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1.La ricerca si trova ad un punto davvero cruciale perchè nei prossimi mesi si 
comprenderà se l’impegno degli ultimi anni attorno all’ipotesi amiloidea ha portato 
a risultati clinicamente utili. In ogni modo la mole di studi e di risultati è una 
garanzia perchè entro breve tempo si arrivi a costruire un modello di cure che 
risponde al bisogno dei molti milioni di persone ammalate in tutto il mondo.  

2. Un’assistenza moderna alla persona affetta da demenza deve essere aperta alla 
costruzione del nuovo ed è incompatibile con atteggiamenti rinunciatari. I servizi 
devono essere improntati alla logica della multidimensionalità e della continuità. 

3. L’assistenza alla persona affetta da demenza deve essere fondata sul doppio 
binario di interventi ad alta e a bassa tecnologia. 

4. L’assistenza alla persona affetta da demenza deve comprendere anche il mondo 
del caregiving e delle relazioni che accompagnano la vita della persona ammalata, 
spesso il punto centrale per offrire una prospettiva vivibile a chi è colpito dalla 
malattia. 

5. L’assistenza non può esser ridotta ai soli  aspetti economici; infatti, pur non 
potendo essere trascurati, non possono rappresentare il metro di misura per 
qualsiasi intervento. 

La malattia di Alzheimer e i punti critici in ambito diagnostico-terapeutico-

assistenziale 

A. Bianchetti, M. Trabucchi. G Gerontol, 2013 



6. L’assistenza alle persone più fragili deve sempre porsi un obiettivo e quindi 
definire i risultati attesi da un intervento, verso i quali indirizzare in maniera 
armonica l’impegno delle equipe e contributi di varia origine. 

7. Non togliere libertà all’ammalato, evitando di ridurre l’anziano ammalato soltanto 
ad una serie di parametri in declino. 

8. Privilegiare in ogni ambito l’impegno per la sperimentazione di soluzioni 
innovative, facilitando la transizione dei dati della ricerca scientifica alla 
concretezza della realtà clinica. 

9. La formazione degli operatori è la migliore difesa degli interessi degli operatori 
stessi, che escono dall’anonimato di interventi ripetitivi,   delle persone assistite, 
che cosi possono giovarsi di cure sempre adeguate. 

10. Una sensibilità diffusa nella città ed un’attenzione da parte di molti ai bisogni di 
chi “ha perso la mente” sono il migliore antidoto alla solitudine oggettiva e 
soggettiva del malato e quindi la migliore protezione verso gli eventi avversi che 
spesso accompagnano la storia naturale di chi è affetto da demenza. 

La malattia di Alzheimer e i punti critici in ambito diagnostico-terapeutico-

assistenziale 

A. Bianchetti, M. Trabucchi. G Gerontol, 2013 
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Dement Geriatr Cogn Disord. 2008;26(6):499-505. 

Reasons for hospital admissions in dementia patients in Birmingham, UK, during 

2002-2007. Natalwala A, Potluri R, Uppal H, Heun R. 
There is a lack of evidence to explain why patients with dementia are admitted to a general 
hospital. 
Main reasons for hospitalisation were investigated in all patients admitted to a multi-ethnic 
general hospital during 2002-2007, by analysis of type of admission and primary diagnosis 
on admission. Anonymised data from the Hospital Activity Analysis Register was used to 
trace these patients; 505 were diagnosed with Alzheimer's disease (AD), 283 with vascular 
dementia (VD) and 1,773 patients were classified as unspecified dementia (UnD). Logistic 
regression analysis was used to compare these groups to 53,123 age-matched controls. 
Statistical significance of p < 0.001 was accepted. 
RESULTS: 

More dementia patients were admitted as emergency cases compared to controls 
(AD = 95.8%, VD = 95.4%, UnD = 96.7%, controls = 54.4%; p < 0.001 for all comparisons). 
The proportion of patients admitted for dementia as their primary diagnosis was small (AD = 
5.9%, VD = 10.6%, UnD = 6.0%). Primary diagnoses such as syncope and collapse, 

bronchopneumonia, urinary tract infection and dehydration were more frequent in 

all dementia patients than controls. 
CONCLUSION: 
Dementia patients are frequently admitted as emergency cases, but dementia itself is often 
not the primary diagnosis. Earlier detection of the specific conditions mentioned above may 
reduce emergency hospital admissions amongst dementia patients. 
 
 



Dementia and stages 

Cause di ricovero: 

Mild disease (drugs) 

Moderate disease (behaviour) 

Severe disease (somatic, dependency, 

caregiver crisis) 

Rozzini, 2011 





BEERS CRITERIA 

Inappropriate drug choice, i.e., medications generally to 

be avoided in the elderly population. Examples include: 

Long-acting benzodiazepines, including diazepam 

(VALIUM), flurazepam (DALMANE), and chlordiazepoxide 

(LIBRIUM) which have long half-lives. This can lead to 

accumulation of the drug, leading to excessive sedation and 

an increase in the risk of falls and fractures. Meperidine 

(DEMEROL), which can cause confusion and its 

metabolites can lead to seizures. Anticholinergics and 

antihistamines, including diphenhydramine (BENADRYL), 

chlorpheniramine (CHLORTRIMETON), hydroxyzine 

(ATARAX, VISTARIL) and promethazine (PHENERGAN). 

These agents have potent anticholinergic effects and cause 

confusion and sedation. Diphenhydramine may be used in 

the lowest effective dose and only for emergency treatment 

of allergic reactions.  

Excess dosage, i.e., medications at a dose or duration 

of therapy not to be exceeded. Examples include: Long-

term use of stimulant laxatives such as bisacodyl 

(DULCOLAX) and cascara sagrada, which may be 

appropriate in the presence of opiate analgesic use, but 

may exacerbate bowel dysfunction. Doses for digoxin 

(LANOXIN) should not exceed 0.125 mg/day except when 

treating atrial arrhythmias. Diminished renal clearance of 

this medication increases the risk of toxicity. 

Drug-disease interaction, i.e., medications to be 

avoided for patients with specific co-morbid conditions. 

Examples include: Patients with cognitive impairment 

receiving medications such as barbiturates, anticholinergics 

and muscle relaxants, which can worsen cognitive 

performance. Patients with a history of syncope or falls 

receiving medications such as short or intermediate-acting 

benzodiazepines and tricyclic antidepressants (amitriptyline 

[ELAVIL], doxepin [SINEQUAN], and imipramine 

[NORPRAMIN]) which may produce ataxia, impair 

psychomotor function, and increase falls. 

 









Tuppin P. · Kusnik-Joinville O. · Weill A. · Ricordeau P. · Allemand H. Primary Health Care Use and Reasons for 

Hospital Admissions in Dementia Patients in France: Database Study for 2007. Dement Geriatr Cogn Disord 

2009;28:225–232. Objectives: To identify outpatient and hospital health care usage among dementia patients 

compared to controls. Methods: Analysis of the French National Health Insurance general regime 

reimbursement database, linked to the national hospitalization database for 2007; 258,809 subjects over the age 

of 60 with dementia were compared to a sample of 88,296 controls. Results: Dementia patients more frequently 

had at least one annual visit to private psychiatrists and neurologists (21.9%, relative risk, RR = 7.0), nursing 

care (52%, RR = 1.3), physiotherapy (37%, RR = 1.45), and hospitalization (40.8%, RR = 1.7), and they less 

frequently consulted other private specialists (62%, RR = 0.85). Many diagnosis groups were significantly more 

frequent in dementia patients: nervous system (RR = 5.3), psychiatry (RR = 9.1), respiratory medicine (RR = 

1.8), unspecified (RR = 2.4). Hospitalizations for endoscopy, radiotherapy, chemotherapy, and treatment of 

disabilities such as cataracts (RR = 0.7) were less frequent. Higher relative levels of health care use decreased 

with age for dementia patients. Conclusions: Although the use of some forms of health care can be explained by 

the clinical condition induced by dementia, others must be interpreted in light of modes of medical and social 

management and ethical justification for screening and investigations.  
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Utilizzo del PS:  

-urgenza/emergenza: ricoveri per il 50% 

-via breve per pazienti non urgenti: prestazioni 

mediche e diagnostiche (per il 30%) 

Conseguenze:  

aumento tempi attesa e costi, e sovraffollamento 

(indipendente dal pagamento), e minore cura dei 

bisognosi  

Ameri et al, 2013 











Il tempo medio di attesa aumenta (pazienti appropriati è di circa 2 ore e 15 minuti, 

contro i 56 minuti degli accessi inappropriati) 

 

L’età media degli accessi impropri è considerevolmente più bassa (38,5 anni) 

rispetto a quella degli accessi propri (51,8 anni): al crescere dell’età del paziente 

diminuisce sensibilmente la probabilità che lo stesso si rechi impropriamente al 

PS: il 68,75% di tutti gli accessi impropri registrati nella settimana di 

sperimentazione è stato determinato da pazienti con età inferiore ai 45 anni 

 

Considerando che generalmente gli accessi propri riguardano pazienti con 

maggiore complessità clinica, è ragionevole assumere che l’assistenza a loro 

rivolta necessiti un maggior consumo di risorse (e di tempo) 

 

Impropri: “comportamento strategico” dei pazienti che utilizzano le struttura di 

emergenza, anche in assenza di patologie di particolare criticità, quale canale 

privilegiato per ricevere prestazioni mediche e diagnostiche;  

dall’altro il Pronto Soccorso rappresenta l’unica struttura di assistenza sanitaria 

garantita a cittadini senza permesso di soggiorno (STP e ENI) che non possono 

godere di altre forme di assistenza territoriale 

 

 



 

Horwitz L.I., Green J., Bradley E.H. (2010). US 

Emergency Department Performance on Wait Time 

and Length of Visit  

Annals of Emergency Medicine 55(2):133-141  

 

Kulstad E.B., Sikka R., Sweis R.T., Kelley K.M., 

Rzechula K.H. (2010). ED overcrowding is 

associated with an increased frequency of 

medication errors, American Journal of Emergency 

Medicine 28:304-309 

 

 



Problema: 

Come può fare il suo mestiere il PS sui malati 

AD? 

Se è ingolfato da richieste inappropriate? 

(codice bianco a pagamento non risolve) 

 

Risposte possibili: 

Eccesso di ricoveri o scarsa Care? 

Quale Diagnosi e considerazione del frail? 

 



La valutazione dello stato mentale dell’anziano in DEA: risultati preliminari di 

un’indagine nell’Azienda Ospedaliero-Universitaria Careggi  di Firenze 

N. ZAFFARANA, M.C. CAVALLINI, S. VANNI, N. MARCHIONNI, M. DI BARI –  

G Gerontol, 2-2013. 

 
Background and Methods. To estimate prevalence and accuracy of delirium (DEL) 
and dementia (DEM) diagnosis and their correlations with clinical and socio-
demographic data, we considered for retrospective analysis 1000 subjects aged 75+ 
years, selected at random out of the 13,837 presented to the ED of our academic 
medical center between 1/1 to 31/12/2010. Preliminary data on first 200 cases are 
reported. Subjects triaged as very low severity (“white” code) or with communication 
disorders were excluded. Reports of a formal diagnosis of DEL and/or of ≥ 1 DSM-IV 
diagnostic criteria for DEL on medical charts (MC), were considered “suitable”, 
“partially suitable” or “unsuitable” for DEL diagnosis according with the accuracy of 
DSMIV criteria reporting. A diagnosis of DEM was considered when reported by a 
patient’s kin or when specific indication and/or therapy were recorded in MC.  

Results. 169 subjects mean age 83 ― 5.3 y were analyzed, 52.7% were admitted to 
the hospital. Prevalence of DEL and/or DEM diagnosis in MC was 5.9% and 18.9%, 
respectively. Even when DEL diagnosis was detected, accuracy of DSM-IV criteria 
recording was “unsuitable” to support such a diagnosis in 60% of cases, whereas 
under-reporting of DSM-IV criteria was as high as 94% in subjects with no DEL 
diagnosis.  

Discussion. This preliminary report shows a DEL prevalence in elderly subjects 
admitted to an ED lower than what reported in the international literature, probably 
because of under-utilization of validated diagnostic tools. Conversely, the prevalence 
of a DEM diagnosis was comparable to previous studies in ED. 





Ad eccezione della valutazione dell’orientamento, 

che veniva registrato in quasi la metà dei casi 

(n = 79; 46,7%), vi era globalmente una scarsa 

attitudine  a registrare gli aspetti dello stato mentale 

raccomandati dalle linee guida; venivano, tuttavia, 

frequentemente registrati altri aspetti utili per 

individuare variazioni dello stato mentale e dello stato 

di vigilanza durante il ricovero, mediante annotazioni 

di termini quali “confuso”, “lucido”, “collaborante”,  

“agitato”.  

In 10 (5,9%) dei 169 partecipanti 

era stata riportata in cartella la Dg di DEL o suoi 

sinonimi, che per la breve durata del ricovero in 

DEA (media circa 8 ore) e da considerarsi un DEL 

prevalente: in nessun caso si faceva menzione del 

fatto che il DEL fosse gia presente al domicilio o 

all’ingresso, ma neppure veniva indicato l’eventuale 

momento dell’insorgenza durante la permanenza in 

DEA. Per quanto riguarda la registrazione di elementi 

valutativi a supporto della Dg di DEL secondo i criteri 

del DSM-IV, si oscillava dalle alte percentuali di 

rilievo dell’elemento “orientamento” alle basse 

percentuali di rilievo di disturbo percettivo 

(n = 1; 0,6%). In complesso, la rilevazione 

degli elementi diagnostici standardizzati poteva 

essere considerata adeguata nello 0.6% (n = 1) e 

parzialmente adeguata nel 7,1% (n = 12) dei soggetti, 

essendo dunque inadeguata in un’ampia 

maggioranza dei casi. 







Scarsa propensione alla diagnosi di DEL 

(valutazione dell’elemento “orientamento” 46%, 

scarsa attitudine a valutare lo stato mentale). 

La prevalenza di Dg di DEM, basata su dati 

anamnestici, di farmacoterapia e sull’osservazione 

di dati obiettivi, risultava nella nostra casistica 

sovrapponibile a quella riportata nella letteratura 

internazionale, dimostrando comunque una 

sensibilità del personale del DEA a registrare 

questa Dg. 



Non emerge sufficiente sensibilità alla rilevazione e/o documentazione dell’anamnesi funzionale, in 
particolare del livello di autonomia nella deambulazione e nelle ADL, che è un importante predittore di eventi 
avversi per l’anziano e un elemento fondamentale per la stratificazione e la programmazione dei livelli di 
intensita assistenziale. 

Il rilievo e la registrazione nella cartella clinica della Dg di DEM ha implicazioni importanti, in particolar modo 
in termini preventivi di outcome avversi. La conoscenza di questa condizione clinica dovrebbe indurre il 
medico del DEA ad un approccio piu adeguato in termini di maggior accuratezza nella raccolta dei dati 
anamnestici e di farmacoterapia (ad esempio utilizzando il proxy), nell’iter diagnostico e nella scelta della 
terapia, permettendo inoltre anche una valutazione precoce dell’appropriatezza nella pianificazione 
dell’utilizzo delle risorse, anche in base al pregresso stato funzionale del soggetto. 

Un altro dato interessante è l’alta percentuale di soggetti ricoverati fra gli ≥ 75enni afferenti al DEA (oltre il 
50% secondo i nostri dati analogamente ai dati dello studio precedentemente citato di Press et al.) e l’ancora 
ridotto utilizzo di strutture di osservazione temporanea, strutture che ad esempio, in caso di Dg dubbia, in 
particolare nell’anziano affetto da DEM e/o DEL, potrebbero rappresentare una valida alternativa al ricovero 
ospedaliero classico, garantendo un rapido acceso ad indagini strumentali e consulenze specialistiche volte 
al rientro al domicilio dell’anziano nel tempo piu breve possibile.  

Ciò indica quindi una diffusa necessità di rivalutare l’approccio al paziente anziano in DEA. 

Modalità di approccio al paziente anziano basata sul modello dell’intervento episodico e ñdisease orientedò, 
come testimoniato dal fatto che importanti parametri ed indicatori prognostici ormai ampiamente utilizzati 
nelle stratificazioni del rischio proposte per la valutazione dell’anziano, quali lo stato funzionale, nonche 
l’aspetto cognitivo, la presenza di deficit sensoriali, la valutazione della presenza di dolore, siano pressochè 
ignorati dalla maggior parte degli operatori del DEA. Tale carenza nell’adozione dei piu comuni indicatori 
potrebbe portare ad una sottostima diagnostica. Probabilmente, nell’organizzazione del lavoro in DEA si 
ritiene di dover privilegiare altre priorita e tempistiche, rinunciando all’applicazione di strumenti diagnostici 
strutturati per una serie di condizioni di grande importanza nell’anziano; questa scelta può avere 
ripercussioni negative sul piano prognostico e della pianificazione assistenziale e dovrebbe, pertanto, 
essere ripensata, quantomeno migliorando la formazione del personale su queste problematiche geriatriche. 



Sebbene gli anziani vi stiano esercitando una pressione crescente, il PS non è 
costruito sulla base delle loro esigenze, né ha modalità operative ad esse 
adeguate.  

Non deve sfuggire che aspetti logistici, e la stessa architettura di questo servizio, 
sono potenzialmente inadatti all’anziano:  

- Il PS è invariabilmente al piano terra ed è spesso privo di finestre, così che 
l’illuminazione è prevalentemente artificiale, cosa che favorisce il 
disorientamento spazio-temporale. - Gli spazi sono organizzati per accelerare 
valutazione e turnover dei pazienti, a discapito della privacy. - Talvolta i pazienti 
passano molte ore sdraiati su barelle strette e rigide con materassini sottili, con 
evidente rischio di insorgenza di ulcere da pressione. - I pavimenti in linoleum 
sono facili da pulire, ma anche scivolosi, e rappresentano così un pericolo per 
l’anziano con andatura instabile. - Infine, il rumore pressoché costante, provocato 
da allarmi dei monitor, annunci vari, voci del personale, di altri pazienti e degli 
accompagnatori, è un ulteriore elemento che contribuisce al disorientamento 
spazio-temporale (Hwang e Morrison, 2007). Il PS non è un ambiente favorevole 
agli anziani anche dal punto di vista degli operatori: gli stessi medici che vi 
lavorano ammettono di sentirsi frequentemente inadeguati nei confronti di tale 
tipologia di pazienti. Un campione di oltre 400 medici di PS del New England, ai 
quali era stato sottoposto un questionario sulla loro attività ed attitudine nei 
confronti dei pazienti, sovrastimava nettamente la percentuale degli 
ultrasessantacinquenni tra i propri pazienti (39.4% dichiarato, rispetto a valori 
effettivi compresi tra l’11.6 e il 23%). Il grado di sicurezza percepita nel trattare 
pazienti in diverse fasce di età, espresso in una scala da 1 (per niente sicuri) a 10 
(nessun problema), era inferiore di fronte a pazienti anziani (valore medio 7.5) che 
per gli adulti (8.5). Infine, quasi l’80% dei medici riteneva utile una maggiore 
formazione in senso geriatrico durante la specializzazione in Medicina d’Urgenza. 
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A brief history 





Changes in survival in 

demented hospital 

patients 1957-1987 

Wood E, et al 

Int J Ger Psy, 1991;6:523-528 



To confirm the increased in-hospital survival 

To identify some factors contributing to this change 

To explore the implications of changes for QoL 

Residents in LTC in psychiatric hospital 

126 patients. Mainly SDAT (versus MID) 

Assessment completed 

Psychiatric and somatic periodical review 

Mean survival from 7 to 23 months (male) and from 19 to 43 

(females) 

Causes:  

Not patients (not age, not early diagnosis, not level 

disability), 

But Environment (rehabilitation, medical treatment 

available, readiness to treat: antibiotics, neck femur 

intervention)   



Hospitalization in dementia patients by 50's 

Positive events: 
Dementia batter care  and Qol 
Medical care 
Attention to BPSD 
Care of Nutrition 
 
Evitation of negative events: 
Elderly abuse 
Abandon 
Bedding 
In- and peri-hospital death 
 
But: elderly increase 
Demented increase 
Demented with somatic disease increase 
Severe dementia with somatic disease increase 
 



Cosa succede all’arrivo in ospedale? 

-eventi positivi 

-evitamento di eventi negativi  

(Boffelli, Rozzini, Trabucchi, 2003) 

Any News? 
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Dis-Organizzazione o scarsa sensibilità geriatrica? 

Oppure gravità di demenza? 

 



 

Dementia in the acute hospital: prospective cohort study of prevalence and 

mortality. Sampson, Blanchard.  British Journal  Psychiatry (2009:195, 61–66) 

 

 

Increasing numbers of people will die with dementia, many in the acute hospital. It 

is often not perceived to be a life-limiting illness. 

 

To investigate the prevalence of dementia in older people undergoing emergency 

medical admission and its effect on outcomes. 

 

Longitudinal cohort study of 617 people (aged over 70). The main outcome was 

mortality risk during admission. 

 

Of the cohort, 42.4% had dementia (only half diagnosed prior to admission). In 

men aged 70–79, dementia prevalence was 16.4%, rising to 48.8% of those over 

90. In women, 29.6% aged 70–79 had dementia, rising to 75.0% aged over 90. 

Urinary tract infection or pneumonia was the principal cause of admission in 

41.3% of the people with dementia. These individuals had markedly higher 

mortality; 24.0% of those with severe cognitive impairment died during admission 

(adjusted mortality risk 4.02, 95% CI 2.24–7.36). 

 

Conclusions 

The rising prevalence of dementia will have an impact on acute hospitals. Extra 

resources will be required for intermediate and palliative care and mental health 

liaison services. 









Why do these individuals have such high mortality? It is possible that they had been identified 
as terminally ill and that  curative or invasive care was appropriately withdrawn.  

We believe this is unlikely and have demonstrated how people with dementia receive more 
active interventions and less palliative care compared with similar individuals without dementia. 

The combination of frailty, acute physical illness and dementia may be damaging, or the 
interaction between the acute hospital environment and people with dementia particularly 
‘malignant’.  

This finding may reflect how people with dementia receive poorer quality care in the acute 
hospital and the lack of skill of acute hospital staff in caring for people with dementia has been 
widely documented. 

People with dementia receive suboptimal end-of-life care and are at greatly increased risk of 
adverse events, iatrogenic harm and greater functional decline after acute hospital admission. 

Cognitive impairment and dementia were significantly associated with admission for pneumonia 
and urinary tract infection, which are common in this patient group. In our cohort 43% of 
admissions of people with dementia were caused by these. These are ‘Ambulatory Care 
Sensitive Conditions’ for which admissions are thought to be avoidable or manageable with 
prompt access to medical care, i.e. those that could have been prevented or treated in the 
community. They are used to evaluate outcomes and quality of health service provision.  

People with dementia in residential and nursing homes use fewer health services compared with 
those who are cognitively intact, despite higher levels of physical illness26 and our findings 
support calls by the UK National Audit Office to improve intermediate and community care for 
people with dementia in order to reduce emergency admissions. 



• Clinical implications 

• Dementia is common in acute medical in-patients over the age of 70 years and 

is associated with more severe acute physical illness and longer hospital 

stays. We cannot judge from our data whether these admissions were 

necessary, but the high short-term mortality risk in people with dementia 

suggests that this intervention did not prolong life for a meaningful length of 

time.  

• Individuals may have received better-quality care in a familiar environment if 

more support was available in the community. Issues surrounding place of 

care and place of death: consideration of ways to support care of the frail 

elderly at the end of life in both primary and secondary care, in particular those 

in residential or nursing homes.  

• Numerous recent reports have highlighted how people with dementia in the 

acute hospital receive poor-quality care and many general hospitals in the UK 

do not have mental health liaison services for older people. 



 

Survival of people with dementia after unplanned acute hospital admission:  

a prospective cohort study 

Sampson, Leurent, Blanchard. Int J Ger Psy 2012 

To examine the effect of dementia on longer term survival after hospital admission, and to assess whether 

dementia is an independent predictor of mortality. This information is vital for the pro- vision of appropriate 

care. 

Methods: A prospective cohort study, in a large urban acute general hospital, of 616 people (70 years and 

older) with unplanned medical admission. The principal exposure was DSM-IV dementia and main 

outcome mortality risk. Dementia severity was analysed by using the Functional Assessment Staging 

scale. We examined a range of modifying variables: acute physiological disturbance (Acute Physiology 

and Chronic Health Evaluation), chronic comorbidity (Charlson Comorbidity Index, CCI) and pressure sore 

risk (Waterlow score). 

Results: A total 42.4% of the cohort had dementia. Nearly half (48.3%) had died 12 months after admis- 

sion (median survival time 1.1 years compared with 2.7 years in people without dementia). Unadjusted 

hazard ratios for mortality in people with dementia was 1.66 (95% CI 1.35–2.04) and for people with 

moderately severe/severe dementia 2.01 (95% CI 1.57–2.57). After sequential adjustment (age, gender, 

Acute Physiology and Chronic Health Evaluation score, Charlson Comorbidity Index and Waterlow score), 

patients with dementia had a mortality risk of 1.24 (95% CI 0.95–1.60) and those with moder- ately 

severe/severe dementia 1.33 (0.97–1.84). 

 

Conclusions: People with dementia had half the survival time of those without dementia. The effect 

of dementia on mortality was reduced after adjustment, particularly by the Waterlow score, a 

marker of frailty……  







 

Survival of people with dementia after unplanned acute hospital admission:  

a prospective cohort study 

Sampson, Leurent, Blanchard. Int J Ger Psy 2012 

To examine the effect of dementia on longer term survival after hospital admission, and to assess whether 

dementia is an independent predictor of mortality. This information is vital for the pro- vision of appropriate 

care. 

Methods: A prospective cohort study, in a large urban acute general hospital, of 616 people (70 years and 

older) with unplanned medical admission. The principal exposure was DSM-IV dementia and main 

outcome mortality risk. Dementia severity was analysed by using the Functional Assessment Staging 

scale. We examined a range of modifying variables: acute physiological disturbance (Acute Physiology 

and Chronic Health Evaluation), chronic comorbidity (Charlson Comorbidity Index, CCI) and pressure sore 

risk (Waterlow score). 

Results: A total 42.4% of the cohort had dementia. Nearly half (48.3%) had died 12 months after admis- 

sion (median survival time 1.1 years compared with 2.7 years in people without dementia). Unadjusted 

hazard ratios for mortality in people with dementia was 1.66 (95% CI 1.35–2.04) and for people with 

moderately severe/severe dementia 2.01 (95% CI 1.57–2.57). After sequential adjustment (age, gender, 

Acute Physiology and Chronic Health Evaluation score, Charlson Comorbidity Index and Waterlow score), 

patients with dementia had a mortality risk of 1.24 (95% CI 0.95–1.60) and those with moder- ately 

severe/severe dementia 1.33 (0.97–1.84). 

 

Conclusions: People with dementia had half the survival time of those without dementia. The effect 

of dementia on mortality was reduced after adjustment, particularly by the Waterlow score, a 

marker of frailty. The median survival of 1 year suggests clinicians should consider adopting a 

supportive approach to the care of older people with moderate/severe dementia who have an 

emergency hospital admission. 







Topics 

 

Perché i pazienti affetti da demenza afferiscono 
all’ospedale? 

 

Il ruolo di (filtro) del PS 

 

Il ricovero in ospedale 

 

Organizzazione o sensibilità geriatrica? 

 

I reparti per acuti e la prognosi 

 

Identificare il percorso 

 

Education (and education) 



Prognosi 

MMSE 

BADL 

Comorbidity? 



Un circolo vizioso 

Quale la causa? 

Della malattia? 

Dell’ospedale che non cura? 

Del territorio che non cura (prima e dopo l’ospedale?) 



Un circolo vizioso 

Death due to ACE (also jatrogenic) or  

ACE and death by frailty? 

 

People die for the severity of disease, not for single germs  

(RR, 2013) 



Certamente la durata della degenza nell’ospedale deve essere la più breve possibile: questo si può ottenere coniugando la 
competenza dello staff assistenziale con l’efficienza della struttura. 

Rozzini, Sabatini, 2004 



Quanto ci mette l’ospedale: LOS per procedure e 

inefficienza, scarsa attenzione, jatrogenesi 

E quanto ci mette il paziente: Comorbility, frailty, 

functional dependence, cognitive impairment. 

Mortalità, o ACEs in ospedale: lo stesso modello del 

delirium ? (Inouye). 

 



Delirium model 

Predisposing      Precipitating 

Factors/Vulnerability     Factors/Insults 

 

          High Vulnerability                   Noxious Insults 

 

Severe dementia     Major surgery 

 

Severe illness     ICU stay 

 

Multi-sensory impairment    Multiple   

      psychoactive  

      drugs  

 

       

      Sleep deprivation  

 

 

Healthy, fit older persons     

      One dose of  

      sleeping drug 

 

          Low vulnerability                 Not noxious insult  



Dementia, ACEs and mortality. A graphical representation 

Predisposing      Precipitating 

Factors/Vulnerability     Factors/Insults 

 

          High Vulnerability                   Noxious Insults 

 

Severe dementia     Dehidration 

 

Severe somatic illness    ICU stay (infection) 

 

Multi-sensory impairment    Multiple   

      psychoactive 

Moderate dementia     drugs  

(deconditioning) 

       

Mild dementia     Sleep deprivation  

      Change of habits 

      or environment  

Age        

      One dose of  

      sleeping drug 

 

          Low vulnerability                 Not noxious insult  

Liberally adapted from Inouye et al, NEJM 2006 



•E se il malato é giá ricoverato?  

•Sorveglianza sui reparti  (non sempre 

possibile) 

•Guidelines (delirium protocol in FP) 

 



Dementia and protocols  

(Joint Commission International): 

•Pain (Pale, BMJ 2011) 

•Nutrition (Clive, BMJ 2010) 

•Complications (Inouye, NEJM 2006) 

•Post hospital syndrome (Krumholz, NEJM, 2013) 

•Survival/prognosis (Hughes, Adv Psyc Treatment, 2007) 



Protocollo di indirizzo quotidiano e di collaborazione fattiva medico-infermieristico-pers. Ausiliario 

 

Diario clinico quotidiano. Condizioni “di base”da valutare e refertare: 

 

1-Clinica; 2-Cognitività; 3-Funzione 

4-Psiche; 5-Dolore; 6-Terapia 

 

1-Nell’area clinica: in base alle caratteristiche del paziente individuare i migliori fattori per descrivere le condizioni 

generali e l’evoluzione clinica (better/worse) fra i seguenti: obiettività somatica e neurologica, parametri (PA, Fc, 

Tc, glicemia, Sat O2), funzioni fisiologiche (alimentazione e idratazione, diuresi, alvo).   

 

2-Cognitività: all’ingresso descrivere il grado di deficit cognitivo con CDR, descrivere delirium (ipo-ipercinetico, 

misto); durante la degenza descrivere: evoluzione del deficit cognitivo o del delirium (sottolineare la risoluzione); 

descrivere le variazioni cognitive rapide (worse) per identificare precocemente il delirium incidente.  

 

3-Funzione: stato funzionale, posizione seduta e cammino all’ingresso (oltre alla funzione e cammino 

premorbosi). Descrivere la mobilizzazione (ore/die) e le sue variazioni (da carrozzina con tavolino a sedia),  la 

tipologia di riattivazione funzionale prescritta (FKT, cammino assistito dal personale  e tipo di presidio) ed i suoi 

risultati (durata del cammino in minuti o metri). Durante la degenza descrivere i miglioramenti anche nelle BADL.  

 

4-Psiche: descrivere le caratteristiche dei sintomi depressivi, ansia ed insonnia all’ingresso; la terapia e le 

modificazioni dei sintomi.  

 

5-Dolore: tipo e sede, intensità, necessità di terapia antidolorifica. Descrivere le modificazioni dei sintomi e della 

terapia nel tempo (anche e spt effetti collaterali: sedazione, dispepsia, stipsi, etc) 

 

6-Terapia: di minima se necessaria (EBPM, gastroprotezione, lassativo, sedativa), e specifica (p.e.: antibiotico: 

dose e per quanto tempo programmato; EBPM ed embricazione con TAO; etc ) sia all’inizio sia alla sospensione. 

 



Protocollo di indirizzo quotidiano e di collaborazione fattiva medico-infermieristico-pers. Ausiliario 

 

Oltre alle 6 condizioni di base descritte, è necessario descrivere (ed aggiornare) le procedure e protocolli medico-

infermieristici: 

  

medicazioni delle ldd (sede e grado della/e lesione/i da decubito, descrizione della medicazione, NPWT);  

ferite chirurgiche (sede, tipo di medicazione, follow up chirurgico o  data di rimozione dei punti di sutura) 

presidi presenti all’ingresso, loro gestione e previsione per eventuale rimozione (O2: tipo e dose in l/m;  CVC, CV, 

Tracheostomia, uro- e colostomia) 

dieta per il paziente (e serenamente le sue modifiche) 

terapie “a termine” (antibiotici, per esempio) 

Procedure di riattivazione fisioterapistiche o assistenziali (cammino assistito): refertazione della procedura sul 

foglio specifico (mobilizzazione, cammino assistito) 

Attivazione della assistente sanitaria ed obiettivi per la dimissione protetta (SAD, ADI) 

Colloqui con parenti (condizioni cliniche, dimissione protetta) 

Istruzioni al paziente e familiari per la dimissione (ausili: sollevatore, roller, deambulatore, tripode, carrozzina con 

tavolino, comoda; stomie, glicemie, terapie, medicazioni, etc)                   

  

Revisione settimanale: 

Una volta alla settimana, oppure in relazione a nuovi eventi clinici, stilare:  

Revisione diagnostica che include le diagnosi cliniche di ingresso e la comorbilità, le nuove diagnosi, gli eventi 

intercorrenti. 

Obiettivi (raggiunti e da perseguire) 

Procedure (raggiunte e da perseguire) 

Riportare quanto fatto nella sezione “evoluzione clinica” del cartellino di dimissione (informazione del MMG, ed 

utilità per i follow up)  

  

Cartellino di dimissione:  

Oltre alla procedura attuale, sottolineare ed indicare bene nella terapia i farmaci con termine temporale (p.e. 

antibiotico per altri 5 giorni), le terapia al bisogno, i tempi del follow up nostro (fare l’impegnativa per tutti della 

visita UCSA a uno o due mesi) e presso altri reparti.  





Topics 

 

Perché i pazienti affetti da demenza afferiscono 
all’ospedale? 

 

Il ruolo di (filtro) del PS 

 

Il ricovero in ospedale 

 

Organizzazione o sensibilità geriatrica? 

 

I reparti per acuti e la prognosi 

 

Identificare il percorso 

 

Education (and education) 



















Isar 

L’ISAR è stato ideato in Quebec nel 1999 e validato anche in una 
versione italiana (Salvi et al., 2009). Due o più risposte positive 
implicano:  

un aumentato rischio di mortalità, di ricovero in istituto e di declino delle 
capacità funzionali (McCusker et al., 1997; Salvi et al., 2009);  

un’aumentata probabilità di nuova visita al PS od ospedalizzazione nei 
sei mesi successivi (McCusker et al., 2000a; Salvi et al., 2009; 
McCusker et al., 2000b);  

 un’associazione con una significativa compromissione funzionale e/o 
uno stato depressivo grave al momento della visita indice al PS, a cui 
segue un rischio elevato di sindrome depressiva nei quattro mesi 
successivi ed  

un eccessivo utilizzo dei servizi sanitari nei cinque mesi successivi 
(Dendukuri et al., 2004). 















Education 



Poor care of patients with dementia. Root Causes. Omotosho,BMJ 2009 

 

It is so easy to say that the care of patients with dementia is suboptimal. The care of 

patient with dementia is undoubtedly very challenging and it also very variable 

depending on the severity of dementia. 

The staffing levels on most elderly care wards are stressed. I am not saying more staff 

necessarily equates to better care but it is usually a step in the right direction for some 

hospitals. 

I agree that we need improved training of health care staff (hospital and community), 

definitive care pathway and introduction of specialist liaison teams. Even with all these 

in place, it still will not solve the problem. 

The uncomfortable truth is that the government can not solve all problems. With all the 

media hype about care in hospitals, there is very little mention about the crucial role for 

family members. I personally think this is the single most important factor that people 

should focus on. 

 

Health care staff are not miracle workers. To place such an expectation on 

doctors and nurses in the current NHS system is not fair. Family members should 

be more involved in the care of their relatives. One thing I have observed throughout 

my medical training is how lonely and poorly supported patients with dementia are 

(both in hospital and community). The mental health of patients with dementia 

significantly impacts their rehabilitation potential, family members have a huge role to 

play here. It is not just up doctors and nurses. 

 



The care of frail older people with complex needs: 

time for a revolution 

 

The Sir Roger Bannister Health Summit,  

Leeds Castle 

Jocelyn Cornwell March 2012 

The king's Fund 

British Geriatrics Society 



KEY MESSAGES 

 

• People in the UK are living longer, but many are living with one or more long-term medical 

conditions, and for a significant number, advancing age brings frailty. Although we have 

seen staggering improvements in medicine in the past 25 years, many of our health 

professionals were educated and trained for a different era. 

•Successive governments have recognised the complexity of this problem and introduced 

policies and guidance for the care of older people. However, the great urgency is to turn 

the rhetoric of personalised care into the reality of everyday care and practice in relation 

to frail older people. 

 

•Older people’s services do not have high societal status and are not generally considered 

attractive options for professionals. The majority of staff providing the physical and 

emotional care for older people in hospital and at home have few qualifications, are on low 

pay and have poor working conditions. 

 

• The quality of interactions and relationships between frail older people and professional 

caregivers is shaped by the team and the organisational ‘climate’ of care. Effective 

managers and staff working in a supportive organisational context could remedy many of 

the problems encountered by patients and carers in both their own homes and hospital. 

 

• Actions can be taken at different levels of the system to deal with this issue, but we 

believe that the responsibility for quality of care and outcomes for patients is firmly 

located at the level of the team. The main purpose of decisions and actions taken at other 

levels of the system should be to enable frontline staff to do their work. 



 Rasmussen J. Would doctors routinely asking older 

patients about their memory improve dementia outcomes? 

Yes. BMJ. 2013 Mar 26;346:f1780. 

 This ‘stepped’ process also included prompts to consider 

further investigations according to the hospitals 

guidelines on the care of patients with dementia and/or 

delirium, and the discharge summary letter informs the GP 

of the process outcome.  

 The pathway may include referral to the older people’s 

liaison psychiatry service but, without such fuller 

assessment, the case-finding tool can only alert GPs if 

there is a concern about cognition, advising post-

discharge re-assessment and possible specialist referral if 

appropriate. 



NICE GUIDANCE 2013  

01 April 2013 

Outcome measures 

 

Number of unplanned hospital admissions for people 

with dementia 

Source of unplanned hospital admissions for people 

with dementia 

Length of hospital stay for people with dementia 

Discharge destination after a hospital stay for people 

with dementia 

Percentage of people with a primary diagnosis of 

dementia discharged from hospitals who are 

readmitted within 91 days 

 



Becoming a Culturally Competent Health Care 

Organization 

June 2013 Health Research and Educational Trust - 

American Hospital Association 

A recent survey by the Institute for Diversity in Health 

Management, an affiliate of the American Hospital 

Association, found that 81 percent of hospitals 

educate all clinical staff during orientation about how 

to address the unique cultural and linguistic factors 

affecting the care of diverse patients and communities, 

and 61 percent of hospitals require all employees to 

attend diversity training. This is a positive start, but 

more work needs to be done in this area. 



Social Benefits 

 

Increases mutual respect and understanding between   

patient and organization 

Increases trust 

Promotes inclusion of all community members 

Increases community participation and involvement in 

health issues 

Assists patients and families in their care 

Promotes patient and family responsibilities for health 



Health Benefits 

 

Improves patient data collection 

Increases preventive care by patients 

Reduces care disparities in the patient population 

Increases cost savings from a reduction in medical errors, 

number of treatments and legal costs 

Reduces the number of missed medical visits 



Business Benefits 

 

Incorporates different perspectives, ideas and 

strategies into the decision-making process 

Decreases barriers that slow progress 

Moves toward meeting legal and regulatory 

guidelines 

Improves efficiency of care services 

Increases the market share of the organization 





DSM- IV dementia checklist 

For a diagnosis of dementia to be made according to 

DSM- IV all criteria A to D must be satisfied 

A. The presence of multiple cognitive deficits, one of 

which must include memory impairment. 

B. At least one of the following cognitive disturbances: 

. dysphasia 

. dyspraxia 

. agnosia 

. disturbance of executive functioning. 

C. The above symptoms must be sufficiently severe to 

cause significant impairment in the patient’s social or 

occupational functioning and represent a decline from 

previous level of functioning. 

D. Delirium must be excluded. 



Conclusioni (aperte) 

Considerare demenza e stadi della malattia 

Educare alla (cura della) demenza 

Ampliare, non aumentare, i sistemi di cura 

Evitare l’ospedale e, quando non si può, 

ricoverarsi in Geriatria 





Alternatives to hospital for older people must be found. NHS chief. BMJ 1-2013 

While it is clear that hospitals need to be better attuned to the needs of frail older 

people, as well as of those with dementia, these groups are more likely than 

younger patients to present with conditions that require the complex assessment 

treatment and management options that hospitals provide. 

Their stay should be as short as possible, with staff trained in gerontology and 

dementia care as a core element of the training of all adult specialities across all 

disciplines, and with appropriate comprehensive assessment and planned and 

supported discharge. 

That the NHS, along with many other healthcare systems, has not yet sufficiently 

age-attuned its health services and hospitals in line with modern evidence-based 

research, should not lead to seeking to exclude older people from hospital. 

The hallmark of ageing is complexity, and to seek to define an artificial 

dichotomy of 'hospital bad/community good' is to oversimplify and 

underestimate the more diverse care needs of this group. 



There is also clear evidence on the benefits in terms 

of better outcomes for people with dementia and 

savings in terms of reduced use of acute and 

residential care.  

• Admissions avoidance is achieved through: 

primary care support; memory service identification 

and care planning; pathways of integrated and 

coordinated care, promoting independence and 

maintaining function; and end of life care planning. 

• Reducing length of stay is achieved through 

good discharge planning supported by training for 

acute services by later life mental health liaison 

services. 

• Reducing readmissions is achieved through good 

discharge planning supported by later life mental 

health liaison services, alongside pathways of 

integrated and co-ordinated care. 



People with dementia are over-represented in acute care. 

They occupy up to a quarter of hospital beds at any one time. 

Compared to those with the same diagnosis but without a 

dementia coding, those with a secondary dementia coding 

have longer lengths of stay and poorer outcomes, rapidly 

losing their ability to function and their independence. 

People with dementia also have a higher chance of being 

discharged directly to residential care. 

The root of the issue is that mainstream services – health and 

social care – often fail to meet the physical and social needs 

of people with dementia and their carers. This means that 

preventable crisis situations often develop – for example the 

deterioration in mental condition provoked by an 

uncontrolled infection in a person with dementia, or the 

physical or mental breakdown of an unsupported carer. 

Frequently, admissions to acute care are a response to crisis 

because no more appropriate alternative is available. 

 

Royal College of Psychiatrists, 2012 


