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Di cosa voglio parlare

Un po’ di storia: nascita della prima Geriatria per acuti a Brescia (in
Ospedale metropolitano, moderno, a prevalente indirizzo chirurgico, no
profit, religioso)
Il database e la centralita della funzione (gambe e cervello)
Dove andiamo (direzione e cambiamento atteso): la geriatria in un
“dipartimento di servizio”
Must generali clinici e organizzativi (occupazione reparto, numero
ricoveri, durata della degenza-LOS)

* Processi trasferibili

* Modelli nuovi, problemi nuovi & specifici
La formazione infermieristica e i problemi organizzativi (competenza e
mobilita)
Conclusioni



Di cosa voglio parlare

 Un po’ distoria: nascita della prima Geriatria per acuti a Brescia (in
Ospedale metropolitano, moderno, a prevalente indirizzo chirurgico, no
profit, religioso)



La nascita dell’lUO di Geriatria

...Non aspettavo altro. Da tre anni, giovane primario, lavoravo con giovanissimi colleghi presso
I’Ospedale Richiedei di Gussago in condizioni molto difficili (che oggi pero ricordo con non poca
nostalgia e che in seguito avrei apprezzato come fondamentali nella mia crescita umana e
professionale): I’'ente stava attraversando una crisi di gestione, con avvicendamenti direzionali
troppo frequenti, che non potevano non ripercuotersi sulle strategie dell’'ospedale e sulla qualita
del lavoro dei dipendenti. Mi ero trasferito a Gussago dall’Ospedale S.Orsola FBF (dove avevo
lavorato per 10 anni circa con la dottoressa Mariarosa Inzoli) con il progetto di fondare il primo
centro di ricerca lombardo sui problemi dell’invecchiamento; quale primo passo, nella normativa
dell’ex art. 26, avevamo creato la prima GERU italiana (Geriatric Evaluation and Rehabilitation
Unit), un modello di cura dell’anziano sviluppatosi presso la UCLA (Universita di Los Angeles-
California) dal quale avevamo ampiamente attinto, basato sulla valutazione multidimensionale.

Nonostante il lavoro matto e disperato (i giovani medici praticamente vivevano in Ospedale: per
guadagnare prestavano il servizio di guardia notturno, di giorno il lavoro era volontario e gratuito)
non si intravvedevano sviluppi: ci trovavamo con scarsa possibilita di crescita e senza
un’interlocuzione stabile di riferimento.



La nascita dell’UO di Geriatria

In questo contesto I'opportunita di intraprendere un nuovo progetto era stimolante.
Peraltro non avremmo lasciato l'istituzione Richiedei priva di direzione dando la
possibilita al mio aiuto Simone Franzoni (che ora dirige I’'U.O di medicina dell’Istituto
Clinico Citta di Brescia) di diventare primario.

L'avventura inizio in quel modo. Quando si capi che le cose si mettevano nel verso giusto
cominciammo (io e Piera Barbisoni, allora neolaureata, sotto la guida discreta e
affettuosa del mio maestro Marco Trabucchi) a ipotizzare il futuro reparto.

| colloqui con madre Menni, con Albini e con il direttore sanitario, il compianto Giuliano
Cozzaglio, erano incoraggianti (a onor di verita si deve ricordare che Giuliano non aveva
allora, né ebbe in seguito, la men che minima idea di cosa fosse una geriatria per acuti,

ma tant’e).



La nascita dell’UO di Geriatria

In Lombardia non c’erano modelli cui ispirarsi (la geriatria lombarda & nata fuori
dall’'ospedale ed & sempre stata extraospedaliera: Riabilitazioni geriatriche e RSA), i
modelli italiani (Veneto, Toscana, Emilia e Piemonte) ci sembravano, superbia dei
giovani!, bolsi e marginali rispetto all’'organizzazione ospedaliera.

La provvidenza ci fu vicina: nel maggio 1995 era stato pubblicato sulla prestigiosa
rivista scientifica “The New England Journal of Medicine” uno straordinario lavoro
scientifico di Seth Landerfelt e collaboratori intitolato “A Randomized Trial of Care in
a Hospital Medical Unit Especially Designed to Improve the Functional Outcomes of
Acutely lll Older Patients”, condotto nell’Universita di Cleveland (Ohio, USA).
L'articolo dimostrava come I'applicazione della modalita di lavoro multidimensionale,
quella che noi gia applicavamo al Richiedei di Gussago, era in grado di migliorare gli
outcome (gli esiti) di anziani spedalizzati per malattia acuta: i pazienti guarivano piu
in fretta, lo stato funzionale veniva preservato al meglio, si riduceva il numero delle
complicanze ospedaliere, una volta dimessi i pazienti rientravano in ospedale meno
frequentemente, come pure era meno frequente il ricorso alle RSA. Il modello si
associava ed una riduzione della durata del ricovero e a una riduzione dei costi.
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A RANDOMIZED TRIAL OF CARE IN A HOSPITAL MEDICAL UNIT ESPECIALLY DESIGNED
TO IMPROVE THE FUNCTIONAL OUTCOMES OF ACUTELY ILL OLDER PATIENTS

C. SETH LANDEFELD, M.D., ROBERT M. PALMER, M.D., DENISE M. KRESEVIC, M.S.N.,
RICHARD H. FORTINSKY, PH.D., AND JEROME KowaL, M.D.



La nascita dell’UO di Geriatria

Prendemmo a modello I’ACE di Cleveland. Applicammo tutto il possibile: quanto era

stato e veniva fatto in quell’Ospedale poteva essere e venne perfettamente replicato
alla Poliambulanza: stessa modalita di lavoro, stessa cartella clinica, stessi strumenti

di valutazione.... tutto copiato.

Il reparto di Geriatria della Poliambulanza nasceva come replica perfetta dell’ACE-
Medical Unit (Acute Care for the Elderly-Medical Unit) dell’Universita di Cleveland
(“copiare... per copiare bisogna leggere”).

Partimmo col desiderio e la presunzione di essere i piu bravi (la mission: “realizzare
un intervento diagnostico e terapeutico su anziani con patologia acuta e
caratteristiche di complessita e problematicita, diretto a ripristinare, quanto piu
rapidamente, la stabilita clinica e 'lautonomia funzionale; I'intervento é guidato da
un processo di VMD, dal quale scaturisce un piano individuale di assistenza”). Il
modello funzionava alla perfezione, anzi nettamente meglio rispetto alle prudenti
previsioni che avevamo precedentemente formulato e consegnato al DG.



La nascita dell’UO di Geriatria

La degenza media era circa la meta di quella dei reparti geriatrici italiani.

Presentando i risultati del nostro lavoro nei Congressi della nostra Societa Medica non
infrequentemente venivamo accusati di fare della pessima medicina, di essere contro
gli anziani, di sbattere fuori dall’Ospedale i malati, di metterli in strada...

Non sapevano immaginare quanto quei risultati erano invece frutto di una
faticosissima (studio, studio, studio, studio ...) efficienza che avevamo raggiunto
attraverso la redazione notturna di linee guida e protocolli di reparto, mediante
meeting mattinieri di condivisione delle idee e dei problemi, attraverso la
realizzazione di un database che ci permetteva in ogni momento di conoscere i punti
di forza e di debolezza del sistema implementato e di adattare il modello
organizzativo; con I'attivazione, ben prima che I’ASL le rendesse obbligatorie, delle
dimissioni protette, ecc. Il sistema era efficiente e come la sperimentazione USA si
associava a risultati positivi in termini di salute per i pazienti ed economicamente
sostenibile.

Il tempo ci ha dato ragione. Si sarebbero accorti piu tardi, i nostri
accusatori/detrattori, della bonta del nostro lavoro; quello che per loro oggi € un
obbligo di legge per noi fu una scelta clinica maturata con studio e lavoro e gia da
allora irrinunciabile.



Di cosa voglio parlare

* |l database e la centralita della funzione (gambe e cervello)
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Hospitalization-Associated Disability
“She Was Probably Able to Ambulate, but I'm Not Sure”

Kenneth L. Covinsky, MD, MPH
Edgar Pierluissi, MD
C. Bree Johnston, MD, MPH

THE PATIENT'S STORY

Ms N is a 70-year-old woman admitted to the medical ser-
vice of an urban public hospital. She reported experienc-
ing left labial pain and hematuria for 3 days. In the emer-
gency department, she was in acute renal failure (serum
creatinine, 10.8 mg/dL; potassium, 8.3 mEq/L).

She had a long history of type 2 diabetes mellitus, hyper-
tension, chronic kidney disease (baseline creatinine, 3.5 mg/
dL), coronary artery disease, peripheral vascular disease, and
diabetic neuropathy.

Ms N emigrated from the Philippines in 1997 to join her
husband, from whom she had since separated. Although her
primary language was Tagalog, all communication with her
during the hospitalization was in English. Her monthly in-
come was $300 per month from the US Social Security Ad-
ministration. One of her 6 children lives locally. Prior to ad-
mission, Ms N reported that she lived independently as a
guestin a friend’s home and was able to care for herself un-
til 3 days before admission.

On admission, Ms N appeared frail, shivering with a tem-
perature of 98.2° F (36.8° C), systolic and diastolic blood
pressure of 155/42 mm Hg, pulse rate of 55 beats per min-
ute, and a respiratory rate of 22 breaths per minute. There
was a 3-cm mass in the left labium majorum that was ten-
der and indurated. She was alert and oriented to person, place,

In older patients, acute medical iliness that requires hos-
pitalization is a sentinel event that often precipitates dis-
ability. This results in the subsequent inability to live in-
dependently and complete basic activities of daily living
(ADLs). This hospitalization-associated disability oc-
curs in approximately one-third of patients older than 70
years of age and may be triggered even when the illness
that necessitated the hospitalization is successfully treated.
In this article, we describe risk factors and risk stratifi-
cation tools that identify older adults at highest risk of
hospitalization-associated disability. We describe hos-
pital processes that may promote hospitalization-
associated disability and models of care that have been
developed to prevent it. Since recognition of functional
status problems is an essential prerequisite to prevent-
ing and managing disability, we also describe a prag-
matic approach toward functional status assessment in
the hospital focused on evaluation of ADLs, mobility, and
cognition. Based on studies of acute geriatric units, we
describe interventions hospitals and clinicians can con-
sider to prevent hospitalization-associated disability in
patients. Finally, we describe approaches clinicians can
implement to improve the quality of life of older adults
who develop hospitalization-associated disability and that
of their caregivers.

JAMA. 2011,306(16):1782-1793 WWW.jama.com
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Figure. Factors Contributing to the Development of Hospitalization-Associated Disability
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Hospitalization-associated disability refers to patients who have a new disability in activities of daily living (ADLs) at hospital discharge that they did not have before the onset
of the acute illness. This disability leads to the loss of independent functioning. It comprises patients who develop new disability between the onset of the acute illness and
hospitalization, as well as those who develop new disability during their hospitalization. The risks for disability due to an acute illness before hospitalization and failure to
recover functioning during hospitalization, as well as onset of a new disability during hospitalization, stem from the interaction of baseline functional reserve (vulnerability
and capacity to recover), the precipitating event of the acute illness resulting in hospitalization, hospital processes that might contribute to disability, and factors affecting care
after hospitalization discharge. Processes common to the development of geriatric syndromes include the interaction of baseline vulnerability and capacity to recover, the
severity of precipitating events (acute illness), and care processes (hospital factors) that may inhibit functional recovery and promote further functional decline. IADLs indicate
instrumental activities of daily living.

AIndicates that a new disability can occur at various points in the timeline between acute illness onset and hospital discharge.

JAMA, October 26, 2011—Vol 306, No. 16
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Table 4. Minimum Functional Assessment in Hospitalized Older Adults

Functional Domain Assessment on Admission Daily Assessment

ADLs: taking a For each ADL, the following elements should be assessed at admission Ask nurse or nursing assistant at bedside the
bath or shower; and before onset of illness: extent of help they are providing for bathing,
getting dressed; Difficulty with ADL: “On the day of admission did you have any dressing, transferring, using the toilet, eating,
transferring difficulty bathing or taking a shower? Did you have any difficulty and walking
(getting out of bed bathing before the onset of the problem that led to your being Review nursing and physical/occupational
and out of a hospitalized?” Ascertainment of equipment use for walking therapy notes
chair); using the (cane or walker) or bathing (shower chair and rails)
toilet; eating; and If patient reports difficulty, assess need for help: “On the day of
walking across admission, did you need the help of another person to bathe?
a room How about before this illness?”

If the patient needs help, assess adequacy of help: “What help do
you need? Who helps you? Do you get enough help?”

Mobility Observe by asking the patient the following: Repeat on daily rounds
To sit up in bed without assistance
To get out of bed and stand
To walk a few steps, using a cane or walker as necessary

Cognitive function Administer the MiniCog Assess for delirium on daily interview with patient
Give the patient 3 items to remember (ie, bird, paper, watch) and consider;
Ask the patient to draw a clock, setting hands to show 11:10 (patient Orientation: “What day of the week is it?”
should draw circle, place numbers, place hands) Inattentiveness (does the patient have
Ask patient to recall the 3 words difficulty focusing, is patient easily
Score 2 points for correct clock and 1 point for each correct word distractible)
=3 Points indicates a passing score Unclear thinking (does the patient seem to

ramble; is the flow of speech unclear,
tangential, or difficult to follow)

Assess these parameters for fluctuation
over time

Review nursing notes looking for evidence
of these features

Abbreviation: ADL, activities of daily living.

JAMA, October 26, 2011—Vol 306, No. 16



Lo stato di salute (il background clinico)

Il paziente robusto
* Non disabile (BADL=0/6)
* Senza demenza (MMSE>18)

Il paziente fragile
* Con disabilita (BADL=1+/6)

Il paziente fragile&con demenza
e Con disabilita (BADL=1+/6)
e V¥ cognitivita (MMSE<18)

Il paziente con demenza
e V¥ cognitivita (MMSE<18)




Incidence of Hospitalization-Associated Disability

Although it is obvious how directly disabling ilinesses such as hip fracture
or stroke can lead to long-term disability, it is less obvious how patient’s
iliness led to disability. Most of the acute metabolic and infectious
problems that led to hospitalization showed dramatic improvement by
discharge and hemodialysis should have led to an improvement in uremic
symptoms. Yet her functional trajectory followed a downward spiral. This
discordance between the improving trajectory of the medical diagnoses
and the failure to recover functional loss occurring shortly before
admission, as well as new functional loss after admission, is a common
sequelae of hospitalization.

JAMA, October 26, 2011—Vol 306, No. 16



Acute lliness as a Precipitating Event

Although older age disability can develop suddenly (ie, from a stroke), its onset is
usually insidious, meaning an individual gradually accumulates impairments that make
it more difficult to independently perform an ADL. Acute illness and hospitalization
then precipitate a transition to frank disability. Before hospitalization, a patient may
note that getting dressed is taking greater effort but can be done without assistance.
After a hospitalization, a patient might only be able to get dressed with the assistance
of a caregiver.

Hospitalization-associated disability can be understood through the paradigm of
geriatric syndromes as it shares many features with other geriatric syndromes such as
falls, delirium, and incontinence. As is typical of geriatric syndromes, hospitalization-
associated disability can rarely be explained by a single cause. Rather, it occurs in
vulnerable older adults who accumulate impairments in multiple domains. These
impairments encompass a range of vulnerabilities such as comorbid diseases, cognitive
impairment, and psychosocial factors such as depression and limited social support.
Precipitating events such as acute illness and hospitalization then trigger the full
syndrome. Processes of hospital care including iatrogenic risks, immobility,
polypharmacy, and lack of adaptive accommodations can both inhibit the recovery of
functional loss that occurred immediately before hospitalization and lead to additional
functional loss during the hospitalization.

JAMA, October 26, 2011—Vol 306, No. 16



Preventing Hospitalization-Associated Disability

Although hospitalization-associated disability results, in part, from the illness
necessitating hospitalization, hospital processes may play a role both in inhibiting
recovery of functional loss that occurred shortly before admission and in
accelerating additional functional decline during hospitalization. For example, most
hospitalized older adults spend the majority of time in bed; even short periods of
bedrest accelerate muscle wasting. Hospitalization provides opportunities for
iatrogenic complications, including medication adverse effects and infections,
especially in patients with indwelling devices such as urinary catheters. Nutritional
status often deteriorates during hospitalization. This may be partially related to
excessive use of nothing by mouth orders and restrictive unpalatable diets. Many of
these processes also precipitate delirium, a potent risk factor for hospitalization-
associated disability.

A number of interventions have been implemented to reduce the incidence of
hospitalization-associated disability. They include geriatric inpatient units (acute
care of elders or ACE units), geriatric inpatient rehabilitation (also known as
geriatric evaluation and management [GEM] units), geriatric inpatient consultation,
Hospital at Home (HAH), and the Hospital Elder Life Program (HELP).

JAMA, October 26, 2011—Vol 306, No. 16



Preventing Hospitalization-Associated Disability

The strongest evidence that redesigned care systems improve outcomes stems
from ACE units. ACE provides interdisciplinary care on geriatric-focused units
with protocols for prevention and rehabilitation of disability. A meta-analysis
suggested that ACE units reduce the incidence of functional decline at discharge
and increase the likelihood of discharge to home. ACE units can reduce hospital
length of stay and the resulting cost savings may be greater than the added costs
of the unit. One study showed increased satisfaction among patients, nurses, and
physicians. Many of the processes adopted by ACE units are also facilitated by
Nurses Improving Care for Healthsystem Elders (NICHE), a program that provides
resources to nurses to improve care of hospitalized older adults. Ms N regained
independence in ADL function during her brief stay on the ACE unit, but her
independence subsequently declined after she was transferred to a regular
medical floor despite the continued stabilization of her acute medical problems.

JAMA, October 26, 2011—Vol 306, No. 16



Preventing Hospitalization-Associated Disability

Inpatient GEM units differ from ACE units in that they usually admit patients after
their acute problems are stabilized. GEM units provide a greater focus on
rehabilitation than on prevention of hospitalization-associated disability. They are
also more selective in their choice of patients, with a focus on those most likely to
benefit from rehabilitation. ACE and GEM units share an important similarity, which
is the oversight of a multidisciplinary team and the use of comprehensive geriatric
assessment. A meta-analysis suggested that GEM units increase the likelihood of
functional improvement by the time of discharge and lower the need for nursing
home care. Subgroup analyses suggest that GEM units are particularly promising
following hip fracture.

In contrast to these models, consultative inpatient geriatric assessment has failed to
demonstrate the same effect on outcomes as the interventions in which the
multidisciplinary team takes a primary role in patient care. The lessons from ACE
and GEM units suggest that the usual scenario, in which physical therapy,
occupational therapy, and geriatrics are provided as isolated consultation services,
is less effective than integrating all of the disciplines into the multidisciplinary team.

JAMA, October 26, 2011—Vol 306, No. 16



A Prospective Cohort Study of Geriatric Syndromes Among
Older Medical Patients Admitted to Acute Care Hospitals

Pmbb‘a Lakhan, RN, PhD, 7' Mark Jones, PhD,”" Andrew Wz‘l;on, MD, PhD,* Mary Courtney,
PhD,*" John Hirdes, PhD,*"" and Leonard C. Gray, MD, PhD"

OBJECTIVES: To identify the prevalence of geriatric syn-
dromes in the premorbid for all syndromes except falls
(preadmission), admission, and discharge assessment peri-
ods and the incidence of new and significant worsening of
existing syndromes at admission and discharge.

DESIGN: Prospective cohort study.

SETTING: Three

Australia.

PARTICIPANTS: Five hundred seventy-seven general med-
ical patients aged 70 and older admitted to the hospital.
MEASUREMENTS: Prevalence of syndromes in the pre-
morbid (or preadmission for falls), admission, and dis-
charge periods; incidence of new syndromes at admission
and discharge; and significant worsening of existing syn-
dromes at admission and discharge.

acute care hospitals in Brisbane,

RESULTS: The most frequently reported premorbid syn-
dromes were bladder incontinence (44%), impairment in
any activity of daily living (ADL) (42%). A high propor-
tion (42%) experienced at least one fall in the 90 days
before admission. Two-thirds of the participants experi-
enced between one and five syndromes (cognitive impair-
ment, dependence in any ADL item, bladder and bowel
incontinence, pressure ulcer) before, at admission, and at
discharge. A majority experienced one or two syndromes
during the premorbid (49.4%), admission (57.0%), or dis-
charge (49.0%) assessment period.The syndromes with a
higher incidence of significant worsening at discharge (out
of the proportion with the syndrome present premorbidly)
were ADL limitation (33%), cognitive impairment (9%),
and bladder incontinence (8%). Of the syndromes exam-

ined at discharge, a higher proportion of patients experi-
enced the following new syndromes at discharge (absent
premorbidly): ADL limitation (22%); and bladder inconti-
nence (13%).

CONCLUSION: Geriatric syndromes were highly preva-
lent. Many patients did not return to their premorbid func-

tion and acquired new syndromes. | Am Geriatr Soc
59:2001-2008, 2011.

Key words: geriatric syndromes; hospital

Gcriarric syndromes such as falls and functional decline
are common in older medical patients in hospital
settings' > but may not be recognized and managed
adequately.® Studies investigating the prevalence of geriat-
ric syndromes in general medical inpatients have mainly
focused on single syndromes.”'" Those investigating the
prevalence of more than one syndrome have investigated
syndromes present before and at admission™'* !¢ or have
examined syndromes as risk factors for outcomes such as
length of stay, institutionalization, and mortality.>'*'117"1%
One small study examined the presence of more than one
syndrome (mobility, toileting, grooming, transfer, feeding,
bladder or bowel incontinence, and mental status) in 71
medical patients aged 74 and older 2 weeks before admis-
sion, on Day 2 of hospitalization, at discharge, and 1 week
after discharge.'”



Table 3. Worsening of Existing Premorbid and Admission Syndromes

Significant Worsening at Significant Worsening at Significant Worsening at
Admission of Preexisting Discharge of Preexisting Discharge of Preexisting
Premorbid Syndromes Premorbid Syndromes Admission Syndrome
Geriatric Syndrome n/N (%)

ADL limitation (Short ADL Scale)* 74/110 (67.3) 32/96 (33.3) 8/314 (2.5)

Cognitive impairment* 13/138 (9.4) 12/127 (9.4) 4/138 (2.9)

Bladder incontinence™ 11/108 (10.2) 9/108 (8.3) 2/22 (9.1)

Bowel incontinence™ 2/69 (2.9) 3/69 (4.3) 1/18 (5.6)

Pressure ulcer 0/9 0/9 0/26

" Indwelling urinary catheters excluded.

T Patients with an ostomy or who did not have any bowel movement during the assessment period were excluded.

+ - . . . . . . . - B - . .

* The number of patients without the syndrome premorbid (denominator) varies in the first two columns because of the varying numbers of patients with
missing data at admission and discharge.

ADL = activity of daily living.

JAGS  59:2001-2008, 2011



Table 1. Hospital-Acquired Conditions (HACs)

Category

Condition

Serious preventable
event

Hospital-acquired
infection

Geriatric syndrome

Other

Object left in place

during surgery

Air embolism

Blood incompatibility
Catheter-associated urinary
tract infection

Vascular catheter-associated
infection

Surgical site infection
Mediastinitis after coronary
artery surgery

Select orthopedic procedures™
Bariatric surgery*

Pressure ulcer, stage 3 or 4
Injurious falls and other
hospital-acquired injuries
Deep venous thrombosis or
pulmonary embolism

after certain orthopedic
procedures™

Manifestation of poor
glycemic control*

*Added in 2008 rulemaking.

JAGS  60:364-366, 2012



ORIGINAL INVESTIGATION

Assessing Gait Speed in Acutely Il
Older Patients Admitted to an Acute
Care for Elders Hospital Unit

Esh.'

Scan for Author
Audio Interview

Glenn V. Ostir, PhD; Ivonne Berges, PhD; Yong-Fang Kuo, PhD; James S. Goodwin, MD;

Kenneth J. Ottenbacher, PhD; Jack M. Guralnik, MD, PhD

Background: Assessment of mobility in geriatric hos-
pital units relies primarily on subjective observation or
patient self-reports. We objectively examined the gait
speed of hospitalized older patients.

Methods: Prospective study of 322 patients 65 years or
older admitted from the community to a geriatric hos-
pital unit between March 2008 and October 2009. As-
sociations of gait speed (in meters per second) and ac-
tivities of daily living with length of stay and home
discharge were examined in multivariable logistic and gen-
eralized linear regression models.

Results: [n total, 206 of 322 patients completed the gait
speed walk, with a mean gait speed of 0.53 m/s. A strong
association was found between faster gait speed and
shorter length of stay. Patients unable to complete the
walk and patients having gait speeds of less than 0.40 m/s
had significantly longer lengths of stay by 1.9 and 1.4 days,

respectively, compared with patients having gait speeds
of at least 0.60 m/s. Similarly, patients unable to com-
plete the walk (odds ratio, 0.03; 95% CI, 0.003-0.21) and
patients having gait speeds of less than 0.40 m/s (odds
ratio, 0.07; 95% CI, 0.001-0.63) had significantly de-
creased odds of home discharge compared with patients
having gait speeds of at least 0.60 m/s. Activities of daily
living were less robust than gait speed in discriminating
the risk of length of stay or home discharge.

Conclusions: Gait speed is a clinically relevant indica-
tor of functional status and is associated with important
geriatric health outcomes, including length of stay and
home discharge. Gait speed could be used to comple-
ment information obtained by self-reported activities of
daily living.

Arch Intern Med. 2012:172(4):353-358



Conditions associated to 12 month mortality in 488 elderly hospitalized patients.

Age (80+)

Gender (males)
Dementia (MMSE <18)
Respiratory diseases
Liver diseases

Chronic Renal failure
Cancer

Charlson Index (>3)
Drugs (5+)

Malnutrition

BADL functions lost (N=488)
0-1
2-3
4-5
5-6

Gait speed (15 mts)(n=461)
<15 sec
16-25 sec-

>25 sec

Events/n

40/250
37/136
36/113
28/87
15/39
44/169
21/46
47/129
41/167
57/198

7/92
24/201
33/106

35/89

8/100
15/126
30/142

RRA

1.7
1.8
2.6
2.2
2.7
1.7
3.9
3.4
1.5
2.4

1.0
1.6
4.6
6.3

1.0
1.6
2.9

95%ClI

1.1-2.7
1.1-2.8
1.6-4.3
1.3-3.7
1444
1.1-2-7
2.1-7.3
2.1-5.4
1.0-2.3
1.5-3.7

Ref.
0.7-37
2.0-10.4
2.8-14.3

Ref.
0.7-3.7
1.3-6.4

ADL disability
model

RRE 95% ClI
3.6 2.0-6.3
1.8 1.1-3.0
1.8 1.1-2.9
1.9 1.2-3.1
1.0 Ref.
1.5 0.6-3.7
3.1 1.7-7.8
39 1.5-10.3

Gait speed
model

RRE  95%ClI
3.7 2.0-6.7
2.4 1.5-3.9
1.7 1.1-2.7
1.8 1.1-2.9
1.0 Ref.

1.2 0.5-2.8
2.2 1.0-4.9



Clinical conditions associated to 3 month mortality in 429 elderly patients

admitted to Emergency Department for infections.

n/events RRA 95%ClI RRE  95% CI

Barthel Index before admission (>30 and <60) 357/125 3.7 1.8-7.8 - ---
Barthel index major change (>30) 297/113 3.2 1.9-54 1.8 1.1-3.1
APACHE-APS (>13) 79/42 3.2 1.9-53 15 1.0-24
Dehydration (BUN/creatinine ratio >60) 140/56 1.9 1.2-3.1 1.5 1.0-2.2
Dementia (MMSE <18) 96/47 39 24-63 2.8 1.8-43
Delirium 100/47 25 1.5-3.9 --- ---
Active cancer (with or without metastasis) 49/31 46 2.5-8.6 3.6 2.2-58
Charlson Index (>4) 121/53 2.2 1.4-34 - ---
Drugs (>9) 154/67 2.3 1.4-3.5 1.7 1.1-2.6
CRP (>10) 152/62 1.9 1.3-2.9 1.5 1.0-2.3
Serum albumin (<3.5g/dl) 287/104 2.1 1.3-34 --- ---
Serum Cholesterol (<140) 124/47 1.6 1.0-25 --- ---
Gender (male) 217/69 1.1 0.7-1.6 --- ---

Age (>80) 224/79 1.5 0.9-2.4 ---JAGS, in.press



Table 2. Process of care for patients admitted to the subintensive
care unit (SICU).

In the Emergency Department or other referring department

Social history (civil status, living conditions, formal and informal care, etc.)

Medical history (previous diseases, injuries, surgical and medical treatments)

Actual problem-oriented history

Physical examination (check list)

Assessment of severity (APACHE Il score)

In the SICU/ACE unit

Comprehensive geriatric assessment on admission

- |ADL and BADL (Barthel index) 2 weeks prior to admission and on admission

- screening for delirium with CAM

- nurse assessment (ability to communication, IADL-BADL, elimination, mood
and sleep)

Review of medical care (main diagnoses, comorbidity, adverse events,

medication, examinations and procedures)

Patient-centred care plans (including prevention of pressure sores, delirium

and falls)

Define expected clinical goals

Discharge planning

Visit of patients (at least twice daily): review of medical care, patient-centred

care plans, clinical goals and plan for discharge

Assessment at discharge: MMSE, Geriatric Depression Scale, and BADL

ACE, acute care for the elderly; APACHE, Acute Physiology and Chronic Health

Evaluation; BADL, basic activities of daily living; CAM, Confusion Assessment
Method; IADL, instrumental activities of daily living; MMSE, Mini-Mental
Status Questionnaire.

(Intern Emerg Med 2006; 1 (3): 197-203)



Delirium in a Sub-Intensive Care Unit for the elderly:
occurrence and risk factors

Anette Hylen Ranhoffl, Renzo Rozzini%, Tony SabatiniZ, Angela Cassinadri?, Stefano BoffelliZ, and
Marco Trabucchi?

1Geriatric Research Group, Ullevaal University Hospital, Oslo, Norway, 2Medical Unit for the Acute Care of
the Elderly, Poliambulanza Hospital, and the Geriatric Research Group, Brescia, Italy

Table 3 — Factors associated with cumulative delirium in multiple
logistic regression among 401 elderly patients admitted to Sub-
Intensive Care Unit.

Delirium/n OR 95% CI

Heavy alcohol use 11/20 6.1 1.8-19.6
Fitted bladder catheter 94/228 2.7 1.4-49
Maximum number of drugs (7+) o4/152 19 1.1-3.2
Visual problems 56/116 1.7 1.0-3.1
APS - Acute Physiology Score (7+) 93/247 1.8 0933
Age (80+ years) 61/163 1.3 0.7-2.3
S-albumin (<3.5 gr/dl) 77/223 1.3 0.8-2.3
Premorbid status

Robust (non-demented and 166/19 1.0 (reference)

non-disabled)

Disabled 116/28 25 1347

Probably demented 119/70 11.5 6.1-20.1

Aging Clin Exp Res 18: 440-445, 2006
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A MULTICOMPONENT INTERVENTION TO PREVENT DELIRIUM
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Per i medici in formazione puo essere altrettanto importante
comprendere le caratteristiche sociali, ambientali, personali e la
complessita dei sistemi sanitari, che la conoscenza approfondita dei
processi biologici di base.

R.M. Kaplan et al, N Engl J Med; April 5, 2012

Vedi anche report dell’lURP!!!



Di cosa voglio parlare

* Dove andiamo (direzione e cambiamento atteso): la geriatria in un
“dipartimento di servizio”



Journal of Gerontology: MEDICAL SCIENCES Copyright 2002 by The Gerontological Society of America
2002, Vol. 57A, No. 12, MRO3-MEQS

The Future History of Geriatrics: Geriatrics at
the Crossroads

Robert L. Kane

University of Minnesota School of Public Health, Minneapolis.



GERIATRICS AT THE CROSSROADS

To some extent, geriatrics can control its destiny. It must

declare its intentions. Several alternative scenarios loom.
They are not all mutually exclusive.

.

)

Geriatrics can continue as a marginal activity, primarily
based in academic medical centers. Its work will be sub-
sidized in the name of teaching and perhaps cross-subsi-
dized to the extent it 1s credited with attracting a patient
base of high users of medical technology.

Geriatrics can become the dominant model for primary
care of complex elderly patients, perhaps combined with
a hospital practice that addresses the special needs of
such patients in purpose-built geriatric care wards.
Geriatric primary care can be provided primarily by geri-
atric nurse practioners, with geriatricians functioning as
consultants for particularly complex cases.

Geriatricians can function primarily in long-term care in-
stitutions, frequently working with geriatric nurse practi-
tioners.

Geriatricians can become end-of-life specialists offering
palliative care.

Geriatricians can become role models for chronic disease
care.



La Geriatria e la dipartimentalizzazione degli ospedali

-Qual e il ruolo oggi di una Geriatria per acuti in un Dipartimento
medico (nel nuovo ospedale-FP, rappresenta un quinto dei letti)

-Quale specificita ha nell’ ospedale moderno dove dei molti indicatori
considerati solo tre -infarto, ictus e BPCO- sono di area medica e gli altri
chirurgici?

-DMG: “Dipartimento di servizio”, cioe che assicura ad altri operatori
sanitari il migliore accesso e utilizzabilita dei servizi ospedalieri per la
cura del cittadino.



DMG “Dipartimento di servizio”

Un servizio per essere efficiente si mette “al servizio” non in
antagonismo: &€ complementare, non sovrapposto né ostile. Non
mette aprioristicamente in discussione quello che fa I'altro, ma lo
integra, lo elabora e collabora. Si parte da dove I'altro ha terminato.
Si ispira al principio di simpatia e non di antagonismo, al
sentimento di comunanza di interessi: “patient first”.



DMG “Dipartimento di servizio”

* Unservizio e “al servizio”: nonostante la banalita dell’affermazione un
dipartimento medico abitualmente fatica a dare la propria disponibilita
(posti letto, consulenze, know-how). Il DMG si relaziona a:

= Pronto Soccorso: disponibilita di letti. Non essere ostili nei confronti dei colleghi
(giovani ad elevato turnover); possono avere difficolta inesprimibili o essere
incapaci di esprimerle. Necessita di trovare a breve un nuovo equilibrio di
interazione - monitorare possibile nuovo case mix, probabilmente non
immediato, ma ineludibile, e calibrare il rapporto.

= Territorio-MMG: disponibilita nel rispetto obbligato dell’appropriatezza. Se non si
e convinti della bonta del ricovero dare la diponibilita a valutare rapidamente il
paziente, telefonare. (es. pz. terminali).

= RSA: disponibilita sempre (il ricovero e di secondo livello).

= Servizi intraospedalieri: immediata disponibilita (esperienza letti rossi, letti verdi);
gestione dei letti elastica.

= Altri reparti (UTIP, chirurgie, ortopedia): idem, sebbene di entita minore.




Di cosa voglio parlare

e Must generali clinici e organizzativi (occupazione reparto, numero
ricoveri, durata della degenza-LOS)
* Processi trasferibili
* Modelli nuovi, problemi nuovi & specifici



Must generali

A) L'occupazione piena dei letti non & un successo organizzativo; spesso e la premessa
per un fallimento clinico: 'occupazione media ideale di posti letto per poter svolgere
un’attivita responsabile e sicura e pari a 85% (OMS, 1998). E’ tollerabile
un’occupazione tra 85-90%. Quando si superi questi valori si determina
sovraffollamento (aumenta il rischio di morbilita, infezioni, mortalita, Corrocher, SIMI
2009) (United States: bed-occupancy rates above 80% progressively delayed
discharge and admission to a ward, MJA 2010).

Il dipartimento é per acuti, non di riabilitazione.

Sicurezza ed efficacia: I'occupazione piena dei letti & un rischio clinico e non produce
ricadute organizzative.

B) Durata della degenza (LOS) non é solo indicatore di efficienza di reparto (quello piu
grezzo, obiettivo indispensabile per garantire un ruolo di valore del nostro
dipartimento all’interno del nuovo grande ospedale): € primariamente un indicatore
di efficienza clinica.



Perfezionare se possibile il modello adottato, indiscutibilmente virtuoso, in
considerazione sia della durata della degenza piu bassa che del peso medio di
complessita clinica (DRG) piu elevato.

Il modello e consolidato e faticosamente elaborato: tiene conto dei bisogni
specifici e complessi dei pazienti, del lavoro d’equipe, della necessita di
frequente “transitional care”, del sistema DRG, dell’invecchiamento dei
pazienti, dell’unicita dell’Ospedale, etc.

Il modello e plastico e puo essere sostituito e/o integrato, da un altro che si
dimostri maggiormente efficiente (sic!).



Processi trasferibili

Assumere la dimissione medica come aspetto clinico primario, non solo
come momento burocratico.

Qualche anno fa in Geriatria si era adottato il programma “Geriatria under
5”; era ovviamente una forzatura che voleva pero significare la necessita di
finalizzare il lavoro al work-up diagnostico tempestivo; nel 2011 la geriatria
ha avuto una degenza media di 5,3 giorni.

E possibile trasferire il programma (ipotizzare un “DMG under 6”) all’interno
del dipartimento?.

II a“

Se non ci si pone l'obiettivo dell’ “under 6”, questo diventa irraggiungibile.



Processi trasferibili

Cartella clinica che, con modalita definite, indica:
Lo stato di salute premorboso (la funzione per i vecchi);
Inquadramento diagnostico, all’ingresso, e revisione, in itinere;
Work Up Diagnostico (WUD) e Terapeutico (WUT) espliciti;
Bisogni assistenziali e sociali in prima giornata -
Dimissione protetta (transitional care) quando necessaria (prima giornata).

Non “il farsi carico” per buon cuore, ma come modalita strutturale al lavoro
clinico.



Modelli nuovi, problemi nuovi e specifici

Original article

Subintensive care unit for the elderly:
a new model of care for critically ill frail
elderly medical patients

Anette Hylen Ranhoff!l, Renzo Rozzini23, Tony Sabatini23, Angela Cassinadri23, Stefano Bottelli23,
Marco Ferri23, Nicola Travaglini?3, Antonella Ricci?3, Alessandro Morandi23, Marco Trabucchi3

1Geriatric Research Group, Ullevaal University Hospital, Oslo, Norway, 2Department of Internal Medicine and Geriatrics,
Poliambulanza Hospital, Brescia, 3Geriatric Research Group, Brescia, Italy

(Intern Emerg Med 2006; 1 (3): 197-203)



Anette Hylen Ranhoff et al.

Table 3. Characteristics of patients (> 60 years) admitted in the acute care for the elderly (ACE) unit during 2002 (A), of selected patients with
an APACHE Il score > 5 and/or an APACHE-APS score > 3 admitted to the ACE unit during 2002 (B), and patients with an APACHE Il score > 5
and/or APACHE-APS score > 3 admitted in the subintensive care unit (SICU) for the elderly (C).

A B C p*
(n=1380) (n=125) (n=401)
Age (years) 78.8+9.3 823+6.8 781+ 8.8 < 0.05
Female gender 911 (66.0%) 49 (56%) 196 (49%) NS
Living alone 52 (37.7%) 37 (29.6%) 102 (25.4%) NS
Vision impairment 293 (21.2%) 33 (26.4%) 116 (29.0%) NS
History of heavy alcohol use 83 (6.0%) 6 (4.8%) 20 (5.0%) NS
No. of IADL lost 2 weeks previously 33x27 45+29 3.4+30 NS
Barthel index (0-100)
2 weeks previously 849+ 246 65.6 + 33.9 72.8 +33.0 NS
On admission 75.0 +28.2 36.6 + 35.9 28.8 +35.2 NS
At discharge 78.8 +26.2 475 + 38.2 49.3 + 39.4 NS
MMSE score (0-30) at discharge 22672 17.0 +10.7 191 =11.0 NS
Charlson index (0-33) 69+25 89=+29 6.5+20 < 0.05
APACHE Il score (0-71) 6.7+2.8 179 +5.7 145+ 6.0 < 0.05
APACHE-APS (0-33) 21+26 88+36 9.0+57 NS
Serum albumin (g/dI) 40+06 35+0.6 33+06 NS
Serum cholesterol (mg/dI) 205.2 =514 175.8 + 49.8 174.2 £ 49.7 NS
Maximum number of drugs 42+32 50+22 76+32 < 0.05
Main diagnoses
Respiratory failure 255 (18.5%) 35 (28.0%) 172 (42.9%) < 0.001
Cardiac disease 264 (19.1%) 28 (22.4%) 111 (27.7%) NS
Stroke 171 (12.4%) 15 (12.0%) 44 (11.0%) NS
Gastrointestinal bleeding 197 (14.3%) 12 (9.6%) 27 (6.7%) NS
Cancer-related problems 127 (9.2%) 18 (14.4%) 23 (5.7%) < 0.01
Acute renal failure 36 (2.6%) 7 (5.6%) 16 (4.0%) NS
Other 527 (38.2%) 6 (4.8%) 8 (1.9%) NS
Cumulative delirium 95 (6.9%) 27 (21.6%) 128 (31.2%) < 0.01
Indwelling bladder catheter 170 (12.3%) 45 (36.0%) 228 (56.9%) < 0.01
Non-invasive mechanical ventilation - - 87 (21.7%)
Length of SICU stay (h) - - 61.8 624
Length of hospital stay (days) 6.1 3.2 7.7+52 6.0 4.9 NS
Mortality in the SICU - - 31 (7.7%) -
Mortality (in hospital) 50 (3.6%) 24 (19.2%) 50 (12.5%) <0.05

APACHE, Acute Physiology and Chronic Health Evaluation; APS, Acute Physiology Score; IADL, instrumental activities of daily living; MMSE, Mini-Mental Status
Questionnaire. * B vs C.

(Intern Emerg Med 2006; 1 (3): 197-203)



BRIEF REPORTS

Hospital Transters of Nursing Home Residents with Advanced

Dementia

Jane L. Givens, MD, MSCE,*” Kevin Selby, MD,* Keith S. Goldfeld, MPA, MS,’” and

Susan L. Mitchell, MD, MPH*"

OBJECTIVES: To describe diagnoses and factors associ-
ated with hospital transfer in nursing home (NH) residents
with advanced dementia.

DESIGN: Prospective cohort study.
SETTING: Twenty-two Boston, Massachusetts-area NHs.

PARTICIPANTS: Three hundred twenty-three NH resi-
dents with advanced dementia.

MEASUREMENTS: Data were collected quarterly for up
to 18 months. Data regarding transfers were collected with
regard to hospitalization or emergency department (ED)
visit, diagnosis, and duration of inpatient admission. Infor-
mation on the occurrence of any acute medical event
(pneumonia, febrile episode, or other acute illness) in the
prior 90 days was obtained quarterly. Logistic regression
conducted at the level of the acute medical event identified
characteristics associated with hospital transfer.

RESULTS: The entire cohort experienced 74 hospitaliza-
tions and 60 ED visits. Suspected infections were the most
common reason for hospitalization (44, 59%), most fre-
quently attributable to a respiratory source (30, 41%).
Feeding tube-related complications accounted for 47% of
ED wvisits. In adjusted analysis conducted on acute medical
events, younger resident age, event type (pneumonia or
other event vs febrile episode), chronic obstructive pulmo-
nary disease, and the lack of a do-not-hospitalize (DNH)
order (adjusted odds ratio = 5.22, 95% confidence inter-
val = 2.31-11.79) were associated with hospital transfer.

CONCLUSION: The majority of hospitalizations of NH
residents with advanced dementia were due to infections
and thus were potentially avoidable, because infections are
often treatable in the NH. Feeding tube-related complica-
tions accounted for almost half of all ED visits, represent-
ine a common but underrecoenized burden of this
intervention. Advance care planning in the form of a DNH
order was the only identified modifiable factor associated
with avoiding hospitalization. ] Am Geriatr Soc 2012.



Three-month mortality risk in 150 nursing home elderly hospitalized patients

Variables

Male

Aged >80

Bedridden before admission (<30)

Acute Physiology and Chronic Health Evaluation Il Acute
Physiology Subscore >5

Dehydration (blood urea nitrogen: creatinine >60)

Mini-Mental State Examination score <18

Delirium

GIC-Geriatric Index of Comorbidity (2+)
More than 7 drugs

Malnutrition (serum albumin <3.5g/dL)

COPD

Pneumonia (any cause)

n/events

38/20
94/33
81/34
79/42

49/16

98/36
34/17

76/30
37/21
84/34

46/21
35/17

Crude

Adjusted?

Relative Risk (95% Confidence

Interval)

3.3 (1.5-7.2)
1.5 (0.8-3.1)
2.8 (1.5-5.9)
4.5 (2.1-9.8)

1.5 (0.7-3.1)

3.1(1.8-7.8)
2.7 (1.2-6.0)

2.0 (1.1-4.1)
2.3 (1.4-3.5)
4.1(1.8-9.1)

2.4 (1.1-4.9)
2.8 (1.3-6.2)

2.0 (1.0-4.3)

1.9 (1.0-4.2)
2.7 (1.2-6.1)

2.1 (1.1-3.7)

JAGS (in press)



Finding the Right Level of Posthospital Care
“We Didn't Realize There Was Any Other Option for Him"

Robert 1.. Kane, MD

THE FAMILY'S STORY

Mr and Mrs B lived in suburban New Jersey, where they
had raised 3 daughters. Mr B, aged 79 years, had compen-
sated congestive heart [ailure, diet-controlled diabetes
mellitus, and hearing loss remediated with hearing aids.
He was physically, mentally, and socially active. Mrs B,
aged 78 years, had chronic back pain that limited her
activities; Mr B assisted with laundry and food shopping.
Nonetheless, Mrs B was still able to engage tully in an
independent and active life.

In April 2006 Mr and Mrs B were involved in a severe
motor vehicle crash. Mrs B was taken to a hospital, where
she was found to have an ankle fracture that required sur-
gery and other minor injuries. Mr B was seen at a different
hospital and released to his daughter’s home. Three days
later, Mr B collapsed; a subdural hematoma was diagnosed
and treated surgically, but he remained in a coma in the
intensive care unit for more than 5 weeks. Mr B was dis-
charged into an acute rehabilitation facility and thereatter
to a skilled nursing facility (SNF). After Mrs B's ankle sur-
gery she received acute rehabilitation and was then dis-
charged to Mr B's SNF.

Mrs B’s gradual improvement necessitated finding a
new place for her to live. Her injuries ruled out stairs, so
her multistory house (hours away from her husband and
daughter) was not a viable option. Her daughter’'s home
lacked a ground-tloor bathroom and also would not
work. Mrs B, with input from her daughter, settled on an
apartment in congregate senior housing that provided

Many families considering posthospital care options are
ill-prepared and in need of guidance. They may not know
the range of available options, the relative benefits of each,
or have considered their therapeutic goals. Physicians
should be informants, advocates, and facilitators of this
big leap for their patients. Making a good long-term care
decision requires information and structure, but such de-
cisions are often made under great time pressure as part
of a hospital discharge. Professional intervention and guid-
ance by an informed but disinterested facilitator may be
needed, but hospital discharge planners may not be well
suited for this role because their mandate is a rapid dis-
charge. Physicians have 2 crucial roles in these transi-
tions: to ensure the seamless delivery of primary care and
to advocate for and facilitate, however possible, better
decision making. Physicians need at least a rudimentary
knowledge of the array of options and the implications
of each. Even if the physician cannot serve as the plan-
ning facilitator, the physician should ensure that this task
is done well. This review describes the range of options
and the implications of each option for long-term care
in the United States. It suggests the need for evaluating
each patient’s care goals, family circumstances and re-
sources, and clinical status to determine if more aggres-
sive medical care might improve an individual’s clinical
trajectory.

JAMA. 2011;305(3):284-293 WWW.jama.com




“Intensity of Care”

Post-Acute Care (PAC)
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Long-Term Care (LTC)

Congregate / Institution ;, Community / Home

JAMA. 2011,;305(3):284-293



B COMMENTARY

Policy Options to Improve Discharge
Planning and Reduce Rehospitalization

Vincent Mor, PhD
Richard W. Besdine, MD

RAIL OLDER PATIENTS AND THEIR FAMILIES ARE GEN-
erally unprepared for the tlurry of activity that oc-
curs during a hospitalization and for how quickly
they must decide where to go at discharge. Hospital
discharge is not the time to undertake the extended pro-
cess of long-term care planning and goals clarification. The
biggest challenge patients and families face as they decide
their discharge destination is to establish realistic goals of
care in the absence of coherent information about their prog-
nosis and options. This decision is particularly important
because of the weighty implications of their choices.

toms during the end of life. These groups are neither mu-
tually exclusive nor static; what may begin as postacute
rehabilitation may rapidly evolve into a more complicated
set of long-term care support services delivered in a nurs-
ing home, at home, or in one of the various alternative set-
tings enumerated by Kane® in this issue of JAMA. As such,
hospital discharge is a critical point in a patient’s medical
course; however, it occurs when no specific health care pro-
fessional is accountable for patients’ experiences.

The complexity of identifying appropriate goals of care,
not to mention the multiplicity of possible service options
available, would be difficult to navigate even without the
pressure of a hospital discharge deadline. Nonetheless, de-
cisions have to be made quickly with a high degree of am-
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Defragmenting Care

Stephen F. Jencks, Ann Int Med., December 7, 2010

To overcome an imperfect hospital system and poor communication between hospital and posthospital
providers, a straightforward—but not easy—4-step approach may be effective.

First, establish a standardized discharge process, supported by a checklist , because improving an undefined and
nonstandardized system is almost impossible. This checklist should include, at a minimum, a reconciled
medication list, a plan to obtain medications, instruction about when to seek help and who to contact, and a
prompt follow-up appointment. Instructions should include written materials, and the instructors should
ensure that the patient or caregiver can explain the instructions (teach-back).

Second, ask patients who are rehospitalized, their caregivers, and downstream providers to report how the
system failed to meet their needs. These 3 groups have just been part of the system and its discontinuities, and
their experience is invaluable in improving both the system and individual care.

Third, create effective communications between the hospital and discharging physician on one side and
patients, caregivers, posthospital providers, and posthospital institutions on the other. Communication should
include involving primary care physicians when their patients are being discharged and securing a follow-up
appointment. The discharge summary should lay out a plan to meet the patient's needs, not just recount the
hospital course.

Fourth, we must empower patients and their caregivers, through coaching and system redesign, to navigate the
health care system and make appropriate demands for service. These steps are only a framework; to achieve
optimal outcomes for individual patients in a particular community, the process will almost always require
modifications and adjustments to match local resources. Addressing such issues as fall prevention or poverty
will require substantial extensions of this model.



Defragmenting Care

Stephen F. Jencks, Ann Int Med., December 7, 2010

Defragmenting health care can seem hopelessly ambitious,
working against institutions, culture, and payment systems, but
reducing rehospitalization is one of those magical occasions in
which better care can both save money and improve outcomes.
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Thirty-Day Readmissions — Truth and Consequences
Karen E. Joynt, M.D., M.P.H., and Ashish K. Jha, M.D., M.P.H.

10.1056 /NEJMP1201598 NEJM.ORG
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Association of Diagnostic Coding With
Trends in Hospitalizations and Mortality
of Patients With Pneumonia, 2003-2009

Peter K. Lindenauer, MD, MSe¢
Tara Lagu, MD, MPH
Meng-Shiou Shich, PhD
Penelope S. Pekow, PhD)
Michael B. Rothberg, MDD, MPH

NEUMONIA 1S A LEADING CAUSE
of morbidity and mortality
among US adults, resulting in
more than 1 million annual
hospital admissions and accounting for
more than $10.5 billion in aggregate
costs.!2 Given its public health signifi-
cance, pneumonia has been the target
of quality improvement activities for
nearly 2 decades. This began with the
publication of clinical practice guide-
lines in the early 1990s,? was followed
by a series of statewide and national
quality improvement initiatives,* and
more recently has included public re-
porting and pay-for-performance pro-
grams led by the Joint Commission and
the Centers for Medicare & Medicaid
Services (CMS) and other payers.*®
These efforts have been associated
with favorable trends in adherence to
recommended processes of care, % in-
cluding the cheice and timely admin-
istration of antibiotics. At the same time,
several epidemiologic analyses have re-
ported that survival among pneumo-
nia patients appears to be improving,
suggesting that clinical advances, im-
provements in health care quality, or
both are having beneficial effects.!1* Al-

Context Recent reports suggest that the mortality rate of patients hospitalized with
pneumonia has steadily declined. While this may be the result of advances in clinical
care or improvements in quality, it may also represent an artifact of changes in diag-
nostic coding.

Objective To compare estimates of trends in hospitalizations and inpatient mortal-
ity among patients with pneumonia using 2 approaches to case definition: one limited
to patients with a principal diagnosis of pneumonia, and another that includes pa-
tients with a secondary diagnosis of pneumonia if the principal diagnosis is sepsis or
respiratory failure.

Design, Setting, and Participants Trends study using data from the 2003-2009
releases of the Nationwide Inpatient Sample.

Main Outcome Measures Change in the annual hospitalization rate and change
in inpatient mortality over time.

Results From 2003 to 2009, the annual hospitalization rate for patients with a prin-
cipal diagnosis of pneumonia declined 27.4%, from 5.5 to 4.0 per 1000, while the
age- and sex-adjusted mortality decreased from 5.8% to 4.2% (absolute risk reduc-
tion [ARR], 1.6%; 95% Cl, 1.4%-1.9%: relative risk reduction [RRR], 28.2%; 95%
Cl, 25.2%-31.2%). Over the same period, hospitalization rates of patients with a prin-
cipal diagnosis of sepsis and a secondary diagnosis of pneumonia increased 177.6%
from 0.4 to 1.1 per 1000, while inpatient mortality decreased from 25.1% to 22.2%
(ARR, 3.0%; 95% Cl, 1.6%-4.4%; RRR, 12%; 95% Cl, 7.5%-16.1%); hospitaliza-
tion rates for patients with a principal diagnosis of respiratory failure and a secondary
diagnosis of pneumonia increased 9.3% from 0.44 to 0.48 per 1000 and mortality
declined from 25.1% t0 19.2% (ARR, 6.0%;95% Cl, 4.6%-7.3%; RRR,23.7%;95%
Cl,19.7%-27.8%). However, when the 3 groups were combined, the hospitalization
rate declined only 12.5%, from 6.3 to 5.6 per 1000, while the age- and sex-adjusted
inpatient mortality rate increased from 8.3% to 8.8% (AR increase, 0.5%; 95% Cl,
0.1%-0.9%; RR increase, 6.0%; 95% ClI, 3.3%-8.8%). Over this same time frame,
the age-, sex-, and comorbidity-adjusted mortality rate declined from 8.3% to 7.8%
(ARR, 0.5%; 95% Cl, 0.2%-0.9%; RRR, 6.3%; 95% Cl, 3.8%-8.8%).

Conclusions From 2003 to 2009, hospitalization and inpatient mortality rates for
patients with a principal diagnosis of pneumonia decreased substantially, whereas hos-
pitalizations with a principal diagnosis of sepsis or respiratory failure accompanied by
a secondary diagnosis of pneumonia increased and mortality declined. However, when
the 3 pneumonia diagnoses were combined, the decline in the hospitalization rate was
attenuated and inpatient mortality was little changed, suggesting an association of
these results with temporal trends in diagnostic coding.
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Figure 1. Annual Rate of Hospitalization for Patients With a Principal Diagnosis of
Pneumonia, Sepsis With Pneumonia, Respiratory Failure With Pneumonia, and the
Combination of the 3 Diagnoses
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Error bars indicate 95% confidence intervals.
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Di cosa voglio parlare

* Laformazione infermieristica e i problemi organizzativi (competenza e
mobilita)



Nuove necessita formative

Formazione dello staff (equipe, gruppo), medico e infermieristico, finalizzato
sia all’aggiornamento clinico, i problemi critici e che mettono in crisi, che alla
necessita di trasferimento interno.

Ruolo dell’infermiere, che I'organizzazione vuole mobile e la clinica vuole
formato-staff permanente; se si ambisce alla mobilita & necessaria la
condivisione di protocolli operativi, ma anche allo stile di lavoro.



Di cosa voglio parlare

e Conclusioni



