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Chi e il Geriatra?

c 1l medi co specializzato

Si occupadel suo stato di salute sia dal punto di vista
fisico che psicologico, interviene sui processi di
invecchiamento e sulla sua condizione di fragilita, /
curandone la qualita di vita conil progredire d el 1.0

Ha | ©0 o bi ditpreservaoe lo stato di autonomia personale esocialedel | 6 a d s i
piu a lungo possibile.

E il medico della complessita.

Individua 1 sintomi che apparentemente sembrano espressione del normale
Invecchiamento (come il deficit di memoria, | 01 ns ¢ @ m@in & ghaifjvece possono
nascondere aspetti patologici .

Si avvale della VMD e lavora in equipe.
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Il paziente anziano e il paziente fragile,
ortopedico, chirurgico, affetto da cardiopatia,
da vasculopatie periferiche e patologie
neurodegenerative, a rischio di disabilita,
sSpesso con una carente rete sociale-
assistenziale .

E senza una visione globale (che il geriatra
puo offrire) il rischio diventa quello di curare

| 0 or @ aom da persona nella sua globalita,
che piu invecchia piu diventa | 6 obi e
primario di cura.




pPper far e questo occorre P ar

"Il geriatra? E come Englishman in New York "
Cit . L. Moretti
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Englishman in NEW YORK

And you can hear it in my accent when | talk,
I'm an Englishman in New York

See me walking down Fifth Avenue
A walking cane here at my side
| take it everywhere | walk
I'm an Englishman in New York

Be yourself no matter what they say

Modesty, propriety can lead to notoriety
You could end up as the only one
Gentleness, sobriety are rare in this society

At night a candle's brighter than the sun

A gentleman will walk but never run



SPECIAL ARTICILE

Mainstream or Extinction: Can Defining Who We Are Save

Geriatrics?
Mary Tinetti

[é ] who we are /could be: asmall elite workforce that discovers and tests geriatric
principles through our research, [€ ] ..and that disseminates and implements these
geriatric principles through our health systemand health policy leadership .

Our mission should not be to train enough geriatricians to provide direct care but
rather to ensure that every clinician caring for older adults is competent in geriatric
principles and practices (skills and behaviors).

The right metric for successshould be the number of older adults that clinicians care
for using geriatric principles .

Ger i at r imetadisacippnhe @ ©Ohat transcends and i n
Its knowledge base and principles should guide all care

or



Function, along with symptom relief are
the health outcomes that older adults care most about

Chronic conditions exert their effects by
compromising function and causing symptoms

These outcomes should inform clinical decision -making
Every clinician who takes care of older adults must systematically
evaluate, manage, record and track function and symptoms

..the focus of health care for t o d acgnipkex patients of all agesis no longer onthe 0 d i s ebat Dre G

thei ndi v i dealth Icanserns within their life context and their own values, health goals, and
care preferences

Clinical assessment and management skills should r e y ethist shift from disease -based to
person -centered care, including the translationn of clinicall data and evidence into, person-
centered decision-making- based on pceocp health ®utcome goals and preferences.

Tinetti M. JAGS. 2016; 64: 1400 -1404



It is likely that geriatric principles will be increasingly mainstream,
but will geriatricians be in the stream?

Agreeing on, and letting the world know, clearly and positively, = who we are and what we do is
our best marketing tool and best chance for staying in the stream

Tinetti M. JAGS. 2016; 64: 1400 -1404



Qual e il ruolo del geriatra in Ospedale?



The role of Geriatrician in Emergency Department

The number of visits to emergency department (ED) for elderly patients has significantly
increased during the past few years

Complexity of the management of acute conditions in the elderly

| Frailty |

Comorbidity
Polypharmacy
Disability
Lack of an adequate social support network

Higher risk for:

Adverse health outcomes (functional or cognitive decline, adverse drug reactions, death)
Hospital readmissions

Liguori I, et al. Aging Clin Exp Res. 2018; 30:703

-12



The role of Geriatrician in Emergency Department

Atypical clinical presentation in ED (30% and more)

1) Fatigue

(with a disease known to cause fever, es. pneumonia,

2) Failure to develop fever urinary tract infection , septic shock, systemic infections ..)

(with a diseaseknown to cause pain , es. acute coronary

3) Lack of pain
) P syndrome, obstructive uropathy , acute abdominal condition ..)

Liguori I, et al. Aging Clin Exp Res. 2018; 30:703 -12
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Prognostic Stratification of Older Persons Based on
Simple Administrative Data: Development and Validation
of the ““Silver Code,” To Be Used in Emergency
Department Triage

Mauro Di Bari,! Daniela Balzi,? Anna T. Roberts,! Alessandro Barchielli,? Stefano Fumagalli,!
Andrea Ungar,! Stefania Bandinelli,? Walter De Alfieri,* Luciano Gabbani,? and Niccold Marchionni!

Background. Prognostic stratification of older patients with complex medical problems among those who access the
emergency department (ED) may improve the effectiveness of geriatric interventions. Whether such targeting can be
performed through simple administrative data is unknowrn.

Methods. We examined the discharge records for 10,913 patients aged 75 years or older admitted during 2005 to the
ED of all public hospitals in Florence. Italy. Using information on demographics, drug treatment, previous hospital ad-
missions, and discharge diagnoses, we developed a 1-vear mortality prognostic index. The predictive validity of this index
was tested in a subsample of patients independent of the subsample used for its original development. Finally, we tested
whether patients stratified by the prognostic index had different mortality when admitted to a geriatrics compared with an
internal medicine ward.

Resulfs. In the validation subsample, patients with scores of 46, 7—10, and 114+ compared with those with scores less
than 4 had hazard ratios (95% confidence interval) for 1-yvear mortality of, respectively, 1.5 (1.2—1.7), 2.2 (1.3—1.7), and 3.0
(2.6—3.4). Patients in the worse prognostic stratum experienced 33% higher mortality when admitted to an internal medicine
compared with a geriatrics ward, although mortality was not significantly affected by the type of ward of admission in all
other risk strata.

Conclusions. Simple administrative data provide prognostic information on long-term mortality in older patients hos-

pitalired via ED. Patients with worse prognostic index scores appear to benefit from admission in a geriatrics compared
with an internal medicine ward.



..higher complexity of acute illness Is associated to a more severe grade of
frailty and both are independently related to inpatient mortality

To test this hypothesis was developed and validated the dSilver Code 6 a prognostic
tool to identify older patients at an increased risk for 1-year mortality regardless the
reason for the index hospitalization (reflecting patients baseline health conditions).

In addition , the same study evaluated potential differences Iin mortality rates
among patients transferred to an acute geriatric unit care compared to those
transferred to internal medicine wards .

The results of this study showed that higher risk of mortality , characterized

by higher scores of the 0Si | eorde(& 7), were associated with Dbetter
outcomes when elderly patients were assigned to acute geriatric unit than to
internal medicine wards .

These results underline the importance of geriatric care in the management of
elderly patients also during acute conditions

Di Bari M, et al. J Gerontol A Biol Sci Med Sci, 2010: 2, 159 0164



.1

= @

— =

[

E o©

E ©

Q

=

T ©

=

E S

O

c} ]
0 100 200 300 400
Time (days)
Risk score
- = (})-3 4-6 === 710 11+

Figure 1. One-year survival curves based on the risk score in the validation
subsample from a Cox regression model.
DiBari M, etal.J  Gerontol A Biol Sci Med Sci, 2010: 2, 159 6164
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REVIEW

Acute care hospital at different levels of intensity: the role
of Geriatrician

llaria Liguori' - Gennaro Russo' - Luisa Aran’ - Giulia Bulli' - Francesco Curcio' - David Della-Morte** -
Gaetano Gargiulo® - Gianluca Testa' - Andrea Ungar® - Francesco Cacciatore’” - Domenico Bonaduce'
Pasquale Abete'

Abstract

The traditional model of care is based on “disease-centered” management that requires the organization of the hospital in
specialized wards, to which the patient is assigned for the main disease. The growing need to optimize economical and
human resources and to promote a global approach to the patient has led to the setting up of the intensity of care model. It is
a health system based on a “patient-centered” approach, where the hospital is organized in departments dedicated to patients
with homogenous needs of care. In Italy. intensity of care model is currently being tested in the hospital organization, where
three levels of intensity are proposed: low. medium and high. The purpose of the following review is to describe the role and
importance of the Geriatrician in each of these care settings and to highlight the contradiction of a National Health System
which promotes the geriatric approach to all types of patients, but does not invest in the formation and integration of the
figure of the Geriatrician in clinical practice, condemning it to marginalization or even extinction.




The role of Geriatrician in hospital by intensity of care

The intensity of care model is based on a clinical approach centred on the person and his needs of care
and not only on his pathologies. This system offers a greater human and economic resources
optimization .

Geriatrician  is the professional figure that best suits this model of care, since the complexity
and frailty of elderly patients always requires a multidisciplinary approach to patient care.

In high intensity of care, the Geriatrician plays a key role in identifying the atypical
presentation  of acute illness in elderly patients with comorbidity @ and the prevention and
management of related complications

In medium intensity of care, he is involved in the administration of CGA and identification

and quantification of clinical frailty ,to improve the management of hospitalized frail elderly
patients

In low intensity of care, the Geriatrician  provides continuity of care through the activation
of the territorial  network of services more appropriate to the patient needs.

Liguori I, et al. Aging Clin Exp Res. 2018; 30:703 -12



VALUTAZIONE MULTIDIMENSIONALE (VMD)
Comprehensive geriatric assessment (CGA)



Comprehensive geriatric assessment (CGA - VMD)

Older people admitted to hospital may have multiple, complex, and overlapping problems.
They are more prone to rapid loss of independence during an acute illness, leading to potential

admission to a nursing home.

Some of this decline might be avoided if care needs are
| dent appr@dately and if treatment is co-ordinated
and managed.

Comprehensive geriatric assessment (CGA) was
developed to address medical, social, mental health, and
physical needs with the help of a skiled multi -
disciplinary team (on a geriatric ward / on a general ward
by a specialist geriatric team).

Physiotherapy

- m @

Occupational

therapy

The aims are to maximize recovery and, when possible.to bring patients back to the level of function

closestto the previousone




: Cochrane Comprehensive geriatric assessment for older adults
€ Libra ry admitted to hospital (Review)

Cochrane Database of Systematic Reviews

Objectives
..Current evidences about the use of CGA for older adults admitted to hospital and estimation of its cost-
effectiveness.
Does CGA on admission to hospital increase the chances that older adults will be alive in their
own homes at follow -up ?

Selection criteria
Randomised trials that compared inpatient CGA (delivered on geriatric wards or by mobile teams)
versus usual care on ageneral medical ward or on a ward for older people, usually admitted to hospital for
acute care or for inpatient rehabilitation after an acute admission.

Data analysis
Cost-effectiveness was estimated by comparing inpatient CGA versus hospital admission without CGA in
terms of cost per quality -adjusted life year (QALY) gained, cost per life year (LY) gained, and cost per life year
living at home (LYLAH) gained.

Ellis G, et al. Cochrane Database of Systematic Reviews. 2017; 9



Cochrane Comprehensive geriatric assessment for older adults
. Libra Iy admitted to hospital (Review)

Cochrane Database of Systematic Reviews

MAIN RESULTS
29 trials recruiting 13,766 participants across nine, mostly high -income countries

Older people admitted to hospital who receive CGA after admission may be
more likely to survive and return home and
were |l ess |1 kely to be admitted to a nursdumg hofm

Little or no difference in dependence, cognitive function and length of hospital stay

Little or no difference I n mprtality at 3

Healthcare costs per participant in the CGA group were on average higher than in the usual care group
We are uncertain whether results show a difference in effect between wards and teams
Evidence for the cost -effectiveness analysis is of low -certainty owing to imprecision among studies

Ellis G, et al. Cochrane Database of Systematic Reviews. 2017; 9



Quali sfide da affrontare ?



Clinical Epidemiology REVIEW

Mortality in people with dementia, delirium, and
unspecified cognitive impairment in the general
hospital: prospective cohort study of 6,724
patients with 2 years follow-up

Purpose: Cognitive impairment is common in older people admitted to hospital, but the out-
comes are generally poorly understood, and previous research has shown inconsistent associa-
tions with mortality depending on the type of cognitive impairment examined and duration of
follow-up. This study examines mortality in older people with any cognitive impairment during
acute hospital admission.

Patients and methods: Prospective cohort of 6,724 people aged =65 years with a structured
cognitive asscssment on acute admission were included in this study. Cognitive spectrum disorder

(CSD) was defined as delirium alone, known dementia alone, delirium superimposed on known

dementia, or unspecified cognitive impairment. Mortality associated with different types of CSD

was examined using a non-proportional hazards model with 2-year follow-up.

Unspecified cognitive impairment:
Abbreviated Mental Test (AMT) score <8

in people with no delirium and no known dementia Hapca S, et al. Clinical Epidemiology. 2018; 10: 1743

053



Results: On admission, 35.4% of patients had CSD, of which 52.6% died within 2 years. After
adjustment for demographics and comorbidity, delirlum alone was associated with increased
mortality in the 6 months post-admission (HR =1.45, 95% CI 1.28—-1.65) and again after 1 year
(HR =1.44, 95% CI 1.17-1.77). Patients with known dementia (alone or with superimposed
delirium) had increased mortality only after 3 months from admission (HR =1.85, 95% CI
1.56-2.18 and HR =1.80, 95% CI 1.52-2.14) compared with patients with unspecified cogni-
tive impairment after 6 months (HR =1.55, 95% CI 1.21-1.99). Similar but partially attenuated

assoclations were seen after adjustment for functional ability.

Conclusion: Mortality post-admission is high in older people with CSD. Immediate risk is

highest in those with delirnum, while dementia or unspecified cognitive impairment 1s associated

with medium- to long-term risk. These findings suggest that individuals without dementia who

develop delirium are more seriously ill (have required a larger acute insult in order to precipitate

delirium) than those with pre-existing brain pathology (dementia). Further research to explain
the mortality patterns observed is required in order to translate the findings into clinical care.

Hapca S, et al. Clinical Epidemiology. 2018; 10: 1743

053



Table | Characteristics of people with CSD vs without CSD in terms of sex, age, residential status, deprivation, comorbidities, and

functional status

No CSDs Any CSDs
All patients (N=6,724) (N=4,344) (N=2,380)
Sex
Female (N=3,784) 2,375 (54.6) 1,409 (59.2)
Age (years), mean (SD) 77.6 (7.7) 82.1 (7.7)
65-69 (N=955) 788 (18.1) 167 (7)
70-74 (N=1,123) 867 (20.0) 256 (10.8)
75-79 (N=1,322) 902 (20.8) 421 (17.7)
80-84 (N=1,420) 871 (20.1) 549 (23.1)
85+ (N=1,904) 916 (21.1) 988 (41.5)
Residential status
Care home (N=500) 75 (1.7) 425 (17.9) -
CCI groups®
CCI 0 (N=1,629) 992 (22.8) 647 (27.2)
CClI | (N=1,728) 1,152 (26.5) 576 (24.2)
CCl 2-5 (N=2,733) 1,756 (40.4) 977 (41.1)
CCl 6+ (N=624) 449 (10.2) 180 (7.6)
No. of drugs*
0 (N=389) 227 (5.2) 162 (6.8)
1-5 (N=1,725) 1,108 (25.5) 617 (25.9)
6—10 (N=2,650) 1,726 (39.7) 924 (38.8)
10+ (N=1,960) 1,283 (29.5) 677 (28.5)
ADL groups (N=4,846)" (n=2,871) (n=1,975)
Persistently low ADL (N=1,144) 314 (10.9) 830 (42.0) -
Changed ADL (N=1,656) 886 (30.9) 770 (39.0)
Persistently high ADL (N=2,046) 1,671 (58.2) 375 (19.0)

Hapca S, et al. Clinical Epidemiology. 2018; 10: 1743

053



CsD Time periods Hazard ratio and 95% CI
Unadjusted Adjusted Adjusted +
model (a) model (b) ADL (c)
Delirium alone vs no CSD Up to 6 months 1.68 (1.48-1.90) 1.45 (1.28-1.65) 1.24 (1.08-1.42)
6 months to | year 1.25 (0.97-1.62) 1.07 (0.82-1.38) 0.94 (0.72-1.22)
| -2 years 1.69 (1.37-2.07) I.44 (1.17-1.77) 1.27 (1.11-1.57)
Known dementia alone vs no CSD Up to 3 months 1.39 (1.14-1.70) 1.03 (0.84-1.28) 0.86 (0.69-1.07)
3 months to 2 years 2.39 (2.04-2.81) 1.85 (1.56-2.18) 1.55 (1.31-1.84)
Delirium and known dementia vs no CS5D Up to 3 months 1.68 (1.39-2.03) 1.18 (0.96—1.45) 0.98 (0.80-1.20)
3 months to 2 years 2.48 (2.11-2.92) 1.80 (1.52-2.14) 1.49 (1.25-1.78)
Unspecified cognitive impairment vs no CSD Up to 6 months 1.54 (1.23-1.93) I.11 (0.87-1.40) 0.97 (0.77-1.21)
6 months to 2 year 2.20 (1.72-2.82) 1.55 (1.21-1.99) 1.35 (1.05-1.74)

CONCLUSION
One-third of medical inpatients have a CSD at admission (over a half of those over the age of 85 years)

Half will die in the 2 years after admission.

After adjustment, having delirum alone is associated with higher early mortality (during the 6
months after admission), whereas dementia (alone or with delirium superimposed) had no early increase in
mortality but did have higher mortality after 3 months.

Those with unspecified cognitive impairment may have early or undiagnosed dementia requiring follow -up

after discharge to clarify diagnosis and optimize care.
Hapca S, et al. Clinical Epidemiology. 2018; 10: 1743 053
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Appropriate care for older people with cognitive

impairment in hospital

Gideon A Caplan'“, Susan E Kurrle™“, Anne Cumming”

« More than half of the patients in adult hospitals are over 65

yvears of age. Although not a normal part of ageing, many
older people will present to hospital with cognitive
impairment (dementia or delirium) along with other complex
comorbidities.

Older people, and particularly those with dementia, are also at

Most common o hos pi t adide 2 & f iefar holuer

people, sometimes accompanying the illness that
brought them to hospital (prevalent delirium) , but
too frequently developing in hospital (incident

delirium)  due to misadventure, illnesses contracted,
and/or treatments and procedures administered .

increased risk of developing delirium during their hospital stay.
Delirium has serious short and long term conseqguences, such
as Iincreased mortality, falls, accelerated functional and
cognitive decline, and earlier entry to residential care.

Appropriate delirium care consists of introducing evidence-
based prevention strategies for all patients at risk. For
patients with delirium, it is crucial that delirium is not missed
and that the underlving causes are identified and freated,
Screening, assessment and a systematic workup is vital. As
well as treating the underlying medical and surgical causes,
the Iinvolverment of family members and a calm, safe

OCCURRENCE OF DELIRIUM
29% H64% - general or geriatric  wards
11% H68% - surgical wards (orthopaedics )
26% MH82% - ICUs
However, many
dementia €

studies exclude people with

environment are important.

These rates are only found when delirium s
actively and frequently screened é

Delirium is a medical emergency that leads to a severe
increase in  mortality, disability, cognitive
impairment and rates of institutionalization

Caplan GA, et al. Med J Aust. 2016; 205: S12 -S15



SCREENING FOR DELIRIUM

Delirium  can be either prevalent or incident hScreening should occur throughout the care process

(particularly in high risk contexts: ED, ICU, geriatric and medicine wards, orthopaedic or after any
surgical procedure).

SCREENING TOOLS
Abbreviated Mental Test Score (screening for cognitive impairment)
AAT (rapid assessment test for delirium and cognitive impairment)
RADAR (Recognizing acute delirium as part of your routine) screening tool
RASS (Richmond Agitation -Sedation Scale)

Patients who screen positive for delirium require a diagnostic test and then a workup

DIAGNOSTIC TESTS
Confusion Assessment Method - DSM V
Consultation with the family or  carers:
Does the patient seems different to normal?




RESEARCH ARTICLE

Open Access
“Delirium Day”: a nationwide point D oo
prevalence study of delirium in older
hospitalized patients using an easy

standardized diagnostic tool

Bellelli G, et al. BMC Medicine

2015

231 centri

1.867 pazienti
(ospedale per acuti)

(ospedole per acuti)

(ospedale per acuti)

% 28,5

20

U =

Orthopedics Neurology Rehabilitation
Fig. 2 Prevalence of delirium according to different settings

Geriatrics Internal Medicine



DATI DD 2015
Prevalenza puntuale di delirium : 22.9 % (ipoattivo nel 38.5 %, poi misto, ipercinetico, non-motorio )
Delirium associato a: Eta, dipendenza funzionale, decadimento cognitivo,
malnutrizione, uso di neurolettici e antidepressivi, presidi  medici (nutrizione
enterale, cateteri venosi periferici, catetere vescicale) e contenzione fisica .

Nello studio del 2017 e stata osservata, in associazione al delirium, una percentuale piu elevata di
Ipoacusia e ipovisus, maggior prevalenza di disidratazione e sarcopenia (stimata come diametro

medio del polpaccio).

In termini prognostici, e stato osservato che il delirium e il delirium sovrapposto a demenza
sono fattori di rischio indipendente di mortalita a 30 giorni

Nonostante il peso prognostico e la disponibilita di strumenti di screening rapidi ed efficaci, tale
condizione clinica e tuttavia frequentemente sottodiagnosticata (soprattutto la variante
ipocinetica, che non attira | 6 at t e deloi staff esebbene sia la variante piu frequente e sia
associata a una prognosi peggiore). La difficolta diagnostica e legata anche al fatto che la
sintomatologia del delirium e fluttuante  (con possibile alternanza di fasi di relativa lucidita a fasi

di confusione marcata) .




The Hospital Elder Life Program (HELP)
IS an innovative program designed and tested by Sharon Inouye and colleagues to improve the care of
hospitalized elders.

The intervention consists of protocols to manage 6 delirium risk factors:
- Cognitive impairment

- Sleep deprivation

- Immobility

- Visual /Hearing impairment

- Psychoactive medication use

- Dehydration

The protocol was found to reduce the odds of developing delirium (9.9% vs 15%; matched odds ratio
0.60, 95% CI 0.39-0.92), the total number of days with delirium, and the total number of delirious
episodes (62 vs 90, P ¥4 .03). Of importance: to health, systems, the use of these maternials: was found to be
cost effective im 73% of instances.

Management A treatment
Delirium increases the risk of developing dementia and accelerates its progress .
Effective communication to the GP and other care providers is vital .
Effective treatment/ of delirium» will/ reduce the rate of complicationss, including reducing mortality and
placement in residential aged care ;it can also be disease -modifying for dementia
Action to improve delirium prevention, recognition and management should be a priority for all hospitals .




Cure Palliative d Cure nel fine vita



Palliative care

Palliative care was defined by the World
Health Organization in 2002 (1), as:

EUROPE .. an approach that improves the quality of life of
patients and their families facing the problems

. . associated with life-threatening iliness, through

Better Palllat|ve Care the prevention and relief of suffering by means of
early identification and impeccable assessment

for OIder People and treatment of pain and other problems, physi-

cal, psychosocial and spiritual.

WHY PALLIATIVE CARE FOR OLDERRPEOPLE

IS A PUBLIC HEALTH PRIORITY More people live to older ages and chronic diseases become more

Ageingpopulations common with age, then the numbers of people living with their

The changing epidemiology of disease| €ffects will increase.
The increasing age of caregivers | | This means that there will be more people needing some form of

Financialimplications help towards the end of life.

Palliative care should be offered as needs develop and before they become unmanageable

It should be an integral part of care and take place in any setting

It affirms life and regards dying as a normal process




Pain/physical  suffering/loneliness, marginalization can too often
become part of everyday experience in the final phase of life .

Care of older people facing their last days must focus on quality
of life rather than on simply prolonging life itself .

A considerable body of evidence shows that older people suffer
unnecessarily (underassessment and _undertreatment of their
problems and lack of accessto palliative care).

Older people tend to under -report their symptoms and physicians tend to undertreat
their pain, particularly  in nonmalignant disease .

Older people with dementia are at particular risk of poor pain control , because their
communication problems make them less able to report pain and it is more difficult for their

attendants to assessit properly .
As age increased a greater proportion of people received no pain relief, and those over 85 years of

age were |east likely to receive drugs such as opiates.
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Fig. 5 - Traditional concept of palliative care Fg. 6 - New concept of palliative care

oTo cure when it is reasonable, to relieve symptoms often, to comfort always

O-




Integrating Quality
Palliative and End-of-Life
Careinto the Geriatric Assessment

Opportunities and Challenges

Providing palliative clinical care, whether it is in the last few years or weeks of life, is much like
providing good geriatric care to all older adults .

Through shared decision-making, older adult patients can receive relief of their physical and
emotional suffering as well as preventing unnecessary hospitalizations, medications, and
treatments . A primary goal is an improved quality of life, the highest practicable
functional status, and greater satisfaction with health care, while also reducing the
total costs of care .

The successful integration  of palliative care into routine geriatric assessment should
result in fewer deaths in a hospital setting, longer hospice lengths of stay, less futile
treatments in the last weeks of life, and higher satisfaction levels for patients and
families

Swagerty D. Clin Geriatr Med. 2017; 33: 415 -429



INCORPORATION OF PALLIATIVE CARE APPROACH INTO MEDICAL ROUTINE

AND PERIODIC COMPREHENSIVE ASSESSMENT

Advantages of palliative and end-of-life care for the terminally ill

Better pain and symptom assessment and management
Lower rates of inappropriate medication usage

Medical goal becomes pain relief and symptom control

Less physical restraints, tube feedings, IVs, unwarranted therapies, hospitalizations, life-

prolonging treatments

Terminally ill residents kept in their own environment

Health professional and interprofessional services provided beyond those usually offered

Management of terminal patients’ increasing hygienic needs

Improved emotional and spiritual support

End-of-life education and bereavement support for families and nursing staff

Prolonged visits for compassionate listening and companionship

Providing medications and medical supplies related to the terminal diagnosis

Greater satisfaction of surviving families with the care provided to patients

Swagerty D. Clin Geriatr

Med. 2017; 33: 415 -429



Box 3
Common prognostic indicators

e Rapid progression of disease

¢ Significant functional decline
o FAST, PPS, BADLs, NYHA

e Nutritional compromise
o Weight loss of 5% in 1 month or 10% in 6 months
o Serum albumin level less than 2.5 mg/dL

e Frequent emergency department/physician visits

e Two or more hospitalizations in 12 months for dehydration or advancement of the life-
limiting disease

e Patients/families seeking care focused on comfort rather than cure

Abbreviations: BADLs, basic activities of daily living; FAST, Functional Assessment Staging Test;
NYHA, New York Heart Association classification; PPS, Palliative Performance Scale.

Swagerty D. Clin Geriatr Med. 2017; 33: 415 -429
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Don’t recommend percutaneous feeding tubes in patients with
advanced dementia; instead offer oral assisted feeding.

Don’t use antipsychotics as the first choice to treat behavioral and
psychological symptoms of dementia.

Avoid using medications other than metformin to achieve hemoglobin
Alc <7.5% in most older adults; moderate control is generally better.

Don’t use benzodiazepines or other sedative-hypnotics in older adults
as first choice for insomnia, agitation or delirium.

Don’t use antimicrobials to treat bacteriuria in older adults unless
specific urinary tract symptoms are present.

Don’t preécfibé cholinesterase inhibitors for dementia without
periodic assessment for perceived cognitive benefits and adverse
gastrointestinal effects.

Don’t recommend screening for breast, colorectal, prostate or lung
cancer without considering life expectancy and the risks of testing,
overdiagnosis and overtreatment.

Avoid using prescription appetite stimulants or high-calorie supplements

for treatment of anorexia or cachexia in older adults; instead, optimize

social supports, discontinue medications that may interfere with eating,
provide appealing food and feeding assistance, and clarify patient goals

and expectations.

Don’t prescribe a medication without conducting a drug regimen review.

Don’t use physical restraints to manage behavioral symptoms of
hospitalized older adults with delirium.
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Le risposte ricevute sono state 265; I'elenco secondo il ranking di frequenza é riportato di seguito:
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Fase terminale della demenza. Non posizionare PEG, sondino nasogastrico e catetere venoso centrale nei pazienti affetti
da demenza terminale.

Allettamento. Non permettere che durante l'ospedalizzazione il paziente anziano stia a letto durante il giorno, a meno
che non sia nella fase terminale della malattia o vi sia una precisa prescrizione clinica.

Terminalita/Cure palliative. Non assistere un paziente nel fine vita senza aver prima discusso con la famiglia le intenzioni
di cura e accertato la capacita di comprenderne il significato.

Procedure diagnostiche. Durante il ricovero ospedaliero non richiedere esami di dubbia indicazione, tenendo conto dei
rischi cui puod incorrere il paziente.

Comunicazione della diagnosi e della prognosi. Nella comunicazione della diagnosi e della prognosi & indispensabile
essere il piu possibile aderenti alla realta e non esprimere un desiderio prognostico (“wishful thinking”) o assecondare
quello dei familiari.

Terapie intensive e Pronto Soccorso aperti ai familiari. Non limitare la possibilita che un familiare possa essere vicino e
assistere un congiunto anziano in un Pronto Soccorso o in Unita di Cura Intensiva.

Ospedalizzazione e comorbilita. In un paziente ricoverato in ospedale per una patologia specifica acuta concentrarsi su
questa e non ambire a risolvere tutti i problemi di cui soffre il paziente (il rischio & di trasferire la salute della persona in
un ambito immaginario, non raggiungibile e a elevato rischio di jatrogenesi).

Terapia antidepressiva nei pazienti ospedalizzati per patologia somatica acuta. Non iniziare un trattamento in presenza
di sintomatologia depressiva rilevata durante un ricovero ospedaliero per patologia acuta.

Nella malattia dei piccoli vasi non prescrivere ASA come conseguenza del rilievo alla sola TC encefalo di encefalopatia
vascolare lacunare in assenza di eventi cerebrali clinicamente evidenti.

10 Iinsufficienza respiratoria in fase terminale. Non prendere in carico un paziente affetto da insufficienza respiratoria in

fase terminale senza avere la competenza per diagnosticare e trattare la sintomatologia psichica associata alla specifica
condizione di persistente dispnea.



LESS IS MORE
VIEWPOINT ’
- Overuse of Health Care Services
When Less Is More...More or Less

JAMA Internal Medicine July 22,2013 Volume 173, Number 14

Where there are no benefits, overuse is clear. But where there may be benefits,
conceptual challenges remain.

Evitare over -trattamenti ma evitare anche la negazione del trattamento
Preferenze del paziente e, dove applicabile, della famiglia

DAT? Saranno di grande aiuto!




La mia esperienza






REPARTI
Pronto Soccorso
Terapia Intensiva
Medicina
Cure Palliative
Chirurgia
Ortopedia
Ginecologia
Pediatria
Cardiologia (no Emodinamica)
SPDC

SERVIZI
Poliambulatori
Dialisi
Endoscopia (digestiva e respiratoria)
Laboratorio e Trasfusionale
Radiologia




Sistema Socio Sanitario

OSPEDALE «LA MEMORIA», GAVARDO 0 ASST DEL GARDA Regione

Lombardia

SC MEDICINA ASST Garda

Reparto
42 posti letto
-BIPAP

- 4 posti letto in sala monitor, con disponibilita di ventilatore per CPAP

DH Medicina

Ambulatorio di Medicina
Ambulatorio di Ecografia
Ambulatorio di Diabetologia
Ambulatorio di Endocrinologia

Ambulatorio  di Geriatria hapertura 29/01/2020
CDCD Salo Ihtrasferimento a Gavardo da 01/03/2020

Gastro -enterologia

IL TEAM |
5 Internisti Diabetologia Epa.tolog|a
2 Geriatri Endocrinologia

2 Infettivologi Med déu rPgneeUF]n%lOgia



Sistema Socio Sanitario

$ Regione
Lombardia

CENTRO SERVIZI 38 UVMD ASST Garda

o

1 Medico

2 Infermieri servizio ospedaliero Dimissioni Protette

2 Assistenti sociali 6 che si occupano del territorio e collaborano con DP

3 Infermieri che si occupano di ADI & scale di valutazione e interventi al domicilio d con
eventuale intervento al domicilio anche di Assistenti social

In collaborazione con MMG



Ricoveri Medicina, confronto 2019 vs 2010

Dati Medicina 2019 2010

Eta media, aa 78 74
Ricoveri totali, nr 1689 (874 M, 815 F) 1961 (907 M, 1054 F)
Ricoveri < 65 aa, nr 269 (181 M, 88 F) 402 (225 M, 177 F)
Ricoveri tra 65 e 80 aa, nr 423 (260 M, 163 F) 642 (356 M, 286 F)
Ricoveri > 80 aa, nr 997 (433 M, 564 F) 917 (326 M, 591 F)
Degenza media, gg 8.41 6.5

Degenza media > 80 aa, gg 8.38 6.73



Ricoveri Medicina, confronto 2019 vs 2010

Ricoveri totali, nr 1689 (874 M, 815 F) 1961 (907 M, 1054 F)
Ordinaria, nr (> 80 aa) 935 (466) 1338 (557)
Volontaria, nr (>80 aa) 19 (3) 40 (10)

Trasf Ist. Acuti, nr (> 80 aa) 32 (10) 31 (6)
Deceduti, nr (> 80 aa) 117 (87) 143 (103)

Hospice, nr (> 80 aa) 143 (112) 64 (20)
Riab . Subacuti, nr (> 80 aa) 329 (229) 253 (163)

RSA, nr (> 80 aa) 96 (75) 77 (48)
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QUALE RUOLO DEL GERIATRA NEI VARI PERCORSI?

Pronto Soccorso

Reparto per acuti
Percorso riabilitativo
Percorso di cronicita
Percorso palliativo



QUALE RUOLO DEL GERIATRA NEI VARI PERCORSI?
Pronto Soccorso

CONSULENZA GERIATRICA IN PS (come viene percepita)

- «Valutazione psicogeriatrica», per pazienti in delirium (se ipercinetico, eta inferiore a 80 anni e anamnesi
muta per demenza, e possibile che venga chiesta consulenza psichiatrica)

- Valutazione assistenziale, di solito pazienti con scarsa rete sociale o per difficolta di dimissione da parte
del medico di PS perché "gli esami di questa «giovane» non vanno male, ma i familiari dicono che € molto
astenica e a casa non possono pi%¥h gestirla.. se Vi

CONSULENZA GERIATRICA IN PS (come potrebbe essere)

Necessita di valutazioni geriatriche in PS per pazienti con piu alto score di fragilita per definizione del
percorso clinico/assistenziale piu adeguato.

La finalita sarebbe quella sia di evitare over-trattamenti 0, nel casoopposto, che venga negato accessoa cure
intensive -chirurgiche soltanto per motivi legatial | 6 et ~




QUALE RUOLO DEL GERIATRA NEI VARI PERCORSI?
Percorso riabilitativo
Percorso di cronicita

Valutazioni ambulatoriali

Confronto con il territorio

Confronto con altri specialisti

Possibilita di collaborazione con i colleghi della rete geriatrica
(anche in assenza di un reparto geriatrico si possono creare e stabilire
percorsi di diagnosi e cura)




64° CONGRESS0O NAZIONALE della Societa Italiana di Geriatria e Gerontologia
Roma, 27-30 Novembre 2019

Delirium come manifestazione precoce di demenza a corpi di Lewy?

Pensiamocil!
; ML. Sorlinil, C. Geroldil, 8. Orini!, A. Crucitti?, C. Rovito?, O. Zanetti!l % i O
£
concaesso G| 7.0, Alzheimer IRCCS Centro San Giovanni di Dio Fatebenefratelli di Brescia et S St
= 211.0. Medicina generale Presidio Ospedaliero di Gavarde ASST Garda Regione
ASET Garda
CASO CLINICO:

Storia clinica precedente:

In anamnexi:

F.V. maschio di 83 anni

* encefalopatia multilacunare; egiti di Nellultimo anno ..

emorragia intraparenchimale dizturbo cognitivo ¢ dell'umore ad andamento ) ) o

capszulare zinistra ed igroma subdurale fluttuante azsociato ad occaszionali ---veniva posta diagnosi di ...

fronto-temporale bilaterale allucinazioni vigive strutturate . . _ . . .
. m g AR TR T non:diitnihe il movicentn Malam di .-\lzheuner (.-\p) po:::b.xlet avviata terapia con farmaci
« prostatectomia nel 2001 per Sapsdons foielobnanes conservetn =l vl anticolinesterasici (Ache-i]; con miglioramento delle performances

adenocarcinoma prostatico e RT per usuali. cognitive: MMSE che pazzada 14/30a 19/30.

recidiva bicchimica nel 2011. -

Accertamenti
Storia clinica recente: Effettuati ezami laboratoriztici e

. . . . strumentali (TC encefalo, EEG)...
Comparza di deficit del vizuxz ed ipozmia zenza i u?? me delle ‘°".‘"“°i'” EMT a ]
segni neurclogici focali; TC encefalo rizultata s S W t:rannﬁom d‘ perdxta - ‘.‘°°°mf’ - NON RISCONTRATA ALCUNA
accentuazione dei gintomi pszicotici, il paziente viene CAUSA ORGANICA DI DELIRIUM;.
quindi ricoverato prezzo il reparto di Medicina
wenerale del Prezidio Ozpedaliero di Gavardo.

negativa per lezioni cerebrovazcolari acute,
allECG rizcontro di tachiaritmia da fibrillazione

atriale; iniziata terapia anticoagulante orale. ...il quadro funzionale e motorio
Alla rivalutazione prezzo il Centro per i Disturbi 3 ;

Cognitivi e Deme:ze ai riferimentc’;, punteggio Trattato per DFLIRIUM .prima con neurolettici np:cx PETARIG VIOAnUSDRTCS

al MMSE nel range precedents (16/30), ma &w=:_"e°'-'_ﬁ°° e dubbio eﬁemdpandﬂm),g: con Il paziente viene quindi trasferito
rilevato importante impatto funzionale (2/6 REDERMpIDG: P W& SRCOVENOER: (SHCRC prezzo il reparto di riabilitazione per

attivita di bate e 3/5 attivitd strumentali della sedativa); richiezte contenzione fizica ed aszzistenza le demenze dellIRCCS Centro San

vita quotidiana perse). continuativa. Giovanni di Dio Fatebenefratelli di
Brezcia
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Diagnosi accertata -> LBD: Decorso clinico:

' osto of to di tico di LED... Sin dai primi glorni di degenza, progressivo miglioramento del
posto orientamento diagnosuco quadro clinico cognitive & consensuale discreto controllo dei BPSD.

modificata  terapia psicotropa: sospensiona di neuroletticl tipici Alla dimissione paziente in buon compenso cardiorespiratorio,

introduzione di ME?}Q? benzodiazepine e mirtazapina per controllo dei soddisfacente controllo dei BPSD, presente globale deficit cognitivo
disturbi del zonno e dell’alimentazione; reintroduzione di Ache-i. “a pelle di leopardo™ con particolare compromissione dell'attenzione

& delle abilita visuo-spaziali (MMSE 11/30).
Terapia medica volta al trattamento della patologia somatica concomitante

ed alle complicanze insorte durante ospedalizzazione prolungata., Persistenza tuttavia di condizione di estrema fragilitA con
compromizsione delle prestazioni funzionali e necessita di assistenza
continuativa.
CONCLUSIONI:

* Limportanza di diagnosticare la LBD diffondendo nella pratica climca degli strumenti di valutazione che permettano di riconoscere le carattenistiche climiche
princtpali, che unitamente a1 marcatoni biologici garantiscono una specificita diagnostica come indicato dal Fourth consensus report of the DLE Consortium®, ma
anche ponendo particolare attenzione alle caratteristiche climche secondarie che spesso sono misconosciute,

* La diagnosi precoce di una LED e la diagnosi differenziale tra LBD e delirmim, in particolare, sono di grande importanza nella pratica clinica, perche 1l trattamento
dei disturbi comportamentali del delirium & basato su farmaci antipsicotici che sono contreindicati nella LED®, soprattutto per la gravita delle complicanze motorie
che tale patologia comporta, con conseguente aumento dellincidenza di esiti negativi.




QUALE RUOLO DEL GERIATRA NEI VARI PERCORSI?
Percorso palliativo

CASO CLINICO

B.S. 8F - 83 anni
In anamnesi : - Ipertensione arteriosa sistemica - Fibrosi retroperitoneale - Pregressa emicolectomia per
adenocarcinoma con metastasi epatiche, gia sottoposta a resezioni epatiche circa 8 anni fa
Stato funzionale pre -morboso : IADL conservate 8/8 - Barthel Index 90/100 .

Decorso : Condotta in Pronto Soccorsoperché ritrovata in casadal figlio, in stato soporoso. %

In PS emiplegia sinistra . &
TC Encefalo (I): «.lacune ischemiche cerebellare destra e nucleo-basale bilaterale, in esiti. %

Sistema ventricolare normoespanso. Leucoaraiosi » m

Ricoverata in UO Medicina. .

TC Encefalo (ll) : «comparsa di estesae disomogeneaarea ipodensa (8 x 5.5 cm) FPT destra %
compatibile con lesione ischemica in fase acuta. Nel suo contesto, area iperdensa di significato %
emorragico (1.7 x 1.1 cm).. effetto compressivo sul ventricolo laterale destro»

Nel corso della degenza a fronte della notevole estensione del focolaio ischemico-emorragico, lieve
miglioramento della vigilanza pur persistendo plegia d e | | supearidreo sinistro, ed evidenza di disfagia.




CASO CLINICO
B.S. O F - 83 anni

Decorso (continua - 1): Per successivaevidenza di incremento volume arto inferiore di sinistra, in quinta
giornata esameecocolordoppler venosopositivo per TVP femoro-poplitea sinistra .

E stata avviata EBPM a dosaggio anticoagulante .

Successivamente, nel timore di una estensione del focolaio emorragico cerebrale ne e stata decisa la
riduzione, mantenendo infine solo dosaggio «di profilassi» .

Giungeva in un secondo momento referto TC addominale , eseguita presso altra sede, suggestivo di lieve
progressione della condizione di fibrosi retroperitoneale con effetto compressivo su vie escretrici urinarie
(pur senza alterazioni della funzione renale).

In considerazione della gravita del quadro con giudizio di incurabilita perl 61 mp o s d traard iafTvP
e data la condizione di fibrosi retroperitoneale in progressione, e stata richiesta consulenza di Cure

Palliative .

Nei giorni successivi, dopo colloqui con il figlio (affetto da SM e inizialmente restio ad accettare il giudizio

prognostico sulla madre), e stato di concerto deciso trasferimento in Hospice con la finalita di garantire
terapie ordinarie edi astenersi da atteggiamenti intensivi in casodi ulteriore aggravamento.




CASO CLINICO
B.S. O F - 83 anni

Decorso (continua -1I):
In_ Hospice raggiunta stabilita clinica .
TRATTAMENTO DEL DOLORE - GESTIONE DEL DELIRIUM

Lieve miglioramento stato di vigilanza e cognitivita , la paziente ha ripreso ad alimentarsi con regolarita .
Nonostante il sotto-dosaggio della terapia con EBPM non si e assistito a peggioramento della TVP, né a sue
complicazioni in sedee a distanza

Richiesta consulenza geriatrica di controllo
In considerazione del miglioramento clinico, della stabilita dei parametri vitali, della ripresa della capacita
di alimentarsi in autonomia, d e | | 0 afsnpianaled pre-morboso e soprattutto tenendo conto della nuova
volonta della paziente e del figlio di proseguire il percorso di cura medico e riabilitativo, € stato
riprogrammato trasferimento in UO Medicina .

TC Encefalo di controllo : riassorbimento del sanguinamento cerebrale e risoluzione d e | | 06 enfssaesuit o
tessuti circostanti .

Riavviato trattamento fisioterapico, e stata infine trasferita in Struttura Riabilitativa Specialistica .
Assistito dal servizio Dimissioni Protette il figlio ha dato il via a messa in ordine del domicilio, richiedendo
fornitura di presidi tramite il suo MMG per il successivorientro in casadella madre.




CASO CLINICO

B.S. 0 F - 83 anni \/\/"\Ojf Do
Conclusioni YOU Think?

Integrazione di valutazioni multidimensionali

Approccio palliativo inteso piu estesamente come percorso di cura/assistenza e di supporto a
patologie giudicate inguaribili

Un tale approccio ha permesso di concentrare il percorso assistenziale sulla paziente, mettendo
al centro la gestione dei sintomi e non piu il trattamento delle singole patologie che avrebbe
previsto il ricorso a farmaci potenzialmente controproducenti data la multimorbilita

Tale percorso e stato compiuto dopo ripetuti colloqui (prima con il figlio, poi anche con la
paziente) e ha consentito di evitare gli effetti negativi di un trattamento farmacologico
aggressivo senza pero al contempo privare la paziente di una assistenza dignitosa .

Il buon andamento clinico ha reso poi doverosa una rivalutazione del percorso, individuando una
nuova possibilita riabilitativa che non si e voluta negare alla paziente.
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OBIETTIVI

Sottotitolo
Chiha detto che un reparto di Medi cina non




OBIETTIVI

Somministrazione routinaria di test di screening per deficit
cognitivi (ad es. SPMSQ o AMT) e delirium (ad es. 4AT)

La sistematica esecuzionedi tali test potrebbe identificare un disturbo dello «spettro cognitivo»,
che, quando non noto in anamnesi, spessopassa inosservato.

Tale evidenza meriterebbe di essere tracciata, al fine di attuare strategie di
gestione/prevenzione complicanze, rivalutazione clinica/farmacologica/assistenziale,
consentendo poi di fornire adeguate informazioni ai pazienti e ai loro familiari
(programmazione follow -up).



OBIETTIVI

Percorsi di aggiornamento -formazione geriatrica
con medici e personale sanitario
Discussione/condivisione di casi clinici e gestionali

DELIRIUM

Implementare conoscenzae trattamento del delirium, ma soprattutto prevenzione.
Il delirum rappresenta una sfida, ma anche una importante chiave di lettura (es
polmonite, associazione casuale o causale?)

Protocolli di prevenzione (es. HELP)

Riduzione contenzioni, miglior gestione di presidi (CV), maggiore
collaborazione/comunicazione coni familiari, mobilizzazione precoce,tecniche di riorientamento,
revisione dei trattamenti farmacologici

Distinzione di BPSD da delirium



OBIETTIVI

Percorsi di aggiornamento -formazione geriatrica
con medici e personale sanitario
Discussione/condivisione di casi clinici e gestionali

FRAGILITA

- Diffusione di scale geriatriche, importanza d e | | 0 afenpiandlet outrizionale, ecc

- Eliminare il concetto di «grande anziano»

- Valorizzazione di consulenza geriatrica
Acuzie o cronicita? (delirium vs demenza, disabilita premorbosa o recente?)
Importanza della VMD sulla prognosi
Importanza della comunicazione



OBIETTIVI

Team geriatrico?
(anche attivita trasversale su ASST d ospedale e territorio)

Rapporto con il territorio / dimissioni protette?
Confronto con MMG, RSA, Centri diurni, Cafe Alzheimer per gestione dei pazienti cronici
Intercettati in occasione di degenza e visite presso CDCD e ambulatorio geriatrico

Troppi pazienti in condizioni di grave compromissione funzionale/cognitiva/nutrizionale inviati

In Pronto Soccorso da RSA.

Percorso programmato con contatto del medico responsabile & con consulente di reparto o nei casi
piu semplici anche solo con il PS & a scopo diagnostico urgente (con annessa ipotesi diagnostica e
progetto di cura) ?



La solitudine del paziente anziano in Osped
La solitudine che genera delirium







