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Metodologia della Medicina

Oggi & sempre pil anacronistico rispetto ai nuovi bisogni
sanitar1 11 modello che vede nell’ospedale I’ambito piu 1doneo
per I’insegnamento clinico; la grande maggioranza degli
anziani che richiedono un controllo continuo delle proprie
condizioni sanitarie risiede infatti nel territorio e nelle strutture
residenziali protette. (Ome, Centro storico)

Anche 1l modello biomedico tradizionale ........... appare
Inadeguato se applicato al paziente geriatrico nel quale la
polimorbidita e quasi la regola e nel quale lo stato funzionale,
la qualita della vita e la prognosi dipendono anche da fattori
non fisici, quali le condizioni cognitive, economiche, sociali
ed ambientali.

(O. Zanetti)




Sounding Board

The 1llness as the focus of Geriatric Medicine.

The quest to define the disease responsable for a patient’s
distress is important when the desease is acute, or potentially
remediable, or both.



Sounding Board

The 1llness as the focus of Geriatric Medicine.

However, this search for remediable disease should not be the
focus of the clinical encounter. If it Is the focus, what is the
basis of the doctor-patient relationship when all reversible
disease have been excluded?

A disease-specific focus deemphasizes the dominant issue In
the management of chronic illness, wich is the maximation of
the patient’s productivity, creativity,well-being,and
hapiness. This goal of improving patient function and
satisfaction to the utmost Is achieved without curing the
underlying disease.



Sounding Board

The 1llness as the focus of Geriatric Medicine.

More important, even though many chronic conditions are
Incurable, the discomfort or disability they produce may be
substantially modified. If this concept is not realized and
addressed, patients with irreversible crhonic diseases may
recelve less than optimal care from physicians seeking cures.
If we manintain a purely disease-specific focus, we may have
difficulty thinking about strategies to serve the patient.
Defining pathologic entities may be less complicated than
Intervening in the illness of the patient, but the latter
constitutes healing.

(M. Williams, N. Hadler New Engl Med. 1983 Vol.308 N.22 pp. 1357-9)



Metodologia della Medicina Low-tech

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

“Physician evaluation of nursing home residents at admission
and regularly thereafter is an important part of caring for this
rapidly increasing segment of society.”

“The diverse goals of nursing home care, the heterogeneity of
nursing home residents, ........ care complex and
challenging.”



Metodologia della Medicina Low-tech

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

“When evaluating and caring for home residents, physicians
must address many issue besides treatment of multiple chronic
diseases and concenrs of family members.”

“The physician schould be integrated with an interdisciplinary
team composed of nurses, reabilation therapists, social
workers, and others.”



Metodologia della Medicina Low-tech

Physician Evaluation and Manegement of Nursing Home
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 capabilities,
and quality of life,
3) to stabilize and delay, if possibile, the progression of
chronic illnesses,
4) to prevent subacute and acute ilinesses and recognize and
manage them rapidly when they do occur.



Focalizzare I’organizzazione sui bisogni de1 singoli
oSspiti.

Considerare 1 problemi attuali e potenziali dei singoli
oSpItl.

Sviluppare un pi1ano d’assistenza seguito da tutti 1
componenti dell’equipe.

“chi ha un p1ano puo agire, chi non ha un piano puo
solo reagire”. (Landi, 1993)



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 May-Jun;6(3 Suppl):S50-9
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, USA.
saliba@rand.org
PURPOSE: The assessment and management of dementia, falls and mobility disorders, malnutrition, end-of-
life issues, pressure ulcers, and urinary incontinence have been identified as important quality improvement
targets for vulnerable elders residing in nursing homes. This study aimed to identify valid and feasible
measures of specific care processes associated with improved outcomes for these conditions. METHODS:
Nine experts in nursing home (NH) care participated in a modified Delphi process to evaluate potential
quality indicators (QIs) for care in NHs. Panelists met and discussed potential indicators before completing
confidential ballots rating validity (process associated with improved outcomes), feasibility of measurement
(with charts or interviews), feasibility of implementation (given staffing resources in average community
NHSs), and importance (expected benefit and prevalence in NHs). The NH panel's median votes were used to
identify a final set of QIs that were subsequently reviewed by a clinical oversight committee. RESULTS:
Sixty-eight geriatric syndrome Qls were identified as valid and important in NH populations. Panelists
assessed 12 (18%) of these QIls as having questionable feasibility to implement in average community
nursing homes trying to provide quality care. Nine (13%) would not be included in systems assessing quality
of care for persons with advanced dementia or poor prognosis. CONCLUSIONS: Steps of care critical to the
assessment and management of geriatric syndromes in NHs were identified. Feasibility is an important issue
for a significant number of these, indicating that much remains to be done to design systems that efficiently
and reliably implement these care processes.



The Development of outpatients clinical glidepaths.
(J.Flaherty, M. Morley, D. Murphy, M. Wasserman |, JAGS, Vol 50, 1886-901, 2002)

For clinicians who are struggling with the complexities of medical
decision-making, pratice guidelines and evidence-based medicine (EBM)
have become increasingly popular and have potential to positively
Influence the practice of medicine. Nevertheless, they have their
limitations.Guidelines are often rigid, based solely on age, and usually do
not take into account a patient’s comorbidities, life exectancy, and non
medical preferences.

....... an alternative model of care geriatric clinicians called The Clinical
Glidepaths.....intended to assist geriatric clinicians in their decision-
making process.

They are based: 1) different types of patients, 2) EBM, 3) Clinical
experience, 4) patient preferences 5) life expectancy and function.



The Health Maintenance Clinical Glidepath.

Robust Frail Demented End of life
> 5 Years < 5 Years 2 10 10 Years | < 2 Years
Office visit | Do once a Do 1-4 Do 1-4 Do as needed
year times/yr times/yr
Weight Do each visit | Do each visit | Do each visit | Don’t do
Aspirina Do, History | Do, History | Do, History |Don’tdo
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 Fralil Demented End of life

> 5 Years < 5 Years 2 10 10 Years | < 2 Years
Mammogra= | Do every 1-2 | Consider Consider Don’t do
fy years up 80 |every 1-2 every 1-2

yearsup /5 |yearsup 70

Influence Do yearly Do yearly Do yearly Do yearly
vaccine
Visual acuity | Consider Consider Consider Don’t do
testing every year every year every year
Scrrening for | 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



FALLS AND MOBILITY PROBLEMS

Screening for falls

1. ALL VEs should have documentation that they were
asked annually about the occurrence of recent falls.

Fall history

2. IF a VE reports a history of two or more falls (or 1 fall
with injury) in the previous year, THEN there should be
documentation of a basic fall history (circumstances, med-
ications, chronic conditions, mobility, alcohol intake) with-
in 3 months of the report (or within 4 weeks of the report if
the most recent fall occurred in the previous 4 weeks).

Fall examination

3. IF a VE reports a history of two or more falls (or 1 fall
with injury) in the previous year, THEN there should be
documentation of orthostatic vital signs (BP and pulse)
within 3 months of the report (or within 4 weeks of the
report if the most recent fall occurred in the previous 4
weeks).

4. IF a VE reports a history of two or more falls (or 1 fall
with injury) in the previous year, THEN there should be
documentation of receipt of an eye examination in the pre-
vious year or evidence of visual acuity testing within 3
months of the report.

5. IF a VE reports a history of two or more falls (or 1 fall
with injury) in the previous year, THEN there should be
documentation of a basic gait, balance, and strength eval-
uation within 3 months of the report (or within 4 weeks of
the report if the most recent fall occurred in the previous 4
weeks).

JAGS

55:5464-5487, 2007



Gait and balance evaluation
6. IF a VE has new or worsening difficulty with ambulation,

balance, or mobility, THEN there should be documentation

of a basic gait, balance, and strength evaluation within 3
months of the report.

Cognitive evaluation for fall

7. IF a VE reports a history of two or more falls (or 1 fall
with injury) in the previous year, THEN there should be
documentation of an assessment of cognitive status in the
previous 6 months or within 3 months of the report (or
within 4 weeks of the report if the most recent fall occurred
in the previous 4 weeks).

Home hazard evaluation

8. IF a VE reports a history of two or more falls (or 1 fall
with injury) in the previous year, THEN there should be
documentation of an assessment and modification of home
hazards recommended in the previous year or within 3
months of the report.

Benzodiazepine discontinuation

9. IF a VE reports a history of two or more falls (or 1 fall
with injury) in the previous year and is taking a ben-
zodiazepine, THEN there should be documentation of a
discussion of related risks and assistance offered to reduce
or discontinue benzodiazepine use.

JAGS

55:5464-5487, 2007



Assistive device for balance disorder

10. IF a VE demonstrates decreased balance or prop-
rioception or excessive postural sway and does not have an
assistive device, THEN an evaluation or prescription for an
assistive device should be offered within 3 months.

Assistive device review

11. IF a VE reports a history of two or more falls (or 1 fall
with injury) in the previous year and has an assistive device,
THEN there should be documentation of an assistive device
review in the previous 6 months or within 3 months of the
report (or within 4 weeks of the report if the most recent fall
occurred in the previous 4 weeks).

Exercise program

12. IF a VE is found to have a problem with gait, balance,

strength, or endurance, THEN there should be documen-

tation of a structured or supervised exercise program
2

offered in the previous 6 months or within 3 months of
the report.

JAGS  55:5464-5487, 2007



Related Qs for Falls and Mobility Problems

Cognitive and functional screening (Dementia #1, #2)
Antidepressant choice (Depression #10)

Inpatient fall evaluation (Hosp #8)

Evaluate orthostatics after antihypertensive change (HTN
#12)

Taper or discontinue benzodiazepines (Meds #11)

Avoid anticholinergic medication (Meds #12, #16)

Avoid barbiturates (Meds #13)

Evaluation of function and pain for lower extremity OA
(OA #1, #2)

Exercise for lower extremity OA (OA #3)

Assistive device evaluation for OA patients with difficulty
ambulating (OA #4)

CGA (S&P #16, #17)

Avoid antihistamines for sleep (Sleep #7, #8)

Taper chronic benzodiazepines (Sleep #9)

Vitamin D supplement (Undernutrition #2)

Vision evaluation every 2 years (Vision #1)

Corrective lenses for correctable refractive error (Vision #9)
Corrective lenses in the hospital (Vision #10)

JAGS  55:5464-5487, 2007



Tab. 1
Distribuzione retrospettiva degli ospiti suddivisi per | periodi

di osservazione.

Settore | Val. Tre Periodi | Val. Due Periodi | Val. Un Periodo | Val. Zero Periodi | Tot. Osp.
1 17 4 4 3 28
2 22 2 | 3 28
3 27 6 | 5 39
Tot. 66 (69) 12 (13) 6 (6) 11 (12) 95

Tra parentesi ¢ riportata la percentuale.




Tab. 2. Distribuzione ospiti per Tinetti e nel periodo di osservazione
Gennaio/Maggio 2006

Settore Variazione punteggio scala Tinetti “Equilibrio e Deambulazione”
periodo Gennaio/Maggio 2006 (Intervallo S Mesi)
Equilibrio Deambulazione
N. P Tr I Tr | M | Tr P Tr I Tr | M | Tr
1 17 4 1 11 2 2 2 5 0 10 2 3 3
2 22 7 3 11 3 4 4 6 4 14 5 2 1
3 27 3 2 21 7 3 1 2 1 21 7 3 2
Tot. 66 [1421)| 6 |43(65)| 12 (94| 7 [13(20)] S5 |45(68)| 14 |18(12)| 6

P= Peggiorato (variazione negativa di un punto); I= Invariato (uguale punteggio); M= Migliorato
(variazione positiva di un punto); Tr= Trattamento Individuale Fisiochinesiterapia.
Tra parentesi ¢ riportata la percentuale.

Tab. 3. Distribuzione ospiti per Tinetti e nel periodo di osservazione
Giugno/Novembre 2006

Settore Variazione punteggio scala Tinetti “Equilibrio e Deambulazione”
periodo Giugno/Novembre 2006 (Intervallo 6 Mesi)
Equilibrio Deambulazione
N. P Tr I Tr | M | Tr P Tr I Tr M | Tr

1 21 7 3 13 210 0 5 2 14 2 1 1

2 24 7 2 15 4 |1 1 1 0 19 5 3 2

3 33 4 | 26 6 | 3 2 5 | 24 6 4 2
Tot. (-2) 76 [18(23)| 6 |S4(70)| 12 [4(7)| 3 [11(15)] 3 (5774 | 13 8(11)| 5

P= Peggiorato (variazione negativa di un punto); [= Invariato (uguale punteggio); M= Migliorato
(variazione positiva di un punto); Tr= Trattamento Individuale Fisiochinesiterapia
Tra parentesi ¢ riportata la percentuale.




Tab. 4. Distribuzione ospiti per Tinetti e nel periodo di osservazione
Dicembre/Marzo 2007

Settore Variazione punteggio scala Tinetti “Equilibrio e Deambulazione”
periodo Dicembre/Marzo 2007 (Intervallo 4 Mesi)
Equilibrio Deambulazione
N. P Tr |1 Tr | M | Tr P Tr I Tr| M | Tr
1 25 4 2 17 4 2 2 4 1 16 4 3 3
2 25 4 2 18 5 2 1 4 2 18 4 2 2
3 34 6 1 23 4 5 3 5 1 23 3 6 4
Tot.(-3) | 81 [14(17)] S5 |58(72)| 13 |9AD| 6 |13(16)] 4 |57(7DH| 11 |11(13)| 9

P= Peggiorato (variazione negativa di un punto); I= Invariato (uguale punteggio); M= Migliorato
(variazione positiva di un punto); Tr= Trattamento Individuale fisiochinesiterapia
Tra parentesi ¢ riportata la percentuale.

Tab.5. Distribuzione ospiti per Tinetti e nel periodo di osservazione

Gennaio0O6/Marzo 2007

Settore Variazione punteggio scala Tinetti “Equilibrio e Deambulazione”
periodo Gennaio 06/Marzo 2007 (Intervallo 15 Mesi)
Equilibrio Deambulazione
N. P Tr |I Tr M |Tr P Tr | Tr| M | Tr

1 17 8 5 7 4 1 1 5 3 9 5 2 2
2 221 11 8 6 3 5 3 4 3 15 9 3 2
3 27 6 4 16 7 5 5 6 5 18 9 3 2
Tot(-1) [65]25(38) | 17 [2944) | 14 | 11(A7) | 9 | 15(23) |11 | 42(64) |23 8(12)| 6

P= Peggiorato (variazione negativa di un punto); I= Invariato (uguale punteggio); M= Migliorato
(variazione positiva di un punto); Tr= Trattamento Individuale Fisiochinesiterapia
Tra parentesi ¢ riportata la percentuale.




Tab. 6. Distribuzione ospiti per Tinetti e nel periodo di osservazione

Giugno/Novembre 2006

Settore Variazione punteggio scala Tinetti “Equilibrio e Deambulazione”
periodo Giugno/Novembre 2006 (Intervallo 6 Mesi)
Equilibrio Deambulazione
N.| P | Tr |I Tr | M | Tr P Tr I Tr M | Tr
1 21 | 2 18 0 2 18 0
2 24 | 1 22 0 0 22 1
3 33| 2 30 1 1 31 1
Tot. (-2) 76 |5(7) 70(91) 1(2) 3(6) 71(90) 2(4)

P= Peggiorato (variazione negativa di tre punti); [= Invariato (uguale punteggio); M= Migliorato
(variazione positiva di tre punti); Tr= Trattamento Individuale Fisiochinesiterapia
Tra parentesi ¢ riportata la percentuale.

Tab. 7. Distribuzione ospiti per Tinetti e nel periodo di osservazione

Gennaio0O6/Marzo 2007

Settore Variazione punteggio scala Tinetti “Equilibrio e Deambulazione”
Periodo Gennaio 06/Marzo 2007 (Intervallo 15 Mesi)
Equilibrio Deambulazione
N.| P | Tr I Tr M | Tr P Tr I Tr M | Tr
1 15 1 13 1 3 9 3
2 22 2 20 0 3 17 2
3 27 | 3 22 2 4 23 0
Tot. (-2) 64 | 6(9) S5(86) 3(5) 10(16) 49(76) S(8)

P= Peggiorato (variazione negativa di tre punti); I= Invariato (uguale punteggio); M= Migliorato
(variazione positiva di tre punti); Tr= Trattamento Individuale Fisiochinesiterapia
Tra parentesi ¢ riportata la percentuale.




Considerazioni

Il mantenimento delle abilita motorie negli anziani fragili, per qualsiasi livello, e frutto
dell’attivita di tutto il gruppo multidisciplinare che opera in un definito modello
organizzativo. Il Trattamento Individuale Fisiochiensiterapeutico svolge un ruolo
fondamentale ed aggiuntivo, ma non esclusivo, nei confronti del mantenimento delle
abilita motorie. Mentre riveste un ruolo specialistico fondamentale e quasi esclusivo
nel recupero delle variazioni intercorrenti (sindrome ipocinetica, frattura femore,
ecc.).

Conclusioni

Analizzando i dati si rileva che molti ospiti risultano, per il periodo di sorveglianza,
sostanzialmente stabili (Nessuna Variazione per Equilibrio e Deambulazione: 44%
e 64%; Variazione entro tre punti Equilibrio e Deambulazione: 86% e 76%). Gli
ospiti peggiorati o migliorati per l'intervallo di 15 mesi, quando si utilizza il criterio
rigido della variazione di 1 punto, non sono altro che ospiti da considerare
funzionalmente “invariato”.

Quando si tiene conto della variazione di tre punti, si rileva che i peggiorati
nell’Equilibrio sono il 9% e nella Deambulazione il 16%. Contemporaneamente si
riesce anche ad osservare, per l'intervallo di 15 mesi, un gruppo di migliorati
nell’Equilibrio il 5% e nella Deambulazione 1’8%.

E’ possibile affermare che la qualita delle cure complessive a 15 mesi di follow-up
hanno garantito stabilita motoria nellEquilibrio e Deambulazione nel 86% e 76%
deqgli ospiti.




“PRESCRIZIONE CONTENZIONI SEMESTRALE”

Semestre: Secondo 2006

Unita/settore CaCer |Corp |Pelvica |Spondopp |ConSedCom | DeambAut
Primo Piano UO “La Residenza” 39 pl 4 0 15 24 4 18
Secondo Piano UO “La Residenza” Aran 2 0 10 16 0 13
Secondo Piano UO “La Residenza” Azz 4 1 21 25 2 4

CaCer= Carrozzina con cerchio; Corp = Corpetto; Pelvica= contenzione Pelvica; Spondopp= Spondine doppie;
ConSedCom= Contenzione Sedia comoda; DeambAut= Deambulazione autonoma con contenzione.

PRIMO SEMESTRE: 0 GIUGNO 2007
UNIT A / NUCLEO P.L. | Carr. Cerchio Corpetto C. Pelvica Sp. Doppie | Sedia-comoda | Deam. Auto
N. Turchese 1°Piano “La Residenza” 39 6 0 12 27 4 6
N. Azzurro 2° Piano “La Residenza” 28 4 0 22 25 0 3
N. Arancione 2° Piano “La Residenza” 28 2 0 5 16 0 0




“Rilievo Cadute”

Mese Luglio Mese Agosto Mese Settembre
Unita/settore Cad |Frat |Deam | Letto | Cad |Frat | Deam |Letto | Cad | Frat | Deam | Letto
Prima UO “La Residenza” 1 n.d. n.d. n.d. 0 0 0 0 3 1 1 0
2° UO “La Residenza” Aran 1 n.d. n.d. n.d. 4 0 1 2 1 0 0 1
2° UO “La Residenza” Azz 1 n.d. n.d. n.d. 1 0 0 0 1 0 0 0
Mese Ottobre Mese Novembre Mese Dicembre
Unita/settore Cad | Frat |Deam | Letto | Cad |Frat | Deam |Letto | Cad | Frat | Deam | Letto
Prima UO “La Residenza” 6 1 5 0 2 0 1 0 0 0 0 0
2° UO “La Residenza” Aran 0 0 0 0 0 0 0 0 1 0 0 1
2° UO “La Residenza” Azz 0 0 0 0 1 0 0 1 2 0 0 2

Cad= numero cadute; Frat= numero fratture; Deam= numero cadute ospiti mentre deambulavano; Letto =numero cadute
dal letto, carrozzina, sedia. sedia comoda.




“RILEVAZIONE EVENTI CADUTE”

PRIMO TRIMESTRE: P.L. | GENNAIO 2007 FEBBRAIO 2007 MARZO 2007
UNIT A / NUCLEO Cad. | Fratt. | Deam | Letto Cad. Fratt. | Deam | Letto Cad. | Fratt. | Deam | Letto
N. Turchese 1°Piano “La Residenza” 39 4 0 1 3 3 0 2 1 1 0 1 0
N. Azzurro 2° Piano “La Residenza” 28 1 0 1 0 1 1 1 0 0 0 0 0
N. Arancione 2° Piano “La Residenza” 28 3 0 1 2 0 0 0 0 4 0 1 3
SECONDO TRIMESTRE: P.L. | APRILE 2007 MAGGIO 2007 GIUGNO 2007
UNIT A / NUCLEO Cad. | Fratt. | Deam | Letto Cad. Fratt. | Deam | Letto Cad. | Fratt. | Deam | Letto
N. Turchese 1°Piano “La Residenza” 39 3 0 3 0 0 0 0 0 1 0 1 0
N. Azzurro 2° Piano “La Residenza” 28 0 0 0 0 1 1 1 0 0 0 0 0
N. Arancione 2° Piano “La Residenza” 28 2 0 1 1 3 0 0 3 0 0 0 0
TERZO TRIMESTRE: P.L. | LUGLIO 2007 AGOSTO 2007 SETTEMBRE 2007
UNIT A / NUCLEO Cad. Fratt. | Deam | Letto Cad. Fratt. Deam | Letto Cad. Fratt. | Deam | Letto
N. Turchese 1°Piano “La Residenza” 39 2 1 1 1 4 1 3 1
N. Azzurro 2° Piano “La Residenza” 28 1 0 0 1 1 0 1 0
N. Arancione 2° Piano “La Residenza” 28 1 0 0 1 2 0 2 0

Cad= Numero Cadute / Fratt= Numero Fratture / Deam= Numero cadute ospiti mentre deambulavano /
Letto =Numero cadute dal letto, sedia, sedia comoda.



Guideline Recommendations and Results: The Importance
of linkage

“This issue is particularly important when we use guidelines
as the source of performance measures. Performance
measures permit accurate quantification of the degree to
which actual practice aligns with recommended practice.”

“Adherence to guideline recommendations and performance
measures mast improve the health of our patients in the real
world. Ultimately, if we cannot demonstrate that better
adherence to the recommended strategies is associated with
better patient outcomes, we need to consider new
strategies.”

Harlan M. Krumholz, Annals Int Med 2007;147:342-3.



SA : ¢ residenze sanitario - assistenziali
@ erogano prestazioni ad elevata integrazione sociosanitaria
@ assicurano la risbilitazione di mantenimento
™ assicurano un elevato concorso agll onerl da parte del FSR (semigratuita)

m RESPONSABILITA" MEDICI SOSIA PAI
- inquadramento Scheda | PROTOCOLLI Plano Assistenza
diagnostico funzionale osservazione ASSISTENZIALI Individuale
intermedia ’
- classificazione della
"fragilita” dell'ospite - OBBLIGATORIA - IN ITINERE (regionali)
- AGGIORNATA

- GIA'DEFINIT! ( OMS,

OGNI 6 MESI
societa scientifiche,
- DETERMINA LA ordini professionali)
CATEGORIAE LA
REMUNERAZIONE

MEDICI

E RESPONSABILITA'

OPERATORI SANITARI
- esecuzione dei PA{

- collaborazione alla loro
definizione e INFERMIERI

ridefinizione

RIABILITATORI

- organizzazione e
coordinamento operatori
di supporto

[3] REsponsasiLITA" |
OPERATORI DI SUPPORTO
funzioni assegnate ex art. 4
dgr 5428/01 - BASSA DISCREZIONALITA’

- ALTA RIPRODUCIBILITA'
TECNICA UTILIZZATA

0.8.8.

Ay A4 4



Nursing homes as a clinical site for training geriatric health care
professionals.
J Am Med Dir Assoc. 2009 Mar;10(3):196-203

The Hartford Institute for Geriatric Nursing, New York University,
College of Nursing, New York, NY 10003-6677, USA.

Nursing homes can be ideal clinical teaching and learning
environments for acquiring geriatric specialty and interdisciplinary
team skills, particularly those regarding assessment, care planning,
management, monitoring, and collaborating in an interdisciplinary
milieu. Little is known as to how geriatric specialty training programs
use nursing homes to meet expected specialty competencies, or the
types of clinical experiences in nursing homes required by academic
geriatric training programs. This article describes the expectations of
5 clinical health care disciplines (dentistry, medicine, nursing,
pharmacy, and social work) and nursing home administration
regarding desirable nursing home characteristics that support gaining
geriatric competencies. The issues involved in using nursing homes
as supportive educational environments in geriatric education are
discussed.
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Curr Opin Clin Nutr Metab Care. 2008 Jan;11(1):1-6
Nutritional considerations in institutionalized elders.
Labossiere R
PURPOSE OF REVIEW: The aim of this article is to emphasize the importance of malnutrition in frail
institutionalized elderly and discuss recent interventions that have been shown to decrease its prevalence.
RECENT FINDINGS: A Medline search was conducted from 1968 to 2007 under the search terms aging,
nutrition, and nursing homes. The most current reviews relevant to the care of institutionalized elders were
selected for inclusion in this report. Recent reports have shown that application of screening protocols in
long-tem care institutions improved nutritional status. A complete physical assessment, with special attention
to the oral cavity, should be conducted. Monitoring of weight and intake should be part of the institutional
routine, recognizing that there may be differences between prescribed diet and actual intake. Nutritional
interventions should be tried as early as possible, including enhancement of environment and increasing staff
to assist with feeding, as malnutrition in this population is associated with falls (particularly with deficient
vitamin D) and increased morbidity and mortality. To optimally facilitate nutritional care of nursing home
patients reforms are needed to facilitate optimal staffing in the institutional setting. SUMMARY:: It is
Important to educate healthcare workers in the nursing home about simple interventions that could
improve nutritional status.



J Nutr Elder. 2006;25(3-4):73-87
Cognitively impaired residents' risk of malnutrition is influenced by foodservice factors in
long-term care.
Carrier N
BACKGROUND: Several long-term care studies have shown that residents with dementia-
related disorders are more prone to weight loss and malnutrition. Very few studies have
investigated institutional characteristics, such as foodservice factors, and their possible link to
malnutrition in this population. The objective of this study was to identify whether foodservice
factors influence risk of malnutrition in cognitively impaired elderly nursing home residents.
METHODS: Cognitively impaired residents meeting inclusion criteria and living within each of
38 participating nursing homes were randomly sampled. The final sample of 263 residents was
screened for risk of malnutrition, and a questionnaire on participants' dining experiences was
completed by primary caregivers. Additional data came from participants' medical charts, and a
written questionnaire was completed by each institution's foodservice manager. Logistic
regressions were used to examine relationships between risk of malnutrition and foodservice
characteristics. RESULTS: Close to 70% of participants were at risk of malnutrition. Foodservice
factors, including tray food delivery systems, timing of menu selection, difficulty manipulating
dishes, lids and food packages, as well as therapeutic diets were all significantly associated with
risk of malnutrition. CONCLUSIONS: Our findings suggest that many nursing homes could
modify certain aspects of foodservices that may affect risk of malnutrition among
cognitively impaired residents.



Can J Diet Pract Res. 2007 Spring;68(1):14-20. Links
Nursing home food services linked with risk of malnutrition.
Carrier N.

PURPOSE: Links between food service characteristics and residents' risk of malnutrition were
examined. METHODS: Cognitively intact residents meeting inclusion criteria and living in one
of 38 participating nursing homes were randomly sampled. The final sample consisted of 132
residents, who were screened for risk of malnutrition and completed a face-to-face interview
questionnaire about dining experiences. Additional data came from participants' medical charts,
and each institution's food service manager completed a written questionnaire. Frequencies and
logistic regressions were used to describe the sample and to examine relationships between risk
of malnutrition and food service characteristics. RESULTS: Overall, 37.4% of participants were
at risk of malnutrition. Food service factors, including food packages, lids, and dishes that were
difficult to manipulate (b=0.285, p=0.009), bulk food-delivery systems (b=1.329, p=0.036),
overall food satisfaction (b=0.253, p=0.044), menu cycle length (b=-2.162, p=0.003), and
porcelain dishes (b=-0.345, p=0.052), all were significantly associated with risk of malnutrition.
CONCLUSIONS: Our findings clearly show a need for nursing homes to modify certain
aspects of food service that may increase the risk of malnutrition among cognitively intact
residents.



J Nurs Care Qual. 2007 Jan-Mar;22(1):59-65.
Nursing staffing and resident outcomes in nursing homes: weight loss and
dehydration.
Dyck MJ
John A. Hartford Foundation, New York, NY, USA. mjdyck@ilstu.edu
A secondary analysis of the Minimum Data Set and Online Survey, Certification, and
Reporting databases was used to examine the relationships between nursing staffing
and the nursing home resident outcomes of weight loss and dehydration. If a facility
had 3 or more hours of nursing assistant time versus those that had less than 3 hours,
there was an associated odds ratio of 0.83 (P =.0078). Nursing assistant staffing
affected the quality outcome of weight loss. Residents receiving at least 3 hours per
day of nursing assistant care had a 17% decreased likelihood of weight loss.



Gerontologist. 2004 Jun;44(3):368-77
Quality of care in the nursing home: effects of staff assignment and work shift.
Burgio LD., Fischer SE. Hardin JM.
Department of Psychology and Center for Mental Health and Aging, The University of Alabama, Tuscaloosa
35487-0315, USA. Iburgio@sw.ua.edu
PURPOSE: The purpose of this study was to compare a variety of resident and staff outcomes across two
types of staffing patterns, permanent and rotating assignment, and work shift. Although studies have
examined these staffing patterns as part of multicomponent intervention packages, few studies have
examined the isolated effects of staffing pattern by using an experimental design. DESIGN AND
METHODS: A between-groups comparison design was used to compare residents and certified nursing
assistants (CNAs) from four nursing homes; two self-identified as using permanent assignment (PA) staffing
and two as using rotating assignment (RA) staffing. Measures yielded data on verbal interaction among
residents and staff, resident disruptive behavior, and specific aspects of resident-staff behavior during care
routines. Other assessments included resident personal appearance and hygiene, expressed affect, and CNAS'
job satisfaction, burnout, absenteeism, and turnover rates. A treatment fidelity check was conducted to
confirm PA and RA staffing patterns. RESULTS: Staffing patterns were significantly different between
self-identified PA and RA nursing homes. Residents in PA nursing homes and on morning shifts received
significantly higher ratings of personal appearance and hygiene. Rates of expressed sadness and interest
among residents differed by staffing patterns and shift. However, these differences do not appear to be
clinically significant. Although absenteeism was higher in PA nursing homes, these CNAs reported greater
job satisfaction than CNAs from RA nursing homes. As expected, evening shifts across nursing homes had
significantly higher turnover rates and significantly more resident disruptive behavior. IMPLICATIONS:
Quality-of-care outcomes were similar among the two types of nursing homes, despite significantly different
staffing patterns. Though staff permanency rates in PA nursing homes (50%) were twice that of RA nursing
homes (26%), more research is needed to determine feasibility of higher rates of staff permanency (i.e., >
50%) and effects on resident and CNA outcomes.



In nessun caso 1’attivita medica nelle RSA puo
essere vista come una specie di “pronto soccorso’
continuato, con interventi di tipo ambulatoriale e

puntuale il medico non interviene ad “aggiustare il
guasto”, ma ¢ corresponsabile della qualita di vita e di
cura del residenti nella struttura. Questa sua
responsabilita e testimoniata dalla cartella clinica e
dalla stesura di linee operative riguardanti i principali
problemi di salute dei ricoverati”.

Dal Documento che i medici di Rsa hanno presentato alla Presidenza della Societa di
Geriatria e Gerontologia nel 2002.



“E’ stato sostenuto che 1 medici non amano lavorare in casa di r1poso:
forse In passato questa affermazione era vera ed ancora oggi ha motivi di
ordine normativo, pero il fascino della presa in carico globale di stati di
cronicita e di non autosufficienza coinvolge molti giovani, che ritengono
questa una delle frontiere della medicina moderna, alla quale merita di
dedicare impegno umano e competenze tecniche. Infatti gli ospiti di una
struttura per anziani traggono molto vantaggio da una cura attenta e
qualificata, quale puo essere prestata da una equipe medica preparata: vi
e spazio per interventi mirati a prevenire ulteriori perdite di
autosufficienza e nuova sofferenza, cosi come la cura della patologia in
atto puo ridurre la loro influenza sulla qualita della vita”.

(R. Rozzini et al.: Medicina nelle Residenze per Anziani, Masson 1992)



Working with families in long-term care.

J Am Med Dir Assoc. 2007 May;8(4):265-70
Geriatrics Division, Department of Family and Community Medicine,
Eastern Virginia Medical School, Norfolk, VA 23507, USA.

Effective communication with families can improve clinical process
and outcomes in long-term care. Such communication may be
challenging to long-term care clinicians, who may feel they lack

requisite skills or are uncomfortable with potentially charged and

negative emotions that may result. These barriers can be overcome
by using models of family behavior and of physician involvement in
family counseling to foster understanding and organize family
meetings. We conclude with strategies for conflict management and a
discussion of the importance of the interdisciplinary team in family
care.
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Optimizing the role of the nurse practitioner to improve pain management
In long-term care.

Can J Nurs Res. 2007 Jun;39(2):14-31.
School of Nursing, McMaster University, Hamilton, Ontario, Canada.

The purpose of this study was to examine the role of the nurse
practitioner (NP) within an interdisciplinary model of pain
management in long-term care (LTC). Most NPs (81.3%) reported
use of pain-assessment tools, but less than half reported use of pain-
management clinical practice guidelines. Barriers to NP management
of pain included time constraints; prescribing restrictions; lack of
knowledge; difficulties with assessing pain; MD, staff, resident, and
family reservations about use of opioids; and poor collaboration with
physicians.The results indicate that NPs are not being used to their
full potential in managing pain among elderly LTC residents.
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Come Interpreta il modello del servizio medico la Regione
Lombardia?

- La Rsa eroga prestazioni ad elevata integrazione sociosanitaria, eroga la riabilitazione
di mantenimento.

- I servizio medico ¢ responsabile dell’inquadramento diagnostico funzionale
(valutazione multidimensionale e metodologia sanitaria) e della classificazione della

fragilita dell’ospite: SOSIA (fascicolo sanitario e sociale), Linee guida e protocolli,
PAL.

- Il servizio medico ¢ responsabile dell’andamento dell’assistenza.

- Il servizio infermieristico e fisioterapisti (operatori sanitari) e responsabile
dell’esecuzione dei PAI, collabora nella definizione e ridefinizione de1 PAI, organizza e
coordina gli operatori di supporto.

- Gli operatori di supporto sono responsabili delle attivita attribuite dal ex art. 4 drg
5428/01: bassa discrezionalita e alta riproducibilita.



