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Paziente (XX) di anni 88, giunta alla nostra osservazione in
data 8/05/2008 proveniente dal domicilio.

Anamnesi fisiologica e familiare

e Vedova da molti anni

e Scolarita: elementare

e Attivita lavorativa: casalinga

e 2figi(1melkF)

e Vive con il figlio e una badante (da poche settimane)
e Non beve, non fuma



Anamnesi patologica remota

Anamnesi raccolta con l'ausilio di due vicine di casa e in assenza della figlia
(recente frattura femore) e del figlio (a lavoro).

o Ipertensione arteriosa da molti aa

e Pregresso intervento di asportazione adenoma villoso con displasia
moderata e localmente severa (2002)

o Fibrillazione atriale cronica

o Recente (12/2007) ictus ischemico frontale dx con esiti di
monoparesi superiore sx

e 1I116/3/2008, a sequito di perdita di coscienza transitoria, disartria,
emiplegia sx, ricovero presso divisione di medicina ospedaliera, dove
esegue 2 TC encefalo (non lesioni acute), eco-addome (ndr) ed EEG
(anomalie elettrogenetiche lento-irritative parieto-fronto-temporali dx di
possibile significato epilettogeno focale — da interpretarsi nel contesto
clinico). Dimessa con diagnosi di " crisi comiziale generalizzata, recente
ictus cerebrale ischemico, encefalopatia vascolare, ipopotassiemia
grave, IVU, fibrillazione atriale cronica”. Inizia terapia con fenobarbital.



Anamnesi patologica prossima

Dopo l'ictus cerebrale del dicembre ‘07 la paziente aveva
discretamente recuperato le funzioni motorie (deambulazione con
discreta sicurezza) fino al marzo ‘08, epoca in cui € stata ricoverata
presso la divisione di xxx dell’'ospedale. Da allora peggioramento
funzionale, con necessita di stretta supervisione sia nei passaggi
posturali che nella deambulazione e di maggior aiuto nelle attivita di
vita quotidiana.

E ricoverata in data odierna per effettuare ciclo di FKT a fronte della
comparsa di sindrome ipocinetica



Terapia domiciliare

Principio attivo

K-CL 600

Fenobarbital 100
Amlodipina 5
Enoxaparina sodica 4000
ASA 100

Ramipril 5

Posologia Orario

1cpx2
1cp
1cp
1 fl sc
1cp
1cp

Ore 8-20
Ore 21
Ore 20
Ore 16
A pranzo
Ore 8



Esame obiettivo all'ingresso

Cute-mucose: cute normotrofica e normoelastica, edemi perimalleolari.
Capo e collo: collo mobile, non dolente, lingua normoprotrusa, umida.
Apparato linfoghiandolare: n d r. Cuore: toni cardiaci ritmici, soffio
2/6 sistolico aortico. Torace: rumori secchi inspiratori basali a sx, MV
ridotto alla base di sx. Mammella: n.d.r. Addome: n.d.r. Apparato
urogenitale: n.d.r. EON: pz vigile, collaborante, parzialmente
disorientata nel tempo. Ipertono plastico muscolare lieve ai 4 arti.
Mingazzini positivo all'arto superiore sx. Babinski dubbio a sx. Riflesso
palmomentoniero a sx, ROT deboli bilateralmente.

Pz lievemente disorientata nel tempo (sbaglia giorno del mese).
Necessita di aiuto nei passaggi posturali, stretta supervisione nella
deambulazione, che avviene a piccoli passi, a tratti con atteggiamento
atassico, in modo insicuro (soprattutto nei cambi di direzione).

e ECG: RS. FC 70 b/min. BBDX.
e PA 180/100 mmHg



Elementi di fragilita pre-esistenti

e Incontinenza urinaria (stadio Ouslander 3)



Valutazione multidimensionale

Premorboso Ingresso

C.A.M. Stato confusionale 0/4
MMSE Stato cognitivo 23/30
Geriatric Depression Scale Tono dellumore 5/15
Mini Nutritional Assessment Stato nutrizionale 7+10/30

IADL (n funzioni perse): Stato funzionale 8/8

BARTHEL INDEX Stato funzionale 78/100 50/100
TINETTTI: Stato funzionale 13/28
FIM: Stato funzionale 66/126




Pz di 88 aa, proveniente dal domicilio. Vedova, 2 figli (1 M e 1 F), vive con il figlio e

una badante (da poche settimane), assistita dagli stessi, dalla figlia e dal Servizio di
Assistenza Domiciliare.

Storia clinica caratterizzata da:

eMonoparesi arto superiore sx e disturbo dell’equilibrio e della
deambulazione in esiti di recente (12/2007) ictus ischemico
cerebrale dx

eRecente (03/2008) episodio comiziale generalizzato

eRecente (03/2008) ipopotassiemia a verosimile genesi iatrogena
(furosemide)

eIpertensione arteriosa grado da definire, rischio cardiovascolare
aggiuntivo elevato

eFibrillazione atriale persistente (03/2008)

ePregresso intervento di asportazione adenoma villoso con
displasia moderata e localmente severa (2002)



Obiettivi clinici
e Rivalutazione diagnostico-terapeutica recente crisi comiziale,
Ipopotassiemia e ritmo cardiaco

Obiettivi di Nursing
e Supervisione/autonomia nell'igiene personale

Obiettivi fisioterapici
e Ripristino autonomia nei trasferimenti e nel cammino con ausilio

Obiettivi socio-assistenziali
e Educazione care-giver

®:- Esami ematici di routine
- Rx-torace



Terapia confermata all'ingresso

Principio attivo Posologia Orario
K-CL 600 1cpx?2 Ore 8-20
Fenobarbital 100 1cp Ore 21
Amlodipina 5 1cp Ore 20
Enoxaparina sodica 4000 1 fl sc Ore 16
ASA 100 1cp A pranzo

Ramipril 5 1cp Ore 8



Esami

Ematochimici

Esame 09/05/2008 Valori normali
GB 3.47 1073/ul 4.00-9.00
GR 3.92 1076/ul 4.00-5.50
Ht 33.3 % 38.0-50.0
Hb 10.8 g/dl 11.5-14.5
MCV 84.9 Fl 80.0-95.0
PLT 272 1073/ul 150-400
Neutrofili 52.9 % * 10°3/ul 40.0-75.0
Linfociti 32.9 % * 10"3/ul 20.0-40.0
Monociti 7.5 % * 10°3/ul 0.0-12.0
Eosinofili 5.5 % * 10"3/ul 0.0-2.5
Basofili 1.2 % * 10°3/ul 0.0-0.54
VES 47 mm/1° ora 0-20
PCR 6.5 mg/dl 0.0-1.0
Azotemia 17 mg/dl 10-50
Creatinina 0.72 mg/dl 0.5-1.2
Ac. Urico 6.35 mg/dI 1.5-7.0
Na 138 Mmol/L 136-146
K 2.9 Mmol/L 3.5-5.10
Cl 95 Mmol/L 98-108
Glicemia 67 mg/dI 60-110
Colesterolo tot 225 mg/dl 120-200
Trigliceridi 67 mg/dI 40-160
GOT 10 U/L 0-40
GPT 4 U/L 0-40
Fosfatasi alc 204 U/L 90-270
yGT 85 ul/L 5-30
Bilirubina tot 0.33 mg/dl 0-1.2
PT (INR) 1.02 0.9-1.1
proteine tot 5.8 g/dl 6.2-8.2
Albumina 47.8/2.8 % 55.1-66.1
ol 4.3 % 1.7-3.3
o2 16 % 8.2-13-0
B 12.8 % 9.5-15-0
r 18.5 % 10.3-18.3
Sideremia 28 microg/dl 70-150
Transferrina 140 Mg/dl 200-350
Ferritina 88 ng/mi 15-400




Common causes of recent-onset seizures in elderly people

Frequency (%)
- Acute cerebral infarction 3-43
- Head injury 17
- Subarachnoid haemorrhage 8-24
- Intracranial haemorragia 8
- Subdural haemorragia 1
- Metabolic disturbances (electrolytes imbalance, 6-21
uraemia, hepatic failure, hypoglycaemia)
- Alcohol withdrawal/drug related 10
Remote symptomatic
- Previous cerebral infarction 3-9
- Head injury 2-21
- Cerebral atrophy 5-13
- Tumor 8-45
- Cerebrovascular disease 49
- Non vascular dementia 9-17

Lancet, 2000



Cause di ipokaliemia nell’'anziano

Potassio insufficiente nella dieta Aumento delle perdite renali

Aumento glelle |_:erd_ite e Sindrome di Cushing
gast.romtestmah e Glucocorticoidi esogeni

e Vomito

e Mineralcorticoidi esogeni

e Ipertensione nefrovascolare
iperreninemica

e Diarrea
e Uso di lassativi
e Polipi adenomatosi villosi del colon

(polipi secretori) e Diuresi postostruttiva
e Drenaggio con sondino Ridistribuzione transcellulare
e Fistole o Alcalosi
Aumento delle perdite renali e Somministrazione di insulina b-
e Acidosi tubulare renale (prossimale e agonisti

distale) Ipomagnesiemia

e Uso di diuretici tiazidici
e Uso di diuretici dell’'ansa (furosemide,
bumetanide, acido etacrinico)

e Uso di antibiotici (gentamicina, * Trattamento dellanemia
penicilline, amfotericina B) megaloblastica con vitamina B12

e Iperaldosteronismo primitivo

e Iperaldosteronismo secondario
(scompenso cardiaco, cirrosi)

Disordini ematologici
e |Leucemie mieloidi acute

Merck Manual



Ipokaliemia - Sintomi, segni e diagnosi

L’ipokaliemia lieve raramente produce sintomi. Nell’'ipokaliemia piu grave,
sintomi di comune riscontro sono l'astenia, la confusione mentale e la
comparsa di ipostenia e crampi muscolari dovuti all’alterazione della
funzione muscolare scheletrica. L'ipokaliemia grave (< 2,5 mEqg/l) puo
provocare una paralisi franca, come si verifica nella paralisi periodica.
Puo essere interessata anche la funzione della muscolatura liscia del
tratto GI, con conseguente ileo paralitico. L’eventuale coinvolgimento del
muscolo cardiaco puo portare alla comparsa di battiti ectopici atriali e
ventricolari, tachicardia atriale e ventricolare, fibrillazione ventricolare e
morte improvvisa, particolarmente nei pazienti con cardiopatia
preesistente o in quelli che assumono composti digitalici. LECG mostra
spesso un sottoslivellamento del tratto ST, un appiattimento dellonda T e
un’onda U prominente. In corso di ipokaliemia grave, possono comparire
disturbi della conduzione atrioventricolare.

Merck Manual



Diario clinico

Si conferisce telefonicamente con il MMG, il quale riferisce che
I'ipopotassiemia e secondaria all'uso di furosemide che la paziente, a suo
dire, assumeva ad alte dosi (500 mg/die) per una pregressa diagnosi di

scompenso cardiaco

Il dato non e confermato dalla documentazione clinica in nostro possesso.



Diario clinico

e 9511/5/08 (2°-4 giorno)
— Si incrementa lievemente posologia KCL

— Nel sospetto che la recente crisi comiziale sia dovuta ad ipokaliemia si
decide di ridurre gradualmente il fenobarbital (fino a sospensione)

— PA non inferiore a 150/80 mmHg. Si incrementa posologia di ramipril
(5—10 mg/di) e di amlodipina (5—10 mg/di)

e 12.15/5/08 (5°-8° giorno)

— Rx torace (12/05/2008): torace senile con diffusa accentuazione del
disegno bronco vasale come da broncopatia cronica e impurita nodulari
fibrosclerotiche al campo medio di dx e in regione apicale sn, dove si
osservano anche ispessimenti pleurici apicali da esiti di pregressa
patologia. Non alterazioni pleuro parenchimali a focolaio di significato
attuale. Nei limiti il piccolo circolo. Ombra cardiaca globalmente
ingrandita, ma ai limiti per I'eta, con aortosclerosi.

— Screening funzioni esecutive: grave deficit di attenzione con
fluttuazioni. Non NSU. Aprassia costruttiva.




Diario clinico

e 16—25/5/08 (9°-18° giorno)
— Miglioramento delle condizioni funzionali
— PA tendenzialmente elevata (=160/90 mHg).
— Persiste ipokaliemia (=2 Mm/It il 22/5/08). Inizia infusione ev di KCL.

— Ecocardiogramma (23/05/2008): la cinetica del ventricolo sx rientra nei limiti
con EF>50% e pareti ipertrofiche. Fibrosi mitroaortica con lieve insufficienza
della mitrale, non segni di ipertensione polmonare.

e 26/5/08 (19° giorno)
— Persistono elevati valori di PA. Inizia B-bloccante (Bisoprololo).

e 27/5—-4/6/08 (20°-27° giorno)
— Graduale miglioramento delle performance motorie
— Persistono elevati valori di PA e bassi valori di K+ (<2.3).
— EAB (in AA): ph 7.50; PCO2 61; PO2 58; HCO3 43.9; Na+141; K+2.3; SO2
92%.




Ariecial blood [H*] [nmolL)
a0 30

100 B0 &80 TD 60

Ta
Arterial bicod, pH

LGSR NL AN
. x.../f,f,, /, / __f. m
.wfu,f f,,..,f/,,/,/,,,,,./ h \ g
-Mwsfﬁ“mu”;/%x/“mmm , /A‘
-.m,,,N;// yﬂwhﬁ f.,,,,,, ,,,/,,ﬂ m.m. ,,,,, f,
T8 S —F Ava Y
-mmx//.,AW//f m %ﬂ/
-u..; -, Hfm.,mmf /IIVA A \ _”___ ___
TCGELEX i \ w |
NNV
NNV AR
RNANR 2
NS TN

2 ® o8 ¥ 3 § B B 8 3 g = 2
(o) | o] ewseid pusy

TAa

T

TE

T.A

rAa

T2

EA |

ra



Cause di alcalosi metabolica

o Iperesponsivita ai cloruri

e Vomito o drenaggio nasogastrico

e Abuso surrettizio di lassativi

e Stati post-ipercapnici

e Resistenza ai cloruri

e Deficit grave di Mg o K

e Diuretici (tiazidi, diuretici dell'ansa)

e Ipermineralcorticoidismo (sindrome di Cushing,
iperaldosteronismo primitivo, stenosi dell'arteria renale)

e Acido glicirizinico (liquirizia, tabacco da masticare)
e Malattie ereditarie (sindrome di Bartter, sindrome di Gitelman)

Merck Manual



Diario clinico

e 27/5—4/6/08 (20°-27° giorno)

— Persistenza di elevati valori di PA. Si incrementa posologia B-
bloccante, inizia risparmiatore di K+.

D] Ipertensione resistente
OD] Iperaldosteronismo

— Si contatta telefonicamente collega endocrinologo dell’'ospedale, il
quale consiglia incrementare posologia del KCL, dosare
aldosteronemia e aldosteronuria.



Resistant hypertension: diagnosis, evaluation,
and treatment: a scientific statement from the

American Heart Association Professional
Education Committee of the Council for High
Blood Pressure Research

Resistant hypertension is defined as blood pressure that
remains above goal in spite of the concurrent use of 3
antinypertensive agents of different classes. As defined,
resistant hypertension includes patients whose blood
pressure is controlled with use of more than 3
medications. That is, patients whose blood pressure is
controlled but require 4 or more medications to do so
should be considered resistant to treatment.

Calhoun D et al, Circulation, June 2008



Table 3. Secondary Causes of Resistant Hypertension

Common
Obstructive sleep apnea

Renal parenchymal dis
I Primary aldosteronism|

Renal artery stenosis

Uncommon
Pheochromocytoma
Cushing’s disease
Hyperparathyroidism
Aortic coarctation
Intracranial tumor

Calhoun D et al, Circulation, June 2008



Diario clinico

5/6—-16/6/08 (28°-40° giorno)
— Normalizzazione dei valori emogasanalitici.
— Elevati valori di aldosteronismo sia in clino che ortostatismo

D] Iperaldosteronismo

Si dimette la paziente concordando visita endocrinologica c/o
ambulatorio dell’'ospedale previa TC-addome con mdc.



Diagnosi alla dimissione

Esiti di recente emiparesi sx (12/2007) secondaria a ictus
ischemico

Ipertensione arteriosa ad elevato rischio cardiovascolare
verosimilmente secondario ad iperaldosteronismo

Recenti episodi di crisi comiziale generalizzata (16/03/2008) e
fibrillazione atriale persistente (03/2008) verosimilmente
secondari ad ipopotassiemia grave

Pregresso intervento di asportazione adenoma villoso con
displasia moderata e localmente severa (2002)

Anemia normocitica normocromica di grado lieve



Terapia alla dimissione

Principio attivo Posologia Orario

e Clonidina TTS 2 1 cerotto (il giovedi) Ore 18

e Amlodipina 10 mg 1cp Ore 20

e Ramipril 5 mg 1cpx?2 Ore 8-20
e Bisoprololo 2.5 mg 1cp Ore 12

e Kanreonato di potassio 100 mg 1cpx2 Ore 8-16
e Cardioaspirina 100 mg 1cp A pranzo
e Rabeprazolo 20 mg 1cp Ore 8

e Potassio 600 mg 1cpx2 Ore 8-20
e Fenobarbital 100 mg 1cp Ore 20



Valutazione multidimensionale

C.A.M.
MMSE

Geriatric Depression
Scale

Mini Nutritional
Assessment

CIRS-severity
CIRS-comorbidity

IADL (n funzioni perse):

BARTHEL INDEX
TINETTI:
FIM:

Stato confusionale
Stato cognitivo
Tono dellumore

Stato nutrizionale

comorbilita
comorbilita
Stato funzionale
Stato funzionale
Stato funzionale
Stato funzionale

Premorboso

8/8
78/100

Ingresso
0/4
23/30
5/15

17/30

1.35
1

50/100
13/28
66/126

Dimissione
0/4

89/100
18/28
83/126



Follow-up post-dimissione

Riferita normalizzazione dei valori di potassiemia

Eseguita TC-addome con mdc con riscontro di heoformazione
surrenalica sx

Non esequita visita endocrinologica in quanto, dopo caduta a
terra, e occorsa frattura del bacino (prescritta immobilita a letto
per almeno un mese)



Iperaldosteronismo primitivo

(Sindrome di Conn)

L'iperaldosteronismo primitivo e dovuto a un adenoma, di solito monolaterale,
delle cellule della zona glomerulare della corteccia surrenale o, piu
raramente, a un carcinoma o a iperplasia surrenalica.

Sintomi e segni

L'ipersecrezione di aldosterone puo produrre ipernatriemia, ipercloridria,
ipervolemia e alcalosi ipokaliemica, che si manifestano con fenomeni episodici
di astenia, parestesie, paralisi transitorie e tetania. Sono comuni l'ipertensione
diastolica e una nefropatia ipokaliemica con poliuria e polidipsia. L'escrezione
di aldosterone in presenza di un alto apporto di Na (> 10 g/die) & solitamente
> 200 mg/die se & presente un tumore. La restrizione di Na causa ritenzione
di K. Occasionalmente si osservano disturbi della personalita, iperglicemia e
glicosuria. In molti casi la sola manifestazione clinica € un'ipertensione da lieve

a moderata.
Merck Manual



Clinical complexity and Occam’s
razor: navigating between Scylla

and Charibdy of the geriatric
practice. A case of secondary
hypertension in a very old patient

Turco R, Torpilliesi T, Morghen S,
Bellelli G, Trabucchi M, JAMDA in press



e

Y22l Occam: chi era costui?

William was born sometime before 1287 in Ockham (Occam), Surrey,
England. He joined the Franciscan congregation at the turn of the
century and studied in Oxford from 1310 to 1317. However, his
academic career suffered from the hostility of the chancellor, Johannes
Lutterell, who even indicted him as a heretic at the papal court. William
was ordered to Avignon in 1324, but escaped to Pisa after 4 years
where he asked the German Emperor Ludwig of Bavaria, the political
enemy of the Avignon pope John XXII, for protection. Consequently,
William was excommunicated. According to a later legend, William had
said, “Emperor, defend me with your sword, and I will defend you with
the pen”. William followed Ludwig to Munich and served him until his
death in 1349. His tomb can be visited at the Franciscan convent.

Calman KC, Lancet 1999



Occam: chi era costui?

Philosophically, his work was characterised by the theological principle of
divine omnipotence, the logical principle of non-contradiction, and the
scientific position of economy. The latter became famous as Occam'’s
razor. The formulation as “entia non sunt multiplicanda sine
necessitate” (entities should not be multiplied unnecessarily) cannot
be found in his writings, but comes close to a subtle misunderstanding
of his original position “pluralitas non est ponenda sine
necessitate” (complexity should not be assumed unnecessarily). He
did not apply his razor to the world of real things (entities), where he
acknowledges unnecessary complexity (divine omnipotence). His razor
applied to the semantic abstraction of factual relationships—of words,
not facts. This rationality led him to careful observation and influenced
later empiricists. His nominalist approach was fundamental to the
philosophical development beyond mediaeval scholastic, and was a
forerunner of 20th century positions such as logical positivism,
pragmatism, and semantics.

Calman KC, Lancet 1999



“Entia non sunt
multiplicanda sine

necessitate”, cioe trova la
causa unificante.




e un’esperienza di universitas — una cosa a cui anche
Lei, Magnifico Rettore, ha accennato poco fa -
I'esperienza, cioe del fatto che noi, nonostante tutte
le specializzazioni, che a volte ci rendono incapaci di
comunicare tra di noi, formiamo un tutto e lavoriamo
nel tutto dell'unica ragione con le sue varie
dimensioni, stando cosi insieme anche nella comune
responsabilita per il retto uso della ragione — questo
fatto diventava esperienza viva. L'universita, senza
dubbio, era fiera anche delle sue due facolta
teologiche. Era chiaro che anch'esse, interrogandosi
sulla ragionevolezza della fede, svolgono un lavoro
che necessariamente fa parte del "tutto"
dell'universitas scientiarum,

SS Benedetto XVI discorso di Ratisbona



Perche il paradigma e stato

disatteso?




Subjective factors influencing the optimal

diagnosis in elderly frail patients

e a) Length of clinical observation. In some cases, elderly
patients need to be monitored for several days in order to
assess the truthfulness or the inconsistency of the
diagnostic hypotheses provided by physicians. In the case
described, after hypothesizing an iatrogenic effect and
stopping the drug that we thought responsible for it, it
was necessary to follow the patient for at least two
weeks. This may be difficult to carry out in acute medical
wards where the length of hospital stay are increasingly
shorter, but easier in the rehabilitative settings.

e b) Ageism. In many cases, ageism is still present in
medical wards, compelling physicians to a minimalist
approach towards frail elderly patients.

Turco et al, JAMDA in press



Objective factors influencing the optimal

diagnosis in elderly frail patients

e a) Polypharmacy. Because elderly patients are multiple drug
consumers, which may have several side effects, the risk to
correlate one symptom or the finding of an abnormal
biochemical value to the assumption of a dru% is a realistic
chance in clinical practice. In the case described here,
hypokaliemia was erroneously believed to be related to the
diuretic assumption.

e b) Comorbidity. In geriatric patients, it is often difficult to
understand not only if a clinical condition is independent or
correlated to others as a cause or a complication, but also to
identify the priority of this condition with respect to the
others. In this difficult situation, physicians could be
captured by a feeling of impotence and limit their clinical
management to a only symptomatic treatment, as it has
been done in the Medical Department.

Turco et al, JAMDA in press



Occam o non Occam?

The NEW ENGLAND JOURNAL of MEDICINE

‘ CLINICAL PROBLEM-50LVING

Occam’s Razor versus Saint’s Triad

Anthony A. Hilliard, M.D., Steven E. Weinberger, M.D.,
Lawrence M. Tierney, Jr., M.D., David E. Midthun, M.D.,
and Sanjay Saint, M.D., M.P.H.



“What on earth is Saint’s Triad?” So asked C.F.M. Saint several
decades ago about his own eponym Saint, a South African
surgeon, emphasized the importance of considering the
possibility of multiple separate diseases in a patient
whenever his or her history and the results of the
physical examination were atypical of any single
condition. The triad that bears his name is the
association of hiatal hernia, gallbladder disease, and
diverticulosis. There is no pathophysiological basis for the
coexistence of these three diseases; that, perhaps, was his
point. Saint emphasized that more than one disease may be
responsible for a patient’s clinical signs and symptoms. This is,
in fact, the same point made by the apocryphal Hickam,
credited with Hickam’s dictum:“A patient can have as many
diagnoses as he darn well pleases. "

Hilliam AA, NEJM 2004



Occam can be wrong?

e Paziente di 82 anni, di sesso femminile con lieve
anemia ipocromica microcitica, malattia da reflusso
gastroesofageo, ipotensione ortostatica,
crioglobulinemia, malnutrizione proteico-calorica,
deficit cognitivo con ripetuti episodi anginosi o
anginoso-simili

e (Oggi una paziente
approccio Occamia
attenzione verso alc
aver effettuato ecoc
miocardica, test da ScriZd ricevere
adeguata attenzione 41 potenziale impatto delle
patcr)llogcile cocrlmcomit,anti ? del defiﬂt I?ognitivo sul
rischio di caduta ne sugli aspetti dell'organizzaz;
dell’assistenziale. S =P e 58 NN 2001

'utilita del “rasoio”
diminuisce con I'aumentare
della complessita rebbe




Come si deve muovere il
geriatra nella pratica clinica?
Navigando tra Scilla e Cariddi,

alcune riflessioni sul concetto di
diagnosi e di morbilita
nell’anziano




La diagnosi In geriatria

e Il rasoio di Occam (“pluralitas non est
ponenda sine necessitate” o cerca di trovare
la causa unificante senza lasciarti sviare dalla
molteplicita dei sintomi) puo anche essere
letta come: “tra le diagnosi differenziali,
favorisci la piu semplice” ovvero “Sii

narsimonioso nella diagnosi e pensa all’ipotesi

niu semplice senza lasciarti sviare dalla
bramosia di fare la diagnosi brillante”




Il concetto di morbilita

nell’'anziano




Table 2. Summary of Chronic Disease Prevalence and Annual Costs by Age Group

qroup

Age Group, ¥
5560 70-74 7570 B0-84 a6 Total

— 11 | 1 11 11 1

Ho. of Yo Mean % Mean o Mean o Mean %% Mean Mean
Chronic Age Expenditures, Age Expenditures, Age Expendilures, Age Expenditures, Age Expenditures, % Expenditures,

Conditions® Group 3 Group 5 Graup $ Group $ Group 5 Beneficiaries $

0 25.7 195 18.9 20 15.2 205 125 222 12.2 3l 180 21

1 20.4 294 18.0 1073 180 1175 144 1271 15.0 1574 17.3 114

2 22.2 20585 22.5 2185 216 et 208 2677 21.0 3284 218 &3

3 16.0 207 187 4328 199 4507 204 4097 20.4 5H29 188 47

=4 15.7 14108 219 13774 .3 1387 H2 13675 H4 1428 241 13473

Overallage 1000 3609 100.0 4548 1000 g24 1000 6160 1000 GEED 1000 0

*Mean number of chronie conditions for age groups were as follows: 8568 years, 1.68; 70-74 years, 2.25; 75-79 years, 2 52 80-84 vears, 2.71; =85 years, 2.71;

and total group, 2.24,

Table 3. Prevalence, Annual Cosis, and Comorbidity by Major Diagnostic Category (MDC)*

Wolff et al, Arch Intern Med 2002

MOG =% With =4 Conditions Mean Expenditures for All Patients, & Prevalence of Type of Condition, %%
Myeloproliferative a0 10835 2
Kidney 74 18 806 G
Hepatobiliary 72 17123 1
Blood and immunological 67 13366 4
Mervous system il 13516 12
Digestive x| 13080 4
Mental B2 12537 13
Ear, nose, throat 62 L] 2
Respiratony &0 1430 15
Female reproductive 59 10354 1
Skin, subcutaneous tissue, and breast 54 4074 8
Eya 1] B0 20
Musculoskeletal 4 4230 25
Male reproductive 45 B0 11
Endoerine, nutritional, and metabalic H £041 43
Circulatony 38 7521 58

*The following MOCs were excluded: pregnancy (MDG14), newbaom (MDCAS), infectious and parasitic diseases (MOCA &), alcoholfdrug (MOG20), injury
(MDC21), burns (MDC22), other factors (MDC23), and huran immunodeficiency virus (MDC25).



Specific combinations influence

function differentially

e In the WHAS, arthritis with visual impairment caused
mobility impairments, while arthritis with stroke
affected higher function and self care. The findings
suggest that while greater severity of a single disease
can cause disability by itself, less severe disease may
produce disability in the presence of another
condition (Fried J Clin Epidemiol, 1999)

e The odds ratio of having mobility disability was 2.3
for heart disease only, 4.3 for arthritis only, and 13.6
for both heart disease and osteoarthritis (Ettinger J
Clin Epidemiol, 1994)



From multimorbidity to disability

Subjects aged 55 or older at initial interview
self-reported their ability to perform six usual

;\I

L

LSEVIER daily activities, and were asked about the
presence of seven chronic conditions. Three

years later, the likelihood of functional decline
was correlated with the initial number of
chronic illnesses. The odds ratio for decline
was 1.6 for one condition increasing to 4.1 for
three or more conditions

Di
"Depariment o
PInstitute for Research

i Center, Van der Boechorsstraal 7, Amsterdam 1081 BT, The Netherlands
Accepted 3 June 20003
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Newly Reported Chronic Conditions and

Onset of Functional Dependency

Table 2. Adjusted Odds Ratios for New Dependency (Activities of Daily Living or Residence in a Long-Term Care Facility)
at 12 to 36 Months by Number of Newly Diagnosed Conditions at 12 Months

12 Months 24 Months 36 Months
Logistic Regression Model Adjusted Odds Ratio (95% Confidence Interval)

Age 11}?{11}4—1.1}9} 1 IEl[ 09-1.14) 1.12 (1.10-1.14)
Sex (female = 1) 33 (0.97-1.84) 20 (0.88-1.65) 1.02 (0.79-1.30)
Education ( = high school) 62 (0.43-0.89) 62 (0.47-0.81) 0.69 (0.56-0.85)
Mumber of chronic conditions at baseline 43 (1.28-1.60) 26 (1.14-1.40) 1.24 (1.15-1.35)
Mumber of newly diagnosed chronic

conditions at 12 months

1 1.93 (1.34-2.78) 1.83 (1.33-253) 1.79(1.31-2.44)

2
=4

4.26 (265-6.85)

13.04 (6.46-26.31)

2.78 (1.79-431)

8.66 (5.07-14.79)

2.00(1.29-3.09)
4 58 (2.78-7.56)

Wolff J et al , JAGS 2005



Comorbidity: The ultimate

Geriatric Syndrome

o Comorbidity: indicate the co-occurrence of pre-
existing age-related health conditions (e.g., disability,
anemia, impairments, urinary incontinence) or
diseases (e.qg., diabetes, heart disease, hypertension)
In reference to an index disease (e.g., cancer,
Parkinson’s disease, diabetes)

o Multimorbidity. is the co-occurrence of two or
more diseases or active health conditions (e.g.,
aggregate of coequals) that may or may not be
linked by a causal relationship or with no consistent
dominant index disorder.

Yancik et al, J Gerontol Med Sci 2007



E la gravita della malattia e importante?

[ssue Examples of QJuestions
Catisal Pam Wy
l. One disease affects the progression of another disease, in mlation o |. Does severity of diabetes mellitus accelerate the progression of HIVY
ils severily,
2. The outcome of interest is cansed by a comorbidity, where severity of 2. Does rtheumatoid arthritis affect the development and progression of
the other disease is proportional to the culcome of intemst, coronary artery disease? By what mechanism? Does severity of
rheumatoid arthritis matter in this process?
3. When multiple diseases are concurrently present, severity of one or 3. Is the disability that mesults from the interaction of osteoarthritis and heart
both may increase the risk of disability, or mortality or worsening disease a function of the severity of either or both disease(s)?
quality of life.

?.I"-E'H.I'J'?EIE'.I'T.I' ?'.5,!' ,.|-E‘|I'.'.I'.'I-

4, Treatment benefit for one disease is modified by the presence of 4a. A patient with dyspnea on exertion has chronic obstroctive pulmonary
anoiher disease. Is the severity of the other disease imporiant? disease and congestive heart failure, What restments will most improve
symploms?

4h. How does the severity of comorbid peripheral vascular disease affect the
likelihood of good outcomes from coronary artery wpass?

5. The chance of an adverse effect when prescribing a medication is Sa. Are cvclooxvgenase-2 inhibitors nskiest in people with mome severe
relaied to the severity of other dissases becanse of aliered diabetes or hvpertension or atherosclerosis?
pharmacokinetics, interaction of phvsiologic processes, or elevation Sh. Does severity of chronic renal insufficiency modify tolerance of treatment
of risk. for congestive hear failure?

6. Clinical standands for quality of care may need adjustment in the face 6. How should quality of care in disease management programs be measured
of comorbid diseases with vamving severity. for people with diabetes who have several other conditions?

Prognosis

7. The likelihood of recovery from treatment is impeded by a second 7. Will this patient with knee arthritis and dementia benefit from tofal knee
disease, arthroplasiv?

B. Some individuals have such limited prognoses from the severity of a B. What is the global (ageregate) risk of death in a patient, taking severity of
comorbid disease that their likelihood of benefiting from a given comorbidities inte account?

therapy for the trpget disease is very low.

Boyd et al, J Gerontol Med Sci 2007



Why does disease severity matter?

[ssue Examples of QJuestions

Clanagen! Patfiweays

l. One disease affects the progression of another disease, in mlation o |. Does severity of diabetes mellitus accelerate the progression of HIVY
ils severily,
2. The outcome of interest is cansed by a comorbidity, where severity of 2. Does rtheumatoid arthritis affect the development and progression of
the other disease is proportional to the culcome of intemst, coronary artery disease? By what mechanism? Does severity of
rheumatoid arthritis matter in this process?
3. When multiple diseases are concurrently present, severity of one or 3. Is the disability that mesults from the interaction of osteoarthritis and heart
both may increase the risk of disability, or mortality or worsening disease a function of the severity of either or both disease(s)?

quality of life.

?.I"-E'H.I'J'?EIE'.I'T.I' ?'.5,!' ,.|-E‘|I'.'.I'.'I-

4, Treatment benefit for one disease is modified by the presence of 4a. A patient with dyspnea on exertion has chronic obstroctive pulmonary
anoiher disease. Is the severity of the other disease imporiant? disease and congestive heart failure, What restments will most improve
symploms?

4h. How does the severity of comorbid peripheral vascular disease affect the
likelihood of good outcomes from coronary artery wpass?

5. The chance of an adverse effect when prescribing a medication is Sa. Are cvclooxvgenase-2 inhibitors nskiest in people with mome severe
relaied to the severity of other dissases becanse of aliered diabetes or hvpertension or atherosclerosis?
pharmacokinetics, interaction of phvsiologic processes, or elevation Sh. Does severity of chronic renal insufficiency modify tolerance of treatment
of risk. for congestive hear failure?

6. Clinical standands for quality of care may need adjustment in the face 6. How should quality of care in disease management programs be measured)
of comorbid diseases with vamving severity. for people with diabetes who have several other conditions?

Prognosis

7. The likelihood of recovery from treatment is impeded by a second 7. Will this patient with knee arthritis and dementia benefit from tofal knee
disease, arthroplasiv?

B. Some individuals have such limited prognoses from the severity of a B. What is the global (ageregate) risk of death in a patient, taking severity of
comorbid disease that their likelihood of benefiting from a given comorbidities inte account?

therapy for the trpget disease is very low.

Boyd et al, J Gerontol Med Sci 2007



Why does disease severity matter?

Issue

Examples of QJuestions

Clanagen! Patfiweays
l. One disease affects the progression of another disease, in mlation o
ils severily,
2. The outcome of interest is cansed by a comorbidity, where severity of
the other disease is proportional to the culcome of intemst,

3. When multiple diseases are concurrently present, severity of one or
both may increase the risk of disability, or mortality or worsening
quality of life.

Treaiment Effects

4, Treatment benefit for one disease is modified by the presence of
anoiher disease. Is the severity of the other disease imporiant?

2.

4h,

. Does severity of diabetes mellitus accelerats the progression of HIVT

Does theumatoid arthritis affect the development and progression of
coronary artery disease? By what mechanism? Does severity of
rheumatoid arthritis matter in this process?

. Is the disability that results from the interaction of osteoarthritis and heart

disease a function of the severity of either or both disease(s)?

A patient with dyspnea on exertion has chronic obstructive pulmonary

disease and congestive heart failure, What restments will most improve
symploms?

How does the severity of comorhid peripheral vascular disease affect the
likelihood of good outcomes from coronary artery wpass?

5. The chance of an adverse effect when prescribing a medication is Sa. Are cvclooxvgenase-2 inhibitors nskiest in people with mome severe
relaied to the severity of other dissases becanse of aliered diabetes or hvpertension or atherosclerosis?
pharmacokinetics, interaction of phvsiologic processes, or elevation Sh. Does severity of chronic renal insufficiency modify tolerance of treatment
of risk. for congestive hear failure?

6. Clinical standands for quality of care may need adjustment in the face 6. How should quality of care in disease management programs be measured
of comorbid diseases with vamving severity. for people with diabetes who have several other conditions?

Prognosis

7. The likelihood of recovery from treatment is impeded by a second 7. Will this patient with knee arthritis and dementia benefit from tofal knee
disease, arthroplasiv?

B. Some individuals have such limited prognoses from the severity of a B. What is the global (ageregate) risk of death in a patient, taking severity of

comorbid disease that their likelihood of benefiting from a given
therapy for the trpget disease is very low.

comorbadities mto account?

Boyd et al, J Gerontol Med Sci 2007




Ma come si classifica la

severita delle malattie?




I sistemi di staging di gravita non ci sono per tutte le
=== Datologie (specie per quelle asintomatiche)

™ 1 differenti metodi di staging delle patologie le rendono
@ imparagonabili tra loro, sia perche gli scopi con cui i metodi

di staging sono stati creati sono differenti, sia perché il
| livello di accertamento diagnostico richiederebbe sforzi

o differenti

Molti sistemi di classificazione incorporano nello staging
sintomi e/o declino funzionale (ad es, dispnea).... quindi

= rendono difficile valutare I'impatto di una singola patologia
sum Sullo stato di salute complessivo; inoltre un sintomo di
e questo tipo puo dipendere da tante malattie

change stage, but
change treatment

chaolesteml DM, CVD, PVD,
evidence: plague,

hypertensive
retinopathy )




C’e bisogno di nuovi strumenti per

classificare la severita delle malattie

Table 3. Subclassification of Disorders

Diseases/Conditions Other Conditions
Diseases Defined by Defined by That Are Not
Cuantitative Clinically Identified Cieriatric Sensory Actual Diseases,
Disorder Measurement® Symploms/Findings” Syndromes’ Problems* Bui Pui People at Risk
Examples Diabeies, osleoporosis, Arthnitis, angina, Falls, incontinence, Vision, hearing Metabolic syndrome,
hyvpercholesterolemia, pastrointestinal disorders, delirinm problems, MENDPALSE,
hyperiension, chronic Alzheimer’s, Parkinson’s, neuropathies andropause, others
kidnev disease chronic obstructive

pulmonary disease,
VArious Lypes of cancer

Notes: *In general, these conditions put people at nsk for senouws complications, bot themselves are asymptomatic except in the most severe cases. In asvmplomatic
pemons, the severity may be established by quantitative, continuous measures, A qualitative measure for the syvmptomatic could also be defined for most of these,

"These usually have clinical severity stages, and are not disgnosed in preclinical stages,

"These are clinical usually qualitative: either present or absent and generally no severity index,

“There is nsually a long list of causes, and dysfunction is quantifiable,

Boyd et al, J Gerontol Med Sci 2007



e In this framework, the ability to disentan?Ie the patient’s
clinical complexity ...is the precondition of the clinical
success. There are two fundamental ways to approach
clinical complexity in ?eriatric practice. The first is to
consider every clinical problem as independent (or
relatively independent to the others) and treat it
separately from the others. This is the most frequent
approach in the everyday clinical practice. A second
approach derives from the history of medicine and it is
known as the Occam’s razor principle.

o Although there is not a unique rule to choose one of the
two apfproaches, it is fundamental for geriatricians to keep
both of them in mind.

e In conclusion, geriatric practice must be characterized by
the skill to navigate between the Scylla (i.e., viewing
clinical problems as unrelated each others) and the
Charibdy (i.e., applying the Occam’s razor principle) of the
patient’s complexity.

Turco et al, JAMDA in press



