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Caso clinico




A.F., 82 anni, F.

La paziente giunge alla nostra osservazione in data xx/1/'05
per lombalgia acuta insorta da circa 21 giorni

E’ vedova da 18 anni, ha due figli

Da circa 2 settimane vive con una figlia coniugata che
I'assiste nelle principali B/IADL

In eta lavorativa ha svolto la professione di commerciante
Segue una dieta ipoglicidica, nega fumo ed alcool

Riferisce insonnia per la quale non assume ipnotici

Nega variazioni di peso corporeo

Familiarita per malattie cardiovascolari (IM sorella e padre).



Anamnesi patologica remota

Nel '65 pleurite destra

Dal '70 diabete mellito di tipo 2, da alcuni anni in
trattamento combinato (ipoglicemizzanti orali e insulina)

Nel 73 e stata sottoposta a mastectomia radicale destra
per carcinoma della mammella

Dal ’89, malattia diverticolare del colon

Da circa 8 anni € nota epatopatia cronica HBV



La paziente si ricovera per lombalgia acuta da evoluta spondiloartrosi insorta da circa 21
giorni che determina severo disturbo dell’equilibrio e della marcia. | familiari riferiscono che 4
giorni fa & caduta dal letto, senza riportare lesioni ossee. La sintomatologia € resistente ai
FANS assunti al domicilio. E comorbida per diabete di tipo 2 in trattamento ipoglicemizzante
orale ed insulinico, ipertensione arteriosa sistemica di grado 1 ad elevato rischio
cardiovascolare, dislipidemia lIA. Fino a prima dell’inizio della sintomatologia la paziente
viveva da sola, autonoma nelle B/IADL, deambulava senza ausilio. Da circa 2 settimane vive
con la figlia coniugata dalla quale € assistita nelle principali BADL. All'ingresso mantiene la
stazione eretta con appoggio, deambula con doppio aiuto umano e necessita di aiuto per i

passaggi posturali.



Anamnesi farmacologica

Diclofenac + misoprostol 50+200mg 1 cp (AB, PO)
Glibenclamide + metformina 25+400mg "%+1+7% cp
(h. 8,12, 18 PO)
Insulina umana (lunga durata) 5 Ul (h. 20, sc)
Acarbose 100mg (h. 12, PO)
Captopril 50 mg 1 cp (h. 8, PO)
Atorvastatina 20 mg 1 cp (h. 20, PO)

Bezafibrato 400 mg 1 cp (h. 20, PO)



Valutazione clinica all’'ingresso in IDRG

Parametri vitali & stato nutrizionale
PA 140/60 mmHg (clino), 145/70 mmHg (orto) FC 70 b/m, 16 AR/min
BMI 31.1 Kg/m?

Esame obiettivo

Dentizione protesi; cute e mucose lievemente disidratate; capo e collo: collo
non dolente, mobile, non dolorabile. Tiroide nella norma.

Cuore: toni ritmici (80 bpm), soffio sistolico 2/6 all’apice. Torace: basi normo-
espansibili, MV fisiologico su tutto 'ambito. Addome: globoso per adipe, poco
dolente alla palpazione profonda in fossa iliaca sinistra, fegato 3 cm dall’arco in
espirio, peristalsi presente.

Mammella: esiti di mastectomia totale destra, non noduli patologici alla mammella
sinistra Apparato urogenitale: Giordano negativo bilateralmente.

Esame neurologico: vigile e collaborante, orientata nello spazio e nel tempo.
Assenti tremori. Tono muscolare nella norma. Mingazzini negativo. ROT evocabili
e simmetrici ai quattro arti. Romberg n.v. Lasegue positivo bilateralmente.

Apparato locomotore: dolorabilita articolare agli arti inferiori.



Valutazione multidimensionale all’ingresso

Premorboso (1 mese):

* BARTHEL INDEX 98/100
* ADL (perse) 0/6
* IADL (perse) 0/8

 Stato cognitivo premorboso riferito integro

All’'ingresso:

* BARTHEL INDEX 47/100

* IADL (perse) 5/8 (mantiene telefono, medicinali e denaro)
* MMSE 29/30

* GDS 4/15

* Tinetti 13/28

* PPT 12/28



Orientamento diagnostico all’ingresso

* Lombalgia acuta da evoluta spondiloartrosi, gonartosi;
disturbo dell’equilibrio e della marcia secondario

* Diabete mellito tipo 2 in trattamento combinato

(ipoglicemizzanti orali e insulina)

* Ipertensione arteriosa sistemica, grado 1, classe di rischio

cardiovascolare elevata
* Dislipidemia 2 A
* Epatite cronica HBV correlata
* Obesita moderata

* Disturbo depressivo



Obiettivi

Clinici:
* Revisione terapia antalgica
* Monitoraggio e controllo pressorio

* Monitoraggio del compenso glicemico e metabolico e
revisione terapeutica

Riabilitativi:

* Miglioramento della deambulazione



Terapia instaurata all’ingresso:

* Paracetamolo + codeina 500 + 30 mg 2 cp (h. 8, 14, 20)

* Glibenclamide + metformina 25+400mg "%+1+% cp
(h. 8, 12, 18 PO)

* Insulina umana (intermedia) 5 Ul (h. 20, sc)

* Captopril 50 mg 1 cp (h. 8, PO)

* Omeprazolo 20 mg 1 cp (h. 20, PO)

* Dieta ipoglicidica e ipocalorica (1600 KCAL/die)



ADA vs CMA Guidelines for glycemic control

/

OBIETTIVI TERAPEUTICI

~

.

Pre-prandiale Post-prandiale Glicemia bed-time HbA1c
(mg/dl) ADA CMA ADA CMA ADA CMA ADA CMA
Normale <6% 4-6%
Sangue intero <100 <180 <110
Plasma <110 70-110 80-126 <120
Goal <7% <7%
Sangue intero 80-120 100-140
Plasma 90-130 72-126 90-200 110-150
Sub-ottimale 7-8.4%
Sangue intero
Plasma 120-170 200-250

/




Diario clinico

1° giornata

Paziente tranquilla, orientata nel tempo e nello spazio.
Poliartralgie invariate

Si richiede curva glicemica oraria (h 8-12-18-21)

ECG ingresso: ritmo sinusale (FC: 62 bpm). Conduzione atrio-ventricolare
normale. Asse cardiaco +30°. Segni di sovraccarico ventricolare sinistro.

PA 140/60 mmHg, FC 68 bpm
Inizia FKT.



Esami ematochimici

Globuli bianchi  (4-10milaimm?3)
Globuli rossi (4.1-5.1milioni/mm>)
Hb (12-16 g/dl)
Hct (37-47%)
MCV (82-96 )
Piastrine (150-450 mila/mm?3)
Proteine totali (6-8 grdl)
albumina (55-68%; >3.5 g/dI)
alfa1 (1.5-5%)
alfa2 (6-12%)
beta (7-14%)
gamma (11-21%)
Colesterolo (<200 mg/dl)
HDL (40-85 mg/dl)
Trigliceridi (40-200 mg/dl)
AST (1-35 U/
ALT (5-35 U/)
gamma-GT (5-35 U/l
Fosfatasi alcalina (75-240 UN)
Colinesterasi (5.3-12.9*10 *un)
Bilirubina totale (0.1-1 mg/dl)
Es.urine
peso specifico (1.002-1.030)
pH (<8)
germi (assenti)
proteine (< 20 mg/dl)
Hb (<10 ul)
leucociti (assenti)
eritrociti (assenti)

Ingresso

3.7
3.7
10
31
83
103
6
54/3.2
2
2
15
21
172
o8
116
39
16
87
386
4.4
0.8

Dimissione

3.4
3.8
11

33
86
97

Formula leucocitaria:

neutrofili (40-75%)
eosinofili (0-5%)
basofili (0-2%)
linfociti (20-50%)
monociti (2-12%)
Reticolociti (2-20%0)
VES (1-12 mm/ora)
PCR (<0.5 mg/dl)
Glucosio (65-110 mg/dl)
Urea (18-50 mg/dl)
Creatinina (0.5-1.1 mg/dl)
Sodio (130-146 mmolfl)
Potassio (3.7-5.4 mmol/l)
Cloro (95-110 mmol/l)
Ferro (50-150 ug/dl)

Transferrina (200-360 mg/dil)

Ferritina (8-140 ng/dl)
FT4 (0.93-1.7 ng/ml)
TSH (0.27-4.2 uU/ml)

Hb glicata (< 7%)

PT/INR (70-130%)
PTT (26-36sec.)
Fibrinogeno (180-350 mg/dl)

SOF

Ingresso

113
110
2
141
4.5
111
71
355
21

88
29
219

assente

Dimissione

50

35

11

25
0.9

42
0.6



Diario clinico

2° giornata

Eccessivo controllo glicemico, ipoglicemia asintomatica alle 7
di stamattina; sospende insulina intermedia.

Poliatralgie non controllate.

Non ottimale controllo dei valori pressori, PA 160/80mmHg, Fc
68 bpm. Inizia furosemide 25 mg PO, prosegue monitoraggio.

Si richiede:
RX rachide dorsale e lombosacrale
ecografia epatica



Diario clinico

3° giornata

Controllo glicemico sub-ottimale
Valori pressori nei limiti ottimali. Compenso emodinamico.

Poliartralgie di intesita elevata. Necessita di aiuto nei passaggi
posturali, deambula con aiuto umano.

Sospende paracetamolo + codeina e inizia tramadolo 50 mg x
3, PO.

Tono delllumore depresso, inizia citalopram 10 mg da
Incrementare a 20 mg entro una settimana.



Diario clinico

5° giornata

Rx rachide dorsale: scoliosi dx convessa. Osteoporosi e osteofiti marginali. Modesta riduzione degli spazi
intersomatici nel tratto medio dorsale.

Rx lombo-sacrale: spondilolistesi L4 su L5. Note artrosiche. Il V corpo vertebrale € modicamente appiattito
e lievemente deformato a tronco di cono anteriore da probabili postumi di frattura da carico. A carico dei
corpi vertebrali lombari: osteofiti, piu evidenti tra L1-L2 e tra L5-S1, sul versante laterale si uniscono a
ponte. Riduzione dello spazio L4-L5.

Inizia alendronato 70 mg/settimana (h. 8, PO) e Calcio fosf. + colecalciferolo 1.2g1b(h.14, PO).

Malessere generalizzato. PA 165/95 mmHg, fc 104 b/m. Temperatura corporea 37°C.
EO polmonare: crepitii bibasilari; EO addome, nella norma.
Macro-ematuria, urine maleodoranti, riferisce disuria.
OD] crisi ipertensiva,
VU

Si richiede urinocoltura.
Si somministra: furosemide 20 mg e.v.

Inizia, empiricamente ed in attesa urinocoltura, Sulfametoxazolo + Trimetoprim 160 + 800 1
cp (h. 8, 20 PO)

Controllo a distanza di 30 e 60 minuti: ripristino dei valori pressori normali. Prosegue monitoraggio.



Diario clinico

8° giornata

Ridotta macroematuria, urino coltura negativa. Sospende
antibiotico

Poliartralgie in attenuazione. Miglioramento funzionale,
deambula con walker a 4 puntali, ma persiste elevata
Insicurezza nella deambulazione



Diario clinico

10° giornata

Controllo glicemico e valori pressori nei limiti ottimali.

Compenso emodinamico.

Ore 19: caduta accidentale con trauma costale dx. Si richiede RX di
controllo.



Diario clinico

11° giornata

Ecografia epatica: fegato ingrandito con ipertrofia del lobo caudato a margini
irregolari e diffusa alterazione dell’'ecostruttura parenchimale costituita da echi
disomogenei e grossolani come si osserva in quadro di epatopatia cronica di grado
avanzato. Non evidenti lesioni a carattere evolutivo. Non dilatazione delle vie biliari
intra/extraepatiche. Vena sovraepatica compressa. Pervia la porta. Colecisti in sede,
normodistesa con piccoli calcoli endoluminali mobili al variare del decubito. Regolari
reni e pancreas. Milza ingrandita con diametro bipolare di 15 cm, omogenea. Assenti
versamenti endoaddominali.

OD] epatite cronica in evoluzione cirrogena, litiasi biliare

RX emicostato: negativo per frattura.



Diario clinico

13° giornata

Poliartralgie in attenuazione. Miglioramento funzionale, deambula con

walker a 4 puntali, ma persiste elevata insicurezza nella deambulazione; a

tratti confusa nell’utilizzo dell’ausilio



Diario clinico

15° giornata

Oggi PA 140/80 mmHg, Fc 75 bpm. Ottimale controllo glicemico.

Durante la notte episodio confusionale acuto associato a incontinenza

urinaria.

Programma riabilitativo: prosegue deambulazione con walker, scorretto
schema del passo. E’ vano il tentativo di correzione da parte della

fisioterapista.

Si richiede TC encefalo.



Diario clinico

17° giornata

TC encefalo: in zona fronto-temporale sx estesa zona ipodensa a

semiluna (15 mm), con chiazze iperdense nel suo contesto e
iperintensita del profilo interno riferibile ad ematoma subdurale con
recente sanguinamento. Modici e diffusi segni di atrofia cortico
sottocorticale con modico allargamento dei solchi periencefalici e
modica compressione sull’emisfero cerebrale sx e sul ventricolo
laterale sx da parte dellematoma subdurale. Minima dislocazione a dx

del setto interventricolare. Non segni di lesioni sottotentoriali.

Si contatta neurochirurgia dell’ospedale Civile di Brescia € si

trasferisce.



Diagnosi di trasferimento in NCH

* Ematoma frontoparietale sinistro di natura post-traumatica

* Spondilo e gonartosi, spondilolistesi L4-L5; osteoporosi
(crollo vertebrale L5)

* Disturbo dell’equilibrio e della marcia secondario
* Diabete mellito tipo 2 in trattamento con ipoglicemizzanti orali

* [pertensione arteriosa sistemica, grado 1, classe di rischio

cardiovascolare elevata
* Epatite cronica HBV correlata in evoluzione cirrogena, litiasi
biliare

* Disturbo depressivo



Ricovero in Neurochirugia

Diagnosi di dimissione: Ematoma sottodurale cronico.

Intervento chirurgico di craniotomia parietale sinistra,

evacuazione dellematoma e posizionamento di drenaggi.
Decorso post-operatorio regolare.

TC encefalo di controllo: progressiva riduzione del

residuo ematoma e del pneumoencefalo. Riespansione del

ventricolo laterale sx.

Trasferita presso I'IDR.



Diario clinico (2° ricovero)

Rientra in reparto con diagnosi:

* Recente evacuazione di ematoma frontoparietale sinistro

* Spondilo e gonartosi; spondilolistesi L4-L5; osteoporosi
(crollo vertebrale L)5)

* Disturbo dell’equilibrio e della marcia secondario
* Diabete mellito tipo 2 in trattamento con ipoglicemizzanti orali

* Ipertensione arteriosa sistemica, grado 1, classe di rischio

cardiovascolare elevata

* Epatite cronica HBV correlata in evoluzione cirrogena, litiasi
biliare

* Disturbo depressivo



Valutazione multidimensionale

MMSE
GDS
Barthel Index

Tinetti
PPT

BMI

27/30
3/15
35/100

9/28
7/28

26 (Kg/m?)



Terapia instaurata:

* Alendronato 70 mg 1 cp/settimana (h. 8, PO)
* Calcio fosf. + colecalciferolo 1.2g 1 b (h.14, PO)

* Tramadolo 50 mg (h. 8, 14, 20 PO)
* Glibenclamide + metformina 2.5 +400mg ‘2 cp (h. 8, PO)

* Enalapril + HCT 20+125mg 1cp(h. 8, PO)

* Omeprazolo 20 mg 1 cp (h. 20, PO)

* Citalopram 20 mg 1 cp (h. 8, PO)

* Dieta ipoglicidica



Diario clinico (2° ricovero)

1° giornata

Temperatura corporea 37.6° C.

Disuria ed ematuria. EO addome e torace negativi.

Inizia trattamento antibiotico empirico in attesa dell'urinocoltura.
Sulfametoxazolo + Trimetoprim 160 + 800 1 cp (h. 8, 20 PO)

OD] IVU.
Ottimale il controllo glicemico e pressorio. Richiesta curva glicemica oraria.

Rachialgia intensa.

Deambula con walker a 4 puntali.



Globuli bianchi  (4-10mila/mm?)
Globuli rossi (4.1-5.1milioni/mm?)
Hb (12-16 g/dl)
Hct (37-47%)
MCV (82-96 1)
Piastrine (150-450 mila/mm>)
Proteine totali (6-8 g/dl)
albumina (55-68%; >3.5 g/dI)
alfa1 (1.5-5%)
alfa2 (6-12%)
beta (7-14%)
gamma (11-21%)
Colesterolo (<200 mg/dl)
HDL (40-85 mgydl)
Trigliceridi (40-200 mgydl)
AST (1-35 UN)
ALT (5-35 U/l
gamma-GT (5-35 Ul
Fosfatasi alcalina  (75-240 un)
Colinesterasi  (5.3-12.9*10 *un)
Bilirubina totale (0.1-1 mgy/dl)
Es.urine
peso specifico (1.002-1.030)
pH (<8)
germi (assenti)
proteine (< 20 mg/dl)
Hb (<10ul)
leucociti (assenti)
eritrociti (assenti)

Ingresso

4.3
3.9
1.1
32.9
84
99

6.6
42.6/2.8
2.3
10.4
121
32.6
187
50
102
36
14
182
543
4.5
0.8

1.010

25
s

Esami ematochimici

Dimissione

Formula leucocitaria:

neutrofili (40-75%)
eosinofili (0-5%)
basofili (0-2%)
linfociti (20-50%)
monociti (2-12%)
Reticolociti (2-20%0)
VES (1-12 mm/ora)
PCR (<0.5 mgydl)
Glucosio (65-110 mg/dl)
Urea (18-50 mg/dl)
Creatinina (0.5-1.1 mg/dl)
Sodio (130-146 mmoll)
Potassio (3.7-5.4 mmolll)
Cloro (95-110 mmol)
Ferro (50-150 ug/dl)
Transferrina (200-360 mg/dil)
Ferritina (8-140 ng/dl)
FT4 (0.93-1.7 ng/ml)
TSH (0.27-4.2 uU/ml)
PT/INR (70-130%)
PTT (26-36sec.)

Fibrinogeno (180-350 mg/di)

SOF

Ingresso Dimissione

50.4 46.5
4.5 5.4
0.9 129
21.9 36.1
123 10.1
19
32 32
1.2 0.6
97
35
0.7
141
3.5
104

28.75

121
0.22

85.7
355
249

Aassente



Diario clinico (2° ricovero)

3° giornata

Apiressia. PA 130/70mmHg, Fc 68 b/m. Glicemia nel range di normalita.
Sospende ipoglicemizzante orale, prosegue con dieta ipoglicidica.

Programmata sospensione antibiotico per domani (lll giornata).

Si richiede controllo ematico ed ecografia epatica.



Diario clinico (2° ricovero)

6° giornata
Risolta disuria.

Buon compenso emodinamico, controllo glicemico ottimale.

Netta riduzione delle poliartralgie, ridotto tramadolo a 25 mg x 2.

Programma riabilitativo: deambula con bastone a tre punte e supervisione di

un operatore.



Diario clinico (2° ricovero)

10° giornata

TC encefalo di controllo: in sede frontoparietale sx zona a semiluna di
10mm, chiazzette iperdense compatibili con ematoma subdurale cronico.
Microbolla gassosa (5 mm) in esiti di craniotomia. Minima dislocazione del
setto interventricolare e lieve compressione sull’emisfero cerebrale sx.

Sospende tramadolo per risoluzione della sintomatologia dolorosa.

Controllo glicemico eccessivo, stamani ipoglicemia asintomatica.

Sospende ipoglicemizzante orale. Prosegue monitoraggio.



Diario clinico (2° ricovero)

14° giornata

Ore 7.40. cade accidentalmente mentre si reca in bagno senza ausilio.
Lesione superficiale escoriata al gomito dx.

Ottimale il controllo glicemico e pressorio.

Prosegue programma riabilitativo.



Diario clinico (2° ricovero)

16° giornata
Esegue controllo neuro-chirurgico: buono il decorso post-operatorio.

Esegue in autonomia i passaggi posturali.

Tono delllumore migliorato.

Buono il controllo glicemico e pressorio.



Diario clinico (2° ricovero)

20° giornata

Non riferisce dolore articolare.
Aumentata la sicurezza nella deambulazione.
E’ autonoma nell’'uso dei servizi igienici.

Tono delll'umore migliorato.
Buono il controllo glicemico e pressorio.

Dimissioni per domani.



Valutazione multidimensionale alla dimissione

MMSE 28/30

GDS 2/15

Barthel Index 89/100
Tinetti 19/28 (+10)
PPT 13/28 (+ 5)

GIC 1l



Diagnosi alla dimissione

* Recente evacuazione di ematoma frontoparietale sinistro

* Spondilo e gonartosi; spondilolistesi L4-L5; osteoporosi severa

(crollo vertebrale L)5)
* Disturbo dell’equilibrio e della marcia secondario
* Diabete mellito tipo 2 in trattamento dietetico

* [pertensione arteriosa sistemica, grado 1, classe di rischio

cardiovascolare elevata

* Epatite cronica HBV correlata in evoluzione cirrogena, litiasi
biliare

* IVU intercorrente

* Disturbo depressivo



Terapia alla dimissione

* Alendronato 70 mg 1 cp/sett. (h. 8)
* Calcio fosf. + colecalciferolo 1.2 g 1b (h.14, PO)

* Enalapril + HCT 20+12.5mg 1cp (h.8, PO)
* Omeprazolo 20 mg 1 cp (h. 20, PO)
* Citalopram 20 mg 1 cp (h. 8, PO)

* In caso di ripresa della sintomatologia dolorosa, si consiglia:
— Paracetamolo 19 1 cp (h. 8,14, 20)

* Dieta ipoglicidica



Caduta ed

aAnziano:

un binomio
inscindibile?
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Editorial
A Fall Is a Major Event In the

Life of an Older Person
John E. Morley

Journal of Gerontology: MEDICAL SCIENCES 2002, Vol. 57A, No. 8, M492-M495


http://biomed.gerontologyjournals.org/

Fall is a “major event”

Falling is a common occurrence
Falls are a major cause of death in older persons
Falls are the key event in the pathogenesis of hip fracture

Hip fractures are associated with a marked decline in functional status in the year

following their occurrence
Persons who fall often develop fear of falling, which leads to isolation and depression
Fear of falling is strongly associated with impaired instrumental activities of daily living

Falling is not only an important marker of frailty, but frequent falls can play a role in

accelerating the downward spiral in a frail older person

Richmond TS, J Am Geriatr Soc. 2002; Perry HM, J Gerontol Med Sci. 2000; Magaziner J, J Gerontol Med Sci. 2000; Michel JP J
Gerontol Med Sci 2000; Harvard Women’s Health Watch 2000; Bruce DG J Am Geriatr Soc 2002; Vellas BJ, Age Ageing 1997,
Cumming RG, J Gerontol Med Sci 2000; Davis JW J Gerontol Med Sci 1999; Walston J, Med Clin North Am 1999; Nourhashemi F
J Gerontol Med Sci 2001



Definizioni di caduta

» “Quando la linea verticale che passa attraverso il centro
della massa corporea s1 sposta oltre 1l baricentro € non viene
corretta in tempo” (Isaacs B 1985)

» “Caduta per terra non intenzionale” (FicsiT Tvial 1993)

» ... un improvviso cambiamento non intenzionale di
posizione che determina I’atterramento o scivolamento della
persona su un oggetto o sul pavimento o al suolo. La caduta
¢ definita anche come conseguenza di un improvvisa
paralisi, attacco epilettico o spinta esterna.”

(Tinetti ME 1997)

> “Evento inatteso che porta una persona a terra da un livello
piu alto” (ICD 9)



Dyvnamic
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Cause di caduta in 12 studi

% range

Accidentale/ambientale 31 1-53
Disturbi equil. & marcia 17 4-39
Vertigini 13 0-30
Drop attack 9 0-52
Stato confusionale 5 0-14
Ipotensione posturale 3 0-24
Deficit visivo 2 0-5

Sincope 0.3 0-3

Cause non definite 15 2-39

AGS Guideline for Prevention of Falls in Older Persons JAGS 2001



Fall Incidence in Older Adults
[rate/person/ya]

Home Hospital Nsg Home

Any fall 3 1.5 1.7
Severe fall .03(10%) 3 35020%%)
Fracture 01 05 07
Hip fx 003 02

Rubensisin |7, Jossphson KR Clin Gariatr Med. 2002(May)18{Z)141-158

L Rubenstein, 2002



Risk Factors for Falls: 16 Multivariate Studies

Factor SigniffAll Mean RR Range
Weakness 10411 4.4 1.5-10.3

Prior fall 12/13 3.0 1.7-7.0
Balance deficit 8/11 2.9 1.6 -54

Gait deficit 1012 2.9 1.3-56
Assistive device 5/8 2.6 1.2—-4.6

Vision deficit 6/12 1.5 1.6—-35
Arthritis 377 2.4 19-29

ADL deficit 3/9 2.3 1.5-31
Depression 3/6 2.2 1.7-23

Cognitive deficit 4/11 1.8 1.0-23
Age >80 5/8 1.7 11-258

Rebessirin L7, Josepbson KR Clie Benakr Med. 20000May); 182 141168




Characteristic No." Vo (95% CIT)

Age group (yrs)
18-44 20,510 19.0 (18.510.4)
45-84 27.112 42 1 41,542 8
Sax
Male 28 926 28 4 (27 928 9)
Famala 41,008 7.3 (36.0-37 8)
Race/Elhnicity
While, non-Hispanic 53,247 5.3 (34.9-35.7)
Black, non-Hispanic 6,330 315 (30.3-32 6)
Hispanic 5,796 23.3 (21.924.7)
Other 3,798 37 8 (26.229.3)
Education level
<B yrs 4519 44.3 (42.0-48.8)
911 yrs 6,064 40.7 (30.342.1)
High scheal
of adquivalent 23,302 35 8 (35238 5)
1345 yrs 18,799 22 8 (32.2-33.5)
=18 yrs 16,086 261 (25.626.7)
Physical activity
Recammendad? 25,924 3ol (28.429.4)
Insufficient 24 601 32 3 (31.6-32.8)
Inactive" 14,047 4.5 (43.5-45.5)
Body Mass Index (BMI)
BAMI <18.5 (underwaight) 1,153 37 2 (24.9-20 8)
BMI 18.5-24.9 (narmal) 21 532 26 6 (26.127.1)
BMI 25.0-20.0 (overweight) 25,011 23 6 (33.0-34.2)
BMI >30 (cbase) 18.879 44 5 (43.7-45.4)

Total (9,934 33.0 (32.7-33.4)

Numero di soggetti
di eta maggiore di
18 anni con sintomi
correlati ad artrosi.

United States, Behavioural
Risk Factor Surevillance
System 2001




AR rojected* U.S. population aged 65 years for

A nd number with arthritis or chronic joint

symptoms (CJS), by year — Behavioral Risk Factor
Surveillance System, United States

No. % U.S. No. with
Year (inthousands)  population  arthritis or CJS
2005 36,370 21,356
2010 39,715 23,291
2015 45,959 26917
2020 53,733 31,439
2025 62,641 36,624
2030 70,319 41,102

*On the basis of sex-specific rates of s or CJS in 50 states, the

District of Columbia, and three U.S. territories (Puerto Rico, Guam, and
the U.S. Virgin Islands).



Medication use and falls in community-
dwelling older persons*
5

Kaven D, KELLY'. WILL PIC:KETTLI, M. YIANNAK&IJLJLIASE, Brian H. R-::J*V-V’E“. DonN P. SCHOPFLOCHER,

LARRY SVENSON®, DoN C. VOAKLANDER
Age and Ageing 2003



Table |. Un-adjusted and adjusted odds-ratios relating medication classes to injurious falls

Cases Controls Un-ad justed Adjusted *+* Adjusted*++
= 2,278) w=9112) OR (95% CI) OR (95% CI) OR (95% CI)
Demographics
Gender (Fernale) 600, 570* 1.65 (1.49, 1.81) 1.41 (1.27, 1.56) .42 (1.28, 1.58)
Age; mean (5D 785 (7.7) 74.5 (6.7)* 1.08 (1.07, 1.00) 1.07 (1.07, 1.07) 1.07 (1.06, 1.08)
Income; mean (S0 F19.456 (84,527 $19,795(34,517* 1,000 (100, 1.00; 100 {100, 100 LLO0 (100, 1000
Aqny hospitalisadon 22% | 2%* 211 (1.87, 2.38) 1.42(1.231.63)
in prior year
Co-morbidities
Eye disorders 39% 33%%* 1.29 (1,15, 1.42) 1.10 (0,99, 1.22)
Incontnence or S 4o+ 1.34 (1.07, 1.67) 1.10 (0.87, 1.39)
urinary tace
disorders
MNutritional 0.1% 0.2% 0.38 (0.09, 1.63) 0.34 (0,08, 1.49
deficiencies
Parkinson’s disease 2% 1% 2.65 (1.78, 3.9¢6) 205 (1.32, 319
Oistecarthrics 21% 1 7%t 1.33 (1.15, 1.4%
Dementia (B 1%a* 4.52 (3.55, 5.77) 2.32 (1.78, 3.02)
Depression/ 13% Lot 2.37 (1.93, 2.59) .36 (1.14, 1.61)
psychiosis
Neurosis 200 | 304* 1.63 (1.44, 1.83) 1.27 (1.11, 1.45)
Osteoporosis 7% 404+ .56 (1.28, 1.80) 1.39 (1.13, 1.70y
Cerebrovascular (R 3%* 238 (1.92, 2.94) 1.50 (1.18, 1.8%
disease
Hypertension 31% 31% 0.99 (0.89, 1.09; 0.91 (0.82, 1.02)
Cardiovascular 25% | 9%* 1.43(1.28, 1.60) 1.08 (0,95, 1.23)
disease
Diabetes 0 B 1.09 (0.92, 1.28) 118 (0,96, 1.46)
Cancer 1 4% 1 2% 122 {008, 1.28) 100 (0LE7, 1.16)
Crait/ balance 4% 4% 1.24 (0,99, 1.57) 090 1070, 1.16)
disorder
Selzures 1% 0,.4%* 292 (1.81,4.73) 2.22 (1.30, 3.79) |
Other injury tranma 32% 21%* 1.75 (1.61, 1.98) .57 (1.14, 1.7

%



Table I. Un-adjusted and adjusted odds-ratios relating medication classes to injurious falls

Medication Classes
Anti-histamines

Cases

= 2278

Controls

(r=19,112)

0.1%

Un-adjusted

OR (95% CI)

0.61 (0,00, 9.89)

Adjusted+*

(.02 (0,00, 73.56)

OR (95% CI)

Adjusred+++
OR (95% CIy

0.02 (0,00, 65.85)

|H:L1t otic pain killers

00y

40*

2.11 (1.78, 2.53)

1.74 (1.44, 201)

168 (1.39, 2.03) |

Ant-infAammatories

Tig
[t

"%

1.18 (0.98, 1.42)

1.02 (0.85, 1.24)

1.02 (0.84, 1.24)

Anti-commvulsants
Anti-depressants

4%,

100

i

-JI:I,n' &

252(1.92 332
235(1.99, 279

1.94 (145, 2.61
.68 (1.40, 204

.51 (1.11, 2.06)
.46 (1.21, 1.78)

Anti-psychotics

Sedatives

Anti-parkinsonian
AgENts

Electrolyrcs, warer
balance agents

WVisual impairment
AgeiLts

Anti-ulcer agents
Corticosternids
Sex hormones
Diabetes agents
Thyroid agents
Ant-coagulants
{does not include
asplrin o
antiplate let agents)
Ane-hypertensive
AZENLS

2%
1 2%
1%

1%
4%
2%

3%

B

LS
[t

| 6%

105
Th*

0.5%*

.86 (1.61, 216

)
)
2.86 (1,98, 4.12)
)
257 (1,59, 4.13)

1.70 (1.47,1.97)
1.41 (1.02, 1.95)

1.45 (1.24, 1.70)
1.32 (1.03, 1.70)
0.78 (0.57, 1.06)
1.09 087, 1.36)
1.65 (1.35, 2.02)
202 (1.53, 2.67)

1.36 {1.19, 1.55)

)
)
1.74 (1.18, Z57)
132 (1.12, 1.55)
1.95 (1.17, 3.24)

1.09 (0.93, 1.29)
111 (0.79, 1.56)

0.99 (0.83, 1.18)
1.07 (0.82, 1.40)
0.7 (0.56, 1.06)
1.03 (0.81, 1.30)
116 (0,03, 1.44)
1.57 (1.17, 2.10)

1.00 (0.86, 1.16)

.35 (0.00, 2.02)
1.15 (0.97, 1.36)
1.54 (0.87, 2

1.10 (0,93, 1.31)
17 (0.82, 1.65)

0.93 (0.78, 1.12)
1.00 (0.76, 1.31)
0.75 (0.54, 1.04)
0.87 (0,65, 1.16)
113 (0,01, 1.41)
1.33 (0,97, 1.80)

0.98(0.84, 1.15)



The effects of 17 specific classes of medications were assessed and several different
co-morbid conditions were included in the analyses. The major findings were that taking
medications from seven specific medication classes (narcotic, anti-convulsant, anti-
depressant, antipsychotic, sedative, anti-parkinsonian and anti-coagulant agents) were
independent risk factors for predicting an injurious fall in our elderly population — after
controlling for the effects of age, gender, and income. However, when existing co-
morbid conditions and being hospitalised within the previous year were also controlled

for, only narcotic, anti-convulsants and anti-depressants were significant

medication predictors of an injurious fall.

These findings support the hypothesis that some medication types are independent

risk factors for injurious falls in the elderly residing in the community — in addition to

the risk associated with their medical condition.
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Patterns of Disability Related to Diabetes Mellitus
in Older Women

Siobhan C. lel}.-',' Linda P. Fn'z:d,"2 Stefano anpaln,zl Jeft ‘»\’_’illizunmn,z'J' Frederick L. BJ'am:zlli,"2
and Caroline S. Blaum®”

Diabetes-related disability is often presumed to be related to the vascular complications
(heart disease, stroke, peripheral vascular disease, and visual disorders). Recent research
evaluated whether diabetes-related disability is mediated exclusively through diabetes
complications, or if an independent or unmeasured effect of the disease must be taken in
account. [...] diabetes associated disabilities are not completely explained by the
excess prevalence of heart disease, high blood pressure, stroke, or vision problems,
or by multiple comorbid conditions unrelated to diabetes. Indeed, the treatment of
vascular complications of diabetes (heart disease, stroke, visual impairment), and of
highly prevalent co-occurring risk factor (hypertension), did not substantially reduce
the association of diabetes with disability. Alternative pathways, involving more-difficult-
to-measure vascular complications, excess hyperglycemia, or catabolism might produce
disability in patients affected by diabetes.



Fear of falling limiting activity in young-old
women is associated with reduced functional
mobility rather than psychological factors

Finearr C. MarTIN!, DeporaH HaRTZ, TiM SPECTORZ, Davip V. DovLe?, DANIELLE HaRAR!!

Table 3. Independent associations with FoF-LA

Age and Ageing 2005, 34: 281287

Prevalence %

Characteristics FoF-LA group
Changed the way walk halt a mile 68,6
Ditticulty rising from chair 61.4
Activities limited due to eyesight 18.6
Acute hospitalization 30,0
=3 GP visits in 12 months 77.1
Low habitual physical activity 48.6

Total sample

154

4.4
10.7
43.0

20.7

Adjusted odds ratio (95% CI)

Maodel 1" Adjusted for age and

significant clinical and Model 28 Additional adjustment
dem ographic covariates for psychological factors

402 (1.5-10.7) 402 (15-10.7T)

5.07 (2.0-13.0) 3.83 (14-10.5)

0.27 (2.8-31.0) 0.27 (2.8-31.0)

3.13 (1.2-8.3) 3.12 (1.2-8.3)

3.14 (1.2-8.6) 3.14 (1.2- 8.6)

.81 (0.62—-4.82) 5.07 (2.0-13.0)

* Previous research has shown that fear of falling
associated with activity limitation is a predictor
of future falls, reduced functional capacity and

increased dependency.

» Reported associations between fear of falling
limiting activities (FoF-LA) and psychological

factors are inconsistent.

* Among these community-dwelling
women, aged 54—77, FoF-LA was present
in 10%, of whom only a minority (30%) had
fallen.

* FOF-LA was independently associated
with reduced functional capabilities, but
not with psychological factors.



Insomnia and Hypnotic Use, Recorded in the Minimum Data Set,
as Predictors of Falls and Hip Fractures in Michigan Nursing
Homes

Alon Y. Avidan, MD, _MPH,* Brant E. Fries, PhD, 8 Mary L. James, MA, T Kristina L. Szafara, PhD,T
Glenn T. Wright, BS," and Ronald D. Chervin, MD, MS &
J Am Geriatr Soc, 2005

OBJECTIVES: To examine the relationship between insomnia, hypnotic use, falls, and hip fractures in older
people. MEASUREMENTS: Logistic regression modeled any follow-up report of fall or hip fracture.
Predictors were baseline reports of insomnia (previous month) and use of hypnotics (previous week).
Potential confounds taken into account included standard measures of functional status, cognitive status,
intensity of resource utilization, proximity to death, illness burden, number of medications, emergency room
visits, nursing home new admission, age, and sex. RESULTS: In 34,163 nursing home residents (76%
women, mean agetstandard deviation 84+8), hypnotic use did not predict falls (adjusted odds ratio (AOR)
51.13, 95% confidence interval (Cl1)50.98, 1.30). In contrast, insomnia did predict future falls (AOR51.52,
95% CI151.38, 1.66). Untreated insomnia (AOR51.55, 95% CI51.41, 1.71) and hypnotic-treated
(unresponsive) insomnia (AOR51.32, 95% CI151.02, 1.70) predicted more falls than did the absence of
insomnia. After adjustment for confounding variables, insomnia and hypnotic use were not associated
with subsequent hip fracture.

CONCLUSION: In elderly nursing home residents, insomnia, but not hypnotic use, is associated with a

greater risk of subsequent falls. Future studies will need to confirm these findings and determine whether

appropriate hypnotic use can protect against future falls.




A longitudinal study of gait and balance dysfunction
in normal older people.

Baloh RW, Ying SH, Jacobson KM.
Arch Neurol. 2003

In 10 anni riduzione eta-correlata della funzione visiva,
vestibolare, e uditiva negli anziani normali.

Ma queste variazioni non spiegano completamente le

modificazioni dell’equilibrio e della marcia.

Le alterazioni della sostanza bianca (RMN) erano
altamente correlate con le alterazioni dell’equilibrio e della
marcia, tutte insieme queste variabili spiegano circa il 29%
delle variazioni osservate.



Table 2. Age-Related Changes in Outcome Measures
in 59 Normal Older People*

Score on Change 95% Confidence

Variable Entry per Year Interval

Tinetti score 275(0.65)  0.50 (0.40) 0.40 to 0.60

Gait impairment 0.05(0.15) -0.12 {0.10) -0.14 to -0.09

No. of falls 0.41(0.70)  -0.08 {0.25) -0.15 to -0.02

Mini-Mantal State 29.3 (0.91) 0.17 (0,30} 0.10t0 025
Examination

* Perdita alla scala Tinetti di 5 punti in 10 anni.

* Un sottogruppo dei pazienti presenta maggior incidenza di
cadute.



Table 4. Correlations Between Measures of White Matter
Hyperintensities and Rate of Change of Outcome Variables*

White Matter Hyperintensity

| |
Variable Grade Volume, mL
Tinetti score 0.47% 0.30¢
Gait impairment -0.421 0411
No. of falls 0.22 0.19
Mini-Meantal State Examination 0.24 0.25

 Le alterazioni della sostanza bianca correlano con la
variazione del punteggio alla scala Tinetti e con |l

peggioramento dell’'equilibrio e della marcia all’esame
neurologico.

* Non e risultata alcuna correlazione con il MMSE.
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White Matter Hyperintensity Grade

Lesioni ischemiche sostanza bianca in anziani 80enni
senza segni neurologici di focali saon 03
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Since the 2003 Meta-analysis,
what’'s new?

%> 25 new published RCTs

2 New studies of existing modeils:
< Risk assessment + intervention (8), Exercise (14),
Multifactonal (8), Hip protectors (3)
<« MNew interventions
$Visual interventions, Calcium + vitamin D, Footwea

< Mulbfactonal interventions seem best
£ RF assessment + abatement, exercise, emvir mod
$0Organized, consistent, population-based programs
L Rubenstein, 2005




Ask all patients =75 years old about falls and balance
or gait difficulties. Observe the patients getting into
and out of & chair and walking.

Cne fall and ne
balance or gait
difficultios

Two or more falls
or balance or gait
difficultios

Mo falls and na
balance or gait
difficultios

Recommend participation in an
exercise program that includes
balance and strength training

i

Assessment of predispesing and precipitating factors,
fallowed by interventions suggested by the results
of detailed assessment

Mary E Tinetti, 2003

-2 The NEW ENGLAND
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http://content.nejm.org/

Anziano Vulnerabile

> 65 anni

—
-
e




s o Interal Melicine

Ouality Indicator =l

Esempio dell’artrosi !
- Se ad un anziano vulnerabile ha
una diagnosi di artrosi,
- Il suo stato funzionale ed il suo
dolore dovrebbero essere valutati

- Queste informazioni sono necessarie
per indirizzare le decisioni terapeutiche




R The Clinical Glidepaths

sl Flaherty et al. 2002
l Consider anerly etal.
e

Screening for galt and
balance™

Robust Elderly rail Moderately

Life expectancy greater  Life expectancy less than Demented
than five years and five years or significant Life expectancy
functionally Independent functional impalrment two to ten years

Initlally and as needed Initlally and as needed
thereafter thereafter

Inltlally and as needed

thereafter thereafter

Frequently and as needed ‘

[l miglior test di screening internazionalmente validato disponibile €

La scala Tinetti per la valutazione dell’equilibrio e della marcia

che ha dimostrato una forte capacita di predire il rischio di caduta
(Tinetti ME J Am Geriatr Soc, 1986).



Advancing the Taxonomy of
Disability in Older Adults

80 -
70

-ﬁ 604 _582% [_| Overapping

% 50| | aaa% [ | Non-overlapping
SG. Leveille, LP. Fried, W McMullen, and J M. Lo (.
Guralnik % 20 | sar i 55-2% 8.7%

=gy J =] }— A
J Gerontol MEDICAL SC/ENCES’ 2004 Pain VWeak Balance Other Endurance

N =348 N =186 N=163 N =52 N =239
ADL Disability Category

Background. [...] We propose an enhancement of the taxonomy of disability that incorporates
information about symptoms and impairments that directly contribute to disability. [...] we
present evidence to support five categories of disability related to pain, balance, weakness,
endurance, and other symptoms. Results. Women with pain-related disability were younger,
more obese, and had high prevalence of widespread pain and symptomatic osteoarthritis.
Balance-related disability was related to having an age of 85 years or older, being Caucasian, and
poor performance in tests of standing balance and gait. Women with weakness-related disability
were older, more often African American and sedentary, had high prevalence of stroke and
diabetes, and performed poorly in chair-stands and knee strength tests. Endurance-related
disability was associated with low self-rated energy, depressive symptoms, smoking history, and
lung and cardiovascular diseases. Conclusions. The proposed refinement of the taxonomy of
disability describes a set of empirically derived symptom and impairment-related disability
groupings that have criterion and face validity.




Advancing in the analysis of disability in
cognitively impaired older adults

[...] subjects with moderate to severe cognitive impairment were not considered in the study, in this way
excluding a large proportion of the elderly from the benefits of this critical discussion.

In cognitively impaired older patients symptoms detection is not feasible and physicians must employ
objective tools for the evaluation of single tasks, such Tinetti scale for balance and gait. The analysis
of these two domains might be useful in advancing in the understanding of the mechanisms underlying
disability in cognitively impaired older adults. We want to contribute on this topic with personal data

concerning the different determinants of balance and gait.

[...] In a multiple linear regression model age (beta: -.26; p<.003), depressive symptoms (GDS -.19;
p=.01), Parkinson’s disease (-.26; p=.002), hypertension (.23; p=.008), diabetes (-.21; p=.02), and
malignancies (-.20; p=.02) were predictive of recovery for balance (adjusted R2=.29; p=.000). On the
contrary age (-.42; p=.001), depressive symptoms (GDS -.19; p=.05), Parkinson’s disease (-.32; p=.009),
stroke (-.17; p=.05) peripheral artery diseases (-.24; p=.03) and comorbidity (geriatric index of
comorbidity= -.19; p=.05) were predictive of recovery for gait (adjusted R2=.38; p=.000).

In literature Tinetti score is often used as a global score (2). However our data suggest different
determinants for balance and gait, whose separate analysis may help in the identification of the causes of
disability. This approach may help also in the planning of rehabilitation programs utilizing a mix of specific

and objective measures of disability.

|. Di Fazio, S. Franzoni, M. Trabucchi J Gerontol MEDICAL SCIENCES, 2004



Statistical Analysis of Efficacy in Falls Prevention Trials

. 1 . 1 T

M. Clare Robertson,” A. John Campbell,” and Peter Herbison
Journdl of Geronalogy : MENCAL SCIENCES
2005, Vol. 604, No. 4, 530-534

... there are no standard methods for evaluating and reporting the results from intervention
trials that test programs to prevent falls; this lack of standard methods makes comparison of
the efficacy of different interventions difficult.

We used raw data from two randomized controlled trials of a home exercise program to
compare the number of falls in the exercise and control groups during the trials. We developed
two different survival analysis models (Andersen-Gill and marginal Cox regression) and
a negative binomial regression model for each trial.

In this article we describe three different statistical modeling techniques in which all falls are
considered, which allow for the fact that falls are frequent, recurrent events with a non-
normal distribution over time, and which adjust for a) the variable follow-up time of
participants during the trial and b) confounding variables, if appropriate.

The negative binomial regression model can also be used to compare recurrent event rates
in different groups; it allows investigation of the treatment effect and confounding variables,
and adjusts for variable follow-up times by using time at risk as the offset.

There is no one statistical technique which is the “right”’ one for testing efficacy of falls
prevention interventions, but some techniques have advantages over others. We found that
using the negative binomial regression model for evaluating efficacy of the intervention in
our falls prevention trials was simple, straightforward, and had several advantages over
survival analysis techniques.
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Letters to the Editor

Frailty is the main predictor of falls in
elderly patients undergoing rehabilitation

training

S. Seeciate’ 2, R, Turce'2, F. MacnNiFico' 2,
G. Bereerw', M. TrasuccH®?

Age and Ageing 2003



SA Murray et al., BMJ 2005




Fall Prevention Research Agenda:
California Blueprint for Fall Prevention, 2003

Crucial parts of multi-component programs

= Optimal recruitment & retention strategies

Exercise: Optimal type, duration & frequency

= Optimal reassessment interval

Program efficiency, effectiveness/safety tradeofis
High-nsk targeting vs. community-wide programs
Group vs. individual exercise programs

How to provide comprehensive assessments:
manpower, scheduling & financing issues

L Rubenstein, 2005



Commento

La caduta ¢ stata un evento maggiore per AF?

Era un evento prevedibile sulla base dei fattori
predittivi noti 1n letteratura?

E il primo “scalino”?
Gl1 strument1 di1 valutazione che utilizziamo
sono 1nadeguati?



“The most fruitful lesson is the
conquest of one’s own error.
Whoever refuses to admit error
may be a great scholat,

but he is not a great learner.”

Johann Wolfgang von Goethe
Maxims and Reflections



