mantenere il peso sono complicanze
universali e attese in qualsiasi tipo di demenza.

Sono determinate da disturbi della masticazione, deglutizione, salivazione, aprassia bucco-
linguale, sputare e perdita di interesse per il cibo. Cause reversibili comprendono: eccessiva
sedazione jatrogena, alterazioni dello stato mentale per disidratazione o causa medica acuta,
dolore nella deglutizione (faringodinia) o ai denti.

* Only high-calorie supplementation was supported by moderate-strength evidence from
RCT, to promote weight gain in patients with dementia; none of the approaches
improved function or survival.

* In advanced dementia, the symptoms of dehydration are often nonspecific, diagnosed
only with marked degrees of volume depletion associated with hypernatremia and
uremia. Use of intravenous or subcutaneous clysis might be temporarily useful, many
experts think that in a terminal patient it might be appropriate to withhold or withdraw
this treatment in order to avoid discomfort (prolongation of dying, increased sputum
retention). To alleviate symptoms of dry mouth and thirst, mouth care consisting of oral
cleaning with swabs and lubrication is recommended every 2 hours.

REFERENZE:

Schwartz, Nutrition Clinical Practice 2014. ESPEN Guidelines on Enteral Nutrition: Geriatrics, 2006. Gives,
JAGS 2012. Arcand, Canadian Family Physiscian 2015. Mitchell, NEJM 2015. van der Steen,
Recommendations from the European Association for Palliative Care, 2014.



NUTRIZIONE & IDRATAZIONE

* For patients with terminal dementia (immobile, unable to communicate, completely
dependent) tube feeding is not recommended.

* In patients with advanced dementia, there was insufficient evidence to support the
benefits of tube feeding in terms of survival, quality of life, nutrition, functional status,
the prevention of aspiration, or the prevention and healing of pressure ulcers.

« Studies worldwide consistently demonstrate a very high mortality rate in older adults
with advanced dementia who have feeding tubes (2009, 2013, 2014).

* In asample of 32 NH residents with advanced dementia, feeding tube-related
complications (e.g., dislodgement, blockages) were the most common cause of ED
visit (47% of all visits).

« The decision to withhold or withdraw tube feeding in end-stage illness is supported by
current scientific evidence.

* In certain groups, such as patients with severe dysphagia after stroke or for those
with amyotrophic lateral sclerosis, a feeding tube can prevent malnutrition and its
complications and can prolong life. These benefits have not been found in systematic
review of the literature among patients with advanced degenerative dementia.

REFERENZE:
Schwartz, Nutrition Clinical Practice 2014. ESPEN Guidelines on Enteral Nutrition: Geriatrics, 2006. Gives,

JAGS 2012. Arcand, Canadian Family Physiscian 2015.



NUTRIZIONE & IDRATAZIONE

« Atime-limited trial of nasogastric feedings may be considered if a decision to
proceed in the future with a G-tube is made.

« Alternatives such as assisted oral feeding and other innovative oral interventions
should be thoroughly explored.

«  “Comfort feeding”, or hand feeding, is able to eliminate feelings of hunger or thirst.
It involves giving patients frequent small amounts of food, sips of liquids, or mouth
care. Providers must explain to families that careful hand feeding should fill
patients’ needs without subjecting them to invasive and nonbeneficial artificial
feeding. There is still a risk of aspiration but it is minimized if the feeding is
stopped when the patient shows signs of distress.

* Oral intake can be encouraged by conservative approaches: presentation of
smaller meals, altered food textures, high-calorie supplements. The goal of hand
feeding is to provide food to the extent that it is comfortable for the patient, rather
than to ensure a prescribed caloric intake.

REFERENZE:

Schwartz, Nutrition Clinical Practice 2014. ESPEN Guidelines on Enteral Nutrition: Geriatrics, 2006. Gives,
JAGS 2012. Arcand, Canadian Family Physiscian 2015. Mitchell, NEJM 2015. Sampson, Cochrane
Database Syst Rew 2009.



American Geriatrics Society Feeding Tubes in Advanced
Dementia Position Statement

American Geriatrics Society Ethics Committee and Clinical Practice and Models of Care Committee

POSITIONS 2014

1.

B wn

Feeding tubes are not recommended for older adults with advanced dementia.
Careful hand feeding should be offered; for persons with advanced dementia,
hand feeding

Is at least as good as tube feeding for the outcomes of death, aspiration
pneumonia, functional status, and comfort.

Tube feeding is associated with agitation, greater use of physical and chemical
restraints, greater healthcare use due to tube-related complications, and
development of new pressure ulcers.

Efforts to enhance oral feeding.

Tube feeding is a medical therapy.

It is the responsibility of all members of the healthcare team to understand any
previously expressed wishes of the individual (through review of advance
directives and with surrogate caregivers) regarding artificial nutrition, and
incorporate these wishes into the care plan.

Institutions such as hospitals, nursing homes, and other care settings should
promote choice, endorse shared and informed decision-making.




Healthcare Organizations Supporting Similar Views on Decision
Making or G-Tube Placement in Patients With Advanced Dementia or

Near End of Life:

Academy of Nutrition and Dietetics, 2013. American Academy of Hospice and Palliative
Medicine, 2014. American College of Physicians, 2012. American Geriatric Society, 2014.
American Medical Association 2014. American Nurses Association, 2014. American Society
for Parenteral & Enteral Nutrition, 2010. European Society of Parenteral and Enteral Nutrition,
2006.

Numerous studies found no evidence that enteral tube feeding provides any benefit in terms of
survival time, mortality risk, quality of life, nutrition parameters, physical function, or improvement
or reduced incidence of pressure ulcers.

Artificial administration of nutrition and fluids is a medical intervention subject to the same
principles of decision making as other treatments. Imminently dying patients may develop fluid
overload as their kidneys stop functioning, with peripheral and pulmonary edema.

Percutaneous feeding tubes are not recommended for older adults with advanced dementia.
Artificial nutrition and hydration may not provide any benefit and may have associated risks in
patients with severe dementia or in a persistent vegetative state.

Rather than enteral tube feeding, the preferred intervention for providing nutrition is usually total

assistance with oral feedings.



EVIDENZE SU PERCHE’ NON USARE NET

« High mortality and morbidity rates

« Questionable effectiveness except in critical iliness

« Mortality rates: 23% in 30 days, 63% in 1 year

* No reduction in oral or gastric aspiration, or pneumonia

« Often require physical and chemical restraints

* Increase discomfort

« Compromise human dignity

* Feeding tubes in advanced dementia reduced short-term survival after in
hospital placement in chronically demented patients with superimposed

delirium

REFERENZA PRINCIPALE:
Schwartz, Nutrition Clinical Practice, 2014 (Literature Review on Decisions to
Withhold or Withdraw Tube Feeding).



Table 1. Advanced Dementia and End-of-Life Suffering/Discomfort With or Without ANH.

Author

Findings/Conclusions

Barrocas, Geppert,
Durfee, et al®

Ciocon, Silverstone,
Graver, Foley’

Ellenshaw, Sutcliffe,

Saunders'”

Friederich'!

McCann, Hall,
Groth-Juncker"

Artificial hydration of terminally ill patient can lead to discomfort due to:

Fluid overload

Pulmonary and generalized edema

Shortness of breath

Use of catheters

Additional laboratory tests and blood draws

Administration of medications and electrolytes

ANH complications

Use of physical restraints

ANH may be discontinued on clinical and ethical grounds provided such determination is not in conflict with:

e Existing laws

¢ Institutional policies

¢ Consent/consensus of decision makers

Scientific evidence in the physiology of patients with brain death, coma, or PVS indicates that these patients
do not experience thirst or hunger, and therefore not likely to suffer.

ANH in dying patients:

¢ Increased diarrhea, nausea, and vomiting

¢ (Caused repeated aspiration pneumonia

Fluids cause or exacerbate:

Dyspnea

Bronchial secretions

Urinary frequency

Bladder distension

Pulmonary edema/effusions

Ascites

Schwartz, Nutrition Clinical Practice, 2014

Adverse occurrences with ANH:

¢ Infections at surgical site

¢ Perforations

o [eakage

¢ Does not prevent skin breakdown or pressure ulcers despite greater protein intake
Ketosis and dehydration, in absence of ANH, provide:

¢ Anesthetic/sedative effects to the terminally ill or advanced demented patients

¢ Benefit, as these patients may retain the ability to experience discomfort or suffering

ANH, artificial nutrition and hydration; PVS, persistent vegetative state.



Table 4. Risks, Burdens, and Benefits Comparison for G-Tube Placement in Patients With Advanced Dementia or Near End of Life. :

J4 16183146

Risks and Burdens

Benefits

Aspiration

Cellulitus, stomal inflammation, excoriation at tube site

Deprived pleasure of ating

Diarrhea

Fluid overload

Gastrointestinal and venous distention

Increased use of pharmacological sedation

[ncreased use of restraints

Nausea and vomiting

Negative impact on quality of life through decreased social
interaction at mealtime or decreased delivery of attention
required during assisted oral feeding

Not associated with improved survival based on feeding tube
insertion timing, relative to onset of eating problems

Peritonitis

Tube occlusion

Artificial nufrition and hydration may help to prevent more serious
debilitating conditions, when used at the early signs of malnutrition

Decreased distress in patients who experience coughing and choking
with oral intake

Preservation of ability to perform simple instrumental daily life
activities

Relief of dehydration

Weight mainfenance



CONDIZIONE PARTICOLARE:
Paziente con demenza avanzata durante ospedalizzazione.

During 2000 in long-term care facility residents in the United States, 68.1%of all feeding tubes were inserted
during an acute care hospitalization.
The most common primary diagnoses associated with feeding tube insertion during a hospitalization included
aspiration pneumonia, dehydration, dysphagia, urinary tract infection, malnutrition.
Outcomes in the year following the procedure were poor:
64.1% died in the year following the procedure
1 in 5 tube-fed residents experienced a tube-related complication necessitating a new hospital
transfer.

Special Report

MNutrition in Clinical Practice

- - 7. Vol 20N ber 6
Gastrostomy Tube Placement in Patients With December 2014 820840

- - ) 2014 American Society
Advanced Dementia or Near End of Life for Parenteral and Enteral Nutrition
DOI: 10.1177/0884533614546890
ncp.sagepub.com
hosted at
online.sagepub.com

Denise Baird Schwartz, MS, RD, CNSC, FADA., FAND, FASPEN!; @SAGE
Albert Barrocas, MD, FACS, FASPEN?; John R. Wesley, MD, FACS, FAAP, FASPEN?;

Gustavo Kliger, MD?*; Alessandro Pontes-Arruda, MD, MSc, PhD, FCCM>*;

Humberto Arenas Marquez, M DT; Rosemarie Lembo James, RD, CNSC, LD/NK;

Cheryl Monturo, PhD, MBE, ACNP-BC’; Lucinda K. Lysen, RD, LD, RN, BSN'’;

and Angela DiTucci, RD, LDN"

In case of a hospitalized patient with advanced dementia admitted with aspiration
pneumonia or is on mechanical ventilation,

the clinician could suggest a time-limited trial of 1 week or other realistic jointly agreed-
upon time period for the placement of a nasogastric tube feeding to determine if the
patient is able to be extubated and resume an oral diet with modified food and fluid
consistency. Nutr Clin Pract, 2014




CHECK LIST PRIOR TO TUBE FEEDING

l

PLACEMENT IN HOSPITAL. Schwartz DB, 2014

L

l

Clinical

Presumed oral intake will provide insufficient nutrition and/or is unsafe due to

indication possible aspiration for period greater than 4 weeks on nasogastric tube feeding?
O Yes L No
Determined the correct location of the long-term enteral access device based on the
gastrointestinal tract function? 0 Yes O No

Swallow Was a video swallow study completed? [ Yes OMNo

evaluation

It ves, when? W as this abnormal? Specify.

Consistent with
patient’s wishes

Is use of tube consistent with patient’s preferences as supported by patient’s quality of
life goals? Yes O Neo O

Preferences
obtained for tube
placement

How hawve patient’s preferences. goals, and values been obtained?

(Check all that apply.)

U  Discussed directly with patient

O  Discussed with patient’s surrogate (for patient lacking decision-making
capacity’)

Ll Documented in patient’s advance directive and/or POLST form

O Other (specify):

Surrogate Commitiee formed to make decision on patient’s behalf? O Yes [0 No

Preferences
documented

Are patient’s preferences. goals, and values formally documented in medical record or
Surrogate Commitiee? O Yes CONo It ves, date:

Medical Is patient’s medical condition expected to remain stable to discharge?
condition stable O Yes O No
Expected Is patient expected to survive for at least 30 days post tube placement?
survival time O Yes 00 No

Primary driving
force for tube

L] Patient preference L Family preference LI Physician
B Skilled nursing facility requirement; facility name
Other

Potential
contraindications

Are any following conditions present? {(This list is not comprehensive. Check if
condition is present or write in any condition that would qualify as “other™.})
Serious coagulation disorder

Status post cardiac arrest with poor neurclogical function after 48-72 hours
Extensive tumor infiltration of stomach

End stage dementia (bed-bound. incontinent, nonverbal, dysphagia with
history of aspiration)

Multiorgan failure greater than 3 organs nonreversible

Stage 4 cancer with life expectancy of less than © months

Significant intracranial bleed with expected permanent ventilator dependence
Complete obstruction of bowel
Marked peritoneal carcinomatosis
Severe ascites

Peritonitis

Severe psychosis

Other

Clearly limited life expectancy, specify:

GoooooOO0O DOOoodg

Recommendation

Based on above answers, is patient appropriate for tube? [dYes O No If No,
recommend consults for discussion/decision making with patient, family, caregiver,
surrogate decision maker for feeding option needs by: H Dietitian

O Speech-Language Pathologist [ Pharmacist [ Palliative Care [ Ethics




TROMBOEMBOLISMO VENOSO - POLMONARE

Prophylaxis Against Venous Thromboembolism
in Hospitalized Medically 11l Patients

Trudy Pendergraft, MSPH: Xianchen Liu, MD, PhD: John Edelsberg, MD., MPH;
Hemant Phatak, PhD: Montserrat Vera-Llonch, MD, MPH: Larry Z. Liu, MD, PhD:
Gerry Oster, PhD

(Circ Cardiovas Qual Outcomes, 2013)

CHEST (2012) Supplement

ANTITHROMBOTIC THERAPY AND PREVENTION OF THROMBOSIS, 9TH ED: ACCP GUIDELINES

Antithrombotic Therapy for VTE Disease

Antithrombotic Therapy and Prevention of Thrombosis,
9th ed: American College of Chest Physicians
Evidence-Based Clinical Practice Guidelines

Clive Kearon, MD, PhD; Elie A. AKl, MD, MPH, PhD; Anthony |. Comerota, MD;
Paolo Prandoni, MD, PhD: Henri Bounameaux, MD: Samuel 7. Goldhaber, MD, FCCP:
Michael E. Nelson, MD, FCCP; Philip S. Wells, MD; Michael K Gould, MD, FCCP;
Francesco Dentali, MD: Mark Crowther, MD: and Susan R. Kahn, MD




TROMBOEMBOLISMO VENOSO - POLMONARE

In the 2008 American College of Chest Physicians guidelines, anticoagulant
prophylaxis was recommended for acutely ill medical patients admitted to the
hospital

O

o O O O

with congestive heart failure

with severe respiratory disease

with ischemic stroke

most patients admitted to critical care units

confined to bed and have =1 additional risk factors, including active cancer,
previous VTE, sepsis, acute neurological disease, or inflammatory bowel
disease

in the absence of contraindications (chiefly, excessive risk of bleeding).

Mechanical prophylaxis was recommended for those with contraindications to
anticoagulants.

The recently released 2012 ACCP guidelines distinguish between patients at
increased risk and those at low risk of thrombosis and recommend use of
anticoagulants only among the former.

(Circ Cardiovas Qual Outcomes, 2013)



TROMBOEMBOLISMO VENOSO - POLMONARE

Il Padua Prediction Score rappresenta il miglior modello clinico disponibile per giudicare il
rischio trombotico nel paziente ospedalizzato.

PADUA PREDICTION SCORE

FATTORE DI RISCHIO PUNTEGGIO

w

Cancro attivo (metastasi e/o CT o RT negli ultimi 6 mesi)

w

TEV precedente

w

Ipomobilita (allettamento o possibilita di accedere solo al bagno, sia per le
limitazioni dovute alla patologia sia per ordine medico, per almeno 3 giorni)

Trombofilia nota

Trauma e/o chirurgia recente (< 1 mese)
ETA > 70 anni

Insuff. cardiaca e/o respiratoria

IMA o Stroke

Infezione acuta e/o malattia reumatica
Obesita (BMI > 30)

Trattamento ormonale in atto

P P P R P RPN W

SCORE TOTALE
<4 BASSO RISCHIO DI TEV 2 4ALTO RISCHIO DI TEV

(Societa di Angiologia e Patologia Vascolare, 2012; in riferimento a LG ACCP 2012)



TROMBOEMBOLISMO VENOSO - POLMONARE

A differenza di quanto accade nell’area chirurgica, la profilassi farmacologica del
TEV e ancora sottoutilizzata nell’area medica e risulta applicata, nei pazienti per |

guali e indicata, in una percentuale variabile da 32% al 58% dei casi.

La prescrizione scorretta di anticoagulanti a soggetti per i quali non e indicata
alcuna forma di profilassi e presente in una percentuale non trascurabile di casi e
recenti sentenze della Magistratura hanno ribadito I'attenzione non solo sullomessa
protezione dei pazienti a rischio ma anche sulla incongrua prescrizione di farmaci

potenzialmente dannosi.

Prolungare la profilassi post-dimissione per 28-30 giorni non modifica
significativamente il rischio tromboembolico e aumenta il rischio di emorragie

(piccolo vantaggio solo per pazienti >75 anni obesi).

(Societa di Angiologia e Patologia Vascolare, 2012. Circ Cardiovas Qual Outcomes, 2013)



~* Comfort Care

Alzheimer Society of Canada, 2005



PUNTI PRINCIPALI della GESTIONE dei PAZIENTI AFFETTI DA
DEMENZA AVANZATA-TERMINALE (Alzheimer Society of Canada, 2005)

1)
2)
3)

4)

5)

6)

7)

Nelle fasi avanzate della demenza le problematiche mediche principali sono i
disturbi dell’alimentazione e le infezioni

La strategia che il caregiver puo utilizzare quando si verificano disturbi
dell’alimentazione € fornire cibi semisolidi e integratori sostitutivi del pasto

La nutrizione artificiale non é di alcun supporto e puo determinare complicanze non
irrilevanti

Il trasferimento in ospedale e fonte di potenziali distress (stazionamento in ambienti
non adeguati come il PS, uso di sedativi, contenzioni, comparsa di lesioni da
decubito o contratture muscolari, gestione da parte di personale non formato per la
cura di pazienti affetta da demenza in fase avanzata). Puo essere considerato solo
per condizioni che necessitino di trattamenti chirurgici (es. stabilizzazione frattura di
femore)

Fondamentale fornire adeguate informazioni e TEMPO ai famigliari per renderli
consapevoli e preparati allo stadio ed evoluzioni della malattia, al fine di
confrontarsi nelle scelte di cura

Rari sono i conflitti tra famiglia e staff sanitario, in caso si incorra in questo
conviene: effettuare un tentativo terapeutico e valutare in tempi brevi 'evoluzione,
oppure rivolgersi ad altri medici 0 comitato etico o giuristi

Specificare che la gestione delle fasi terminali non si traduce in «non c’é piu nulla
da fare», non e abbandono.



Relief of symptoms. (Alzheimer Society of Canada, 2005)

1)

2)

3)

4)

5)

6)

7)

BREATHING PROBLEMS = Morphine, certain medications, which can be inhaled through a
pump, an inhalor or a mask, can reduce spasms of the breathing tubes or bronchi, diuretics.
Intravenous therapies results in more secretions in the breathing passages, puts off the onset of
the coma, and prolongs the duration of the discomfort.

SHOULD THE PATIENT BE GIVEN ANTIBIOTICS WHEN HE HAS AN INFECTION?

In the case of certain infections which result in discomfort (i.e. bladder infection), antibiotic
therapy may be the best way to provide the patient with rapid relief.
HOW ARE SECRETIONS CONTROLLED WHEN THEY CAUSE DIFFICULT AND NOISY
BREATHING = position the patient correctly and administer medications to decrease the formation
of new secretions.

IS IT HELPFULL TO PROVIDE OXYGEN? Yes: oxygen may help reduce certain muscular pains
and breathing problems. However, when the patient is in a coma, it is reasonable to remove the
oxygen so as not to prolong life.

HOW CAN PAIN BE RELIEVED? Patient be properly positionned in a comfortable bed. Opioids
are definitely the most effective medications to relieve moderate to severe pain; it is preferable to
regularly administer narcotics (every four hours). Additional doses are occasionally prescribed.
HOW CAN ANXIETY OR AGITATION BE RELIEVED? Use of medications for anxiety or
hallucinations in addition to morphine.

IS IT NECESSARY TO ADMINISTER OTHER MEDICATIONS OR TO VERIFY BLOOD
PRESSURE, TEMPERATURE, BLOOD SUGAR LEVELS, AND SO ON? When swallowing

difficulties become problematic, it is often preferred and even necessary to stop taking medications
orally. Treatments are administered through injections or suppositories.

It becomes less relevant to take the patient’s temperature and pressure or to verify blood
sugar levels when the interventions disturb the person who is sleeping peacefully.



Guidelines for management of symptoms
In end-stage dementia. (Clinical Review. Canadian Family Physician, 2015)

DISPNEA

|dentify cause
* Pneumonia is the most frequent cause; sometimes pulmonary edema
* Antibiotics might improve comfort (reduce secretions) but prolong dying. Discuss goals of care. If goal of care is comfort but no
life prolongation, then "no antibiotics” is appropriate and necessitates good symptom management

Use opioids, as they are the most effective treatment
* Start with either 0.5 mg of hydromorphone SC every 4 h as needed or 2-2.5 mg of morphine SC every 4 h in opioid-naive patients
* |f dyspnea is persistent, give doses every 4 h with breakthrough doses (10% of total daily opioid dose given every 1 h)

Use 20-40 mq of furosemide (SC or IV) if there is evidence of fluid overload

Use oxygen
* Oxygen might improve oxygen saturation but it does not improve dyspnea, as it is related to respiratory muscle fatigue. Use
oxygen only if the patient is hypoxic and it appears helpful (can be stopped if patient is actively dying and comatose)

If dyspnea remains severe, prescribe
* 5-10 mg of midazolam SC plus morphine or hydromorphone 1.5 times the usual 4-h dose plus scopolamine 0.4-0.8 mg and
repeat morphine or hydromorphone and midazolam after 20 min as needed

Prescribe nonpharmacologic therapy
¢ Providing a cool draft from an open window or fan and maintainina a calmina presence are also helpful

Opioids are the main symptomatic treatment of dyspnea. BDZ are helpful if there is anxiety or
agitation or severe distress.

Oxygen is useful initially if Sat.02 < 90%, but it might prolong the dying process in patients who
are about to die. Oxygen might also be uncomfortable.



Guidelines for management of symptoms
In end-stage dementia. (Clinical Review. Canadian Family Physician, 2015)

TERMINAL RALES

Reposition the patient, as this is often the best strategy
* Avoid suctioning except superficially without causing gagging. This can be done after lowering the head of the bed for a short
time (if tolerated)

Start pharmacologic treatment
¢ (.2-0.8 mg of scopolamine* SC every 4-6 h as needed (maximum dose is 0.8 mg SC every 2 h)
* Scopolamine might be more effective if given on a reqular basis
* 0.2 to 0.4 mg of glycopyrrolate SC every 4 h might be preferred (less sedative)
* 20-40 mq of furosemide SC might help if there is fluid overload

Use of scopolamine is controversial. Some authors believe that terminal rales is not
burdensome for the comatose patient and that the treatment might be used only to comfort
family. Ensuring a good body posture (lateral or upright position) might facilitate drainage.

PAIN

Prescribe opioid (oral or SC administration)
* Hydromorphone might be preferable because of fewer active metabolites, diminishing risk of opioid toxicity
* Start opioid slowly: 0.25-0.5 mg of hydromorphone every 4 h (can be given as needed; however, when the patient cannot
communicate, low-dose regular medication is often preferable); or 1-2.5 mg of morphine SC every 4 h (second choice)
* After 24 h, calculate the daily dose needed and give regularly in divided doses with breakthrough doses (half of regular dose) every 1 h
® [ncrease reqular dosage if >3 breakthrough doses daily



Guidelines for management of symptoms

In end-stage dementia. (Clinical Review. Canadian Family Physician, 2015)

AGITATION & MIOCLONUS

Consider treatable causes of pain (eg, full bladder, fecaloma, dry mouth)
Consider the following:

¢ Often irreversible (might be due to opioid toxicity. Reduce morphine dose or change to hydromorphone, which has fewer active
metabolites)

e Antipsychotics are normally the first choice in delirium (eg, 2.5-5 mg of methotrimeprazine every 6 h as needed), but if
agitation is mild to moderate in an actively dying patient, benzodiazepines given reqularly (0.5-1 mg of lorazepam SC every 4 h
reqularly for palliative sedation) might be more useful than antipsychotics

* |[f benzodiazepines are ineffective or cause paradoxical excitation, change to 12.5-50 mg of methotrimeprazine over a 24-h
period in divided doses every 4-6 h, or 0.5-2 mg of haloperidol SC every 30 min until agitation is controlled, then give reqularly
every 4-6 h

Change morphine to hydromorphone and add 0.5 mg of lorazepam every 4 h as needed or regularly

Continuous pain in the semiconscious patient might be associated with grimacing and facial
tension. Transitory tachycardia that might signal distress. However, do not confuse pain with the
restlessness, agitation, moaning, and groaning that accompany terminal delirium.
Antipsychotics are useful for delirium, but when a patient is terminal and unable to eat or drink
anymore, sedation with BDZ might be a better choice.

Midazolam or lorazepam given on a regular basis might be indicated for agitation due to fear.



CURE PALLIATIVE, END-OF-LIFE
“PROGRAMMAZIONE” DELLE OPZIONI DI CURA

The NEW ENGLAND JOURNAL of MEDICINE

CLINICAL PRACTICE

Advance care planning
IS a cornerstone of care.

Caren G. Solomon, M.D., M.P.H., Editor

Advanced Dementia

Susan L. Mitchell, M.D., M.P.H.

The presence of advance directives is one of the most consistent factor
associated with markers of high-quality palliative care in advanced dementia,
including: lower feeding tube use, fewer terminal hospitalizations, better family
satisfaction and mental health outcomes, and greater hospice use.

In the absence of clear directives, proxies will have to either exercise substituted
judgment according to what they think the patient would want or make a decision
based on the patient’s best interests.

Physicians should educate health care proxies about the disease trajectory (the
final stage of an incurable disease) and expected clinical complication), and
choose treatment options that align with these advance directives before acute
problems arise.

Mitchell, NEJM 2015



DO NOT RESUSCITATE — DO NOT HOSPITALIZED ORDER

Interventions Associated with the Management of Suspected

Infections in Advanced Dementia
Yates et al. (Journal of Pain and Symptom Management, 2015)

L'assenza di un DNH Order si associa in modo indipendente a interventi che determinano
distress e potenziale sofferenza in pazienti affetti da demenza avanzata che incorrono in uno
stato infettivo.
Sono considerati «<BURDENSOME INTERVENTIONS»:

Ospedalizzazione

Prelievi ematici

Essere sottoposti a RX (x spostamento in un servizio di radiologia in paziente allettato, difficile da
posizionare in modo adeguato)

Esame urine (x la necessita frequentemente di cateterizzazione)

OR 1.83 (95%CI 1.16-2.90, p <0,05)
— ossia i pazienti senza DNH Order hanno il 83% di rischio in piu




. Our position and guidelines on End-of-life
éj AthE'mer care, 2013
Europe End-of-Life care for people with dementia

Executive summary and recommendations

Palliative care approach should be adopted for people with end-stage dementia
as attempts to cure and prolong life are inappropriate for them.

II.  Maximise the quality of life and level of comfort of the person with dementia
and not to prolong the life.

Ill.  Futile and harsh or invasive treatment, any treatment with no prospect of
improving quality of life, should be avoided.

V.  The person with dementia should be consulted and kept informed about care
and treatment issues to the greatest extent possible.

V. Carers should be provided with practical, emotional, spiritual and psychological

support, by an assessment of their health and psychosocial needs.



. Our position and guidelines on End-of-life
éj AthE'mer care, 2013
Europe End-of-Life care for people with dementia

Executive summary and recommendations

VI. Carers should be provided with specific training. They should be consulted and
involved in the care of the person with dementia, be informed and reassured
about possible symptoms which may occur and about the possible
consequences of any decisions.

VIl. Dementia should be an obligatory undergraduate component of doctors’
training. Training in dementia care should also be a component part of
training courses in nursing and of continued further education in the medical
profession.

VIII. More research should be carried out into the identification of the signs of
imminent death in people with dementia so as to ensure that appropriate

treatment decisions are made.



. Our position and guidelines on End-of-life
éj AthE'mer care, 2013
Europe End-of-Life care for people with dementia

Executive summary and recommendations

IX. Healthcare professionals should be trained in the management of pain: be
experienced in the use of pain assessment tools and be extra vigilant for signs of
pain in people with dementia, to distinguish more effectively between pain and
discomfort or distress.

X.  The WHO 3-step ladder for treating pain in cancer patients should be adapted for
the treatment of pain in end-stage dementia.

XI.  Tubes and PEGs for artificial hydration and feeding should not normally be

indicated for people with end-stage dementia.

XII.  Unnecessary sedation should be avoided.

XIll. Mechanical restraint should only be used in very exceptional circumstances.

XIV. Doses of medication should be reduced in accordance with the development and

severity of the disease and/or weight loss.



. Our position and guidelines on End-of-life
éj AthE'mer care, 2013
Europe End-of-Life care for people with dementia

Executive summary and recommendations
FOR POLICY MAKERS

|.  End-stage dementia should be recognised as a terminal condition requiring palliative care.

II.  People with end-stage dementia should be guaranteed access to palliative care/geriatric
services.

lIl. It should be borne in mind that many people dying from cancer, respiratory disease or
heart failure will also have a co-morbidity of dementia which will complicate the provision
of other specialist care.

I\VV. Palliative care services and facilities should be provided to people dying with/from
dementia (irrespective of whether they have another terminal illness).

V. Legislation covering access to palliative care services should take into account the nature

of dementia and the progression of the disease.



AREE CON NECESSITA’ DI MIGLIORAMENTO

Miglior educazione dei (pazienti) e famigliari riguardo alle fasi
avanzate e terminali della demenza

Maggior consapevolezza e sensibilizzazione del paziente e dei
famigliari nelle disposizioni delle fasi avanzate

Provvedere cure che siano concordanti con le preferenze
precedentemente espresse

Minor uso di interventi che creano discomfort (es. SNG/PEG,
ospedalizzazioni, terapie endovenose)

Potenziamento dei trattamenti per sintomi che determinano

sofferenza



