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Legge n. 1 1986 della Regione Lombardia

Riordino dei servizi socio-sanitari
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La Regione ha  finanziato ed 

autorizzato la trasformazione di  “case 

albergo” in  “struttura protetta” (FSR).

La Regione Lombardia ha provveduto 

ha istituire il “contributo sanitario” 

giornaliero per le strutture protette. 



Il Progetto Obiettivo Anziani 1992 con legge 

Nazionale istituisce le Residenze Sanitarie 

Assistenziali da inserire nella SSN.

Strutture Residenziali accolgono Anziani disabili 

non gestibili al proprio domicilio.
(principio di appropriatezza: lega la RSA al domicilio).

La Regione Lombardia recepisce e trasforma 

tutte le Strutture Protette in Residenze Sanitarie 

Assistenziali.



L’integrazione socio-sanitaria nasce con il dl 502 del 

1992.

Il dl del 14.2.2001 “atto di indirizzo e coordinamento in 

materia di prestazioni socio-sanitarie” definisce i criteri:

- la natura del bisogno (funzioni psicofisiche, attività 

del soggetto e limitazioni, partecipazione alla vita 

sociale, contesto ambientale e familiare), 

- la complessità (è determinata dalla composizione di 

fattori produttivi: professionali e di altra natura), 

- l’intensità assistenziale (fase intensiva, estensiva, 

lungoassistenza), 

- la durata (fase intensiva breve e definita, estensiva 

medio o prolungato).



L’integrazione socio-sanitaria nasce con il dl 502 del 

1992.

Prestazioni sanitarie a rilevanza sociale:  la 

competenza è del SSN e di  medio/lunga durata.

Prestazioni sociali a rilevanza sanitaria: la 

competenza è dei comuni e con partecipazione alla 

spesa di durata non limitata sono erogate nella fase 

estensiva ed lungoassistenza.

Prestazioni socio-sanitarie ad elevata integrazione 

sanitaria: caratterizzate da particolare rilevanza 

terapeutica e intensità della componente sanitaria. Le 

prestazioni sono a carico del SSN.



L’integrazione socio-sanitaria nasce con il dl 502 del 

1992.

Condivide lo stretto rapporto tra prevenzione, cura e 

riabilitazione.

Privilegia la continuità assistenziale tra ospedale e 

territorio.

Il distretto è la struttura operativa che meglio consente di 

governare i processi fra le istituzioni, gestendo 

unitariamente le diverse fonti di risorse (SSN, Comuni, 

Solidarietà locale).





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 illnesses and 

recognize and manage them rapidly when they do 

occur.



Metodologia della Medicina Low-tech

Physician Evaluation and Manegement of Nursing Home 

Residents.

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

Valutazione multidimensionale all’ingresso Prima visita:
Revisione completa della documentazione clinica.

Inquadramento dei problemi clinici e funzionali pregressi ed attivi.

Rilevazione di eventuali problemi trattabili.

Valutazione severità e comorbilità delle malattie.

Rilevazione di rischi e/o problemi come: cadute, contenzioni, 

decubiti,disfagia, disidratazione, stato nutrizionale e cavo orale, 

incontinenza, problemi comportamentali, ecc.

Elettrocardiogramma

Indagini di laboratorio: esami ematici di routine (no, se recenti)

Valutazione di ulteriori indagini diagnostiche

Valutazione consulenza specialistiche 



Patient Safety in Geriatrics: A Call for action.
D. Tsilimingras et al J Gerontology  2003

Central to geriatrics is the management of a variety of medical 

conditions “Geriatric syndromes”, which includes falls, delirium, 

pressure ulceres, and underfeeding.

These geriatric syndromes tend to developed when the 

compensatory ability of elederly people is compromised by 

accumulated effect of imapirments in multiple domains.

The geriatric syndromes are associated with increased mortality.

The literature has shown that these geriatric syndromes in many 

cases can be prevented from occurring.



Le cure continuative nelle RSA Lombarde
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Età media degli Ospiti della RSA “Casa di Dio”  (240 pl.) 

e “A. Luzzago” (120 pl.) . Distribuzione per fasce d’età 

al 31.12.2002.

“Casa di dio” “A. Luzzago”

Maschi 81.2 79.9

Femmine 87.5 83.0

Totale 86.4 81.7

60-70 12 (10%) 9 (7.5%)

71-80 33 (16.3%) 27 (22.5%)

81-90 105 (44%) 60 (43.3%)

91-104 83 (34.7%) 24 (20%)



Ospiti ammessi nel 2002:
“Casa di Dio” 111  Ospiti con età media 83.6 (81 F = 84.9)

“A. Luzzago” 34 ospiti con età media 77.1 (22 F = 74.9)

Parametri Funzionali “Casa di Dio” “A. Luzzago”

MMSE > 24

MMSE < 24

23 (25.5%)

67 (74.5%)

12 (48.0%)

13 (52.0%)

Deambulazione Autonoma

Funzione Persa

26 (28.8%)

64 (81.2%)

14 (56.0%)

11 (44.0%)

Alimentazione Autonoma

Funzione Persa 

47 (52.2%)

43 (47.8%)

20 (80.0%)

5 (20.0%)

Continenti

Incontinenza 

20 (22.2%)

70 (77.8%)

11 (44.0%)

14 (56.0%)



Ospiti ammessi nel 2002:

“Casa di Dio” 111  Ospiti con età media 83.6 (81 F = 84.9)

“A. Luzzago” 34 ospiti con età media 77.1 (22 F = 74.9)

“Casa di Dio” “A. Luzzago”

Provenienza: Domicilio

RSA       

Riabilitazione                                                                                    

Ospedale

31 (34.4%)

11 (12.2%)

30 (33.3%)

18 (20.0%)

12 (48.0%)

9 (36.0%)

4 (16.0%)

0

Lesioni da decubito 10 (11.1%) 2 (8.0%)

N. Medio Farmaci

Ospiti senza psicofarmaci

N. Medio psicofarmaci

3.9

31 (37.4%)

1.7

3.6

8 (33.4%)

1.9



Ospiti deceduti  anno 2002

“Casa di Dio” 91 ospiti (Mortalità 37.9%)

“A. Luzzago” 23 ospiti (Mortalità 19.2%)

Permanenza Ospiti 

deceduti 2002

“Casa di Dio” “A. Luzzago”

0-3 Mesi 27 (29.7%) 6 (26.1%)

4-6 Mesi 10 (11.0%) 1 (4.3%)

7-12 Mesi 7 (7.7%) 4 (17.4%)

13-24 Mesi 8 (8.7%) 3 (13.0%)

25-48 Mesi 12 (13.2%) 4 (17.4%)

> 49 Mesi 27 (29.7%) 5 (21.7%)



Presenza del medico e tassi di ospedalizzazione

A. Scotuzzi, M. Scarazzato, G. Guerini

Comunicazione SIGG 1992

8 Rsa con 993 pl, età media 80,6.

Ricoveri ospedalieri 293 di 241 ospiti per un totale 
di 2622 giornate di ospedale con 2,6 giornate 
per pl.

2 Rsa con 89 pl gestiti da medici di medicina 
generale con giornate di ospedalizzazione 4,9 
pl. Nel 1986 il tasso di giornate di 
ospedalizzazione per la Regione lombardia e 
per anziani di > di 75 anni fu pari a 6,5.



CARATTERISTICHE E DIFFERENZE FRA ANZIANI ISTITUZIONALIZATI, 

DECEDUTI E SOPPRAVISSUTI IN 48 MESI DI OSSERVAZIONE.

Comunicazione SIGG

S. Franzoni, G.B. Frisoni, P. R. Rozzini, M. Trabucchi.

PROLOGUS

Obiettivo: identificare i soggetti più idonei al ricovero (prologus).

Risultati: permanenza media dei soggetti deceduti pari a  19,6 mesi, 

maggiore età media (83,9) rispetto ai sopravissuti, maggior grado di 

malnutrizione; maggior livello di gravità delle cardiopatie. La presenza di 

lesione da decubito sono state riscontrante alla baseline solo nei 

pazienti deceduti.  

Conclusioni:I soggetti più idonei al ricovero si caratterizzano alla 

baseline per una maggior fragilità biologica (età, malnutrizione, lesione 

da decubito) e malattie cardiovascolari.



Gerontologist. 2010 Aug;50(4):509-18. Epub 2010 May 12.

Associations of special care units and outcomes of residents with dementia: 2004 national 

nursing home survey.

Luo H, Fang X, Liao Y, Elliott A, Zhang X.

PURPOSE:We compared the rates of specialized care for residents with Alzheimer's disease or 

dementia in special care units (SCUs) and other nursing home (NH) units and examined the 

associations of SCU residence with process of care and resident outcomes.

DESIGN AND METHODS:Data came from the 2004 National Nursing Home Survey. The indicators 

of process of care included physical restraints, continence management, feeding tubes, and 

influenza and pneumococcal vaccinations. Resident outcomes included pressure ulcers, 

hospitalization, emergency room visits, weight loss, and falls. Analyses were conducted by using 

Stata SE version 10.

RESULTS:Multivariate logistic regression analyses show that SCU residents were more likely to 

have received specialized dementia care and specialized behavioral problem management. They 

were less likely to have bed rails (adjusted odds ratio [AOR] = 0.39, AOR = 0.35, ps < .01), use 

catheters (AOR = 0.33, AOR = 0.33, ps < .01), and yet more likely to have toilet plans/bladder 

training for incontinence control (AOR = 1.90, AOR = 1.62, ps < .01) than those in regular units and 

those in NHs without an SCU. Moreover, SCU residents were less likely to have pressure ulcers, 

hospitalization than those in regular units, and less likely to have experienced weight loss than 

those in NHs without an SCU. However, they were more likely to have falls (AOR = 1.32, AOR = 

1.36, ps < .05) than those in regular units and those in NHs without an SCU.

IMPLICATIONS:Our study shows that SCU residents had, in general, better process of care than 

those in regular units and in NHs without an SCU. Further studies are needed to assess specific 

outcome changes among SCU residents and to evaluate the cost-effectiveness of having such 

units.

http://www.ncbi.nlm.nih.gov/pubmed?term=%22Luo%20H%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Fang%20X%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Liao%20Y%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Elliott%20A%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Zhang%20X%22%5BAuthor%5D


J Am Geriatr Soc. 2008 Feb;56(2):199-205. Epub 2007 Dec 27.

Is dementia special care really special? A new look at an old question.

Gruneir A, Lapane KL, Miller SC, Mor V.

OBJECTIVES:To quantify differences in care provided to nursing home (NH) residents 

with dementia living on and off dementia special care units (SCUs).

DESIGN:Cross-sectional study using propensity score adjustment for resident and NH 

characteristics.

SETTING:Free-standing NHs in nonrural U.S. counties that had an SCU in 2004 

(N=1,896).

PARTICIPANTS:Long-stay (> or = 90 days) NH residents with a diagnosis of 

Alzheimer's disease or dementia and at least moderate cognitive impairment 

(N=69,131).

MEASUREMENTS:Resident-level NH care processes such as physical restraints, bed 

rails, feeding tubes, psychotropic medications, and incontinence care.

RESULTS:There was no difference in the use of physical restraints (adjusted odds ratio 

(AOR)=0.94, 95% confidence interval (CI)=0.79-1.11), but SCU residents were less 

likely to have had bed rails (AOR=0.55, 95% CI=0.46-0.64) and to have been tube fed 

(AOR=0.36, 95% CI=0.30-0.43). SCU residents were more likely to be on toileting plans 

(AOR=1.23, 95% CI=1.08-1.39) and less likely to use pads or briefs in the absence of a 

toileting plan (AOR=0.73, 95% CI=0.61-0.88). SCU residents were more likely to have 

received psychotropic medications (AOR=1.23, 95% CI=1.05-1.44), primarily 

antipsychotics (SCU=44.9% vs non-SCU=30.0%).

CONCLUSION:SCU residents received different care than comparable non-SCU 

residents. Most strikingly, SCU residents had greater use of antipsychotic medications

http://www.ncbi.nlm.nih.gov/pubmed?term=%22Gruneir%20A%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Lapane%20KL%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Miller%20SC%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Mor%20V%22%5BAuthor%5D












Alloggi Protetti e Comunità Alloggio Protette.

Negli ultimi anni si è dato grande enfasi a nuovi servizi residenziali 

senza un chiaro inquadramento in termini strutturali e gestionali 

dove vengono inseriti anziani con disabilità cognitiva e funzionale 

lieve (LOW-CARE).

Le attuali esperienze sono inserite in strutture che accolgono CDI, 

RSA o Autonome.

Non sono noti standard strutturali e gestionali se non indicazioni 

generiche come “garantire la tutela”.



La rete dei servizi per l’anziano fragile: 

appunti per un decalogo.

“l’epoca in cui si potevano avere risorse 

senza dover dimostrare il proprio livello di 

efficienza ed efficacia, sta rapidamente 

finendo. In questo le Rsa non fanno 

eccezione, ma anzi si collocano al centro di 

questo processo.”

Bollettino S.I.G.G. Anno II, N 7 – Luglio 2005









Med Care. 1997 Aug;35(8):756-67.

Discharge destination and repeat hospitalizations.

Camberg LC, Smith NE, Beaudet M, Daley J, Cagan M, Thibault G.

Source Health Services Research and Development, Brockton/West Roxbury VA Medical 

Center, MA 02132, USA.
OBJECTIVES: Is discharge destination a determinant of readmission? Studies to date have been 

inconclusive. The primary purpose of this study was to identify the role of discharge destination in the 

occurrence of repeat hospitalizations for a national sample of patients discharged from Veterans Health 

Administration (VHA) hospitals.

METHODS:The authors studied a 20% random sample of individual patients, 65 years of age or older, with 

either chronic obstructive pulmonary disease, stroke, or dementia who were discharged from a Veterans 

Health Administration hospital in 1988. All data for the study were obtained from secondary administrative 

sources. Multiple sources were used to determine discharge destination. The authors focused on personal 

home versus nursing home discharge destination. Both VHA and Medicare discharge data were used to 

track hospital readmissions. Proportional hazards regression models were used to examine the independent 

association of discharge destination with time to readmission within 30 days, 6 months, 1 year, and 2 years 

of discharge, adjusting for severity, other clinical and demographic characteristics, and censoring deaths.

RESULTS:After adjustment and including out-of-system (Medicare) use, we found that 

patients with chronic obstructive pulmonary disease and patients with dementia who were 

discharged to nursing homes (community and Veterans Health Administration, respectively) 

were less likely to be readmitted within 30 days after discharge than patients discharged to 

personal homes.

CONCLUSIONS:These findings have important implications for adjusting hospital 

performance profiles based on discharge destination and for focussing efforts to reduce the 

frequency and associated costs of hospital readmissions.

http://www.ncbi.nlm.nih.gov/pubmed?term=%22Camberg%20LC%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Smith%20NE%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Beaudet%20M%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Daley%20J%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Cagan%20M%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Thibault%20G%22%5BAuthor%5D
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Cochrane Database Syst Rev. 2007 Apr 18;(2):CD002214.

Effectiveness of intermediate care in nursing-led in-patient units.

Griffiths PD, Edwards MH, Forbes A, Harris RL, Ritchie G.

BACKGROUND:The Nursing led inpatient Unit (NLU) is one of a range of services that have been considered in 

order to manage more successfully the transition between hospital and home for patients with extended recovery 

times. This is an update of an earlier review published in The Cochrane Library in Issue 3, 2004.

OBJECTIVES:To determine whether nursing-led inpatient units are effective in preparing patients for discharge 

from hospital compared to usual inpatient care.

SELECTION CRITERIA:Controlled trials and interrupted time series designs that compared the NLU to usual 

inpatient care managed by doctors. Patients over 18 years of age following an acute hospital admission for a 

physical health condition.

MAIN RESULTS: Ten random or quasi-random controlled trials reported on a total of 1896 patients. There was no 

statistically significant effect on inpatient mortality (OR 1.10, 95% CI 0.56 to 2.16) or mortality to longest follow up 

(OR 0.92, 95% CI 0.65 to 1.29) but higher quality studies showed a larger non-significant increase in inpatient 

mortality (OR 1.52, 95% CI 0.86 to 2.68). Discharge to institutional care was reduced for the NLU (OR 0.44 95% 

CI 0.22 to 0.89) and functional status at discharge increased (SMD 0.37, 95% CI 0.20 to 0.54) but there was a 

near significant increase in inpatient stay (WMD 5.13 days 95% CI -0.5 days to 10.76 days). Early readmissions 

were reduced (OR 0.52 95% CI 0.34 to 0.80). One study compared a NLU for the chronically critically ill with ICU 

care. Mortality (OR 0.62 95% CI 0.35 to 1.10) and length of inpatient stay differ did not differ (WMD 2 days, 95% 

CI 10.96 to -6.96 days). Early readmissions were reduced (OR 0.33 95% CI 0.12 to 0.94). Costs of care on the 

NLU were higher for UK studies but lower for US based studies.

AUTHORS' CONCLUSIONS: There is some evidence that patients discharged from a NLU are better prepared 

for discharge but it is unclear if this is simply a product of an increased length of inpatient stay. No statistically 

significant adverse effects were noted but the possibility of increased early mortality cannot be discounted. More 

research is needed.

http://www.ncbi.nlm.nih.gov/pubmed?term=%22Griffiths%20PD%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Edwards%20MH%22%5BAuthor%5D
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http://www.ncbi.nlm.nih.gov/pubmed?term=%22Harris%20RL%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Ritchie%20G%22%5BAuthor%5D


Gerontologist. 2007 Aug;47(4):535-47.

Determinants of remaining in the community after discharge: results from New Jersey's 

Nursing Home Transition Program.

Howell S, Silberberg M, Quinn WV, Lucas JA.

SourceRutgers Center for State Health Policy, 55 Commercial Avenue, Third Floor, New 

Brunswick, NJ 08901, USA. 

PURPOSE:To inform states with nursing home transition programs, we determine what risk factors 

are associated with participants' long-term readmission to nursing homes within 1 year after 

discharge.

DESIGN AND METHODS:We obtained administrative data for all 1,354 nursing home residents 

who were discharged, and we interviewed 628 transitioning through New Jersey's nursing home 

transition program in 2000. We used the Andersen behavioral model to select predictors of long-

term nursing home readmission, and we used Cox proportional hazards regressions to examine the 

relative risk of experiencing such readmissions.

RESULTS:Overall, 72.6% of the 1,354 individuals remained in the community, with 8.6% 

readmitted to a nursing home for long stays (>90 days) and 18.8% dying during the study year. Cox 

proportional hazards regression analysis showed that being male, single, and dissatisfied with one's 

living situation; living with others; and falling within 8 to 10 weeks after discharge were significant 

predictors of long-term nursing home readmission during the first year after discharge.

IMPLICATIONS:Most of the factors predicting long-term readmission were predisposing, not need, 

factors. This fact points to the limits of formulaic approaches to assessing candidates for discharge 

and the importance of working with clients to understand and address their particular vulnerabilities. 

Consumers, state policy makers, nursing home transition staff, discharge planners, and caregivers 

can use these findings to understand and help clients understand their particular risks and options, 

and to identify those individuals needing the greatest attention during the transition period as well 

as risk-specific services such as fall-prevention programs that should be made available to them.

http://www.ncbi.nlm.nih.gov/pubmed?term=%22Howell%20S%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Silberberg%20M%22%5BAuthor%5D
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http://www.ncbi.nlm.nih.gov/pubmed?term=%22Lucas%20JA%22%5BAuthor%5D

















