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Metodologia della Medicina

Oqggi & sempre pit anacronistico rispetto ai nuovi bisog
sanitar. || model | o che Vg«
per | 0i nsegnamento clini
anziani che richiedono un controllo continuo delle propr
condizioni sanitarie risiede infatti nel territorio e nelle strut
residenziali protette. (Ome, Centro storico)
Anche 1| model |l o bl omedi
Inadeguato se applicato al paziente geriatrico nel quale
polimorbidita e quasi la regola e nel quale lo stato funzior
la qualita della vita e la prognosi dipendono anche da fat
non fisici, quali le condizioni cognitive, economiche, soci
ed ambientali.
(O. Zanett)



Sounding Board

The illness as the focus of Geriatric Medicine.

The quest to define the ¢
distress is important when the desease Is acute, or poter
remediable, or both.



Sounding Board

The illness as the focus of Geriatric Medicine.

However, this search for remediable disease should not

focus of the clinical encounter. If it Is the focus, what Is t|

basis of the doctegpatient relationship when all reversible
disease have been excluded?

A diseasespecific focus deemphasizes the dominant issu
the management of chronic illness, wich isrieximation of
t he patient 6s pr o dheiogandv i
hapiness This goal of improving patient function and
satisfaction to the utmost is achieved without curing th
underlying disease.



Sounding Board

The illness as the focus of Geriatric Medicine.

More important, even though many chronic conditions a
iIncurable, the discomfort or disability they produce may
substantially modified. If this concept is not realized an
addressed, patients with irreversible crhonic diseases n
receive less than optimal care from physicians seeking ci
If we manintain a purely diseaseecific focus, we may hav
difficulty thinking about strategies to serve the patient.
Defining pathologic entities may be less complicated thal
Intervening in the iliness of the patient, but the latter
constitutes healing.
(M. Williams, N. Hadler New Engl Med. 1983 Vol.308 N.22 pp. 135




Metodologia della Medicina Loviech

Physician Evaluation and Manegement of Nursir
Home Residents.
(J. Ouslander and D. Osterweil Ann. Inter. Med. 1994)

NPhysician evaluation of |
and regularly thereafter is an important part of caring for
rapi dly I ncreasing se

NThe diverse goals of nur:
nursing home resident s,
chall enging. o



Metodologia della Medicina Loviech

Physician Evaluation and Manegement of Nursir
Home Residents.
(J. Ouslander and D. Osterweil Ann. Inter. Med. 1994)

NWhen evaluating and car
must address many issue besides treatment of multiple cl
di seases and concenrs

NThe physician schoul d be
team composed of nurses, reabilation therapists, soci
wor kers, and ot hel



Metodologia della Medicina Loviech

Physician Evaluation and Manegement of Nursing Horr
Residents.

(J. Ouslander and D. Osterweil Ann. Inter. Med. 1994)

The general goals of nursing care are:
1) to provide a safe and supportive environment for
chronically ill and dependent person,
2) to maximize individual autonomy, functional capabilitie
and quality of life,
3) to stabilize and delay, if possibile, the progression o
chronic illnesses,
4) to prevent subacute and acute illnesses and recognizt
manage them rapidly when they do occuir.



Focali zzare | 0organi zz
ospitl.

Considerare | problemi attuali e potenziali dei sinc

ospiti.
Sviluppare un pilano di
component | del | 0
nNnchi ha un plano pu, a

sol o reagireo. (L



Geriatric Syndromes: Clinical, Research, and Policy Implications
of a Core Geriatric Concept

Sharon K. Inouye, MD, _MPH,*"" Stephanie Studenski, MD,*$ Mary E. Tinetti, MD,! and
George A. Kuchel, MD'

Geriatricians have embraced the term “geriatric syndrome,”
using it extensively to highlight the unique features of com-
mon health conditions in older people. Geriatric syn-
dromes, such as delirium, falls, incontinence, and frailty,
are highly prevalent, multifactorial, and associated with
substantial morbidity and poor outcomes. Nevertheless,
this central geriatric concept has remained poorly defined.
This article reviews criteria for defining geriatric syndromes
and proposes a balanced approach of developing prelimi-
nary criteria based on peer-reviewed evidence. Based on a
review of the literature, four shared risk factors—older age,
baseline cognitive impairment, baseline functional impair-
ment, and impaired mobility—were identified across five
common geriatric syndromes (pressure ulcers, incontin-
ence, falls, functional decline, and delirium). Understanding
basic mechanisms involved in geriatric syndromes will be
critical to advancing research and developing targeted thera-
peutic options, although given the complexity of these
multifactorial conditions, attempts to define relevant mech-
anisms will need to incorporate more-complex models, in-
cluding a focus on synergistic interactions between different
risk factors. Finally, major barriers have been identified in
translating research advances, such as preventive strategies
of proven effectiveness for delirium and falls, into clinical
practice and policy initiatives. National strategic initiatives
are required to overcome barriers and to achieve clinical,
research, and policy advances that will improve quality of life
for older persons. ] Am Geriatr Soc 55:780-791, 2007.



J Am Med Dir Assoc. 2005 Mayun;6(3 Suppl):S50
Feasibility of quality indicators for the management of geriatric syndromes in nursing home residents
Saliba D, Solomon D, Rubenstein L,
VA HSR&D Center for the Study of Healthcare Provider Behavior, VA Greater Los Angeles, CA, U
saliba@rand.org
PURPOSE: The assessment and management of dementia, falls and mobility disorders, malnutratfer
life issues, pressure ulcers, and urinary incontinence have been identified as important quality imprc
targets for vulnerable elders residing in nursing homes. This study aimed to identify valid and fea:
measures of specific care processes associated with improved outcomes for these conditions. MET
Nine experts in nursing home (NH) care participated in a modified Delphi process to evaluate pote
guality indicators (QIs) for care in NHs. Panelists met and discussed potential indicators before com
confidential ballots rating validity (process associated with improved outcomes), feasibility of measu
(with charts or interviews), feasibility of implementation (given staffing resources in average commi
NHSs), and importance (expected benefit and prevalence in NHs). The NH panel's median votes wers
identify a final set of Qls that were subsequently reviewed by a clinical oversight committee. RESU
Sixty-eight geriatric syndrome Qls were identified as valid and important in NH populations. Panel
assessed 12 (18%) of these QIs as having questionable feasibility to implement in average comrn
nursing homes trying to provide quality care. Nine (13%) would not be included in systems assessin(
of care for persons with advanced dementia or poor prognosis. CONCLUSIONS: Steps of care critic
assessment and management of geriatric syndromes in NHs were identified. Feasibility is an import:
for a significant number of these, indicating that much remains to be done to design systems that ef
and reliably implement these care processes.



The Development of outpatients clinical glidepatr
(J.Flaherty, M. Morley, D. Murphy, M. Wasserman |, JAGS, Vol 50, 18886, 2002)

For clinicians who are struggling with the complexities of medica
decisionmaking, pratice guidelines and evidefiimesed medicine (EBV
have become increasingly popular and have potential to positive
Influence the practice of medicine. Nevertheless, they have the
limitations.Guidelines are often rigid, based solely on age, and usue

not take I nto account a pati e
medical preferences.

éé. an alternative model of car

Gl i depathseée..intended to assi

making process.
They are based: 1) different types of patients, 2) EBM, 3) Clinice
experience, 4) patient preferences 5) life expectancy and functic



The Health Maintenance Clinical Glidepath.

Robust Frail Demented | End of life
> 5 Years < 5 Years 2 to 10 Years < 2 Years
Office visit |Dooncea |Do 14 Do 1-4 Do as neede
year times/yr times/yr
Weight Do each visit Do each visif Do each visifD o n 0 t
Aspirina Do, History |Do, History |Do, History (Do n 0t
Infarction or | infarction or | infarction or
risk factors |risk factors |risk factors
Cognitive Do initially, if | Do initially, if | Do initially. Consider if
simptomatic simptomatic simptomatic

screening




The Health Maintenance Clinical Glidepath.

Robust Frall Demented | End of life

> 5 Years < 5 Years 210 10 Yearg< 2 Years
Mammogra=| Do every 12 | Consider Consider Donot
fy years up 80 |every 12 every 12

years up 75 |years up 70

Influence Do yearly |Doyearly |Doyearly |Do yearly
vaccine
Visual acuity| Consider Consider Consider Donot
testing every year |everyyear |every year
Scrrening fon Do initially,do | Do initially, if | Do initially, do | Do if

If simptomatic | simptomatic If simptomatic. | simptomatic

gait and

balance




Introduction to the Assessing Care of Vulnerable Elders-3
Quality Indicator Measurement Set

Neil S. Wenger, MD, MPH,*" Carol P. Roth, RN, MPH,” Paul Shekelle, MD, PhD,*"
and the ACOVE Investigators™

OBJECTIVES: To update and increase the comprehensive-
ness of the Assessing Care of Vulnerable Elders (ACOVE)
set of process-of-care quality indicators (QIs) for the med-
ical care provided to vulnerable elders and to keep up with
the constantly changing medical literature, the Qls were
revised and expanded.

CONCLUSION: ACOVE-3 contains a set of QIs to com-
prehensively measure the care provided to vulnerable older
persons at the level of the health system, health plan,
or medical group. These QIs can be applied to identity areas
of care in need of improvement and can form the basis of
interventions to improve care. ] Am Geriatr Soc 55:5247-

5252, 2007.



Assessing Care of Vulnerable Elders-3 Quality Indicators

Assessing Care of Vulnerable Elders (ACOVE) quality
indicators (QIs) are implemented using medical re-
cords (unless specified) as follows. If it is documented that
a patient refuses the specified care process or that there is
a justification for not implementing the care process, the QI
is considered to have been satisfied. If a care process is not
indicated because of contraindications or other medical
reasons, then the QI 1s excluded. If documentation indicates
a global patient preference (e.g., not to be hospitalized or
receive surgery) that contradicts a care process, the QI is
excluded. For some quality indictors, patients with ad-
vanced dementia or poor prognosis (e.g., <6-month antic-
ipated survival) are excluded.

JAGS  55:5464-5487, 2007






