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Percentage of the population age >80 years from 1950 to 2050 in different representative nations. The pace of
aging will accelerate. (From United Nations World Population Prospects: The 2008 Revision,
http://esa.un.org/unpp.)
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Leading causes of burden of iliness in world regions 2002 and projected for 2030.
(Adapted from Mathers and Loncar.)
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Prevalence of comorbidity by age group in persons 65 years and older living in the
U.S. and enrolled in Medicare parts A and B in 1999. (From JL Wolff et al: Arch
Intern Med 162:2269, 2002.)



Complessita significa affrontare i problemi della persona che presenta
contemporaneamente molti diversi bisogni e sofferenze, senza la
possibilita di costruire gerarchie o rapporti di causa-effetto; “medicina
nella complessita” significa curare, anche quando sembrerebbe che troppi
e diversi fattori interagiscono con I’atto stesso e la sua potenziale
efficacia. In questa prospettiva la semplificazione e invece un modo
inadeguato per agire sulla realta osservata assieme attraverso I’occhio del
medico e del paziente.

Il tentativo di deframmentare la medicina (“defragmenting medicine”), in
linea con le teorie della complessita, € un'impresa importante del pensiero
clinico contemporaneo, anche se molto ambiziosa, perché avrebbe
significative ricadute sul piano clinico, psicosociale, organizzativo, anche
economico.



L'idea ambiziosa che tutti coloro che lavorano con pazienti anziani
dovrebbero avere le abilita necessarie e certamente nobile, ma questa
affermazione ha a che fare piu con il mondo dei desideri che con

I’esperienza.
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La "mia" geriatria dei prossimi 10 anni

Dall’elementare al complesso,
dal complesso al semplice.
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Geriatric medicine in Britain—the
growth of a specialty

Jorn C. BROCKLEHURST

Research Unit, Royal College of Physicians of Londen, |1 St Andrews Place, London NWI 4LE. Fax: (+44) 171 487 3988

The chronic sick are predominantly old people.

Many are patients with diseases which have become chronic and difficult
to treat because they have not been placed under treatment soon
enough.

Others have disability but are taken into a hospital bed only because their
friends are unable to look after them.

Others are suffering from illness which could have been prevented.

Others have been admitted with so-called chronic diseases which under
treatment have been improved so that they could return home but they
have nowhere to go.

Amulree Lord, Sturdee AL Care of the chronic sick and the aged. Br Med J 1946



La geriatria @ nata in risposta alla trascuratezza della medicina ufficiale nei
confronti dei pazienti affetti da patologie croniche multiple e
concomitante/conseguente disabilita funzionale. Pur in assenza di basi
scientifiche, si @ sempre pensato che i pazienti anziani non avrebbero
potuto trarre vantaggio da nessun intervento (*). Questa convinzione si &
dimostrate sbagliate. | pazienti anziani si giovano di interventi medici
specifici, i farmaci sono in grado di migliorare lo stato funzionale, la rete dei
servizi dedicata migliora la qualita e la durata della vita.

All'inizio, come per la penicillina, 'assessment geriatrico e la riabilitazione
hanno avuto effetti cosi evidenti che per la loro adozione sono stati ritenuti
sufficienti i soli dati osservazionali (regression to the mean).

*William Osler, the famous Canadian physician who was chairman of medicine at Johns Hopkins in Baltimore, appeared to be remarkably
ageist as shown in his final address called, ‘“The Fixed Period,” where he stated that men over 40 years were relatively useless, as they
were beyond the golden age of 25 to 40. Men over 60 years were considered absolutely useless, and chloroform was not a bad idea for
this age group. This address is said to have been responsible for a number of suicides. Whether or not Osler meant his address to be taken
seriously is unknown.



Giants of Geriatrics

Difficulty swallowing
Malnutrition
Incontinence

Sleep problems
Delirium
Dementia
Depression
Impaired vision and hearing loss
Dizziness
Fainting
Instability
Falls
Pressure ulcers

Brocklhurst and Pathy, 1965



Bed is bad

Lionel Zelick Cosin, surgeon, geriatrician:
born London 8 November 1910; died London

21 March 1994.




From the 1980s, two distinct schools of geriatrics developed in U.S..

-The east coast school consisted of the programs at Mount Sinai, Harvard,
Yale, Johns Hopkins, and Duke.

-In 1979, John Beck began to develop the UCLA geriatrics program, ably
assisted by David Solomon. This program had the advantage of being
associated with two GRECCs (Wadsworth and Sepulveda). This produced
the west coast school of geriatrics, which, at present, has produced the
directors of geriatrics programs in Seattle (Abrass), Emory (Ouslander),
Mount Sinai (Siu), Cleveland Clinic (Palmer), Saint Louis University (Morley),
Rush (Gorbien), University of California, Los Angeles (Reuben), and
Northwestern University (Sier).

Also, Robert Kane has been closely associated with the development of
geriatrics in Minnesota.



On May 31, 1974, the Research
on Aging Act established the
National Institute on Aging
(NIA) with Robert Butler
becoming the first director
(Age Page, 1982)

Robert Kane has argued that we
have failed to develop a niche
for geriatrics and geriatricians
should move to nonchronic
disease hospitals (Assessing
the elderly, 1984)



Models of care coordination: the complexity and fragmentation of care for
complex older adults results in both increased costs an increased risk of
jatrogenic complications such as missed diagnoses, adverse medication
events, further worsening of function, and even death.

Special care for elderly patient units in hospitals (ACE, Delirium unit, GERU,
Orthoger, postacute care, hospital at home, long-term care, assisted living,
respite care, home health care, outpatient clinic, day center, etc) have
been shown to be effective. The training of the geriatrician focuses on a
whole system approach, facilitating patients to obtain access not only to
acute care but to subacute, outpatient, and domiciliary care, as well as
determining the appropriateness of residential care (BMJ&Harrison’s).

Physician—nurse dyads have proven effective in providing better nursing
home care



It is often argued that a specialty can only be justified on the basis of a
special scientific body of knowledge, and that geriatric medicine (like
general practice) is based on an organizational structure rather than
scientific study of one particular body system.

However, clinical research has been carried out from the earliest years of
the geriatric specialty and has demonstrated that disease and its
management added to the phenomena of biological ageing has a
uniqueness.



Most experienced clinicians intuitively identify frail older people—
sometimes by derisive terms such as gomers or bed blockers—but their
categorization has been difficult. Frailty characterizes people at the limits of
their physiological reserve in one or more of the major homoeostatic
systems. Such individuals are vulnerable to relatively minor endogenous or
exogenous changes, which may lead to stereotypical clinical problems such
as falls and confusion.

Modern concepts of frailty help elucidate why the specialty of geriatric
medicine works, and for whom.
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A unifying model of aging, frailty, and the geriatric syndromes
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with DEXA. [Source: The Baltimore Longitudinal study of Aging 2010 (unpublished data).]
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Cross-sectional differences and longitudinal changes in muscle strength over a 27-year follow-up. Note that

subjects who died during the follow-up had lower baseline muscle strength. (From T Rantanen et al: J Appl
Physiol 85:2047, 1998.)
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Longitudinal changes in aerobic capacity in participants of the Baltimore Longitudinal Study of
Aging. (From JL Fleg: Circulation 112:674, 2005.)
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Changes in resting metabolic rate with aging. [Data from the Baltimore
Longitudinal Study of Aging (unpublished).]
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Longitudinal changes of free testosterone levels in healthy men. (From SM Harman

et al: J Clin Endocrinol Metab 86:724, 2001.)
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Change in IL-6 and c-reactive protein with aging. *Values are expressed as Z-Scores to make them
comparable. (From L Ferrucci et al: Blood 105:2294, 2005.)
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Five-year decline in mean volumes measured in standard deviation units (Cohen's d) of
different brain regions. The primary visual cortex shows the smallest average shrinkage and the
prefrontal and inferior parietal cortex and hippocampus showed the highest average shrinkage.
(From N Raz et al: Ann N Y Acad Sci 1097:84, 2007.)
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Longitudinal changes of regional brain volumes in normal aging and MCI. (From I Driscoll et al:
Neurology 72:1906, 2009.)



ASSESSMENT AND MANAGEMENT OF DELIRIUM IN
HosPITALIZED OLDER PATIENTS

Hospital admission
|

\ Y
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in mental status Improve environment

Maonitor mental status Early discharge

Avoid psychotropic drugs
Impaired mental
status
]
Chronic Acute
D . luati Cognitive assessment
ementia evaluation and delirium evaluation

f | i

- . Rule out depression,
Delirium confirmed mania and psychosis

Y Y Y

Identify and address Provide supportive
predisposing and care and prevent Mang?geslxmrr::oms
precipitating risk factors complications

Source: Longo DL, Fauci AS, Kasper DL, Hauser 5L, Jamesan JL, Loscalzo 1:
Harrison's Principles of Internal Madicine, 18th Edition: www.accessmedicine,com
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Algorithm depicting assessment and management of delirium in hospitalized
older patients. (Modified from SK Inouye: N Engl J Med 354:1157, 2006.)



ASSESSMENT AND MANAGEMENT OF FALLS IN OLDER PATIENTS

Recommend fall
Ask all prevention, education and
patients e _ exercige program that
about falls in includes balance, gait and
the past year coordination training and
strength training

Report >1
fall, or difficulty

One

with gait or balance, ) _ /" all past Mo
or seeking medical 6 mf?nths prablem
attention
because
of fall
Gait or _
balance < | Check for gait or
problem balance problems
Muiltifactorial fall risk
assessment
L
Histmfy of falls Intervene with |dentified Risks
Medlcaucns Modify medications
Gait and l_:llalance Prescribe individualized exercise program
Fognltlor} Treat vision impairment
Visual acuity Manage postural hypotension
Lower limb joint function Manage HR and rhythm abnormalities
Neurclogical impairment Supplement vitamin D
Muscle strength Address loot/shoe problems
HR and rh'y'thm_ Reduce environmental hazards
Postural hypotension Education/ training in self-management
Feet and footwear and behavioral changes
Environmental hazards

Y
Reassess periodically

Source: Longo DL, Fauci AS, Kasper DL, Hauser 5L, Jamesan L, Loscalzo 1:
Harrison's Frinciples of Internal Medicine, 18th Edition: www.accessmedicine.com
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Algorithm depicting assessment and management of falls in older patients. (From American Geriatrics Society
and British Geriatrics Society: Clinical Practice Guideline for the Prevention of Falls in Older Persons. New York,
American Geriatric Society, 2010.)
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Rates of urge, stress and mixed incontinence by age group in a sample of
3552 women. *Based on a sample of 3553 participants. (From JL Melville et
al: Arch Intern Med 165:537, 2005.)
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SOUNDING BOARD

Potential Pitfalls of Disease-Specific Guidelines

for Patients with Multiple Conditions
Mary E. Tinetti, M.D., Sidney T. Bogardus, Jr., M.D., and Joseph V. Agostini, M.D.

DECEMBER 30, 2004

Clinical Practice Guidelines and
Quality of Care for Older Patients
With Multiple Comorbid Diseases

Implications for Pay for Performance

Cynthia M. Boyd, MDD, MPFH

Context Clinical practice guidelines (CPGs) have been developed to improve the qual-

Jonathan Darer, MD, MPH It‘l: of health care for many chronic conditions. Pay-for-performance initiatives assess
Chad Boult. MI). MPH. MBA physiclan adherence to Interventions that may retlect CPG recommendations.
Linda P. Fred. MD. MPH Objective To evaluate the applicability of CPGs to the care of older individuals with

several comorbid diseases.

. ] I
Lisa H'm.h' ?'m' MPH, MA Data Sources The Mational Health Interview Survey and a nationally representa-
Albert W. Wu, MD, MPH tive sample of Medicare beneficiaries (to identify the most prevalent chronic dissases

JAMA. 2005;294:.716-724
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Advance Medical

Planning in the twilight of life

Muriel R Gillick
Hebrew Rehab Center - Harvard Medical School

AMDA 2001 symposium



Cond|2|on| cliniche

Robusto Con demenza Fragile e
con demenza

Gillick M, 2001



Lo stato di salute (il background clinico)

Il paziente robusto | oazi fragil
* Non disabile (BADL=0/6) I pa2|er.|te ragl ;
« Senza demenza (MMSE>18) e 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)




e Condizioni mediche: soffre di patologie croniche

e Stato funzionale: il paziente puo richiedere solo una minima
assistenza nello svolgimento delle IADL-BADL

e Cognitivita: integra



Fisicamente Fragile

e Condizioni mediche: soffre di patologie croniche multiple e gravi

e Stato funzionale: il paziente e disabile e richiede assistenza nello
svolgimento della maggior parte delle ADL

e Cognitivita: integra



Affetto da demenza

e Stato funzionale: il paziente e disabile e richiede assistenza nello
svolgimento della maggior parte delle IADL-BADL

e Cognitivita: la compromissione &€ da moderata a grave



Fragile e affetto da demenza

e Condizioni mediche: soffre di patologie croniche multiple e gravi

e Stato funzionale: il paziente e disabile e richiede assistenza nello
svolgimento della maggior parte delle IADL-BADL

e Cognitivita: la compromissione &€ da moderata a grave



Terminale

e Condizioni mediche: il paziente ¢ in fase terminale (la prognosi &
inferiore a 6 mesi)

e Stato funzionale: il paziente e disabile e richiede assistenza nello
svolgimento della maggior parte delle IADL-BADL

e Cognitivita: non specificata



Obiettivi della cura medica

Prolungamento Mantenimento

) ] Comfort
della vita della funzione



La stratificazione (categorizzazione) dei pazienti secondo il loro stato di
salute permette la definizione di outcome ragionevoli diversi e la
definizione di un ranking di priorita.



Priorita degli obiettivi

SOPRAVVIVENZA> funzione> comfort
FUNZIONE > sopravvivenza> comfort
FUNZIONE > comfort > sopravvivenza
COMFORT > funzione> sopravvivenza
COMFORT (solo)



Pattern di cura
Intensivo Estensivo Di base Palliativo Solo
comfort




Estensivo Di base

]

Solo
comfort

!

Palliativo

¢ Inclusione: la cura & domiciliare (compresa ¢ Inclusione: ossigenoterapia,
RSA) terapia del dolore (analgesici),
* Esclusione: rianimazione cardiopolmonare, anti-emetici
Inclusione: ogni tipo di Unita di Terapia Intensiva (¢ ammessa la ¢ Esclusione: trattamenti curativi
terapia disponibile subacuzie, se disponibile) e Razionale: il prolungamento
Esclusione: nessuna ¢ Razionale: 'ospedalizzazione spesso della vita non é un obiettivo
Razionale: la finalita & il interferisce negativamente con lo stato ragionevole
prolungamento della vita funzionale e con il comfort del paziente

Inclusione: & indicata I'ospedalizzazione in corsia
ordinaria

Esclusione: rianimazione cardiopolmonare, Unita
di Terapia Intensiva

Razionale: a seguito della rianimazione
cardiopolmonare o del ricovero in Unita di Terapia
Intensiva si assiste a un irreversibile declino °
funzionale

Inclusione: interventi di comfort, terapia antibiotica,
esami semplici

Esclusione: rianimazione cardiopolmonare, Unita di
Terapia Intensiva, ospedalizzazione, esami invasivi

Razionale: la finalita del trattamento é il comfort, la
funzione



Modelli di cura efficaci, linee guida deboli

(ecc. ACOVE)

A number of geriatric practice models have been shown to be effective in
randomized clinical trials. Geriatric evaluation and management programs
have been hailed as producing important improvements in the lives of frail
older persons.

Meanwhile, guidelines are difficult to apply in geriatrics because they work
best in simple and predictable situations. Geriatrics, which thrives on
dealing with multiple, simultaneous interactive problems, is not the best
substrate for guidelines.



IMPROVING PATIENT CARE

Quality of Care Is Associated with Survival in Vulnerable

Older Patients

Takahiro Higashi, MD, PhD; Paul G. Shekelle, MD, PhD; John L. Adams, PhD; Caren J. Kamberg, MSPH; Carol P. Roth, RN, MPH;
David H. Solomon, MD; David B. Reuben, MD; Lillian Chiang, MD; Catherine H. MacLean, MD, PhD; John T. Chang, MD, MPH;
Roy T. Young, MD; Debra M. Saliba, MD, MPH; and Neil S. Wenger, MD, MPH

Background: Although assessment of the quality of medical
care often relies on measures of process of care, the linkage
between performance of these process measures during usual
clinical care and subsequent patient outcomes is unclear.

Objective: To examine the link between the quality of care that
patients received and their survival.

Design: Observational cohort study.
Sctting: Two managed care organizations.

Patients: Community-dwelling high-risk patients 65 years of age
or older who were continuously enrolled in the managed care
organizations from 1 July 1998 to 31 July 1999.

Measurements: Quality of care received by patients (as mea-
sured by a set of quality indicators covering 22 clinical conditions)
and their survival over the following 3 years.

Results: The 372 vulnerable older patients were eligible for a
mean of 21 quality indicators (range, 8 to 54) and received, on

average, 53% of the care processes prescribed in quality indica-
tors (range, 27% to 88%). Eighty-six (23%) persons died during
the 3-year follow-up. There was a graded positive relationship
between quality score and 3-year survival. After adjustment for
sex, health status, and health service use, quality score was not
associated with mortality for the first 500 days, but a higher
quality score was associated with lower mortality after 500 days
(hazard ratio, 0.64 [95% Cl, 0.49 to 0.84] for a 10% higher
quality score).

Limitations: The observational design limits causal inference
regarding the effect of quality of care on survival.

Conclusions: Better performance on process quality measures is
strongly associated with better survival among community-dwell-
ing vulnerable older adults.

Ann Intern Med. 2005;143:274-281.
For author affiliations, see end of text.
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Figure 1. Kaplan—-Meier survival curves for patients grouped
into the upper and lower half of quality.
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Days
Patients at risk, n
High quality 186 182 173 166 162 158
Low quality 186 182 173 162 149 137

Patients in the upper half of quality received a mean quality score of
62%, and patients in the lower half had a mean quality score of 44%.
Survival curves differed by the log-rank test (P = 0.02).

16 August 2005 | Annals of Internal Medicine | Volume 143  Number 4277
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There is no established method to determine applicability of quality
measures to persons with advanced illness. In developing the original set
of Assessing Care of Vulnerable Elders (ACOVE) Qls, a grounded
methodology was used to develop a conceptual framework to set rules
for inclusion or exclusion of Qls for two important groups of patients:
those with advanced dementia (AD) and those with a poor prognosis (PP)
for survival. This system considered each QI care process in terms of the
aim of the care and the burden associated with the care.



AD was defined as a degree of dementia severe enough to interfere with
basic activities of daily living and to require continuous assistance. This
would generally correlate with Mini-Mental State Examination scores
below 11 and would fall into Reisberg Stages 6 or 7. AD was
operationalized in the medical record if dementia was described as
advanced or severe. In addition, AD could be characterized by notation in
the medical record or proxy interview responses indicating no recent
memory, severely impaired remote memory, minimal or no recognition of
loved ones, or documentation of dementia with the following
characteristics that could not be attributed to another condition:
bedridden, unable to ambulate, unable to eat or swallow, all activities of

daily living lost, requiring continuous supervision, or language garbled or
mute.



Poor prognosis (PP)

PP was defined as having a lethal condition and an estimated life
expectancy of 6 months or less. In the medical record, this would be
identified as a statement of an estimated prognosis of 6 months or less
or words or phrases such as gravely ill, terminally ill, terminal, near
death, moribund, or has end-stage iliness (such as Stage IV heart failure
or metastatic cancer).

A patient enrolled in hospice care met the definition of PP.



Exclusion of a care process from patients with PP or AD did not mean that
the care should not be provided to a patient with AD or PP; instead,

exclusion meant that not providing such care would not represent bad
care under nearly all circumstances (i.e., there were too many cases in
which not providing the care would be acceptable for this to be a Ql).
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Association Between Heart Failure and 6-Months Mortality in 995
Hospitalized Elderly Patients According to Increasing Frailty (Cox

Regression Analysis)

Crude Adjusted*

Group No./Events I RR (95% CI) P Value for Tr!ﬂdf] I RR (95% Cl) P Value for Tren lf]

A (not disabled and not demented)

No heart failure 43013 1.0 (Referance) 7 1.0 (Reference)
Heart failure (NYHA I11-1V) 60/9 4.1 (1.2-13.3) 4.1(1.3-15.1)
B (disabled or demented)
No heart failure 266/26 1.0 (Referance) 01 1.0 (Reference) 005
Heart failure (NYHA I11-1V) 3610 31 (1.3-7.4) ) 2.7 (1.1-6.7) '
G (disabled and demented)
No heart failure 137735 1.0 (Reference) 1.0 (Reference)
Heart failure (NYHA 111-1V) 2119 1.4 (0.3-59) 1.3 (0.3-56)

Abbreviations: Gl, confidence interval: NYHA, New York Heart Association: AR, relative risk.

*Confounders: low albumin level (<3.5 g/dL), low serum cholesterol (<160 mg/dL [<4.14 mmol/L]), low hemoglobin level (<12 g/dL), high Acute Physiology
Score (>3), and Charlson Index (=8) (heart failure not included).

tTest for the linear decrease of the RR between heart failure and mortality through groups of increasing frailty.




Table 1. Characteristics and 6-Month Mortality Rate
of 1803 Inpatients Consecutively Admitted
in a Geriatric Ward for Pneumonia

or Other Acute Noninfectious Diseases*

Acute
Noniniectipus

Pneumaonia Diseases P
Characteristic (n=241) {n=15662) Value
Age, y 833169 f9.7+7.0 D01
Male, % 24.5 19.3 001t
MMSE score 197 +91 229471 0
G0S zcore 51+3.72 51+36 k]
Barthel Index {15 days 726 +31.5 g3g+232 .0M

before admission)

Barthel Index {on admission) 553 +37.9 745300 .0M
IADL (functions lost) 39+30 31zx28 001
Diseases, Na. 6.1+2.1 5320 0m
Gharlson Index B3+25 T.0+26 00
Drugs, No. 45+2.3 43+1.9 149
APAGHE 11 score 13.3+6.3 7.9+4.1 001
APS-APACHE || subscore 38242 19227 00
Serum albumin, g/dL 36113 3908 0
Hemoglobin, g/dL M7 +23 123+ 2.0 0z
Serum cholesterol, mgfdL 186.2+51.9 2047511 001
GRP mgidL 15+56 26178 001
Creatinine, mgidl 1.2+0.8 1108 20
Length of stay, d 81451 G.4+33 0
6-mo mortality, % 274 20 oot

Abbreviations: APACHE, Acute Physiology and Ghronic Health
Examination; APS, Acute Physiology Score; CRP, G-reactive protein; GDS,
Geriatric Depression Scale; IADL, Instrumental Activities of Daily Living;

MMSE, Mini-Mental State Examination.

S| conversion factors: To convert cholesterol to millimoles per liter,
multiply by 0.0259. To convert creatinine to micramoles per liter, multiply by

88.4.

*Data are mean + S0 value unless otherwise specified.
TP value derived from * test. Other Pvalues were derived from the {test.

(Rozzini et al. 2003)
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Table 2. Six-Month Mortality Risk in 1803 Hospitalized
Elderly Patients (Cox Regression Analysis)

(Rozzini, et al., 2003)

No. of RR (95% CI)
Patients/ I |
No. of Events Crude Adjusted
Pneumonia 241/66 15(1.1-2.1) 1.0(0.5-2.1)
Gancer J02M111 2.6 (2.0-34) 2.1 (1.1-4.1)
Anemia 202/60 2.2 (1.6-2.9) 2.1 [1.2-3.5)
Demantia 319/98 1.91.4-25) 1.8(1.0-4.8)
APS-APACHE Il (=4) 5241150 1.8 (1.4-23) 1.7(1.0-2.9)
Charlson Index (=4) 3031126  3.5(2.7-46) 2.4 (1.3-4.5)
Chronic renal failure 266/26 1.7 (1.0-2.8) .
Chronic heart failure 228/69 1.7 (1.3-2.4)
Gor pulmonale 137144 1.8 (1.3-2.7)
COPD 6621166 14 (1.1-1.8)
Stroke 231/65 1.5(1.1-2.1)
Depression ral-Taky 1.2 (1.0-1.8)
Hepatic diseases 101/33 1.8 1.2-2.8)
Diabetes mellitus J56/91 1.3 (1.0-2.7)
Serum albumin J65/128 2.7 (2.1-3.5)
(<3.5 g/dL)

Disability 137/35 16 (1.3-2.0)
Age (=80 y) 867/199 1.2 (1.0-1.6)
Male 292/145 1.3 (1.1-1.7)

Abbreviations: APACHE, Acute Physiology and Chronic Health
Examination; APS, Acute Physiology Score; Cl, confidence interval;
COPD, chronic obstructive pulmonary disease; RR, risk ratio, Ellipses
indicate not significantly associated with mortality in the adjusted analysis.
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HOSPITAL TRANSFERS OF NURSING HOME
RESIDENTS WITH DEMENTIA

Table 1. Three-Month Mortality Risk in 150 Nursing Home Elderly Hospitalized Adults

Crude Adjusted®
Variable n/Events Relative Risk (95% Confidence Interval)

Male 38/20 33 (1.5-7.2) 2.0 (1.0-4.3)
Aged > 80 94/33 1.5 (0.8-3.1) —
Bedridden before admission 81/34 2.8 (1.5-5.9) 1.9 (1.0-4.2)
Acute Physiology and Chronic Health Evaluation Il 79/42 4.5 (2.1-9.8) 2.7 (1.2-6.1)
Acute Physiology Subscore >5
Dehydration (blood urea nitrogen:creatinine >60) 49/16 1.5 (0.7-3.1) —
Mini-Mental State Examination score <18 98/36 3.1(1.87.8) —
Delirium 34/17 2.7 (1.2-6.0)
Geriatric Gomorbidity Index >2 76/30 20(1.1-4.1) 21 (1.1-3.7)
>7 medications 37/21 2.3 (14-3.5) —
Malnutrition (serum albumin < 3.5 g/dL) 84/34 41 (1.8-9.1) —
Chronic obstructive pulmonary disease 46/21 24 (11-4.9) —
Pneumonia 35/17 2.8 (1.3-6.2) —

*Adjusted for all variables associated with mortality in crude univariate analyses.
n = number of participants with the considered variables; events = number of participants who died during the 3-month period of follow-up.

JAGS SEPTEMBER 2012-VOL. 60, NO. 9




Assessment multidimensionale

Categorizzazione
(il modello dei letti colore)

Tutto quello che serve, nulla di quanto inutile




To OPERATE OR NOT To OPERATE,
THAT Is THE QUESTION

Chronic
Function Cognition Disease
Burden
Walking Geriatric

Speed lutrition Syndromes



LET’s Do A GERIATRIC SURGICAL ASSESSMENT

SCORE ONE POINT FOR EACH ABNORMAL MEASUREMENT

Function Dependence > 1 Activity Daily Living
Cognition Mini-Cog Test < 3
Chronic Disease Chal“lSOTI IndeX > 3

Hematocrit < 35%

Walking Speed Timed Up-and-Go > 15 sec
Under-nutrition Albumin < 3.4 gm/dL
Geriatric Syndrome > 1 fall in past 6 months

Surgical Risk Score = Sum of Abnormal Characteristics



GERIATRIC SURGICAL ASSESSMENT AT WORK

Risk GROUP ASSIGNMENTS

Low Risk

Middle Risk

High Risk

0 or 1 Abnormal Characteristics

2 or 3 Abnormal Characteristics

2 4 Abnormal Characteristics

Robinson TN, et al. Ann Surg (2009) 250:449.
Robinson TN, et al. J Am Coll Surg (2011) 213:37.
Robinson TN, et al. Am J Surg (2011) 202:511.



GERIATRIC SURGICAL ASSESSMENT AT WORK

ONE OR MORE PoOsT-OPERATIVE COMPLICATIONS

60
p=0.016

50
40

Complications (%)
30

20

10

Low Middle High



Come essere "interessanti "?

Essere consapevoli che la patologia cronica rappresenta I'aspetto
dominante della medicina di oggi.

Essere consapevoli che il sistema medico-assistenziale @ completamente
dissincronizzato con la realta dell’epidemiologia clinica.

Essere consapevoli che la Geriatria e I’epitome della miglior cura della
cronicita.

Abbiamo gli strumenti per dare risposte di valore a

bisogni precisi sia clinici che organizzativi (i luoghi della
cura, la cura dei luoghi)




Nuovi modi di comunicare per condividere le scelte

diagnostiche che terapeutiche

There must be a new relationship between doctor and patient (&
caregivers).

Patients (& caregivers) must become more actively involved in their

care, tracking the course of their problems and communicating more
proactively.

Patients (& caregivers) must play a more central role in making decisions
and be prepared to share the responsibility for outcomes.



Interprofessional collaboration should be encouraged as long as it is
efficient.

Time should be reconceptualized to allow for a longer pay-off horizon for
care investments. Success should be measured over longer periods.
Attention should be directed toward preventing clinical catastrophes by
detecting early deviations from the expected clinical course.

Information technology should be harnessed to support the tracking and
reporting of salient clinical parameters in ways that focus clinicians’
attention.



Smacco per chiusura reparti
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Noi stiamo vivendo i giorni belli della maturita della nostra disciplina, giorni
in cui probabilmente abbiamo perso I’entusiasmo della gioventu per
orizzonti non noti e da scoprire, la spavalda fiducia nella forza dei nostri
sogni; stiamo pero vivendo contingenze che hanno la possibilita di trarre
vantaggio dalla forza e dalla coscienza della nostra maturita. Questo e il
tempo in cui i bisogni che vengono espressi, dai cittadini e dalla comunita,
possono trovare risposte utili, personalmente e socialmente, e ragionevoli; e
il periodo in cui la nostra disciplina puo godere della piena autosufficienza
senza dover chiedere prestiti, anzi semmai, proprio perché matura, e in
grado di essere di riferimento alle altre. Chi ha vissuto in modo militante gli
anni dell’infanzia e della gioventu della geriatria oggi puo veramente essere
appagato di quello che ha. Possiamo essere consapevoli di questa situazione
di privilegio. Il privilegio di avere gli strumenti per poter dare le risposte
adeguate alle domande, semplici o complesse, del nostro tempo. Il privilegio
del mastery, il privilegio di aver gli strumenti per poter vivere nel nostro
tempo. Sperperare il patrimonio ottenuto negli anni a venire puo essere
facile, certamente sarebbe un danno.



