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La comunicazione con il paziente anziano
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Introduzione

 La comunicazione medico-paziente riveste un ruolo
importantissimo in ogni atto di cura.

* E’un concetto molto vasto, che comprende diversi
ambiti di applicazione.

 Tale comunicazione e di per s€ un processo molto
complessQ, e puo venire ulteriormente compllcato da
numerosi fattori, molti dei quali generalmente si
associano all'eta.



 Checkiist I

[ Speech ability or language articulation
[ Foreign language spoken

] Dysphonia

1 Time constraints on physician or patient

[ Unavailability of physician or patient to meet
face-to-face

1 lliness

[ Altered mental state

[ Medication effects

(1 Cerebral-vascular event

[ Psychologic or emotional distress
[ Gender differences

[ Racial or cultural differences

(1 Other

Figure 1. Barriers to patient-physician communication.

JAOA 2005; 105(1): 13 -18



The Role of Health Literacy
i Patient-Physician Communication

Mark V. Wiliams, MD; Terry Davis, PhD; Ruth M. Parker, MD; Barry D. Weiss, MD

«The degree to which individuals can obtain, process and
understand the basic health information and services they need to
make appropriate health decisions»

Abilita di leggere, capire e applicare le informazioni/nozioni
mediche

—> scarsa comprensione e scarso utilizzo delle informazioni di
pertinenza medica —> scarsa compliance

Fam Med 2002: 34(5): 383 -389



The Association Between Age and Health Literacy
Among Elderly Persons

David W. Baker.!2 Julie A. Gazmararian,? Joseph Sudano.! and Marian Patterson*

100

90 -
a0 -
70 -
60 -
50 -
40

30 4

Mean S-TOFHLA Score

20 1

10 -

£5-69 70-74 75-79 80-64 85+
Age Group (years)

Figure 1. Mean scores on the Short Test of Functional Health Lit-
eracy in Adults for five age groups, stratified according to years of
school completed: = 12 yr (@: n = 898), 12 yr (O; n = 998), 9-11 yr
(¥; n = 526), and 08 yr (V; n = 352). The bars indicate standard

CITOrS.

J Gerontol B Psy Sci Soc Sci 2000; 55(6): 368 -374
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Provider—Patient Communication
Among FElderly and Nonelderly
Patients in Canadian Hospitals:

A National Survey

4599 pazienti dimessi da 57 Ospedali per acuti contattati telefonicamente
3257 <65 aa vs 1331 > 65 aa

1. Vi sono differenze nel numero di problemi relativi alla comunicazione
medico-paziente riportati da pazienti anziani e non anziani?

2. Quali fattori sono associati ad un piu alto numero di problemi nella
comun;gaz:one medico-paziente riportato da pazienti anziani e non
anziani:

3. Quali sono i problemi nella comunicazione riportati piu
frequentemente da pazienti anziani e non anziani?

Health Communication 1996; 8(3): 281-302
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FIGURE | Mean number of communication problems by age of patients in the Canadian
patient-centered hospital care study (V= 4,588).

Health Communication 1996; 8(3): 281-302



TABLE 2

Number of Provider—Patient Communicaion Problems Reported by Eldery and

Monaldardy Patients by Patient, Hospital Stay, and Hospital Charmcleristics

< 6F Years of Age" = 65 Fears of Age
MNusiber af Mumber af
Probiems Probiems
Patiens Characieriitics M 5D z P M 30 z P
Gender Female sex
Male S0 41 -T03 <0001 44 34 574 <000
Female 621 49 55 38
Education
High school o leas 54 44 -396 0001 49 36 DB A9
Miare: than high school 61 49 52 38
Mimiex] sty Not married
Marricd or live with 55 44 AT 0002 47 36 -446 <000
pariner
ot maried/pariner 63 Al 54 3T
Living arrangements s
With sameone ¢lse 56 45 285 04 47 36 -390 0001 lemg alone
Alone 64 53 54 37
Houwsehold income
Lass ihan $20,000 59 4B 078 A3FT SO 3T 257 0IG
$20,000 o more 56 A6 45 34
Language spoken af bom:
Eaglish 58 47 273 o0E3 500 A7 Db 8215
Orther 52 42 50 35
Sell-rated healih, in compart
som o afhers
own age Poor self rated health
Excellent, very pood 45 39 —760 <001 42 29 541 <.0001
Gosod, fair, poor 6.3 50 54 19
Hospital characteristics
Type of admission
Emergency 62 49 -537 <0001 53 3% 337 0008 Emergency
Scheduled 5.3 4.3 4.6 34
Service
Misdical f1 49 373 <cON? 54 39 -353 0004 Medical
Sargical 54 44 46 33

Health Communication
1996; 8(3): 281-302



TABLE 4
Tan Problems with PaBant-Provider Communication Most Frequaently Reporad by

Eldery Patlents

Problem n %'

Patient wpset becanse examined by someons who did 21" 57
ot explalm whai she or he was going o do

Mot todd whal dadly routine would be ia the hospital 579 46

Dioctor or nurse did nol explain, befone a test, how 425" 45
much pain or discomfort to expect

Patient not told what danger signals about Hiness to 505 45
witch for af o

Patient nol told when o resume normal activities 517 40

Patieal not told when she or he coald go back to wark 7" 38

Hospital did not assist pafient prior to discharge in find- 123" 37
img help necded after leaving the hospital

Mo hospital staff thed o help patient with concems g a7
Aot returning home

Patient not iold what activities she or he should or 450 3
should mot do &l homs

Patient not told about important medication side effecis 254" 78
o watch for af heoamne
MNoge: 1 =1.331.

'“H:ﬁmdemE“Dumhmw’mmmdmmﬂlgthmdnmhﬂuhdi-
calcalating the percantages. Only those elderly patieats who were exposed o the event were asked
ahoul these problems: Thiry nine were examinad by someone who did not explain what she or he was
going to do, 999 had sests, 200 were retamdng to work, 337 needed belp afier discharge, 236 had concems
ahouf pefumbng bome, and 925 were given medication to take at home.

Health Communication 1996; 8(3): 281-302



The Medical Interview: Differences Between Adult and
Gerniatric Outpatients

Sandeep Mann, MD,* Karunaker Sripathy, MD," Eugenia L. Siegler, MD,* Amy Davidow, PhD,*
Mack Lipkin, MD,! and Debra L. Roter, DrPHY
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Figure 1. This graph displays interview length in seconds for
both sexes, broken down by decade. The third bar displays the
average interview length for each decile, with both groups com-
bined. The number of persons in each group are: under 35: 18
(m)ale, 33 (fjemale; 35—44: 19m, 28f; 45-54: 25m, 34 f; 55-64:
61m, 70f; 65-74: 60m, 88f; 75-84: 36m, 46f; 85 and over: 6m,
7f. For males, F = 2.5, P = .02; for females, F = 0.3, P = .95.

JAGS 2001; 49: 65-71



Eta e stile comunicativo del medico

537 pz x 127 medici x 11 cliniche ambulatoriali

Narrowly hiomedical = closed-ended medical questions and
biomedical talk (32%)

Expanded biomedical - with slightly more level of psyhosocial

discussion (33%)
Biopsychosocial > reflecting a balance of psychosocial and

biomedical topics (20%)

Psychosocial > high levels of ps%chosocial exchange Initiated
y both patient and physician (3%)

Consumerist = high patient questions and physician
information giving (%%)

Older, sicker and with lower income patient >
biomedically focused visits.

JAMA 1997; 277(4): 350-356



Fattorl da tenere in considerazione

Eterogeneita della popolazione
Disturbi sensoriali
Deficit cognitivo

Ageismo

Accompagnatore/caregiver



La comunicazione a tre

TABLE 2. COMPARISON OF NUMBER OF TOFPICS RAISED IN TRIADIC AND DYADIC MEDICAL

ENCOUNTERS
P
Variable Triad Mean Dyad Mean Value
Content Area
Number of topics raised by physicians
Medical 20.47 17.93- ns
Personal habits 2.80 2.60 ns
Psychosocial 5.40 5.27 ns
Physician-patient relationship .67 53 ns
Number of topics raised by patients
Medical 3.87 693 04
Personal habits : 13 73 02
Psychosocial 53 2,33 .07
Physician-patient relationship 13 A7 .06
Number of topics raised by patients
and third persons together (triads)
vs patients alone (dyads)
Medical 6.07 6.93 ns
Personal habits : .20 73 06
Psychosocial 1.07 2.33 ns
Physician-patient rela tionship 13 A7 06
Total number of topics* 37.40 37.20 ns

* This includes all topics raised in the visit, by physician, patient, and third persons (in triadg,

JAGS 1994; 42(4): 413-419



Tuttavia...

Fornisce informazioni al medico sui sintomi

Gestisce la cura delle condizioni croniche e acute,
inclusa la gestione delle visite mediche

Fornisce assistenza al paziente

Pianifica e aiuta a prendere le decisioni mediche,
incluso i ricoveri, la natura e l'intensita degli
Intervent
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Influenza sugli outcome

Table 1. THE OUTCOMES AFFECTED BY COMMUNICATION WITH OLDER PATIENTS

Definition Qutcome
Process Oceur within the medical Concordance on patient expectations
encounter Decision-making
Short-term Can be assessed immediately Patient recall
after the medical Patient satisfaction
encounter is completed
Intermediate Indirectly measure a Patient adherence
response to an evaluation Emotional health outcomes
or therapy
Long-term Direct measure of Physical health outcomes
therapeutic or evaluation Hospitalization
l'EE-PDﬂS-E'E-

Date from Beckman H, Kaplan SH, and Frankel R Outcome based research on doctor-patient

communication: A review. In Communicating With Medical Patients. Newbury Park, Cal, Sage Publica-
tions, 1989, pp 223217,

Clin Geriatr Med 2000; 16(1): 25 -36



ORIGINAL INVESTIGATION

Patient-Reported Medication Symptoms
in Primary Care

Saul N. Weingart, MD, PhD; Tejal K. Gandhi, MD, MPH; Andrew C. 5eger, RPh; Diane L. Seger, RPh;
Joshua Borus, BA; Elisabeth Burdick, MA; Lucian L. Leape, MD; David W. Bates, MD, M5c

Table 1. Patient-Reported Medication Symptoms
No. (3%)
! Patients Patients Medication
No. of Medication Still Who Discussed Symptoms
Patient-Reported Medication Symploms Taking Medication That Required
Medication Symptoms Lasting Medica- Symptoms Additional Visit
Symptom Symptoms With Every Dose at Least 1 mo fion With Physicians to Medical Facility
Problems with slesp | 12 (57.1) 20(95.2) 12 (57.1) 13 (61.9) 4(19.0)
Changes in mood 24 10 (4.7) 22 (.7 13 (54.2) 17 (70.8) 5 (20.8)
Gastrointestinal problems 53 16 (30.2) 48 (90.6) 18 (34.0) 40 (75.5) 16 (30.2)
Dizziness and problems 34 B (23.5) 32 (94.1) 22 (B64.7) 22 (64.7) 3(8.8)
with balance
Headache 25 B (32.0) 22 (BB.0) 16 (64.0) 13 (52.0) 6 (24.0)
Fatigue K i] 18 (50.0) 35 (97.2) 25 (69.4) 29 (30.6) 7(19.4)
Muscular aches Ll 3(27.3) 11 (100.0) 7 (63.6) 7 (63.6) 1(94)
Incontinence 10 5 (50.0) 9 (90.0) 4 (40.0) 4 (40.0) 1 {10.0)
Sexual problems 21 9(4219) 21 (100.0) 15 (71.4) 16 (76.2) 3 (14.3)
Rash or itching a2 10 (31.3) 28 (B7.5) 17 (53.1) 21 (65.6) 7(21.9)
Other 19 B(421) 19 (100.0) 7 (36.8) 14 (73.7) 0(47.4)
Total 286 107 (37.4) 267 (93.4) 156 (54.5) 196 (68.5) (21.7)

661 pz, 27% riporta MS

Arch Intern Med 2005; 165: 234 -240



Table 4. Adverse Drug Events (ADEs) Among
Patient-Reported Medication Symptoms
Patient-Reported
Medication Symptoms
{n = 286)
Variahle I No. (%) % of AI:IEsI
No ADEs 120 (42.0)
ADEs 166 (58.0)
Praventability
Preventable® 18 (6.3) 10.8
By patient 2(07) 1.2
By physician 16 (5.6) 96
Ameliorablet 50 (17.5) 3041
By patient 19 (6.6) 114
By physician 31 (10.8) 18.7
Neither preventable nor ameliorable 48 (34.3) 59.0
Severity
Serious 20(7.0) 12.0
Not serious 146 (51.0) 88.0
Serious and preventable or ameliorable 10(3.5) 6.0

*Patient-identified preventable ADEs: wrong drug choice (n=8), wrong
dose (n=2), wrong frequency (n=2), wrong patient (n=1), wrong technigue
{n=1), drug interaction (n=1), and other (n=3).

tPatient-identified ameliorable ADEs: failure to inform physician of
medication symptoms (n=19) and failure of physician to act on
patient-reported drug symptoms (n=31).

Arch Intern Med 2005; 165: 234 -240



Communication Between Older Adults and Their
Physicians About Urinary Incontinence

Stuart J. Cohen,'? Deirdre Robinson,’ Elizabeth Dugan,' George Howard,' Patricia K. Suggs,’
Katherine F. Pearce,” Dena D. Carroll,’ Paul McGann,? and John Preisser’

Table 3. Provider Screening of Continent Patients

Table 4. Provider—Incontinent Patient Communication

for Uninary Incontinence Pamterns About Urinary Incontinence
Any Primary carc Any physician Primary care Patient
Yariable physician asked provider asked Yariable asked provider asked initiated
Gender Gender N T
Women 25% 16% Women 35% 215+ 25%
Men 22% 12% Men 15% 105 36%
Age Age
60635 269+ I8%* 65 4200* 2058 1 7%
G6-T0 0% 18% Ab=T70 41% 22% 14%
71-75 2% 11% 71-7% 3IT% 0% 153
T6=B0 2% 12% T80 0% 18% 12%
£1 and older 17% 1% 81 and older 0% 21% 16%
*p< 05 *p < .05,

J Gerontol A Med Sci 1999; 54(1): 34-37



Communication between older women and physicians: Preliminary
implications for satisfaction and intention to have mammography

Wenchi Liang **, Deborah Kasman b Judy H. Wang *,
Elaine H. Yuan?®, Jeanne S. Mandelblatt *°

Table 1
Associations between the MDIA®" communication measures and mammography intention and satisfaction with communication (n = s
MDA items Category Freguency (%) Having imtenti ons for Extremely satisfied with
future mammogmphy (%)  communication” (%)
Gilobal mtings of the encounter Warm T1.4 6.7 549.5
Warm/cold 23.2 BlL.E 3RS
Cold 5.4 5.5 040
[Deep TL4 10410 62.2
Decpisuperticial 25.0 7.4 28.6
Superficial 16 a1 040, p=0.03"
Trsting TH.6 10410 610
Trusting/suspicious 17.8 .10 2000
SUEPICIHIS 36 .1 i, p= .t
Bonding 58.7 104000 64.7
Bonding/aversion 27.0 733 294
Avemsion 3.2 588 00, p= 002"
Length of time talking about mammography Mot at all 26.8 5349 46.2
< | min 588 6.2 435
1-3 mim 17.9 688 it ]
=3 min 1.B 10410 040
Mammogmphy tope discussed Mo discussion 26.8 534 £l ]
Inadequately 16.1 62.5 333
Adequately 3.5 a5.0 524
Very well 166 8.0 B0

* MDIA, multi-dimensional intemctional malysis,

" Omly statistically significant azsociations were indicated by p values.

© Defined as considering their health addressaed by the physician & “exceptionally well”, as opposed to ““very well™, “well™, “just fine”™ and “not adequately™.

? Based on Chi-square tests between satistaction with communication (extremely satisfied vs. other) and global ratings { deep vs. other, trusting vs. other and
bonding vs, other).

Pat Edu Counsel 2006; 64: 387 -392



The value of inpatient pharmaceutical counselling to elderly patients
prior to discharge

S. A. Al-Rashed,' D. ). Wright,! N. Roebuck,’? W. Sunter’ & H. Chrystyn'
'School of Pharmacy, University of Bradford, Bradford BD7 1DP and *Pharmacy Department, Huddersfield Royal Infirmary, Huddersfield HD 3
JFEB, UK

Aims The use of medication and information discharge summaries (MIDS) has
become a standard procedure in many hospitals. We have evaluated if these summa-
ries, together with in-patient pharmaceutical counselling backed up with a simple
medicine reminder card, may help with the delivery of seamless pharmaceutical care.
Methods Elderly patients prescribed more than four items discharged to their own
home received the standard discharge policy including a recently introduced MIDS
and medicine reminder card. Each patient’s GP was sent a copy on discharge. Pre-
discharge a pharmacist counselled study patients about their medicines and compli-
ance. A research pharmacist visited patients in their home approximately 2—3 weeks
and at 3 months post-discharge to determine their drug knowledge, compliance,
home medicine stocks and any healthcare related events.

MIDS (medication and information card summary): reasons for
admission, major in-patient events, discharge prescription

IG (n=432) mean age 80.2 + 5.7
CG (n=40) mean age 81.1 + 5.8

Br J Clin Pharmacol 2002; 64: 657 -664
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Physician-Patient Commmunication About Prescription Medication
Nonadherence: A 50-State Study of America’s Seniors

Ira B. Wilson', Cathy Schoer?, Patricia Neuman®, Michelle Kitchman Strolio®, William H. Rogers’,
Hong Chang’, and Dana Gelb Safran’

Table 2. Medication Nonodherence and Physician-patient
Dialogue (All tems Refer fo the Last 12 Months)

Total 3+
Chronic
condiions
(35.2%)"
Rates of medication nonadherence (%)
Any nonadherence’ 40.1 52.1
Any cost-related nonadherence 263 o
Not filling prescription because of cost 183 249
Skipping doses to make prescription last 158 218
longer
Taking a smaller dose to make prescription 124 18.5
last longer
Any nonadherence not related to cost 282 374
Nonadherence because of experiences” 244 338
Nonadherence because of self- assessed 145 18.8
need'
Physician-patient dialogue (9% yes)
Did your doctor talk with you about all your 68.2 B8
medicines?
Did you talk with any of your doctors about 30.9 413
preseription medicine costs?
Did you talk with any of your doctors about 289 419

changing & medicine because It was making
you feel worse or wis not worki ng?

Soc Gen Int Med 2007; 22(6): 6-12



ORIGINAL INVESTIGATION

Health Literacy and Mortality
Among Elderly Persons

David W. Baker, MD, MPH; Michael 5. Wolf, PhD, MPH; Joseph Feinglass, PhD;

Jason A. Thompson, BA: Julie A. Gazmararian, PhD; Jenny Huang, PhD
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Figure. Age-adjusted survival from the time of study enroliment for
participants with adequate, marginal, and inadequate health literacy. Health
literacy was assessed by measuring enrollzes’ reading fluency using a
shortened version of the Test of Functional Health Literacy in Adults.

P 001 for age-adjusted differences in survival by literacy.

Table 3. Cause-Specific Mortality Rates and HRs
According fo Health Literacy

______________________________________________________________________|
Health Literacy®

: Adequate Marginal Inadequate I
Cause of Death (n = 2094) (n = 366) (n = §00)
Cardiovascular death, 165 (7.9) 61 (16.7) 154 (19.3)
No. (%)
Adjusted HR 1 [Reference] 1.39(1.02-1.90) 1.52 (1.16-2.00)

{95% CI)P
Cancer death, Mo. (%) 122 (5.8) 17 (4.6) 70 (B.8)
Adjusted HR 1 [Reference] 0.65 (0.38-1.09) 1.18 (0.81-1.72)
(a5% CI)0
Death due to all other 108 (5.2) 27 (74) o (114)
cauwses, No. (%)
Adjusted HR 1 [Reference] 1.18 (0.76-1.85) 1.87 (1.32-267)
[05% CI)P

Abbreviations: Cl, confidence interval; HR, hazard ratio.

2 Haalth Iteracy was evaluated by measuring enrolless’ reading fluency using
a shortened version of the Test of Functional Health Literacy in Adults.

B Adjusted for age, sex, race/ethnicity, language, study site, annual income,
social class. years of school completed, physical and mental health (12-1tem
Short-Form Health Survey summary scales), instrumental activities of daily
living, activities of daily [ving, and prevalence of chronic conditions.

Arch Int Med 2007; 167(14): 1503 -1509



« The key to adequate health care in the treatment and
prevention of chronic illness is patient self-
managment. The physician prescribes treatment and
gives advice regarding health behavior; however, the
patient aderence, or lack thereof, occurs outside the
provider setting and is thus beyond physician control.»

—>Importanza della comunicazione del paziente e del
suo coinvolgimento attivo nell'incontro medico.



«...Yet most studies have found that, compared to
younger patients, older patients are less assertive,
ask fewer questions, and provide less
information. »

Tennstedt et al., 2000
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Accorgimenti comunicativi con il paziente anziano

Promuovere la partecipazione del paziente

Integrare i bisogni psicosociali nel processo di decision-
making

Considerare possibili deficit sensoriali-funzionali-
cognitivi

Capire il punto di vista del paziente e correggere le
convinzioni errate

Riassumere spesso i punti principali

Chiedere riformulazione del contenuto da parte del
paziente

Semplificazione-condivisione del piano terapeutico
Caregiver come risorsa aggiuntiva



Facilitare la comunicazione per favorire I'aderenza terapeutica

S emplifying regimen characteristics
| mparting knowledge

M odifying patient beliefs

P atient communication

L eaving the bias

E valuating adherence

Med Gen Med 2005; 7(1)



Il caso della depressione

Tips for Enhancing Medication Adherence in Patients Receiving Antidepressant Therapy™'®"

Reasons for
Nonadherence

Strategies to Improve
Adherence

Counseling Tips

Lack of knowledge regarding the nature
of depression

Guilt associated with diagnosis of
depression

MNeed for reassurance and support

Lack of belief in treatment’s
effectiveness

Belief that treatment regimen is too
complex

Belief that treatment does not help with
other symptoms associated with
depression

Fear of medication’s adverse effects

Belief that adverse effects will make it
difficult to tolerate therapy

Discuss epidemiclogy of depression;
refer to depression as a medical
condition

Discuss the chemical basis for depression

Reinforce that depression is treatable;
discuss appropriate duration of
treatment

Discuss efficacy of medications

Reinforce that simplified regimens are
available

Remind patients of the delayed
therapeutic effects of antidepressants

Reinforce that most patients do not have
to stop therapy because of adverse
effects

Review most common adverse effects;
reassure patient that, over time,
adverse effects should be lessofa
problem

21 million American s suffer fram
depression every year. Depression is a
medical condition, just like asthma and
diabetes.

Having depression is not your fault, and
there is no reason to feel guilty or
ashamed.

Mo one knows exactly what causes
depression, but in people with
depression, a chemical called serotonin
may be out of balance. Medications are
available that can correct serotonin
imbalance. To effectively treat
depression, four months or more of
therapy may be needed.

Antidepressants have been shown to
effectively treat depression.

Consider a once-daily administration
regimen.

With medication, you may start to feel
betterintwo to four weeks, but because
everyone is different, it may take longer.

Some people may have no adverse effects
while taking antidepressants.

Common adverse effects include dry
mouth, indigestion or mild stomach
upset, diarrhea, or trouble sleeping.
Sometimes, antidepressant therapy may
cause patients to lose interest in sex.
Over time, adverse effects should be less
of a problem.

Am J Health Syst Pharm 2003; 60: 2601-2605



Esempio semplificazione linguaggio medico

Disfunzione - problema

Lesione > ferita

Orale = per bocca

Cognitivita = memoria, pensiero

Protesi = sostituzione di una parte del corpo |
Farmaco generico = prodotto venduto senza il nome commerciale

Ad%guato —> abbastanza (su introito idrico, 6-8 bicchieri al giorno)
Mo _era)lto —> non troppo (su esercizio fisico, da non farti mancare |l
respiro

Di routine = spesso (ogni settimana, giorni alternati...)
Significativo = abbastanza da fare la differenza

Progressivo = che peggiorera (o migliorera)



Esempio semplificazione visita ambulatoriale

VISIT SUMMARY

Key points we discussed today:

Your blood pressure is 150/90.

Your goal is less than 130/85.
Dietandexercisearekeytocontrollingyourhypertension.

Mew medications:

benazepril (Lotensin)10 mg - one tablet per day

Instructions:

Take your new pill when you first get up in the morning.
Walk around the block every morning.

Walk around the block every afternoon.

Cut back on salt and alcohol.

Come back for a follow-up visit in 2 weeks.

Call our office if symptoms worsen or if you have any questions.

John Smith, MD 9/6/06

Physician Date

Family Practice Management 2006; sept: 73-78



Esempio semplificazione prospetto tp farmacologica

Principio attivo

Warfarin 5

Canreonato diK 25
Furosemide 500

Ramipril 2.5
ASA 100

Bisoprelole 1.25

Metformina 500
Salmeterolo/fluticasone 50/500
Nitroglicerina 10

Fosclogia

Tcpggparie¥igpi
giarni dispari

1 cerotto

Orario
Cre 17

Cre 14
Ore 8 -14
Cre 8

Cre 11
Cre 8

Cre B-20
20--=18

Orario Nome commerciale farmaco Dosaggio

7.00

8.00 (colazione) Furosemide E—— Y4 compressa
Ramipril - 1 compressa
Bisoprololo - 1 compressa
Salmeterolo/fluticasone — | 1 puff
Metformina E— Y compressa
Rimuovere cerotto

9.00

10.00

11.00 ASA EEE— 1 compressa

12.00 (pranzo) Metformina > 1 compressa

13.00

14.00 Canreonato di K —_— 1 compressa
Furosemide _— Y, compressa

15.00




Il ruolo del paziente

During my visit today, Agk
I will Ask 3 questions that will MCS
help me understand my health.

o What is my main problem?
o What do I need to do?

o Why is it important for me to do this?

Tips for Clear Health

Communication
\/ Check off the ones you will try:

[ ] I will ask the 3 questions.
[ ]I will bring a friend or family

member to help me at my
doctor visit.

[ ]I will make a list of my health

concerns to l'EH my dﬂCl’Dl‘.

[T will bring a list of all my
medicines when [ visit my
doctor.

[ ] 1 will ask my pharmacist for
help when I have questions
about my medicines.

www.npsf.org/askme3



The Effects of Patient Communication Skills Training on the
Discourse of Older Patients During a Primary Care Interview

Donald ]. Cegala, PhD,*" Douglas M. Post, PhD,* and Leola McClure, MEd'!

Table 2. Means = Standard Deviations (Range) Associated with Analyses of Variance

Variable

Trained Group Untrained Group

(mean * standard deviation (range))

Question-asking (direct + assertive)
Information elicitation

Information per question asked
Information provision

Information verifying

6.41 = 3.86 (1-11) 2.28 + 2.02 (0.5-5)

21.62 + 15.73 (4.5-35) 6.94 + 6.06 (1-13)
2.30 + 1.25 (1.1-3.9) 1.20 + 0.86 (0.1-2.6)

38.60 + 28.26 (8.5-105) 18.47 + 16.37 (5-63)
2.31 + 1.82 (0-5) 1.20 + 1.50 (0-3)

JAGS 2001; 49: 1505 -1511



«Communication Is the key for physicians and
patients to_share opinions‘and mutually
discuss points of difference.»

Stewart et al., 2000



Conclusioni

 La comunicazione con il paziente anziano non e un
clon_cetto univoco e riflette la complessita del quadro
clinico

 |a qualita della comunicazione tra medico e paziente
ha qelle ripercussioni non solo sulla relazione, ma
anche sugli outcome terapeutici e di salute

 La comunicazione e per definizione un processo
biunivoco: ottimizzare la comunicazione non significa
solo spiegare le informazioni nel modo adeguato, ma
anche coinvolgere il paziente nell'atto di cura



