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Il punto sul rapporto
delirium-disabilita

Renato Turco



Disability

Disabllityis defined asdifficulty or dependencyin carrying out
activities essentialto independentliving, including essential
roles, tasksneededfor elf-care and living independentlyin a
home,and desiredactivitiesimportantto 2 y Sjaxdity of life.

Linda P Fried et al. Journal of Gerontology 2004
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Prevalence of ADL (activities of daily living) disability and PP (physical performance)
limitations in 2002

Jama L. Purser et al, J Aging Health 2012



Disability

A Disability (defined as difficulty in these tasks), independent of
Its causes, Is associated with:

A higher health care expenditures

A high health care-costs,

A increasedrriskforhospitalization ,
A need for longterm care,

A increased-riskformartality.

Linda P Fried et al. Journal of Gerontology 2004
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Quale rapporto tra
delirium e disabilita



Delirium in elderly people

Inouye SK, Westendorp RG, Saczynski JS

General Surgery Intensive-
medicine care unit
Non-cardiac ~ Cardiac
Predisposing factors
Dementia 2:3-4-7 2-8
Cognitive impairment 2:1-2.8 3-5-4-2 13
History of delirium 3-0
IFu nctional impairment 4-0 2-5-3-5 I
Visual impairment 2:1-3.5 1-1-3-0
Hearing impairment 13
Comorbidity or severity of iliness 1-3-5-6 4-3 11
Depression 32 1-2
History of transient ischaemia or stroke 1-6
Alcohol misuse 57 1-4-3-3
Older age (=75 years) 4-0 3-3-6:6 11

Inouye SK et al,
Lancet 2013 August



Geriatric Conditions in Acutely Hospitalized Older
Patients: Prevalence and One-Year Survival and
Functional Decline

Generalnternalmedicinewards

Table 5. Logistic regression analysis for functional decline one year after admission in acutely hospitalized older patients.

Functional decline

Univariable

Multivariable

Variables OR (95% CI) p-value OR (95% CI) p-value
Male sex 0.69 (0.44 1o 1.08) 0.10
Age (per year) 1.07 (1.04 to 1.11) =<0.001 1.05 (1.02 to 1.09) 0.01
Charlson comorbidity score (per point) 1.04 (0.93 to 1.16) 0.52
Geriatric conditions
Somatic domain
Polypharmacy 1.43 (0.92 to 2.24) 0.12 - -
Malnutrition 0.84 (0.54 1o 1.31) 0.45
Obesity 1.55 (0.85 to 2.81) 0.16 - -
Fall risk 1.68 (0.94 to 2.98) 0.08
Presence of a pressure ulcer 1.80 (0.14 to 24.13) 0.65
Indwelling urinary catheter 2.97 (1.74 to 4.92) =<0.001 215 (1.24 10 3.72) 0.01
Incontinence 1.15 (0.66 to 2.00) 0.62
Constipation 0.92 (0.52 to 1.65) 0.79
Psychological domain
Cognitive impairment (per MMSE point) 0.94 (0.90 to 0.97) =<0.001

I Prevalent delirium 247 (1.34 to 4.54) 0.01 I - -
Functional domain
ADL impairment (per point) 1.04 (0.88 to 1.22) 0.66
IADL impairment (per point) 1.26 (1.14 10 1.39) =20.001 107 (1.05 1o 1.30) 0.01
Vision impairment 1.46 (0.87 to 2.45) 0.16 - -
Hearing impairment 1.48 (0.83 to 2.64) 019 - -
Mobility difficulty 2,67 (1.69 to 4.23) <0.001 Bianca M. Buurman et al, Plos One 2011




Early interdisciplinary hospital intervention for
elderly patients with hip fractures - functional
outcome and mortality

Orthogeriatriccareunit

Hazards ratio (35%CI) T .
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Postoperative Delirtum and Functional Decline After
Noncardiac Surgery

Nicky Quinlan, MB, MRCPL,”" and James L. Rudolph, MD, SM"7#

STUDY POPOLATION: older adults undergoing major
abdominal, noncardiac thoracic, and orthopedic surgery
with general anesthesia

RESULTS: Of the 948 participants who completed
functional assessment at 3 months, 20% (n = 189) had a
decline in function. In unadjusted analysis, postoperative
delirium increased the odds of functional decline odds ratio
(OR) = 2.4, 95% confidence interval (Cl) = 1.41 4.2). After
adjustment for age, sex, education, cognition, and surgery
duration, delirium remained associated with functional
decline (OR = 2.1, 95% CIl = 1.21 .8).

JAGS 2011



The Effect of Poststroke Delirium on Turco R. et al. Journal of Geriatric
Short-Term Outcomes of Elderly Patients Psychiatry and Neurology, 2013
Undergoing Rehabilitation

Table I. Clinical Characteristics of 176 Patients Newly and Consecutively Admitted After an Acute Stroke to a DRAC, According to the
Presence of Delirium on Admission.*

All Patients No Delirium on Admission  Delirium on Admission
(n = 176, 100%) (n= 118, 67.0%) (n = 58, 33.0%) P

Age, years 81.7 + 64 8l.6 + 6.6 81.9 + 6.1 704
Female, n (%) 118 (67.0) 86 (72.9) 32 (55.2) 015
Living alone, n (%) 86 (48.9) 54 (45.8) 32 (55.2) 155
Type of stroke

Ischemic, right side, n (%) 71 (40.3) 48 (40.7) 23 (39.7) 515

Ischemic, left side, n (%) 53 (30.1) 34 (28.8) 19 (32.8) 356

Hemorrhagic, right side, n (%) 19 (10.8) 12 (10.2) 7 (12.1) 442

Hemorrhagic, left side, n (%) 16 (3.1) 12 (10.2) 4 (6.9) 342

Others, n (%)b 17 (9.7) 12 (10.2) 5(8.6) 488
Time from stroke to DRAC admission, days 129 4+ 94 12.1 4+ 86 147 4+ 9.7 077
Urinary catheter on admission, n (%) 56 (31.8) 29 (24.6) 27 (44.6) .003
Albumin serum level, g/dL 32 + 05 32+ 05 3.1 + 04 153
C-reactive protein serum level, mg/dL 35 4 43 30 4+ 42 45 4 43 0386
Medications >4 on fadmission, n (%) I 16 (65.9) 76 (64.4) 40 (69.0) 335
Malnutrition, n {%)f 42 (23.9) 21 (17.8) 21 (36.2) .007
Instrumental activities of daily living, functions lost (0-8) 3.7 4+ 30 40 4+ 3.1 33429 A77
Bl |-month before admission (0-100) 86.6 + 18.1 874 + 17.7 852 + 189 449
Bl on admission (0-100) 29.9 + 254 377 + 259 4.0 + 15.1 <.0005
Bl at discharge (0-100) 54.0 + 36.3 63.5 + 344 338 + 322 <.0005
BI-RFG (0-100)° 573 + 356 63.9 + 349 41.5 + 325 .001
Bl walking subscore on admission (0-15) 29 + 42 39 + 46 0.7 + 1.6 <.0005
Bl walking subscore at discharge (0-15) 84 + 6.1 9.7 + 59 55+ 57 <.0005
Tinetti score on admission (0-28) 67 + 73 834+ 75 3.1 +53 <.0005
Tinetti score at discharge (0-28) 152 + 9.3 6.8 + 89 1.0 + 9.0 <.0005

010} nau ~1)n B’y AV R T T —
Geriatric Depression Scale (0-15) 53 4 36 52 4+ 36 59 4+ 34 494
Adverse clinical events (at least 1), n (%) 101 (57.4) 55 (46.6) 46 (79.3) <.0005
Delirium at discharge, n (%)° 8 (5.1) 4 (3.5) 4(9.3) 333
Length of DRAC stay, days 407 + 214 417 + 212 386 + 219 372
Discharge to home, n (%) 114 (64.8) 97 (82.2) 17 (29.3) <.0005
Discharge to nursing home, n (%)° 42 (23.9) 16 (13.6) 26 (44.8) <.0005

Death occurring during DRAC stay, n (%) 20 (11.4) 5(42) 15 (25.9) <.0005
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Figure 1. Prevalences—and overlaps—of comorbidity, disability, and frailty
among community-dwelling men and women 63 vears and older participating in
the Cardiovascular Health Study (Ref. 23, reprinted with permission). Percents
listed indicate the proportion among those who were frail (n = 368), who had
comorbidity and/or disability, or neither. Total represented: 2762 participants
who had comorbidity and/or disability and/or frailty. "n = 368 frail participants
overall. *n = 2576 overall with 2 or more of the following 9 diseases:
myocardial infarction, angina, congestive heart failure, claudication, arthritis,
cancer, diabetes, hypertension, chronic obstructive pulmonary disease. Of these,
249 (total) were also frail. **n = 363 overall with an activity of daily living
disability; of these, 100 (total) were also frail.

Linda P Fried et al. Journal of Gerontology 2004



The Impact of Comorbidity on Perioperative
Outcomes of Hip Fractures in a Geriatric
Fracture Model Menzies et al, Geriatric Orthopaedic Surgery, 2012

Abstract

BackgroundOlderadultswho sustainhip fracturesusuallyhave multiple coexistingmedicalproblems
that mayimpacttheir treatment and outcomes Thegeriatricfracture center (GFCprovidesa model of
care that standardizedreatment and optimizesoutcomes The purposeof this study is to determine
whether GFCpatients with a higher burden of comorbidity or specificcomorbiditiesare at risk for
worsened perioperative outcomes, such as increased time to surgery (TTS), postoperative
complicationsand longerlength of hospitalstay (LOS)Method: Atotal of 1077 patientsaged60 years
and older who underwent surgery for a proximal femur fracture between April 15, 2005 and
September30, 2010 were evaluated Comorbiditieaneasuredn the CharlsonComorbidityindexwere
abstractedthrough chart review Outcomeswere TTS postoperativecomplications,and LOS Results
Most patients were white, with an averageage of 85. One half lived in either a nursinghome or an
assistedliving facility. The mean Charlsonscore was 3.06 and the nursing home residents had a
significantlyhigher scorecomparedto community dwellers(3.4 vs 2.8; P <.0001). Dementiawasthe
most common comorbidity Therewas no differencein the LOSor TTSbasedon Charlsonscore The

overall complicationrate was 44%with delirium being the most common postoperative

complication Peripheralvasculardisease history of solid tumor, and peptic ulcer diseasepredicted
deliriumincidence Charlsorscorepredictedcomplicationrisk, with an oddsratio of 1.12 for eachpoint
increase ConclusionFrailty and comorbidity put this hip fracture population at high

risk for adverseperioperative outcomes Thisstudyshowsthat in the GFGnodelof carethe
comorbidityburdendid not impactthe TTSand LOSbut did predict postoperativecomplicationrate.




Frailty in elderly people

Clegg et al, Lancet February 2013

Panel 1]Frequent clinical presentations of frailty

Non-specific
Extreme fatigue, unexplained weight loss, and frequent infections.

Falls

Balance and gait impairment are major features of frailty, and are important risk factors for
falls. A so-called hot fall is related to a minor illness that reduces postural balance below a
crucial threshold necessary to maintain gait integrity. Spontaneous falls occur in more
severe frailty when vital postural systems (vision, balance, and strength) are no longer
consistent with safe navigation through undemanding environments. Spontaneous falls
are typically repeated and are closely associated with the psychological reaction of fear of
further falls that causes the patient to develop severely impaired mobility.

Delirium

Delirium (sometimes called acute confusion) is characterised by the rapid onset of
fluctuating confusion and impaired awareness. Delirium is related to reduced integrity of
brain function and is independently associated with adverse outcomes. Roughly 30% of
elderly people admitted to hospital will develop delirium, and the point prevalence
estimate for delirium for patients in long-term care is 15%.

Fluctuating disability
Fluctuating disability is day-to-day instability, resulting in patients with "good”,
independent days, and "bad” days on which (professional) care is often needed.




Preoperative Frailty in Older Surgical Patients is
Associated with Early Postoperative Delirium
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Figure 1. Incidence of Postoperative Delirium Across Frailty Scores

Shown on the Y axis is the incidence of postoperative delirium, and on the X axis is the
frailty score. The n and % below each bar represents the number and percentage of patients
within each frailty score category with delirium.

Leung et al. Anesth Analg 2011



Relationship between predisposing, protective,
and precipitating factors in delirium.

Precipitating factors

Acute medical or surgical conditions
drugs, toxics

L Inag

Cognitive imps urment I'dllt

Insult intensity

Age

factors

Protective
factors
Predisposing

$

Delirium

Joaquim Cerejeira, Nurs Res Pract. 2011



Vulnerability: The Crossroads of Frailty and Delirium

Nicky Quinlan, MB, MRCPL,” Edward R. Marcantonio, MD, SM,”® Sharon K. Inouye, MD,
MPH,” Thomas M. Gill, MD," Barbara Kambolz, MD.,* and James L. Rudolph, MD, SM"

JAGS 59:52621 S268, 2011



Frailty in elderly people

Clegg et al, Lancet February 2013

é the combination of delirium and
frailty identifies elderly people at
especially high risk of adverse
outcomes.
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Figure 2: Schematic representation of the pathophysiology of frailty




Frailty in elderly people

Andrew Clegg et al. Lancet 2013

Minor illness (eg, urinary tract infection)

!

Independent /

T __

Functional abilities

Dependent

l

Figure 1: Vulnerability of frail elderly people to a sudden change in health

status after a minor illness
The green line represents a fit elderly individual who, after a minor stressor event

such as an infection, has a small deterioration in function and then returns to
homoeostasis. The red line represents a frail elderly individual who, after a similar
stressor event, undergoes a larger deterioration, which may manifest as functional
dependency, and who does not return to baseline homoeostasis. The horizontal
dashed line represents the cutoff between dependent and independent.




Incidence and Risk Factors for Pg3perative
Delirium following Lumbar Spine Surgery

Overall analysis demonstrated an increased
incidence of delirium in older females with
greater co-morbid conditions

FinebergSXkt al, Spine(PhilaPa1976). 2013Jun21
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Figure 1. Prevalence of depressive symptoms, cognitive impair-

ment, and delirium in the cohort of 126 hip fracture patients;
50 patients (41%) had none of the three disorders.

Marcantonio et al. JAGS 2008
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Predisposing Factors for Post-Operative Delirium After Hip
Fracture Repair Among Patients With and Without Dementia

RESULTSIhe incidence of delirium was higher in the
ProbableDementiaGroupthan in the No DementiaGroup

(54%vs 26% LI8,001).

CONCLUSIONPre-operative determination of dementia
status Is important for risk stratification for incident
delirium after acute hip fracture repair surgery because
typesand magnitudeof predisposingisk factorsfor post

operativedelirium substantiallydiffer basedon their pre-

operativedementiastatus

Hochang B. Lee et al. JAGS 2011 December




Delirium is a strong risk factor for dementia in

the oldest-old: a population-based cohort study  pg(5in 2012

Daniel H. J. Davis,"? Graciela Muniz Terrera,®> Hannah Keage,"* Terhi Rahkonen,”
Minna Qinas,®’ Fiona E. Matthews,? Colm Cunningham,® Tuomo Polvikoski,” Raimo Sulkava,’®
Alasdair M. J. MacLullich®*"" and Carol Brayne?
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Are preoperative depressive symptoms associated witl
postoperative delirium in geriatric surgical patients?

RESULTSPostoperatively 46% of patients developed delirium. Patients with _a
greater number of preoperative depressivesymptomswere more
likely to developpostoperativedelirium

Leung JM et al, Journal Geront Biol Med Sci 2005

Affective functioning after delirium in
elderly hip fracture patients

CONCLUSIONhis study suggests thii-Nospital delirium is;associated with
an increased burden of depressive symptoms:three-months afte
discharge in-elderly patients.who were-admitted to the hospital

for surgical repair of hlp fraCtUI’ESymptoms of depression in patients with

previous inhospital delirium cannot be fully explained by persistent (sub)syndromal delirium or
baseline cognitive impairment.

Slor CJ, Witlox J et al. Int Psychogeriatr. 2013 Mar



Delirium superimposed on dementia is associated with prolongec

length of stay and poor outcomes in hospitalized older adults
Fick DM, Steis MR, Waller JL, Inouye SK

Abstract
PATIENT @\ total of 139older adults(>65 years)with dementia

METHODSThis prospectivestudy followed patients daily during hospitalizationand 1
month posthospital

RESULTS he overall incidence of new delirium was 32% (44/139). Those with
delirium had a 25% short-term mortality rate, increasedength of

stay, and poorer function at discharge At 1 month
follow-up, subjectswith delirium had greater functional

decline maleswere more likely to developdelirium, and for every1 unit increase

in dementiaseverity(GlobalDeteriorationScale) subjectswere 1.5 times more likely to
developdelirium.

CONCLUSIONB®elirium prolongs hospitalization for persons with dementia Thus,
interventionsto increaseearly detection of delirium havethe potential to decreasethe
severityand duration of delirium and to prevent unnecessansufferingand costsfrom
the complicationsof delirium and unnecessaryeadmissiongo the hospital

J Hosp Med. 2013 Aug 19



Delirium in older medical inpatients

and subsequent cognitive and

functional status: a prospective study
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Fig. 2: Mean score (and 95% CI) for Barthel Index at enrol-
ment and follow-up, according to delirium and dementia sta-
tus at enrolment. The p values for 2-sided ttests of pairwise
differences in means are presented in Table 2.

McCusker et al, CMAJ 2001

Patients 65 years of age and
older who were admitted from
the emergency department to
the medical services

Barthel Index (Fig. 2)

Delirium and dementia v. delirium only 0.005 0.009
Delirium and dementia v. dementia only < 0.001 0.08
Delirium and dementia v. neither < 0.001 < 0.001
Delirium only v. dementia only 0.20 0.35
Delirium only v. neither 0.010 0.13
Dementia only v. neither 0.10 0.006

< 0.001
0.010

< 0.001
0.14
0.21

< 0.001

0.002
0.036
< 0.001
0.20
0.28
0.003




Delirium superimposed on dementia and functiona
outcome at discharge and at-fear follow-up in
elderly patients admitted to a rehabilitation setting

Conclusions: DSD is a strong marker of
functional dependence in elderly patients
admitted to a rehabilitation setting

Morandi A. et al. 2013 Unpublished data



CLINICAL INVESTIGATIONS

The Overlap Syndrome of Depression and Delirium in
Older Hospitalized Patients

Jane L. Givens, MD, MSCE,™ Richard N. Jones, ScD,™ and Sharon K. Inowye, MD, MPH™"

Table 2. Characteristics of Depression and Delirium Groups

No Depression or Delirium Depression Alone Delirium Alone Overlap Syndrome

n =276 n=121 n=239 n=23
Characteristic (60.1%) (26.3%) (8.5%) (5.0%) P-Value*

Age, mean + SD 80.2 +6.3 79.0 £6.3 809+74 81.1 +6.2 22
Male, n (%) 114 (41.3) 43 (35.9) 17 (43.6) 8 (34.8) 65
Nonwhite, n (%) 42 (15.2) 13 (10.7) 12 (30.8) 2(8.7) .02
Education, years, n (%) 11.5 (3.7) 10.7 (3.3) 9.6 (3.9) 10.0 (3.1) .003
Unmarried, n (%) 179 (64.9) 76 (62.8) 28 (71.9) 17 (73.9) 61
Nursing home residence before 10 (3.6) 10 (8.26) 4(10.3) 4(17.4) .02
hospitalization, n (%)

IAny activity of daily living impairment, n (%) 65 (23.6) 60 (49.6) 19 (48.7) 16 (69.6) < .001|
Charlson Comorbidity Index, mean & SD 25+ 21 3.0+ 20 31+£22 414+29 .001
Mini-Mental State Examination, mean & SD 242 + 4.7 232 +4.2 18.8 + 5.4 203 + 44 <.001
Antidepressant use upon 17 (6.2) 17 (14.1) 6 (15.4) 3(13.0) 04
hospital admission, n (%)

History of depression, n (%) 33 (12.1) 34 (28.6) 10 (25.6) 8(34.8) <.001
Geriatric Depression Scale score, 26 +1.6 8.4+22 27+1.5 89+24 <.001
mean + SD (range 0-15)

Hospital length of stay (days), mean 4 SD 71 +£43 7.5+ 55 16.1 + 13.6 121+ 79 <.001

JAGS 2009 Oct;57:1347-1353



The Overlap Syndrome of Depression and Delirium in Older Hospitalized Pati

al

—

Percent of participants in each depression and delirium group with adverse
outcomes
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Table 3. Adjusted Predictors of 1-Month Decline in Activities of Daily Living (ADLs), Nursing Home Placement, or
Nursing Home Placement or Death at 1 Year (N = 459)

n, Adjusted Odds Ratio (95% Confidence Interval)

Depression 1-Month ADL New Nursing Home New Nursing Home
or Delirium Decline* Placement at 1 Year® Placement or Death at 1 Year

No depression or delirium 45, 1.00 72,1.00 103, 1.00
Depression alone 23, 1.31 (0.71-2.42) 38, 1.22 (0.72-2.08) 56, 1.34 (0.82-2.19)
Delirium alone 12, 1.64 (0.71-3.80) 18, 2.49 (1.06-5.83) 25, 2.61 (1.15-5.90)

Overlap syndrome 8, 3.30 (1.14-9.56) 14, 5.06 (1.63-15.73) 19, 5.38 (1.57-18.38) Givens et alJAG2009




THE OVERLAP SYNDROME OF DEPRESSION AND
DELIRIUM IN ELDERLY PATIENTS: A COMMENT

Table 1. Characteristics of 1,534 Patients Admitted to a Rehabilitation and Aged Care Unit from 2002 to 2005

No Delirium, No Depression, No  Delirium Alone Qverlap Syndrome P-
Characteristic Depression (n =938) Delirium (n =575) (n=10) (n=11) Value
Age, mean + SD 771 +6.9 79.2 + 6.8 80.0 + 5.3 81.5 + 5.6 <.001
Male, n (%) 277 (29.5) 104 (18.1) 2 (20.0) 1(9.1) <.001
Unmarried, n (%) 122 (13.0) 46 (8.0) 3 (30.0) — <.001
Nursing home residence before admission, n (%) 11 (1.2) 711.2) — — .02
Albumin serum level, g/dL, mean + SD 3.2 £ 04 3.3 +1.0 3.3 £ 0.6 3.4 £0.3 a0
Body mass index, kg/m?, mean -+ SD 26.1 +£16.9 256+ 79 228 + 4.1 27.3 £ 6.0 75
C-reactive protein, mg/dL, mean &+ SD 3.0+ 44 26+ 94 53+ 34 1.2 £23 40
Charlson Comorbidity Index, mean 4+ SD 24 + 2.1 28+ 20 37 £ 27 41 + 2.5 <.0M
Number of drugs at discharge, mean + SD 47 +£1.9 51+19 49 + 2.1 46 + 2.2 .00
Mini-Mental State Examination score (range 0-30), 25.3 + 4.1 237 L+ 4.2 194 £ 7.3 21.0 £ 49 < .00
mean + SD
Geriatric Depression Scale score (range 0-15), 34 +1.8 944 2.0 39 +£18 10 £ 2.5 <.001
mean + SD
Barthel Index (range 0-100), mean + 5D
1 month before B7.6 +=17.7 81.2 + 19.9 728 + 24.8 721 +21.8 <.001
On admission 65.3 + 23.3 61.3 + 25.2 35.2 £ 21.8 459 + 26.8 <.001
At discharge 85.0 +18.2 79.8 + 21.0 99.3 £ 25.0 93.7 + 30.7 <.001
Rehabilitation and Aged Care Unit length of stay, days, 222 +94 237 £ 85 28.5 +18.3 30.0 £13.6 =<.0M
mean £ SD
Death within 1 year, n (%) 58 (6.2) 57 (9.9) 2 (20.0) 4 (36.4) <.001

Turco et al. JAGS 2010




Considerazioni

A Il delirium & associato ad eccesso di disabilita

A Ma gli outcome funzionali associati al
delirium permangono negativi?...

A ..0 meglio, puo la risoluzione del delirium
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Caso clinico 1

A Paziente (XY) di 73 anni, giunge alla nostra osservazione in d
22/1/13 proveniente da casa.

Anamnesi fisiologica e familiare

A Coniugata, vive con il marito, assistita dallo stesso e da
personale retribuito (per le pulizie 3v/sett).

A Una figlia non convivente.

A Scolarita: 13 anni

A Attivita lavorativa principale: casalinga

A Ha fumato fino a 2 aa fa, consuma vino ai pasti.

A Deambulava senza ausilio ed usciva di casa accompagraita (-
volte/sett.)



Caso clinico 1

Anamnesi patologica remota

A Osteosintesi per frattura femore sx (1982)

A Quadrantectomia superiore esterna sx (1989) per ADK
mammario

A Artroprotesi ginocchio sx (1992)

A Ipotiroidismo in esiti di tiroidectomia parziale per nodulo
benigno (10 aa fa)

A Linfoma norHodgkin trattato con RT e CHT (2004)
A Pseudoafachia chirurgica bilaterale (11/2012)
A Ipercolesterolemia



Caso clinico 1

Anamnesi patologica remota

A Decadimento cognitiva genesi neurodegenerativa:

i Dal 2004 graduale, lento calo delle performance cognitive, peggiorate piu vistosamente da
circa un anno con anomie. Non segnalati deliri né allucinazioni,

I~ RMN encefal¢fine 2012): minime lesioni micro lacunari ischemiche sottocorticali e un
guadro di atrofiacortico-sottocorticale diffusa.

I~ Visita geriatrica(10/2012): MMSE=21/30; GDS=4/15 e crisi di pianto. OD: decadimento
cognitivo a verosimile genesi neurodegenerativa.

I~ Valutazione'NP@ine 2012): lieve deficit cognitivo, caratterizzato da deficit di attenzione
(sostenuta e distraibilita), deficit di linguaggio (comprensione e anomia), deficit delle funzic
esecutive (pianificazione e controllo), defiisuospaziali (aprassia costruttiva, memoria
visiva, riconoscimento volti) e deficit di critica e giudizio. La paziente € parzialmente
consapevole dei deficit riscontrati.
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Caso clinico 1

Anamnesi patologica prossima

A Il 6/12/2012 caduta nello scendere le scale riportando
frattura del femore sx trattata con riduzione cruenta e
sintesicon placcae cerchiaggi 1@ 12/2012 vietato il carico
fino alla visita di controllo del 15/1/2013 dove e stato
concessaino al 70% Da allora deambulaper tratti molto
brevie conil sostegnadi unapersona

A Riferito dal marito ulteriore peggioramentocognitivo dopo
la frattura recentee facileirritabilita nei suoiriguardi

A Due giorni fa caduta dal letto di dinamica non chiara
(ritrovata sedutaa terra dal marito).



Caso clinico 1

Esame obiretti vo al |l 0

A+A3IAESE tFLYSydal F2NIA |f3IAS
che si accentuano alla digitopressione o mobilizzazione

A ECG: pz poco collaborante. Verosimile RS con FC 80 bpm. EA
A EAB (AA): nella norma

A Sirichiedono esami ematici, RX torace+spalla sx+emicostato
sx+bacino+rachide sacrale



Caso clinico 1

Valutazione multidimensionale

CAM 4/4
Mini Nutritional Assessment 7+7/30
MMSE 6/30
GDS Non applic.
IADL (funzioni perse) 4/8

Barthel Index 93/100 14/100
Albumina 3.4

APS 0



Caso clinico 1

Obl et ti vi all 01 ng

Obiettivi clinici/infermieristici

A Rivalutazione diagnostico/terapeutica performance cognitive
e disturbi comportamental

A Rivalutazione diagnostica e controllo algie

A Riduzione del carico assistenziale in igiene e abbigliamento

Obiettivi riabilitativi

A Controllo algie

A Autonomia nei passaggi posturali

A Deambulazione (con carico parziale) con ausilio +
supervisione

Obiettivi socio/assistenziali
A Rientro al domicilio




Caso clinico 1

Decorso

MRiscontro dirregolarita X costaxcompatibile con frattura,
sospetta frattura ultima vertebra sacra(eisita ortopedica:
clinicamente mal valutabile per le condizioni generali. Nessun
trattamento specifico, solo antalgici).

Alternanza di tranquillita gerattivita (ansia, insonnia,
affaccendamento motorio, abnorme iniziativa motoria, a tratti
aggressivita verbale e fisica)

MPraticata terapia antalgica con miglior controllo delle algie
Aviantenuto adeguato introito idrico e alimentare
AvSA2E I NRT T G2 fQlf @2
AlrattatalVUsecondo antibiogramma

AEscluse altre cause di delirium

Alrattamento con neuroletticorisperidong a dosaggio
crescente dei disturbi comportamentali



Caso clinico 1

Al termine della degenza
ADelirium persistente
APiU gestibili i disturbi comportamentali

Valutazionemultidimensionale

_ Premorboso| Ingresso | Dimissione

C_ 4/4

6/30
G_DS Non valut.
MNA 7+7/30
|JADL(n funzioni perse) 4/8 8/8 8/8
Barthellndex 93/100 14/100 20/100
VNS(VisualNumericScale) 4/10 0/10
Tinetti scale 2/28 12/28

FIM 36/126  48/126



Caso clinico 1

Nel corsodel mesisuccessivgradualeriduzione
del delirlum e concomitante miglioramento
delle performancefunzionali Permanetuttavia

dipendenzanelle ADL




Caso clinico 2

Paziente (XY) di 92 aa, giunta alla nostra osservazione
proveniente dalla cardiologiad el | 6 o.spedal e

Anamnesi fisiologica e familiare

A Vedova, 1 figlia, con la quale vive da pochi mesi, assistita
dalla stessa e dal genero

A Deambulavafino ad alcune settimane prima con 1 bastone
A Uscivadi casa alcune volte/settimana (accompagnata)



Caso clinico 2

Anamnesi patologica remota

A
A

Fibrillazione atriale permanente da diversi aa

Due aa fa ricovero per SCC Rilevata stenosi mitroaortica severa. Da
allora in O2-terapia.

A Viveva sola, con il supporto dei familiari, fino a maggio 2013, epoca In

Cui e stata ricoverata in ospedale per SCC Rientrata al domicilio. Dopo
alcune settimane di discrete condizioni rilevati calo funzionale e
cognitivo, comparsa di disturbi comportamentali  (insonnia,
vocalizzazioni,a tratti irritabilita)

Anamnesi patologica prossima
A Il 24/7/2013 ricoverata nuovamente c/o cardiologia ospedale per SCCe

iInsufficienza respiratoria acuta. Iniziato aloperidolo per 1 suddetti
disturbi comportamental

A Giunge alla nostra osservazioneper ciclo FKT



Casoclinicoz Fsame obiettivo all

A RASS=2

A PA=70/50 mmHg; FC=96 B/MIN

A Dispeaa riposo

A Lesioni da pressione 2° stadio gambe e sacro

A Al | trEW® jpofonesi plessica basale dx, MV diffusamente
ridotto, crepitil inspiratori basali a sx

A Allettata, non in grado di mantenere la posizione seduta
A 3-oz-test positivo
A Peso= 34 Kg; altezza= 150 cm; BMI=15,1



Caso clinico 2

Valutazione multidimensionale

T Bremorboso | Ingresso

CAM 3/4
Mini Nutritional Assessment 3+5.5/30
MMSE Non valut.
GDS Non valut.
IADL (funzioni perse) *8/8

Barthel Index **34/100 0/100
Tinetti 0,28
FIM 39/126
Albumina 2.9
APS 10

*Fino a maggio us IADLp=4/8
** Fino a maggio us BI=89/100




Caso clinico 2

A Durante i primi giorni di degenza permanenza di delirium, ipotensione arteriosa,
incapacita di mantenere la stazione eretta. A | |-tor& segni di scompenso di
circolo con versamento pleurico bilaterale.

A Nel corso della degenza risoluzione del delirium (2 giorni dopol 6i nge e
graduale miglioramento delle condizioni clinico-funzionali.

A Alla dimissione passaggi posturali in autonomia, deambulazione con un girello e
minima supervisione.

A Dimessa al domicilio



Caso clinico 2

Valutazione multidimensionale
Premorboso

CAM

MNA

MMSE

GDS

IADL (funzioni perse) 8/8
Barthel Index 34/100
Tinetti

FIM

6 MWT

Ad oggi stazionarieta delle performance

Ingresso
3/4
3+5.5/30

Non valut.
Non valut.

0/100
0/28
39/126

Non valut.

funzionali

Dimissione
0/4

16/30

59/100
19/28
68/126
63 mt



Andamento funzionale delle 2 pazienti durante la degenza in riabilitazio

ne

<-Delirium persistente «#Delirium prevalente
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SYSTEMATIC REVIEW

Persistent delirium in older hospital patients:
a systematic review of frequency and prognosis

MARTIN G, CoLE"?, ANTONIO CIAMPI, ERIC BELZILE?, LHONG ZHONG’
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Figure |. Individual and combined propordons (and 95% confidence intervals) for persistent delirium at discharge and 1, 3,

6 months after enrolment. *Combined estimate after excluding two studies with () values.

M.G. Cole et al, Age Ageing 2009



Delirium persistente

Quali fattori di rischio?



Risk Factors for Delirium at Discharge

Development and Validation of a Predictive Model

Sharon K. Inouye, MD, MPH; Ying Zhang, MDD, MFH; Richard N. Jones, ScI); Dan K. Kiely, MPH, MA;
Framces Yang, PhDD); Edward R. Marcantonio, MD, 5M

Table 3. Independent Risk Factors for Delirium at Discharge
in 491 Subjects

Adjusted OR
Risk Factor (95% Cl)3
Dementia, by diagnosis or mBDRS =4 2.3 (1.4-3.7)

(n=96)
Vision impairment (n=189) 2.1 (1.3-3.2)
ADL impairment >1 (n=97) 1.7 (1.2-3.0)
Charlson score*' =4 (n=140) 1.7 (1.1-2.6)
Restraint use during delirium (n=75) 3.2 (1.9-5.2)

Arch Int Med 2007
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Factors associated with prolonged deliriun
a systematic review

Abstract

BACKGROUNDelirium frequently accompaniesacute illness With treatment of the illness,someindividuals
recoverfrom delirium while for othersthe symptomspersist It is not understoodwhy someindividualsimprove
but others do not. The purpose of this paper is to review systematicallywhat is known about the factors
associatedvith the persistenceof delirium.

METHODSA medicalliterature searchwas conductedusingseveralbibliographicdatabasessupplementedby

manual searchesof the references Englishor Frenchstudieswere includedif they comparedtwo groups of

deliriousindividualsin delirium duration or persistenceup to sixmonths after the onsetof delirium, diagnosed
prospectivelywith the Diagnosticand StatisticalManual of Mental Disorders(DSM)criteria (or a scalederived
and validatedagainstthe DSM) Information wascollectedon the associatiorbetweenpossiblenon-therapeutic
prognosticvariablesanddelirium persistence

RESULTSwenty-one observationalstudies were included, in various settings (e.g. mixed medicatsurgical,
medical or geriatric, surgical,psychiatric,canceror palliative care units). Variablesassessedncluded patient
characteristics(e.g. age, dementia, medical comorbidity, functional status), delirium characteristics(e.g.
presenceof hypoactive symptoms,delirium severity) and illness characteristics(e.g. severity of iliness,and
underlyingacute illness) Overall, studies suggestedthat delirium is often persistentat dischargeor beyond

Persistencewas associatedwith dememntia, increasing humbers of medical
conditions increasimgsevetity of delirium, hypoactive symptomsand hypoxic

hesses

CONCLUSION®eliminaryfindingssuggesthat somefactors may identify those at risk for persistentdelirium;
however,moreresearchis needed

Dasgupta M et al. Int Psychogeriatr 2010 May



Are preoperative depressive symptoms associated witl
postoperative delirium in geriatric surgical patients?

RESULT®ostoperatively46% of patients developeddelirium. Patients with a
greater number of preoperative depressivesympiomswere more
likely to develop postoperativedelirium (p =.048) and expetiencea longer

duration of pestoperative delirium (p =.027). Evenafter adjustingfor
covariatesassociatedwith depressionand postoperative delirium--including age
educational level functional status, and preoperative alcohol use--patients with
more than six preoperativedepressivesymptomswere still significantlymore likely
to have a longer duration of postoperativedelirium than did those patients with
fewer than two depressivesymptoms(oddsratio = 2.69, confidenceinterval = 1.04-
6.93).

Leung JM et al, Journal Geront Biol Med Sci 2005



Complications in postacute care are
associated with persistent delirium

Anderson CP, Marcantonio ER. J Am Geriatr Soc. 2012 Jun

PARTICIPANTRireehundredfifty individualswith deliriumat PACadmission

RESULTSX.Delirium persistence at 1 month was significantly greater in
participants with- more geriatric syndromecomplications(no complications51% one
complication61% x 2 complications, 100% adjustedP = .048). Therewasalsoa trend toward
greater delirium persistencein participantswith unresolvedgeriatric syndrome

complicationS(no complications,51% resolved complication, 61% unresolved complication,
68% adjustedP =.10). CONCLUSIOMeriatricsyndromecomplicationsare commonin individuals
admitted to PACwith delirium and are associatedwith persistenceof delirium 1 month later.
Proactivelyaddressingrisk factors for geriatric syndromesmay improve outcomes of vulnerable
individualsin PAC

Geriatric syndrome complications
- Dehydration

- Pressure ulcers

- Poorly controlled pain

- Urinary retention

- Fecal impaction

- Malnutrition

- Aspiration

- Falls




A Quale correlazione traisoluzionedel
delirium e disabilita?

A Quale correlazione tra deliriunpersistentee
disabilita?
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Are Fluctuations in Motor Performance
a Diagnostic Sign of Delirium?

Girseppe Bellelli, MD, Salvatore Speciale, MD, Sara Morghen, PsyDD, Tiziana Torpilliesi, MD, Renato Turco, MD,
and Marco Trabucchi, MD
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TO=ingresso

T1= settimanale
T2= diagnosi di deliriuni
T3=risoluzione delirium
T4= dimissione

JAMDA 2010



Delirium and the functional recovery of older
medical inpatients after acute iliness: the
significance of biological factors.

A By discharge, survivors who had recovered from
prevalent delirium had significant improvement in Bl
(n=38, p=0.005), but non-recovers did not (n=14,
p=0.512).

A Delirium in acutely admitted patients is associated with
functional decline only in those who do not recover.

Adamis et al. Arch Gerontol Geriatr. 2011 May-Jun



Delirium is independently associated with
poor functional recovery after hip fracture

Delirium symptoms in post-acute care: prevalent, persistent,
and associated with poor functional recovery

Marcantonio et al, JAGS 2000

Marcantonio et al, JAGS 2003




