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Circa il 50% delle diagnosi ed il 70% dei decessi per il cancro si verificano in individui di
eta superiore ai 65 anni.

Negli anziani si ha la piu alta incidenza di diagnosi di carcinoma avanzato con
indicazione alla terapia palliativa.




'avanzamento delle tecniche chirurgiche ha aumentato il numero di interventi
chirurgici da eseguire su pazienti ad alto rischio.

Alcuni pazienti, nonostante I’elevato rischio peri e post-procedurale, decidono di
essere ugualmente sottoposti all’intervento chirurgico.
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Table 1. Subject Characteristics Table 2. Percentage of Time Spent Away from Home in
the Year Follo wing Hlﬁ1—Rﬁk Cancer Surgery

Entira cohart, Subjects alive at Subjects daad at
Characteristics N =37 748 1y,n =27 48 1y, n=10700 P Loast square
Typa of surgary, n (%) means with 5%
Gastractomy o791 (259) 7102 (26.3) 2689 (25.1) = 0001 Variahle confidence interval P value
Cysiaciomy 14 204 (37.9) 10571 (39.1) 3723 (34.8)
Pancreaticodundanactmy 10 845 (28.7) 7289 (27.0) 3546 (33.1) Typa of surgary
Esophageciomy 2818 (7.5) 2076 (7.7) 742 (6:9) Gastractomy 23 (22-.24) =.0001
Aga, ¥, n (%) Cystaciomy .26 (25-.26)
[ 11 448 (30.3) 8723 (12.3) 2725 (25.5) <0001 Pancraaticoduodanactomy 23 (22-.24)
70-74 8304 (22.0) 6142 (22.7) 2162 (20.2) Esophagectmy 24 (23.25)
75-79 9133 (24 2) 6485 (24.0) 2648 (24.7) Age,y
B0-B4 6035 (16.0) 3994 (14 .8) 2041 (18.1) &5-80 23 (22- 54) =.0001
=85 2828 (7.5) 1704 (6.3} 1124 (10.5) T0-74 23 (23 24)
Eﬂ:llul:a{%] 25021 (B6.3) 17 954 (66.4) 7067 (66.0) 5391 G064 -24 (23-.25)
Femala 12727 (33.7) 2094 (33.6) 3633 (34.0) i 25 (S 25)
Race, n () Seax
White 31778 (842) 22782 (84.2) 8096 (84.1) <0001 Mala 23 (23-24) =.0001
Black 3314 (8.8) 2248 (8.3) 1066 (10.0) Famala 24 (23-.25)
Ofhar 2656 (7.0) 2018 (7.5) 638 (6.0) Race
Dispasition before hospitalization, n (%) Whits 23 (23-24) =.0001
Haoma 37 206 (86 8) 26814 (99.1) 10 482 (98.0) =001 Black 25 (24-.25)
Facility 452 (1.2) 234 (9) 218 (2.0) Other 24 (23-.24)
Disposition after hospitalization, n (%) Charlson Comorhidity Index scora
Homa (no assistance) 20125 (772) 22015 (81.4) 7110 (66.4) <0001 01 21 (20-22) «.0001
Facility (SMF, hospice, inpatiant) BE23 (22.8) 5033 (18.6) 3590 (33.8) 2.3 20 (22-23)
Charison Comarbidity Index score, n (%) =4 28 (27-.29)
o-1 17 525 (45 4) 13620 (50.4) 3005 (36.5) =0001 Disposition before hospitalization
23 17 831 (47.2) 12079 (44.7) 5752 (53.8) 18 (16-18)
=4 2392 (6.3) 1348 (5.0) 1043 (8.7) oG - N LR
Hosgital LOS, d, mean + SD 123+ 99 111482 154 + 126 <0001 Faclily 30 (28-31)
Mo. of hospital admissions, mean + SD 15+ 320 13+ 18 80+21 <0001 Discharge disposition
Mao. of days spent in the hospital atter indax 139+ 262 115+ 054 197 £ 270 = 0001 Home A5 (14-.16) =.0001
admission, mean + SD Facility .33 (32-.33)
Mo. of SMF admissions, maan N+ 5D 15+ 1.0 1.5+ 1.0 1.5+ 8 2127 Subjact status at 12 mo
Mo. of days in SNF, maan + 5D T2+ 506 410+ 57.8 316+ 370 <0001 Alive 8 (17-.18) =.0001
Cumulafve death within 1y, mo, n (%) Daad .30 (29-.30)
1 1364 (3.6) 1364 (127) Calendor yoar
3 3278 (8.7) 3278 (30.6) 2010 24 (23-24) 3118
8 6018 (15.8) G018 (56.2) 2011 24 (23.25)
g 8514 (228) 8514 (79.6) 2012 24 (23.25)

Abbreviations: LOE, length of sty; 5D, standard deviation; $WF, skilled nursing facility.




DISCUSSION

Among Medicare beneficiaries undergoing high-risk cancer
surgery, the time spent away from home (ie, in the hospital
or in a nursing home) in the year following surgery is
high:18.5% among beneficiaries who were alive at 1 year
after surgery and 30.1% among beneficiaries who died in
the year following surgery. Beneficiaries who were dis-
charged to a facility (including nursing homes, other types
of inpadent facilities, hospice, or other discharge destina-
dons) and who died in the year following surgery ended up
spending, on average, 44.4% of their final year of life in the
hospital and/or in a nursing home.

The existing literature is mainly limited to 30-day
readmissions and to initial hospital discharge destination fol-
lowing these high-risk cancer surgeries. One study using data
from the Healthcare Cost and Utilization Project’s State
Impatient Database examined patients undergoing similarly
high-risk abdominal surgery (including open abdominal aor-
tic aneurysm repair, cystectomy, esophagectomy, and
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Figure 1. Percentage of time spent at home, in the hospital, and in a nursing home during the year following major cancer surgery.
Drata are adjusted for procedure type, age, sex, race, Charlson score, preadmision disposition, and calendar year.
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Qur study is novel in its aim to document the amount of
time spent away from home (i, in a hospital and/or in a
nursing home) for the entire year following high-risk cancer
surgery. The proportion of days spent at home is a new and
important patient-centered quality metric used in the non-
surgical literature, reflecing both intuition and academic
research that suggests that individuals Efrtfer to be at home,
particularly in their final days of life.'™*® Additionally, time
spent at home is a measurable outcome, and more time spent
at home was also shown to be associated with a decline in
several important patient-centered outcomes including depres-
sion, mobility impairment, and difficulty in self-care among
Medicare beneficiaries.”’ Further research among older indi-
viduals at end of life demonstrates that early comprehensive
palliative care at home preceding hospice is both associated
with fewer hospitalizations and nursing home stays and more
time at home in the last 6 months of life.**
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| pazienti anziani presentano caratteristiche e necessita diverse rispetto ai giovani
adulti affetti dalle stesse patologie:

e Comorbilita

 Diversita nella sintomatologia di esordio e nel decorso della malattia rispetto alle
presentazioni cliniche abituali

 Aumento della frequenza e della gravita per quanto riguarda le complicazioni post-
operatorie

* Elevato rischio di patologia iatrogena

* Tendenza alla perdita dell’autosufficienza e all’invalidita permanente

 Commistione tra problemi medici, psicologici e sociali
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La capacita di quantificare precisamente la riserva fisiologica del paziente puo essere la chiave per
migliorare la valutazione del rischio pre-operatorio
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etc).'”"" Furthermore, these risk scores are often derived
from cross-sectional analysis of outcomes that rely heavily
on user input. An emerging methodologic approach that
could be useful in the development of risk assessment and
adjustment is machine learning. Machine learning is a sub-
field of artificial intelligence intended to learn iteratively
from data and identify patterns, while minimizing human
involvement and userinputbias.'™'” Ineffect, this statistical
approach maximizes the objectivity in analyses.

Given the limitatdons of existing risk prediction indices
and models, this study sought to develop a novel, easy-to-
use surgical Complexity Score calculator to risk-stratify
patients more accurately and predict surgical 90-day
morbidity, mortality, complications, as well as postopera-
tive super-use among Medicare patients undergoing 1 of 6

Table 2. Clinical Characteristics and Outcomes by Training and Test

Variable Total Training (n = 524,580) Validation (n = 524,580)
Preoperative comorbidity index, median (IQR)
Complexity score 6.22 (4.58, 9.58) 6.22 (4.58, 9.57) 6.22 (4.58, 9.59)
Charson Comorbidiry Index 1 (0, 3) 1(0,3) 1 (0, 3)
Elixhauser Comorbidity Index 31, 4) 3(1, 4) 3 (1, 4)
CMS-HCC Score 0.84 (044, 1.52) 0.84 (0.44, 1.53) 0.84 (0.44, 1.52)

Operative outcome

Expenditure: surgical, USD (in thousands), 13.58 (11.8, 19.76) 13.57 (11.8, 19.76)

13.58 (11.81, 19.77)

median (IQR)
Length of stay, d, median (IQR) 3 (3,5 3(35) 33,5
Any complication ar index, n (%) 137,036 (13.1) 68,533 (13.1) 68,503 (13.1)
Postoperative ourcome, n (%)
-d readmission 165,972 (15.8) 82,684 (15.8) 83,288 (15.9)
30-d readmission 95,699 (9.1) 47,750 (9.1) 47,949 (9.1)
90-d morality 19,267 (1.8) 9,550 (1.8) 9,717 (1.9)
30-d mormaliry 8,588 (0.8) 4,330 (0.8) 4,258 (0.8)
Postoperative super-use 43,878 (4.2) 22,038 (4.2) 21,840 (4.2)

CMS-HCC, Centers for Medicare and Mediamid Sevice's Hicrarchical Condition Caegory; IQR, interquartile range.
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Figure 2. Calibrated weights from each of the 50 iterative runs are presented; red line indicates the final weight for the Complexity Score.
AKF, acute kidney failure; CHF, congestive heart failure, CKD, chronic kidney disease; CPD, chronic pulmonary disease; DM, diabetes
mellitus; LD, liver disease.
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M ost older patients with cancer experience a large num-
ber of physical and ps:fc:hﬂlo%ical symptoms as a
result of the disease and its treatments.” Commonly reported
symptoms include fatigue, pain, drowsiness, insomnia, dys-
pnea, and anorexia.”™ Compared with individuals without
cancer, patients with cancer have a high prevalence of symp-
toms such as loss of sensation abnormality, pain, and fatigue
that are associated significantly with worse physical func-
tion.* Prior work showed that in younger patients with can-
cer, high symptom burden can negatively affect physical
function, quality of life, and survival.”® Impaired physical
function was shown to predict worse outcomes such as higher
mortality and lower quality of life in community-dwelling
older adults” as well as in individuals with cancer.®?

Older patients constitute a significant group of patient
population in oncology practices and require special consid-
eration for symptom assessment and management.'? Despite
this, most studies on symptom burden focus on younger
adults with cancer or enroll a more general group of older
patients with cancer rather than those referred to a geriatric
oncology clinics who may be frailer.">™" A better under-
standing of relationship between symptom burden and phys-
ical function may allow identifying older patients who may
benefit from symptom management and interventions to
prevent/postpone decline in physical function. Moreover,
there is heterogeneity in the methods used to evaluate physi-
cal function impairment in patents with cancer, with most
studies using patient-reported measures of physical func-
tion''® that may underestimate physical function limita-
tions."” Validated objective measures of physical function
such as the Short Physical Performance Battery (SPPB) may
further clarify the relationship between symptom burden
and physical function in older adults with cancer. The pur-



Physical functioning is critical for older adults with
cancer to optimize independence.”® Furthermore, functional
impairment was shown to predict worse outcomes such as
lower survival and poor guality of life in older patients with
cancer who are undergoing cancer treatment.” Compared
with older patients without cancer, those with cancer are at
high risk of decline in functional status due to intensive
treatments and comorbidities.”” More recently, a geratric
oncology guideline from the American Society of Clinical
Oncology recommended [ADL evaluation and a question
about falls for all older adults considering or receiving che-
motherapy.?® Our study findings of high prevalence of func-
fional impairment, across both objective and subjective
physical function measures, in a large sample of older
patients with cancer referred for geriatric oncology consul-
tation highlight the need to incorporate physical function
assessment in routine care to help guide cancer treatment
recommendations in this patient population.”” Our findings

Independent Variable

Symptom burden was measured using the Clinical Symptom
Inventory (CSI)."> The CSI assesses 10 symptoms (pain at its
worst, other pain, distress, memory problem, feeling drowsy,
dyspnea, sleep problem, anorexia, dry mouth, and feeling sad)
rated on a 0 to 10 scale, with 0 indicating that the symptom is
not present and 10 indicating the symptom s “as bad as can
be imagined.”” Total CSI score range is 0 to 100.

(©



(A) B High Symptom Burden (Top 25%:) M Low Symptom Burden (Bottom 25%)
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Figure 1. (A) Physical function impairments b].rhlghut va lowest quartile of symptom burden scores. *Aﬂtutufpmpurtmns
P = 05, (B) Multivariate :mal],rui showing associations between symptom burden and physical function impairment measures.
Covariates in each regression model: Age, Sex, Race, Marital Stams, Education, Depression, Comorbidity, Cancer types, and Can-
cer Stage. * P < .05, SPPB, Short Physical Performance Battery.,



Timed Get Up and Go (TUG) Test:

Age Time(seconds)
60-69 11.4
70-79 12.6
80-89 14.8

10 ft.

Afilalo et al.™ hanno recentemente confermato, in
un‘ampia coorte di 15171 pazienti sottoposti ad intervento
cardiochirurgico, come la velocita del cammino costituisca
un fattore predittivo indipendente per esiti avversi con un in-
cremento relativo di mortalita dell'11% per ogni riduzione di
velocita del cammino pari a 0.1 m/s. Osservazione interessan-
te & guella che gli autori hanno evidenziato a proposito del
possibile utilizzo della velocita del cammino: essa risulta un
elemento di miglioramento delle stime del rischio operatorio
e di supporto al processo decisionale; il suo valore additivo
tuttavia appare modesto quando utilizzata come solo crite-
rio di fragilita, motivo per cui gli autori hanno sottolineato la
necessita di eseguire un test di fragilita multidimensionale in-
sieme al modello di rischio dell’STS (approccio bi-stratificato).

G Ital Cardiol 2019;20(4):210-222
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Punteggio totale: 0-12

Figura 4. La Short Physical Performance Battery (SPPB)*.

G ltal Cardiol 2019;20(4):210-222

Capace

Alzarsl @ sedersl per 5 volte pil
velocemente possibile a braccla
incrociate

<11.2 sec = 4 punti
11.2-13.7 sec = 3 pumti
13.8-16.7 sec = 2 puni
16.8-60 sec = 1 punto

»50 sec o Incapace =0 purti

La SPPB (Short Physical
Performance Battery) e,
specificatamente, i test di
valutazione della velocita del
cammino e del tempo impiegato
per alzarsi dalla sedia, in quanto
surrogati  di  fragilita, sono
potenzialmente indicatori
prognostici utili in pazienti anziani
con patologie cardiovascolari
acute e croniche

I punteggio alla SPPB alla
dimissione e risultato essere un
fattore predittivo indipendente di
ri-ospedalizzazione e decesso.



Alzarsi dalla sedia 5 volte <15 s =0 punti
Alzarsi dalla sedia 5 volte 215 5 =1 punto

Incapace di completare 'esercizio = 2 punti

Cognitivamente integro =0 punidti

Ridotta performance cognitiva =1 punto

Emoglobina 213.0 g/dl uomo = 0 punti
212 .0 g/dl donna

Emoglobina <13.0 g/dl uomo =1 punto
<12.0 g/dl donna

Alburmina sierica 23.5 g/dl =0 punti
Albumina sierica <3.5 g/dl =1 punto

Figura 5. Essential Frailty Toolset (EFT) in soggetti anziani candidati a
sostituzione valvolare aortica.
Modificata da Afilalo et al #2.

G ltal Cardiol 2019;20(4):210-222

“indipendentemente dallo strumento utilizzato, 1 clinic do-
vrebbero essere allertati in merito ad alcuni segnali (red flags)
di inutilita quando pazienti ad alto rischio vengono candidati
alla TAVI, come: I'incapacita di completare un test della velo-
cita del cammino su brevi distanze o di alzarsi dalla sedia, la
dipendenza per la maggior parte delle BADL, una condizione
di malnutrizione con un basso livello di albumina sierica e una
involontaria perdita di peso, una severa anemia (in assenza
di significative cause reversibili), una demenza avanzata, una
pneumopatia con fabbisogno di ossigeno, un‘epatopatia o
insufficienza renale cronica”.
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Figure 2. Patient and Caregiver Satisfaction

|| Patient satisfaction with communication Patlent satisfaction with overall care Careqiver satisfaction with communication
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A, Patient satisfaction with communication about aging-related concerns. B, Patient satisfaction with overall care. C, Caregiver satisfaction with communication
about the patient’s age-related conditions. Scores were derived using modified versions of the Health Cara Climate Questionnaira. The telephone assessmeant was
7 to 14 days after the audio-recorded clinic visit

La «comunicazione efficace» e caratterizzata da:
* Pazienti e operatori sanitari informati e partecipativi;
 Clinici informati, ricettivi e incentrati sul paziente;

* Un sistema sanitario che fornisce servizi organizzati e reattivi personalizzati in base alle esigenze dei pazienti e degli
operatori sanitari.
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1. La patologia indice contribuisce al declino dello stato funzionale: in questo caso la
procedura chirurgica puo ridurre o annullare quella quota di fragilita che da essa
dipende = l'individuazione della fragilita puo essere considerata un marker per
identificare coloro che possono beneficiare del trattamento chirurgico;

2. Declino di piu sistemi d’organo: la fragilita puo essere considerata un marker di
rischio pre-procedurale = quindi consente di identificare coloro nei quali la
procedura non apporterebbe beneficio.
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In this review, we discuss opportunities for optimizing decision-
making and care in the perioperative period, by using basic geri-
atric principles which can be incorporated in standard colorectal
cancer care (see Table 1). This includes the following main points:

A. Pre-treatment assessment
1. Establish whether the patient has decision-making capacity

2. Find out about patient preferences regarding treatment goals
and prioritize outcomes
3. Assess life expectancy without cancer — frailty, comorbidity,
and functional status
4. Assess risks of complications from surgery (short and long
term)
5. Presurgical optimization/prehabilitation
6. Discuss at the multidisciplinary team (MDT) meeting
B. Perioperative management: prevention of delirium and func-
tional decline
C. Discharge planning and rehabilitation



Table 1
Basic geriatric prinaples for coloredal surgeons.

Geriatric conditions and principles Relevance to colorectal cancer surgery

Cognitive impairment Capacity to consent

Risk of non-compliance

Patient preferences more challenging to assess

Increased risk of postoperative delirium

Rizk of lang-term cognitive decline?

Frailty Increased risk of complications and mortality

Compeating risk — frailty may limit life-expactancy irrespective
of cancer/cancer treatment

Surgery may cause long-term dependency

Readmission risk higher

Functional impairment, dependency Increased risk of complications

Increased length of stay — discharge planning essential
Surgery may cause long-term dependency

Multimorbidity and polypharmacy Fossibility for preoperative optimization?

Increased risk of complications

Competing risk — serious comorbidity may limit life
pxpectancy irrespective of cancer/cancer treatment

Atypical presentation of complications | Delirium

Falls

Incontinence
Ethical issues Fatient preferences
Benafit versus harm
Nime to benafit versus life expectancy
Alternative procedures?

End-of-life decisions

Limited evidence-base Discuss at MDT meeting

Include patient preferences

Avoid undertreatment

Avoid overtreatment

Look for underiying causes such as
infection ar elactralvte disturbances




LA VMD E LA TAVI

SINOSSI:

Spettanza di vita teorica (corretta per comorbilita)

Si=1, No=0

Cognitivita (MMSE<18)

ﬂrEi di senso IEthlﬂ' vista e udito pild che moderata)

Abuso di alcool (F>30gr/die; M>75gr/die)

Farmaci (>5)

Stato funzionale (funzioni perse BADL =1}

Stato funzionale (funzioni perse IADL = 2)

Cadute (1 o pil negi ultimi sei mesi)

Timed Up and Go-TUG (>15 sec)

Handgrip test [ﬂ-ﬂfﬂﬂl(g]

Albuminemia (<3.3gr di)

Het (<33%)

PCR (>5mg/I)

Comorbilitad elevata (numero patologie con punteggio=3)

Ricoveri ospedalieri precedente semestre (>1)

Incapacita autocura post procedurale

Eta <80 anni

Bassa comorbilita

Buona performance fisica
Autosufficienza (B-1ADL)
Mon malnutrizione
Integrita cognitiva

Bua;a mati:'a:ione

Robustezza

Eta molto avanzata [(80+)
Comorbilita elevata
Performace fisica compromessa
Disabilita

Malnutrizione

Deterioramento cognitivo
Disturbo depressivo

Fra;'lit&




COMMENTI {relativi ai problemi geriatrici specifici):
La patologia indice (—--—-—--) & condizione che pud modificare /modifica la traiettoria della salute del paziente.

Fattori da considerare:

(=]
=
%]
(=5}

-Rischio di delirium post-procedurale e peggioramento della cognitivita

-Rischio di depressione

o o

-Rischio di mancato recupero funzionale post-procedurale

-Rischio di complicanze peri-procedurali

Infettive (respiratorie, urinarie)

Cutanee (infezione superficiale o profonda; deiscenza ferita)

-Rischio di Eenza Eﬂ-ll.ll‘lﬂﬂtﬂ

el W | o |

-Rischio di rientro ospedaliero precoce

-Indisponibilita di supporto familiare-sociale X

O=assente; l=moderato; 2=elevato; 3=certo



LA VMD E LA CHIRURGIA oSSt o

Spettanza di vita teorica (corretta per comorhilita)

Si=1, No=0

Cognitivita (MMSE<18)

Organi di senso (patologia vista e udito piu che moderata)
Abuso di alcool (F>50gr/die; M>75gr/ die)

Farmaci (>5)

Stato funzionale (funzioni perse BADL >1)
Stato funzionale (funzioni perse IADL > 2)

Cadute (1 o pit negli ultimi sei mesi)
SPPB (/12)
Equilibrio=
Cammino=
Sit to Stand=
Fried Frailty index
Perdita peso o BMI <18.5
Affaticamento [(energia)
Handgrip test (<20/30Kg)
Ridotta attivita fisica
Velocita del cammino (Timed Up and Go-TUG: >15 sec)

BMI (<18.5) BMI= 20.3 (52 Kg 160 cm)
Albuminemia (<3.5gr dl) Alb=

Hct (<33%) Hct= i

PCR (>5mg/I) PCR=

SF-12
Comorbilitd elevata (numero patologie con punteggio>3)

Ricoveri ospedalieri precedente semestre (>1)

Incapacita autocura post procedurale




Eta <80 anni Eta molto avanzata (80+)

Bassa comorbilita Comorbilita elevata

Non Sarcopenia Sarcopenia

Buona performance fisica Performance fisica compromessa
Autosufficienza (B-IADL) Disabilita

Non malnutrizione Malnutrizione

Integrita cognitiva Deterioramento cognitivo

Buona motivazione Disturbo depressivo

Robustezza (FFIx <3) Fragilita (FFix >3)




COMMENTI (relativi ai problemi geriatrici specifici):
La patologia indice (------------ ) & condizione che pué modificare/modifica la traiettoria della salute del paziente.

Fattori da considerare:

o
[
%]
w

-Rischio di delirium post-procedurale e peggioramento della cognitivita

-Rischio di depressione

> | x|

-Rischio di mancato recupero funzionale post-procedurale

-Rischio di complicanze peri-procedurali

Infettive (respiratorie, urinarie)

Cutanee (infezione superficiale o profonda; deiscenza ferita)

-Rischio di degenza prolungata

-Rischio di rientro ospedaliero precoce

x> |>=|x|x

-Indisponibilita di supporto familiare-sociale

O=assente; 1=moderato; 2=elevato; 3=certo




LA VMD E LA RADIOTERAPIA |&es e

Spettanza di vita teorica (corretta per comorhilita)

Si=1, No=0

Cognitivita (MMSE<18)

Organi di senso (patologia vista e udito piu che moderata)
Abuso di alcool (F>50gr/die; M>75gr/ die)

Farmaci (>5)

Stato funzionale (funzioni perse BADL >1)
Stato funzionale (funzioni perse IADL > 2)

Cadute (1 o pit negli ultimi sei mesi)
SPPB (/12)
Equilibrio=
Cammino=
Sit to Stand=
Fried Frailty index
Perdita peso o BMI <18.5
Affaticamento [(energia)
Handgrip test (<20/30Kg)
Ridotta attivita fisica
Velocita del cammino (Timed Up and Go-TUG: >15 sec)

BMI (<18.5) BMI= 20.3 (52 Kg 160 cm)
Albuminemia (<3.5gr dl) Alb=

Hct (<33%) Hct= i

PCR (>5mg/I) PCR=

SF-12
Comorbilitd elevata (numero patologie con punteggio>3)

Ricoveri ospedalieri precedente semestre (>1)

Incapacita autocura post procedurale




Fragilita 0 Pre- ilita 0 Robustezza (1]

Capacita intrinseca 0=0k 1=warning

_Cognitivita

Senso
Performance fisica
Vitalita

W oy

Emotivita-sonno

(=N =0 =R =R =]

COMMENTI E SUGGERIMENTI (relativi ai problemi geriatrici specifici):



CONCLUSIONI

* La finalita della valutazione pre-operatoria geriatrica del paziente chirurgico ultrasettantacinquenne
permette di formulare giudizi qualitativi stabilendo la prognosi ed esprimere un giudizio relativo al
rischio di complicanze post procedurali durante la degenza, a 30 giorni ed a 1 anno.

* Una migliore comprensione della relazione tra il carico dei sintomi e la funzione fisica pu0 aiutare ad
identificare gli anziani che possono beneficiare della gestione dei sintomi e a prevenire/posticipare il
declino funzionale.

e | valori predittivi degli strumenti devono essere studiati in combinazione con gli indici di rischio
chirurgici gia esistenti ed ampiamente utilizzati in ambito clinico (es. STS Score, EuroScore, ASA,
Goldman Cardiac Risk Index)

Gli strumenti valutativi adottati dovrebbero essere di agile compilazione e permettere
una rilevazione di dati, condivisibili con I’equipe medico-chirurgica, in grado di
condizionare il processo decisionale diagnostico-terapeutico.
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