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Cosa deve fare una post acuzie 

John Morley, JAMDA 2014 

(RR,MT,SB 2004)  

 

 





Cosa NON DEVE fare una post-acuzie: 

 

-Aumentare i costi  

(avere un hospitalist aumenta I costi di lab e non riduce le cadute nè 

le riammissioni); Gloth, Jamda 2011;12-384-386 

 

-Ricevere i pazienti non adeguati  

(hospice care vs SNF for terminal illness); WANG, Jamda 2016 

 

-NON essere in rete per la scelta del migliore luogo post-acuto 

(unico pagatore, offerta di servizi non in concorrenza, bundle 

payment); Burke et al, Jamda 2016, 17:364-369 

 

-Allettare i pazienti; favorire il sonno diurno; sfavorire il sonno 

notturno (less functional recovery);  

Alessi, Sleep 2008; Martin, Sleep 2011; Dierzewsky, Jags 2014 

 

-Rifiutare i pazienti con delirium; Jones, Jamda 2010 

-Defilarsi sui fragili (black, female, old, low income, hispanic); 

Freburgeer, Arch Ph Med 2013  

 

 



Cosa DEVE fare una post-acuzie:  

 

-Assessment (all articles) 

-Curare i malati secondo le linee guida 

(scompenso cardiaco, recente IMA); Nazir Jamda 2015:825-831 

(infezioni e antibiotici) ; Temkin Antib Res 2015 

(review dei farmaci); Runganga Clin Interv Aging 2014 

(Chronic critical illness); Kahn , Med Care 2013 

(nutrizione e disfagia); Heckert, Stroke 2009 

(BPCO); Van Dam, Prim Care 2014 

 

-Ridurre i rischi di rericovero da riacutizzazione/problemi incidenti 

(SCC 25%, falls/ortopedics 11% , GI 7%); Inzitari, Jamda 2014: 687 

 

 

-Curare la depressione ed insonnia; Martin Am J Ger Psy 2012 

 

-Attenzione alla diagnosi e cura del delirium non segnalati da Hosp 

(30% fratture, 20% ortop non frattura, 24% infezioni)  

Elalem, Jamda 2015; Marcantonio, Jags 2010 (from 46 to 12%) 

 

 



Cosa DEVE fare una post-acuzie: 

 

-Considerare la funzione premorbosa nella predittività del recupero 

(1 year before); Buurman,  Jamda, 2016,17:225-231 

 

-Prevedere un percorso specifico per pazienti molto gravi  

(Severe dementia: rehosp 44%, or NH 24%, 24% home, 8% dead) 

Nahanishi, Jamda 2016:92 

 

-Aumentare comunicazioni tra il personale  

(67% readmission per polmonite risparmiate) 

  

-High presence model (enhance, activate): LOS from 28 to 12 days, 

less riadmissions; Deveraux, Jamda 2106 

 

-Tracking frequency of locomotion (min/die, functional assessment 

of results) 

 

-Transition to home  

(follow up telefonico: reduced readmission from 36 to 12%) 

(attivare il territorio con AS) Jamda, 2014 e 2016 

 





Adattare il trattamento  

riabilitativo allo  

stato premorboso 





The Post Discharge Clinic (PDC) at James A. 

Haley Veterans Affairs Hospital (JAHVAH) 

was created to oversee care transitions of 

veterans admitted to SNFs for postacute care 

and subsequently discharged to the 

community. The PDC intervention consisted 

of a one-time, approximately 2-hour visit 

shortly before discharge from the SNF, 

during which a trained nurse practitioner, 

under supervision of a geriatrician, 

conducted medication reconciliation 

(covering preadmission, hospital, and SNF 

discharge), ordered medical supplies and 

equipment and home health services if 

needed, provided individual or caregiver 

education, and communicated the 

information to individual’s primary outpatient 

care provider through electronic medical 

records. 



 

Uso delle risorse  

 

 

 

 

  



PAC has been of increased interest to policymakers as a result of a 2013 

Institute of Medicine (IOM) report that identified the sector as the source of 73 

percent of the variation in Medicare spending. As a result, hospitals, health 

systems, PAC providers, payers and other stakeholders have taken steps to 

learn more about and improve PAC services, which are used by almost 42 

percent of Medicare beneficiaries discharged from a hospital. 

 

A primary cause of the variance in PAC payments relates to the initial care 

setting that follows hospitalization in a short-term acute-care hospital. Average 

per discharge payments to PAC providers vary considerably by venue.  

 

For example, average Medicare payment for a 30-day episode for a patient 

with congestive heart failure (CHF) whose post-acute discharge site was an 

LTCH was more than twice the payment for a patient who was discharged to a 

SNF, and about 27 percent more than that for a patient whose initial post-acute 

venue is an IRF. However, these data do not account for differences in severity 

of illness across the PAC settings. 











Final Rule: Hip & Knee Bundled Payment  

• Retrospective payment methodology  

FFS payments continue 

Settle up to variable discount  

Quality measurement 

Stop-loss and stop-gain  

 

Composite Quality Score 

  

Score based on: 

– Elective hip/knee complications within 90 days – HCAHPS (all 

patients, not just hip/knee) 

– Voluntary patient-reported outcome measure HCAHPS and 

complications points based on national percentile of performance  

– Credit for significant improvement  

PRO measure points for reporting data (not level of performance)  

 

The HCAHPS survey contains 21 patient perspectives on care and patient rating items that 

encompass nine key topics: communication with doctors, communication with nurses, 

responsiveness of hospital staff, pain management, communication about medicines, 

discharge information, cleanliness of the hospital environment, quietness of the hospital 

environment, and transition of care.  







 

Specificità 

 

 

 

 

  



Tutti fanno tutto? 

Individualizzare il servizio ed il trattamento in base alle 

richieste cogenti 

In base alla tipologia di post acuzie: 

geografica,  

sociale,  

clinica,  

funzionale 

avverrebbe una diversa 

  

Tipologia di rimborso economico: 

Fee for service 

Severity based 

Outcome based 

 

Arch Phys Med Rehabil. 2013 April ; 94(4): 622–629 

Does Post-Acute Care Site Matter? A longitudinal study 

assessing functional recovery after a stroke  



Hospitalization for acute disease or injury may, in older home- dwelling patients, be associated 

with functional decline and increasing dependency. Some patients are not able to return to 

their own home after acute hospitalization and need further multidimensional geriatric based 

care to regain their functional capacity. 

There are numerous facilities that offer this kind of care, different terms are used, different 

patients are selected and different kind of care is offered. 

 

The 19-bed Italian SAC unit was established in 2011 as part of the geriatric department at the 

Fondazione Ospedale Poliambulanza in Brescia, Italy . In addition to treating and rehabilitate 

patients after an acute hospital admission, this treatment option was also available for home 

dwelling elderly patients with chronic disease to avoid early flare-up, relapse and acute 

hospitalization.  

 

The 19-bed Norwegian IC unit was established in 2005 as a collaboration between the 

municipality of Bergen, and the two hospitals serving the town. Emphasis was put on selecting 

patients from the acute medical and orthopaedic hospital departments that had a treatment 

and rehabilitation potential, and that the treatment period should be rather short, preferably 

≤14 days, to allow a rather high turnover of patients that were able to receive CGA based 

treatment and care.  

 













We conclude that some caution should be taken when clinical outcomes from different 

countries and societies are compared, because end-points, like the ability to return to 

home and the use of NH, is influenced by health care and sociodemographic differences.  

 

Both the Italian hospital SAC model and the Norwegian NH IC model presented in this 

article are feasible and good alternatives, but more firm inclusion criteria based on 

knowledge about the long term clinical outcome of both patient groups may further 

optimize the selection of patients suitable for these different PAC options. 



Due casi clinici 

B.M., 70 anni 

 

Motivo ricovero 

Assessment 

Obiettivi 

Procedure 

Outcome 

 

P.B., 82 anni 

 

Motivo ricovero 

Assessment 

Obiettivi 

Procedure 

Outcome 

 



Motivo del ricovero 

B.M., 70 anni 
Ricoverato in Geriatria Per: 

-Insufficienza  Respiratoria Globale Acuta 

(NIV) A Genesi Mista  

-Scompenso Cardiaco 

-BPCO Riacutizzata (Tabagismo Attivo) 

 -Voluminosa Massa Addominale Di Ndd 

(Sospetta Neoplasia Mesenchimale) 

 

In Anamnesi: 

-Ipertensione Arteriosa  

-Coronarosclerosi Con Indicazione A Terapia 

Farmacologica 

-Pregressa Insufficienza Renale Acuta Con 

Acidosi 

-Ipotiroidismo Subclinico 

-Obesita' 

-Pregressa Polmonite Multifocale e Ards 

(2012) 

 

 

P.B., 82 anni 
Ricoverato In Geriatria Per: 

-Polmonite (ab ingestis?) 

-Insufficienza respiratoria ipossiemica 

-Emiparesi Destra, Disartria E Disfagia Da 

Emorragia Cerebrale Lenticolo-capsulare 

Sinistra  

-Piccolo Ematoma Sottodurale Fronto-

parietale Destro 

-Meningiomi Multipli 

 

In Anamnesi: 

-Decadimento Cognitivo (D. Di Alzheimer in 

follow up UVA) 

Prostatectomia(1980)  

Asportazione Di Meningioma (2010) 

Asportazione Di Neoplasia 

Cutanea In Regione Parietale Destra (2012) 



Chi è il paziente 

B.M., 70 anni 
Separato 

Vive solo 

Autosufficiente 

Gestisce locali notturni 

 

Non abile nella gestione della propria 

patologia  

(ricovero nel 2012 in GER poi UCSA per 

scompenso cardiaco, obesità, insufficienza 

respiratoria) 

Scarsi controlli clinici periodici 

P.B., 82 anni 
Paziente di 82 anni, coniugato 

Vive a domicilio con la moglie 

Deficit cognitivo lieve-moderato (CDR 2) 

Autosufficiente (Barthel 85/100) 

 

Buona presenza dei familiari 

Regolare assunzione dei farmaci 

Follow up regolari  



Sintesi pre-ricovero in GER 

B.M., 70 anni 

Ricovero in geriatria  e poi in UCSA 

nel 2012: 

Insufficienza respiratoria globale 

Scompenso cardiaco, BPCO 

Obesità 

Indicazione a diuretico, 

broncodilatatori, calo ponderale, 

follow up periodici per eventuale 

LTOT (never done) 

 

P.B., 82 anni 

Ricovero in neurologia il 24-3 per 

Alterazione del sensorio ed afasia e 

disfagia, sfumato deficit emisoma dx. 

Trasferito in riabilitazione specialistica 

per recupero motorio e trial della 

deglutizione. 

Nel frattempo posizionato PICC per 

NPT (dopo rimozioni SNG). 

Nel frattempo (neuro) polmonite. 

Nel frattempo (riab) nuovo ab ingestis 

e insufficienza respiratoria 



Assessment premorboso 

B.M., 70 anni 

 

MMSE 30/30 

GDS 0/15 

IADL 0/5 f. perse 

BADL 0/6 f. perse 

CDR 0 

Tinetti 28/28 

  

 

 

P.B., 82 anni 

 

MMSE 19/30 

GDS -/15 

IADL 5/5 f. perse 

BADL 2/6 f. perse 

CDR 2 

Tinetti 28/28 



Sintesi ricovero in GER 

B.M., 70 anni 

Afferito al PS per dispnea ed edemi 

declivi. Ricoverato per riscontro di 

insufficienza respiratoria globale a 

genesi mista. Eseguita terapia 

antibiotica, diuretica e NIV e  

broncodilatatrice con miglioramento 

del quadro respiratorio, ma riscontro 

ecografico e tac di voluminosa massa 

addominale a verosimile genesi 

neoplastica (mesenchimale ?) con 

nodulazioni peritoneali e sospette 

ripetizioni epatiche. In attesa di 

valutazione chirurgica (debulking ?), 

si trasferisce in UCSA per 

prosecuzione cure 

 

P.B., 82 anni 

All'ingresso in reparto paziente 

soporoso,risvegliabile agli stimoli 

verbali, dispnoico a riposo, cute e 

mucose asciutte. Per grave 

insufficienza respiratoria ipossiemica, 

terapia con MV 60 % e frequenti 

tracheoaspirazioni. Ai controlli ega 

miglioramento respiratorio, sospesa  

O2 terapia. Terapia antibiotica, 

aerosolterapia.  

Quotidianamente mobilizzato in 

carrozzina.  

Avviata NPT (MIDLINE per NPT), 

dieta per disfagia; trasferito in UCSA 



Assessment in UCSA 

B.M., 70 anni 

MMSE 30/30 

GDS 8/15 

IADL 1/5 f. perse 

BADL 3/6 f. perse 

CDR 0 

Tinetti 14/28 (8+6)  

Peso 135 Kg 

CIRS severità 1.6  

CIRS comorbilità 3 

Scala IIA 3 (autosuf, 

terapia) 

P.B., 82 anni 

MMSE 0/30 (afasia) 

GDS nv/15 

IADL 5/5 f. perse 

BADL 5/6 f. perse 

CDR 3 

Tinetti 1/28 

Peso 63 Kg 

CIRS severità 2.1  

CIRS comorbilità 4 

Scala IIA 3 (autosuf, 

terapia) 



Obiettivi 

B.M., 70 anni 

Compenso cardiaco e 

respiratorio 

Calo ponderale 

Recupero funzionale 

premorboso 

Tono dell’umore (insight 

malattia) 

 

Stabilità resp (O2?) 

Valutazione LTOT 

Valutazione intervento CGE 

 

 

P.B, 82 anni 

Compenso respiratorio 

Terapia infezione  

Recupero funzionale 

premorboso 

 

 

Procedure: 

PICC - NPT (temporaneo?) 

Trial nutrizionale disfagia 



Obiettivi 

B.M., 70 anni: 

Giovane ma neoplastico (con mts!) 

Gravità malattie cardiorespiratorie/metab 

Buono stato cognitivo/funzionale 

premorbosi; attuale dipping; depresso 

 

Procedure finalizzate alla sopravvivenza e 

ritorno allo stato quo ante? (bassa 

aspettativa del paziente) 

 



Survival rates for gastrointestinal stromal tumors (American Cancer Society) 

Resectable versus unresectable tumors  

The AJCC staging system provides a detailed summary of how far a GIST has 

spread. But for treatment purposes, doctors are often more concerned about 

whether the tumor can be removed (resected) completely with surgery.  

Whether or not a tumor is resectable depends on its size and location, whether it has 

spread to other parts of the body, and if a person is healthy enough for surgery. 

Tumors that can clearly be removed are defined as resectable, while those that can’t 

be removed completely (because they have spread or for other reasons) are 

described as unresectable.  In some cases, doctors may describe a tumor as 

marginally resectable if it’s not clear if it can be removed completely. If a tumor is 

considered unresectable or marginally resectable when it is first found, treatments 

such as targeted therapy may be used first to try to shrink the tumor enough to make 

it resectable.  

Localized, larger (marginally resectable) tumors  

Tumors that are larger or in certain places may be harder to remove completely and 

might require more extensive surgery that could cause health problems later on. 

Because of this, once a biopsy is done to confirm the tumor is a GIST, treatment with 

imatinib is usually started.  It is continued at least until the tumor stops shrinking. If 

the tumor shrinks enough, surgery might be done if the doctor thinks he or she can 

remove the remaining tumor safely.  

If the tumor doesn’t shrink enough to make surgery possible, imatinib is often 

continued as long as it seems to help. If it is no longer working or if the side effects 

are too severe, sunitinib (Sutent) may be tried instead. If sunitinib is no longer 

working, the targeted drug regorafenib (Stivarga) may help some patients.  



Survival rates for gastrointestinal stromal tumors (American Cancer Society) 

 

It is very hard to get accurate numbers on survival rates for GISTs. Part of this 

is because these tumors are not common. In the past, they were often 

classified as other types of cancers, which made the numbers available for 

study even smaller.  

Treatment has also changed dramatically in recent years now that newer, 

targeted therapy drugs are being used.  

The survival rates below are based on people treated many years ago, largely 

before these newer treatments were used, so people being treated for GISTs 

today are likely to have a better outlook. 

 

The 5-year survival rate refers to the percentage of patients who live at least 5 

years after their cancer is diagnosed. Five-year rates are used as a standard 

way of discussing prognosis. Of course, many people live much longer than 5 

years. Five-year relative survival rates, such as the numbers below, assume 

that some people will die of other causes and compare the observed survival 

with that expected for people without the cancer. This is a more accurate way 

to describe the chances of dying from a particular type and stage of cancer. 



Survival rates for gastrointestinal stromal tumors (American Cancer Society) 

 

The rates below are based on the stage of the cancer when the person was 

first diagnosed. When looking at survival rates, it’s important to understand 

that the stage of a cancer does not change over time, even if the cancer 

progresses. A cancer that comes back or spreads is still referred to by the 

stage it was given when it was first found and diagnosed, but more information 

is added to explain the current extent of the cancer. (And of course, the 

treatment plan is adjusted based on the change in cancer status.) 

Based on people diagnosed between 2003 and 2009 the overall relative 5-year 

survival rate of people diagnosed with a malignant GIST was estimated to be 

about 76%. 

If the tumor was confined to the organ where it started, the 5-year relative 

survival was 91%. 

If it had grown into nearby tissue (or spread to nearby lymph nodes) when it 

was first diagnosed, the 5-year relative survival was around 74%.  

If it had spread to distant sites when it was first diagnosed, the 5-year relative 

survival was 48%. 

 

Last Medical Review: 04/04/2014; Last Revised: 02/08/2016 



Obiettivi 

P.B., 82 anni: 

Più vecchio 

Grado di deficit cognitivo (? Esegue, Ride) 

Stato funzionale premorboso moderato 

Eventi intercorrenti ospedalieri 

 

Procedure finalizzate al ritorno allo stato 

quo ante (alta aspettativa dei familiari) 

 

 



Kumfor F1, Hodges JR1, Piguet O1. 

J Alzheimers Dis. 2014;42(1):201-10. doi: 10.3233/JAD-140351. 

Ecological assessment of emotional enhancement of memory in progressive nonfluent aphasia and 

Alzheimer's disease. 

 

Fan Zhang, Yuan Wan Ho, Helene H. Fung*  

Aging and Disease Volume 6, Number 3; 208-215, June 2015  

Learning from Normal Aging: Preserved Emotional Functioning Facilitates Adaptation among Early  

Alzheimer’s Disease Patients  

 

Takeda et al.  

Laughter and humor as complementary and  alternative medicines for dementia patients  

BMC Complementary and Alternative Medicine 2010, 10:28  

 

Summary  

Dementia patients should be cared for taking into consideration their individual 

capacities, which differ from patient to patient.  

Most laughter and smiling is preserved in dementia patients until the end of the clinical 

course, even though laughter and smiling as a means of communication is lost during 

the early stages of the disease.  

Laughter and smiling associated with pleasant feelings, with the exception of laughing in 

response to feelings of disharmony, and laughter induced by the release of tension can 

be used in the treatment of dementia patients. The use of humor, covering issues of the 

fulfillment of instinctive needs and expectations, as well as feelings of superiority (Table 

1), can be a good and effective complementary and alternative intervention in the 

treatment of dementia patients.  

 

 

http://www.ncbi.nlm.nih.gov/pubmed/?term=Kumfor F[Author]&cauthor=true&cauthor_uid=24840571
http://www.ncbi.nlm.nih.gov/pubmed/?term=Hodges JR[Author]&cauthor=true&cauthor_uid=24840571
http://www.ncbi.nlm.nih.gov/pubmed/?term=Piguet O[Author]&cauthor=true&cauthor_uid=24840571
http://www.ncbi.nlm.nih.gov/pubmed/24840571
http://www.ncbi.nlm.nih.gov/pubmed/24840571


The neural circuit underlying laughter may have three main brain components: (i) cognitive 

areas, such as sections of the frontal lobe that help a person understand the situation; (ii) a 

movement area (probably the supplemental motor area) that triggers muscle movements to 

induce a smile or laughter; and (iii) an emotional component that actuates the perception of 

happiness after an amusing experience, possibly facilitated by the nucleus accumbens . 



Procedure 

B.M., 70 anni 

Terapia cardiaca e 

respiratoria 

Calo ponderale (dieta) 

Mobilizzazione, cammino 

assistito e FKT 

Tono dell’umore (antidep) 

 

Procedure: 

Valutazione LTOT (ok) 

Valutazione CGE/psico (ok) 

 

Peci, 82 anni 

Compenso respiratorio 

Terapia infezione  

Recupero funzionale 

premorboso 

Ri alimentazione 

 

 

Procedure: FKT 

PICC - NPT (temporaneo?) 

Trial nutrizionale disfagia 



Procedure e percorso 

B.M., 70 anni 

 

Intervento CGE 

Valutazione oncologica 

Ritorno a casa  

Malattia cronica stabilizzata 

Autosufficienza e guarigione 

Tempo previsto: 40 giorni 

(GER -UCSA - CGE – riab?) 

 

 

P.B, 82 anni 

 

Guarigione infezione 

Recupero nutrizionale 

Ripresa del cammino 

Dimissione protetta  

(SAD + NPT?) 

Tempo previsto: 30 giorni 

(UCSA – casa) 



Major costs in malnutrition: This difference was explained mainly by a higher use of 

health care resources in patients with malnutrition (medical consultations, hospital 

admissions, and LOSs). On the other hand, additional costs associated with patients 

with DRM were approximately 4 times higher for older patients (V1.5 billion) (1.67 

billion), compared with the younger patients (V500 million) ($555 million).21 This 

difference might be partially explained by the fact that an older age is associated 

with an overall increase in disease prevalence.  

 

Results of this review support the concept that prescribing nutritional oral 

supplements to ensure sufficient protein and energy intake might represent a 

beneficial strategy to improve the nutritional status in malnourished institutionalized 

and community-dwelling older adults.  

 

Only studies with long-term interventions showed significant cost savings 

(V11.62/$12.90 million saved per year).These results agree with a meta-analysis 

demonstrating that the use of ONS in at-risk patients significantly reduces the rate of 

readmissions in hospitalized patients, mainly in those 65 years or older (6 

randomized controlled trials, n 1⁄4 834, effect size 0.18; 95% CI 0.31 to 0.04; P 1⁄4 

.011), with important economic implications for the health care system.  

 

Nevertheless, more research is needed to generate evidence supporting the cost-





Fig. 1  

Clinical Nutrition DOI: (10.1016/j.clnu.2015.09.004)  
Copyright © 2015 Elsevier Ltd and European Society for Clinical Nutrition and Metabolism Terms and 

Conditions 

ESPEN guidelines on nutrition in dementia  

Dorothee Volkert, Michael Chourdakis, Gerd Faxen-Irving, Thomas Frühwald, Francesco Landi, Merja H. Suominen, Maurits 

Vandewoude, Rainer Wirth, Stéphane M. Schneider  

Clinical Nutrition, 9/2015 

http://www.elsevier.com/termsandconditions
http://www.elsevier.com/termsandconditions
http://www.elsevier.com/termsandconditions
http://www.elsevier.com/termsandconditions
















Diario clinico 

B.M., 70 anni 

Prima settimana: 

All'ingresso il signor Bocchio era in 

scadenti condizioni generali, vigile, 

eupnoico in O2 a riposo,  obiettività 

cardio-polmonare era caratterizzata 

da toni parafonici e ronchi diffusi. 

Edemi diffusi. Auto allettato. 

Sentimenti di ineluttabilità. 

Funzionalmente eseguita 

mobilizzazione in sedia, inizia FKT 

motoria. 

Colloquio su possibili outcome (anche 

con avvocato) 

 

P.B, 82 anni 

Prima settimana: 

All'ingresso paziente in scadenti 

condizioni generali, soporoso ma 

risvegliabile, eupnoico in O2 a riposo,  

obiettività cardio-polmonare era con 

rantoli alle basi. Edemi. Allettato. 

Afasia, disfagia. 

Funzionalmente eseguita 

mobilizzazione in sedia, inizia FKT 

motoria. 

Iniziata NPT via Midline, trial disfagia. 

 



Diario clinico 

B.M., 70 anni 

Seconda settimana (dopo stimolo): 

Paziente , vigile, eupnoico in O2 a 

riposo,  obiettività cardio-polmonare 

era caratterizzata da toni parafonici e 

ronchi diffusi. Edemi diffusi.  

Mobilizzato. 

Clinicamente progressivo(difficult) 

miglioramento clinico durante la 

degenza. Buon calo ponderale. 

Funzionalmente eseguita 

mobilizzazione in sedia, FKT motoria 

con deambulatore antibrachiale, 

ripresa della marcia. 

 

 

P.B, 82 anni 

Seconda settimana: 

Paziente cosciente, apirettico, in 

migliori condizioni generali, eupnoico 

in O2 a riposo, 

Mobilizzato. 

Afasia, persiste disfagia (sospesa 

nutrizione per os: ab ingestis) . 

Funzionalmente eseguita 

mobilizzazione in sedia, prosegue 

FKT motoria (cammina con 

antibrachiale, controlla il tronco). 

Prosegue NPT via Midline 

 



Diario clinico 

B.M., 70 anni 
Terza  settimana: 

rimane la necessità di LTOT domiciliare, 

ma è nettamente migliorata la tolleranza 

allo sforzo e si mantiene eupnoico con 

bassi livelli di ossigeno. Buon calo 

ponderale (110 Kg). 

Funzionalmente marcia con deambulatore 

antibrachiale 

Cognitivamente stabile. Eutimico 

I valori di pressione arteriosa, glicemia, 

saturazione e frequenza cardiaca sono 

risultati nei range di normalità alla 

dimissione. 

Eseguita cons. anestesiologica (ASA 4) 

Si trasferisce in Chirurgia per l'intervento, 

come programmato. 

 

 

P.B, 82 anni 

Terza settimana: 

Paziente rapidamente soporoso, non 

controlla collo e tronco.  

Comparsa di febbre con riscontro di 

sepsi da Candida (rx torace 

negativo). Rimosso Midline con 

riscontro di Candida anche sul 

colturale della punta. È stata 

intrapresa terapia con fluconazolo ev 

con netto miglioramento del quadro 

infettivo. 

Riposizionato midline dopo 14 gg. 

Alla scomparsa dello stato febbrile ed 

al miglioramento dei biologici ripresa 

funzionale  



Diario clinico 

B.M., 70 anni 

Prima settimana in CGE: 

Apiretico. PV nella norma. Intervento 

chirurgico sospeso per importante 

bradicardizzazione all'induzione in 

noto blocco AV di I grado.  

Richiesta visita elettrofisiologica per 

eventuale posizionamento di PM. 

 6-7 Sospeso Beta bloccante come 

da indicazioni cardiologiche 

7-7 Apiretico, emodinamica stabile. 

FC 88 ritmico. Addome negativo. 

Prosegue osservazione 

POSIZIONATO PM 

10-7 operando di domani per 

neoformazione peritoneale 

 

P.B., 82 anni 

Quinta-sesta settimana: 

Ricomparsa di iperpiressia, 

secondario decadimento funzionale 

(trasferito in ger per accertamenti). 

Tc encefalo negativa, eco addome ed 

ecocardio e fundus oculi nella norma. 

Rimosso Midline (candida dalle 

emocolture). 

È stata ripresa  terapia con 

fluconazolo ev con netto 

miglioramento del quadro infettivo.  

NPT in periferica. Ha eseguito FKT 

con  ripresa dei passaggi posturali e 

dei tragitti obbligati con 

deambulatore.  

  



Diario clinico 

B.M., 70 anni 
Seconda settimana in CGE: 11-7 

Eseguito intervento: asportazione di 

lesione mammellonata sanguinante adesa 

allo stomaco e milza. Lesione epatica 

secondaria. Carcinosi peritoneale. 

TIP per monitoraggio post-operatorio 

Rientra dalla TIP, medicazione in ordine 

Peso stabile 112 Kg 

 

15-7: eupnoico, apirettico, parametri e 

biologici nella norma. Progressiva ripresa 

funzionale (cammina con deambulatore). 

Previsto trasferimento in UCSA lunedi 18-

7. inizierà inibitore per os.  

 

 

 

P.B., 82 anni 
Settima settimana: 

Soporoso e febbrile(38,2°C):(Aspirata 

abbondante quantita di secrezioni catarrali 

purulente).Ipossiemia: O2 terapia 

EAB in AA: pH 7.52  pO2 53  PCO2 23 

Esami: leucocitosi e aumento PCR 

RX TORACE: Permane diffuso 

ispessimento dell'interstizio 

peribroncovascolare con sfumate 

areole di consolidazione in sede parailare 

destra. Aree di consolidazione 

parenchimale retrocardiaco sn. 

 

Aggravamento clinico e funzionale. 

Soporoso. Allettato.Prosegue antibiotico 

ed antimicotico. Iperpiressia. 



Diario clinico 

B.M., 70 anni 
 

 

 

P.B., 82 anni 
Ottava settimana: 

Paziente soporoso, scarsamente 

risvegliabile. Sofferente. 

Ipoteso.  

Si tracheoaspirano abbondanti secrezioni 

purulente. 

Si posiziona CV (monitoraggio diuresi). 

Colloquio con i famigliari circa la gravità 

delle condizioni cliniche. 

 

Respiro periodico, vigile, non a contatto. 

Prosegue la terapia in corso. MORFINA 

EV 

 

DECESSO 



Obiettivi raggiunti  

B.M., 70 anni 

 Compenso cardiaco e 

respiratorio 

 Calo ponderale 

 Recupero funzionale 

premorboso 

 Tono dell’umore 

 Intervento 

 Guarigione? 

 

 

P.B., 82 anni 

 Compenso respiratorio 

 Terapia infezione  

 Recupero funzionale ( 

solo in fase di 

stabilizzazione clinica) 

 

 Procedure: 

 PICC - NPT 

(temporaneo?) 

 Trial nutrizionale disfagia 



Outcome – post 

B.M., 70 anni 

Multidimensional Prognostic 

Index:  

 

0.56 (rischio moderato) 

 

 

P.B, 82 anni 

Multidimensional Prognostic 

Index:  

 

0.81 (rischio severo) 

 



NPT e PICC 

 

CGE e PM 

Obiettivo o procedura? 



Francisco José Tarazona-Santabalbina, Mari Carmen Gómez-Cabrera, et al. 

A Multicomponent Exercise Intervention that Reverses Frailty and Improves 

Cognition, Emotion, and Social Networking in the Community-Dwelling Frail Elderly: 

A Randomized Clinical Trial Jamda may 2016: 426-433 

Objective 

To ascertain if a supervised-facility multicomponent exercise program (MEP) when 

performed by frail older persons can reverse frailty and improve functionality; cognitive, 

emotional, and social networking; as well as biological biomarkers of frailty, when compared 

with a controlled population that received no training. 

Design 

This is an interventional, controlled, simple randomized study. Researchers responsible for 

data gathering were blinded for this study. Participants from 2 primary rural care centers 

(Sollana and Carcaixent) of the same health department in Spain were enrolled in the study 

between December 2013 and September 2014. 

Patients 

We randomized a volunteer sample of 100 men and women who were sedentary, with a 

gait speed lower than 0.8 meters per second and frail (met at least 3 of the frailty 

phenotype criteria).  

Interventions 

Participants were randomized to a supervised-facility MEP (n = 51, age = 79.5, SD 3.9) that 

included proprioception, aerobic, strength, and stretching exercises for 65 minutes, 5 days 

per week, 24 weeks, or to a control group (n = 49, age = 80.3, SD 3.7). The intervention 

was performed by 8 experienced physiotherapists or nurses. Protein-calorie and vitamin D 

supplementation were controlled in both groups. 

 

http://www.sciencedirect.com/science/article/pii/S1525861016000578
http://www.sciencedirect.com/science/article/pii/S1525861016000578
http://www.sciencedirect.com/science/article/pii/S1525861016000578
http://www.sciencedirect.com/science/article/pii/S1525861016000578
http://www.sciencedirect.com/science/article/pii/S1525861016000578
http://www.sciencedirect.com/science/article/pii/S1525861016000578
http://www.sciencedirect.com/science/article/pii/S1525861016000578


Results 

Our MEP reverses frailty (number needed to treat to recover robustness in 

subjects with attendance to ≥50% of the training sessions was 3.2) and improves 

functional measurements:  

Barthel (trained group 91.6 SD 8.0 vs 82.0 SD 11.0 control group), Lawton and 

Brody (trained group 6.9 SD 0.9 vs 5.7 SD 2.0 control group), Tinetti (trained 

group 24.5 SD 4.4 vs 21.7 SD 4.5 control group), Short Physical Performance 

Battery (trained group 9.5 SD 1.8 vs 7.1 SD 2.8 control group), and physical 

performance test (trained group 23.5 SD 5.9 vs 16.5 SD 5.1 control group) as 

well as cognitive, emotional, and social networking determinations: Mini-Mental 

State Examination (trained group 28.9 SD 3.9 vs 25.9 SD 7.3 control group), 

geriatric depression scale from Yesavage (trained group 2.3 SD 2.2 vs 3.2 SD 

2.0 control group), EuroQol quality-of-life scale (trained group 8.2 SD 1.6 vs 7.6 

SD 1.3 control group), and Duke social support (trained group 48.5 SD 9.3 vs 

41.2 SD 8.5 control group).  

This program is unique in that it leads to a decrease in the number of visits to 

primary care physician (trained group 1.3 SD 1.4 vs 2.4 SD 2.9 control group) 

and to a significant improvement in frailty biomarkers. 

Conclusions 

We have designed a multicomponent exercise intervention that reverses frailty 

and improves cognition, emotional, and social networking in a controlled 

population of community-dwelling frail older adults. 

 



B.M., 70 anni 

LOS PER REPARTI: 

GER12 gg 

UCSA 22 gg 

CGE 13 gg 

 

TOTALE: 47 gg + UCSA (7) 

29 gg acuzie risparmiati? 

Paziente ready 4 surgery  

 

 

P.B., 82 anni 

LOS PER REPARTI: 

STROKE UNIT 15 gg 

RIAB 6 gg 

GER 18 gg 

UCSA 38 gg 

GER 7 gg 

UCSA 7 gg 

 

TOTALE: 91 gg 

Chi poteva permetterselo $? 



BM: Acute patient with long term recovery (or: chronic 

exacerbations in robust?) 

 

PB: Hospital dependent patient? Frail or sarcopenic? 

(NEJM) 

 

Chi segue nel lungo termine pazienti instabili che 

necessitano di stare in ospedale? 

 

TIP? 

Riabilitazione Specialistica Intensiva? 

 

E poi, quale percorso? 

 





In addition to the presence of dementia, discharge to hospital was more likely in patients who were 

older, required a greater level care, had more severe cognitive impairment, underwent medical 

procedures, had longer stays, had less financial capacity, or had resided at another facility or 

hospital; these findings are consistent with those of previous studies on intermediate care 













We conclude that assessing the functional 

status with BI at admission and during the 

hospital stay, before discharge, as well as 

performing GDS and MMSE once during the 

stay, may give the  best prediction of recovery 

after subacute care.  

 

 

Assessment with BI gives the optimal prediction 

of short term recovery, and further assessment 

with some of the other functional tests may be 

redundant and could be substituted with the 

assessment of frailty and nutrition. 



Outcome dei pazienti: totale e per gruppi (n.242) 

Dove va: Totale 

(242) 

4 AT neg 

(177) 

4 AT pos 

(65) 

Casa 71.8% 76.8% 56.8% 

Riabilitazione  11.4% 11.6% 10.8% 

RSA 9.4% 4.5% 24.3% 

Ospedale (riacut/programma) 4.0% 4.5% 2.7% 

Hospice 0.7% 0.9% 0.0% 

Lungodegenza 2.7% 0.9% 5.4% 

 

ADI dimissione (casa) 2.1% 0.9% 5.9% 

Badante dimissione (casa) 14.1% 11% 21% 

Barthel dimissione  63.2+29.6 70.6+25.5 40.4+30.3 

Durata degenza (giorni) 15.1+9.8 15.1+10.4 15.0+8.2 

Decesso  7% 3.4% 17% 



Mortalità totale intraospedaliera - UCSA 

Si intende numero dei pazienti deceduti sul totale dei dimessi 

(dal 7 al 12% max) 



Ucsa Poliambulanza: Follow Up (10-2014) 

Pazienti Ricoverati In Ucsa Dal 11-2011 Al 11-2012: 

 

 

 

 

 

 

 

  

Pazienti UCSA  280 N. % 

Responders 195 

Rericoverati 121 62.1 

Non rericoverati 74 37.9 

Deceduto (N, %) Non deceduto (N, %) % 

Rericoverati 65 (53.7) 56 (46.3) 121 

Non rericoverati 27 (36.5) 47 (63.5) 74 

92 103 



Decesso per discharge (398) 

casa rsa osped hospice Riab S Riab G tot 

decesso 

No (n, %) 163 

(62) 

16  

(47) 

15 

(50) 

0  

(0) 

24  

(73) 

14  

(61) 

232 

(58) 

Si (n, %) 102 

(38) 

19 

(53) 

15 

(50) 

11 

(100) 

9 

(27) 

9 

(39) 

166 

(42) 

totale 265 35 30 11 33 23 398 



Tavola di contingenza decesso 1no2si * vadove 

 

vadove 

CASA RSA 

OSPEDALE 

PER ACUTI 

HOSPIC

E 12 

RIABILITAZI

ONE 

SPECIALIS

TICA 

decesso 

1no2si 

1 Conteggio 163 16 15 0 0 24 

% in 

vadove 
61,5% 45,7% 50,0% 0,0% 0,0% 72,7% 

2 Conteggio 102 19 15 11 1 9 

% in 

vadove 
38,5% 54,3% 50,0% 100,0% 100,0% 27,3% 

Totale Conteggio 265 35 30 11 1 33 

% in 

vadove 
100,0% 100,0% 100,0% 100,0% 100,0% 100,0% 

 

Tavola di contingenza decesso 1no2si * vadove 

 

vadove 

Totale rgg 

decesso 1no2si 1 Conteggio 14 232 

% in vadove 60,9% 58,3% 

2 Conteggio 9 166 

% in vadove 39,1% 41,7% 

Totale Conteggio 23 398 

% in vadove 100,0% 100,0% 

 



Ricoveri ripetuti entro l’anno dopo UCSA 

Si intende un ricovero successivo ad un altro ricovero dello 

stesso paziente che avviene nella stessa o in un’altra struttura 

ospedaliera entro l’anno di dimissione considerato, e per lo 

stesso MDC (dal 3.85 al 1.69%) 





Not All High-Risk Populations Are the Same 

May 5, 2016  

Brian W. Powers, AB & Sreekanth K. Chaguturu, MD  



That reality has important implications for health systems 

and physicians. As reform activities shift payment away from 

fee-for-service models, the incentives to improve care for 

high-cost patients will continue to grow.  

 

 

Specific patient subgroups and clinical trends will vary with 

the demographics, payer mix, and catchment area of a given 

physician group or health system. Sustaining performance 

across populations will require a diversified approach tailored 

to the particular clinical realities of target populations. 

 

Focusing on high-cost patients has become an 

attractively simple approach to improving care and 

reducing costs. But this policy panacea is challenged by the 

reality that patient demographics, health needs, and 

utilization patterns vary substantially among populations. 

Optimizing investments in this area will require improving 

analysis of which patients are amenable to care-

delivery interventions and prioritizing interventions according 

to the specific needs of subpopulations. 











Conclusioni 

Identificare i pazienti che si possono beneficiare per una 

UCSA non è facile (una consulenza di 20’ ?), peraltro 

dobbiamo intendere quale OBIETTIVO (guarigione e 

ritorno a casa vs stabilizzazione e NH placement vs 

death?) 

 

Bisogna studiare bene il paziente per sapere quali fattori 

possono predire un possibile recupero ed un outcome 

positivo (durante la degenza) 

 

Le procedure sono mezzi, non obiettivi 

 

I costi sono ripagati dal risparmio della degenza in acuto 

(e dalla possibile riduzione delle riospedalizzazioni?) 

 


