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Preludio
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Un preludio strumentale era originariamente un breve brano suonato in maniera estemporanea, prima
dell'esecuzione del pezzo vero e proprio. Si sviluppo probabilmente dalla naturale tendenza di ciascun musicista
di scaldare il proprio strumento suonando alcune note prima di iniziare. La consacrazione ad una vera e propria
forma artistica, oltre che dai compositori, giunse quando gli editori iniziarono a pubblicizzare le raccolte a stampa
di preludi pronti all'uso, a partire dal XVII secolo.



https://it.wikipedia.org/wiki/Strumento_musicale
https://it.wikipedia.org/wiki/Compositore
https://it.wikipedia.org/wiki/XVII_secolo

Nancy Root, 82, has post-polio syndrome,
which forces her to use a wheelchair.
Conor E. Ralph for The New York Times



To the Editor:

ReAine You Ol d? I nfirm? Then Kindly Di s
| welcome Frank B r u rcoluins for calling attention to the familiar but rarely
acknowledged consequence of ageism, the negative stereotyping and

discrimination directed at people who are old.

At 76, | oftenfeelas ifIwereab5-year-ol d bei ng patted on t
in stature). We are spoken to in the slow, monosyllabic tones of

Nelderspeak, 0 and we are often ignored at p
counters. We often internalize negative judgments about ourselves and
experience challenges to our self-esteem.

Public speakers, comedians and news columns call on ageist stereotypes in ways
they no longer would about race or gender. And many old people collaborate,

al beit unintentionally, by i nsisting t
hearto or Aonly as old as | feel. o0 Tha
should you.

| dondét want to be judged by the crite

to fail by that standard, but my history matters. It has made me increasingly
complex; | see more broadly and understand what | see more deeply. Please think
of that if you are ever tempted to slight, judge or render invisible that old woman
Or man you encounter.

MARTHA HOLSTEIN, CHICAGO
The writer | S the aut hor of nWomen i n
and Age. o


https://www.nytimes.com/2017/12/16/opinion/sunday/are-you-old-infirm-then-kindly-disappear.html?module=inline

To the Editor:

My father was a paraplegic from a combat injury In
World War Il. Like many of his fellow paraplegic
veterans, he raised a family and held a full-time
job. When | was young, our family occasionally
went out for dinner,

and often the server,

Indicating my father in his wheelchair, would ask

my mot her, dbemavelRrat wi | |
My mother, who never shied from rudeness when
deserved, would tartly resp

dondot you ask hi m?o0



To the Editor:

Frank B r u rdescoription of the sense of becoming invisible experienced
by older people and/or those with physical limitations is unfortunately an
accurate reflection of societyobs at

As a member of the latter group who is now old enough to join the former, |
can attest to the low expectations that people have of me in restaurants, on
airplanes, in the street and even sometimes at the hospital where | work.

In spite of the extraordinary achievements of people in old age (Verdi
composing his opera nFalstaffo as h
it at 83), and of those with significant physical disabilities (Stephen
Hawking, Franklin D. Roosevelt), we still have a long way to go before the
untapped resources of this significant and growing portion of Americans are
fully recognized.

STANLEY F. WAINAPEL, BRONX

The writer is clinical director of physical medicine and rehabilitation at
Montefiore Medical Center.



To the Editor:

| would like to offer a different slice of the human experience. | am
the same age, 82, as Nancy Root, who is portrayed in Frank Br uni 6 s
column. After spinal surgery last February | began using a cane for the
first time. | was pleasantly surprised by the reaction of people on the
sidewalks, subways and buses. The great majority of people were very
solicitous for my well-being, and strangers were generous in offering
help.

When | first confronted crowded sidewalks | would stop and move to the
side. My physical therapist told me to walk straight ahead and a path
would open. Amazingly, it did. On the bus and subway, the cane is a
magic wand for getting a seat.

| have always had the theory that Manhattanites would like to be kind
but they are not sure of when and how to show it. | have fallen four
times on Manhattan streets, and six to 10 people have rushed to my
aid. After living here for more than half a century | am well aware of the
brutal side of life, but there are also many acts of kindness and grace.
GABRIEL MORAN, NEW YORK



The Hea2t fhe Trump admini str a
next move pon clasuigi n b el 61 8

A bigger way the administration could move the lever on druqg prices is through
Medicare Part D & theprescription drug program Congress created in 2003 to help
seniors afford their medications purchased at the pharmacy counter.

WhilePar t B makes up |Just 3 percent of Medi c al
percent of total costs.

Here are some of the other highlights
More than 60 percent said it was ftoo
have to pay for their health care.

Seventy-six percent wanted more clarity on out-of-pocket hospital costs,

and 74 percent wanted more clarity on out of pocket costs on prescriptions.

A large majority of poll respondents 8 88 percent & also said that

Al awmakers need to set aside partisan

heal th care. 0


https://www.kff.org/medicare/fact-sheet/an-overview-of-the-medicare-part-d-prescription-drug-benefit/
https://www.kff.org/medicare/fact-sheet/an-overview-of-the-medicare-part-d-prescription-drug-benefit/

Sommario (ma non sommario)

Perché preoccupal 0 a u noeirtdstg e dove
Perché aumenta la spesa (quantita a rischio)

Cause (teoricamente) modificabili:
Diagnosi, Terapia, Los, Dimissioni difficili

Cause (teoricamente) non modificablli
Gravita malattia, procedure ospedale

Analisi per gruppi: la mortalitan e | | 6anmhotdiivitao
Dignita, liberta, resilienza
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Figura 6: Piramide della popolazione, confronto tra il 1979, il 2013 e le previsioni per il 2050 (United
Nations, 2013)
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L6 i nv ecc hiddlangopadiarione € un fenomeno che attualmente riguarda
principalmente i Paesi in via di sviluppo. Per esempio alla Francia serviranno 115 anni
per raddoppiare la porzione degli ultra sessantenni dal 7 al 14%, alla Svezia 85 anni e agli
St ati Uniti doOoOAmerica 69 anni

Nei paesi in via di sviluppo questo dato é sensibilmente minore: per la Cina e di 26

anni, per il Brasile 20 e per la Colombia solo 20 anni (United Nations, 2013).



Anche il numero di persone con piu di 80 anni e cresciuta in modo
Importante: si e passati dal 7% della popolazione totale nel 1950 al
14% nel 2013. Queste percentuali sono destinate a crescere: si
stima che nel 2050 il numero di ultra ottantenni raggiungera il 19%
della popolazione e il 28% nel 2100. Se queste previsioni saranno
confermate, alla fine del 2050 saranno 830 milioni le persone con
piu di 80 anni nel mondo, un numero sette volte maggiore di quello
del 2013 (United Nations, 2013).

Ci sono molti Paesi in cui si registra il piu alto numero di persone

con piu di 80 anni. La Cina ospita 23 milioni di ultraottantenni, gl

Stati Uniti, secondi in questa classifica, ne ospitano 12. Seguono

India, Giappone, Germania, Russia, Italia, Francia, Regno Unito e
Brasile. Nel 2050 la Cina continuera ad essere il paese con piu
80enni, 90 milioni <circa. LOI ndi a
alla classifica si aggiungeranno molti paesi in via di sviluppo, come

Indonesia e Messico (United Nations, 2013).
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Undaltra I mportante conseguenza 0
degli ultimi anni e la crescita del tasso di mortalita mondiale dovuto

al fatto che | 6invecchiamento cal
distribuzione della popolazione versolef asce doboet ™ pi Y
che sono soggette a un maggior rischio di mortalita. Proprio

per questo, | 6invecchiamento dell
situazioni apparentemente paradossali:

-un aumento del tasso di mortalit
del |l aspettativa di vita

- un aumento del tasso di mortalita in regioni con i livelli di
mortalita piu bassi.

Il tasso di mortalita globale ha raggiunto il suo minimo nel 2015,
raggiungendo un valore di 8 morti per 1000 abitanti. Ci si aspetta

ora che questo valore cresca fino a raggiungere un valore di 9,8

morti per 1000 abitanti nel 2050 (United Nations, 2013).

Nelle regioni piu sviluppate questo dato sta crescendo sin dagli

anni 070 e 11 trend continuer ™ ne
1000 abitanti nel 2010 si arrivera ai 12,4 morti per 1000 abitanti nel

2050.
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1950 Armenca arsd Agmvenca
[T
Carbbean
0-14 years o 15-50 years m 60-64 years W 65+ years
Un fatto da tenere in considerazione | a d

Circa mezzo secolo fa, quando la popolazione mondiale era ancora piuttosto giovane, una
grossa porzione delle morti era rappresentata dai bambini. Nel 1950-1955, circa il 45% dei
decessi era rappresentato da bambini di eta inferiore ai 15 anni, mentre la percentuale di
morti di persone con eta superiore ai 65 anni era di appena il 22%.

Con il tempo, | a distribuzione dell e mort.i
Nel 2005-2010, piu di meta (53%) delle morti totali nel mondo sono state concentrate nella

popolazione avente piu di 65 anni, mentre la porzione di morti di bambini e scesa al 15%.
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Perche preoccupal 0 a u noeircdstg e dove
Perchée aumenta la spesa (quantita a rischio)

Cause (teoricamente) modificabili:
Diagnosi, Terapia, Los, Dimissioni difficili

Cause (teoricamente) non modificablli
Gravita malattia, procedure ospedale

Analisi per gruppi: la mortalitan e | | 6anmhotdiivitao
Dignita, liberta, resilienza



OECD database and data collection over time

OCSE: Organizzazione per la Cooperazione e lo
Sviluppo Economico

L6OOCSE, che ha sede a Parigi, conta attual m
Belgio, Canada, Cile, Danimarca, Estonia, Finlandia, Francia, Germania, Giappone,

Grecia, Irlanda, Islanda, Israele, Italia, Lettonia, Lituania, Lussemburgo, Messico,

Norvegia, Nuova Zelanda, Paesi Bassi, Polonia, Portogallo, Repubblica Ceca,

Repubblica di Corea, Repubblica Slovacca, Regno Unito, Slovenia, Spagna, Stati Uniti,

Svezia, Svizzera, Turchia, Ungheria), che si riconoscono nella democrazia e

nell’economia di mercato. L'Organizzazione inoltre intrattiene rapporti con numerosi

Paesi non membri e con altre Organizzazioni Internazionali.


http://www.oecd.org/

Expenditure by disease, age and gender

Key Facts

£

Ecos

Circulatory diseases (such as strokes
and heart attacks) account for more
than 10% of current health
expenditure as well as the largest
share of in-patient and
pharmaceutical spending.

Circulatory, digestive and muscular
conditions together with cancer and
mental health account for almost
60% of current health spending.

Mental health accounts for up to
14% of health spending and the
share is growing.

W

ith

Dental care accounts for 5% of all
health spending - and for a fifth of
all outpatient spending.

Women account for 56% of health
spending, with higher expenditure
on mental health (e.g. depression
and dementia) and musculoskeletal
conditions (e.g. arthritis and back
pain).

Per capita health spending is highest
among the very old with as much as
a six-fold difference between those
aged over 85 and those aged 55 and
59 years.

FOCUS ON

BETTER POLICIES FOR BETTER LIVES

@NOECD Health Spending

April 2016



OECD has released data on health spending by
disease, age and gender - the first time that such
consistent international estimates have been made
available. These data are important because they
can support policy makers in decisions about
resource allocation. This policy brief presents the
main findings using data from a group of 12 OECD
countries over the period from 2003 to 2011.

Most health spending goes on major non-
communicable disease (NCD) groups — such
as heart disease and mental health

Circulatory diseases (including stroke and heart
attack) account for the largest share of current
health expenditure (CHE), ranging from 11% to 15%
of health spending in countries where data are
available. The major non-communicable diseases
(NCDs) groups covering circulatory, digestive,
muscular, cancer, endocrine and mental health
together account for nearly 60% of health spending
in these countries.

Infectious diseases now represent only a very small
share of spending in OECD countries, ranging from
1% to 6% of total health expenditure. The rest of the
spending is split across a variety of different disease

groups and conditions - notably injuries, as well as
all unspecified symptoms and diagnoses, and other
reasons for contact with the health system (e.g.
regular check-ups).

In Germany, for example, 15% of health spending is
allocated to the treatment of circulatory disease,
followed by digestive diseases (14%), mental health
(11%), and musculoskeletal problems (11%), which
combined account for more than half of health
spending (Figure 1).

The overall spending on any particular disease is a
combination of both price and volume effects; this
means that the high spending on circulatory disease
can be driven by the number of patient admissions
and length of stay in hospital, or the relative cost of
treating each condition.

In Germany, the number of hospital discharges for
circulatory disease is the highest in the OECD (at 37
per 1000 population) while the average length of
stay for acute myocardial infarction (AMI) is second
only to Korea, at more than 10 days. At the same
time, spending per discharge on circulatory disease
is relatively low compared to other high-income
OECD countries (Figure 8) suggesting that high
volumes contribute to the high share of spending.




Did you know?

Key facts about spending in OECD countries

Age
Men
CIM
(Circulatory, Injuries, Mental-dementia)
Hospital



>> Did you know?

Key Facts about spending by disease in OECD countries

» Almost half of OECD countries, (Australia, Canada, the Czech Republic, England, Finland, France,
Germany, Hungary, Israel, Japan, Korea, the Netherlands, Slovenia, Sweden, Switzerland and the
United States) have produced or are in a position to produce some health expenditure data
according to disease groups. Currently, twelve of these countries are incorporated in the database
(available at http://stats.oecd.org/ under Health>Health expenditure and financing>Additional
indicators).

» Circulatory diseases including hypertension and stroke top hospital spending - ranging from
below 14% in Korea, Switzerland and the Netherlands to over 22% in Japan and the Czech
Republic. The OECD average of 11 countries is 17.5%.

b Age is a good predictor of spending as the per capita spending rises as age increases. Per capita
spending on health shows that the oldest of the oldest, age 85 years and over, spend the highest,
ranging from 15% of average national income (i.e. per capita) in the Czech Republic to as much as
67% in the Netherlands.

P While women account for more of health spending overall, men tend to take a greater proportion
of hospital spending, due to higher male spending on circulatory disease, injuries and mental
conditions.

> Dementia accounts for an increasing share of health expenditure in OECD countries. The
Netherlands spent 5.5% of current health expenditure on dementia; about a quarter of total
spending on mental illnesses.




Spesa e mortalita
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Various factors can lead individuals to use health

care services. Along with spending by disease, the
figures above also show the share of overall
mortality, which is one measure of disease burden.

A comparison of spending with mortality Shows
that, in 2013, circulatory diseases accounted for up
to 40% of all deaths in Germany, while accounting
for 15% of health expenditure. While spending on
circulatory diseases accounted for similar shares in
Korea and the Netherlands, mortality rates were
lower than Germany's at 22% and 28% respectively.

Spending on cancer (both prevention and treatment)
was only around 7% of overall health spending on
average across the three countries while deaths due
to cancer accounted for around 25% of all deaths,
and up to one in three deaths in the Netherlands.




Figure 1. Health spending and cause of death,
by disease, Germany
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Source: "Health expenditure and financing: Health expenditure
indicators”, OECD Health Statistics (database).



Figure 2. Health spending and cause of death,
by disease, Korea
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Source: "Health expenditure and financing: Health expenditure
indicators", OECD Health Statistics (database).



Figure 3. Health spending and cause of death,
by disease, the Netherlands
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Source: "Health expenditure and financing: Health expenditure
indicators”, OECD Health Statistics (database).




Box 1. High spending on dementia

Dementia is one category of mental health under the
International Classification of Diseases (ICD-10).
However, because dementia is associated with age, the
direct costs of dementia have become a significant and
growing share of health spending in OECD countries. Of
the countries where data is available, the Netherlands
spends the highest proportion of its health budget on
dementia (5.5%, compared to 3.7% in Germany and 3%
in Korea). This is between a quarter to half of total
spending on mental health. The Netherlands also has
one of the highest levels of long-term care expenditure
among OECD countries, growing from 3.5% of GDP in
2008 to 4.3% of GDP in 2013. Residential care accounts
for the most of the cost for people with dementia while
dementia cost in Germany are spread between
residential and community long-term care (Figure 4). In
Korea, a large proportion of dementia care is provided in
long-term care hospitals.



Figure 4. Proportion of dementia costs accrued in different
settings for Korea, Germany and the Netherlands

Korea

Netherlands
‘zm,] 1% 98% &% 1%

Residential Home

Hospital Other
care care

Source. "Health expenditure and financing: Health expenditure
indicators"”, OECD Health Statistics (database).

Note that the latest data split by care setting for the Netherlands
refers to 2007.




Circulatory disease tops hospital spending in
most OECD countries

The hospital sector accounts for nearly 40% of
current health expenditure, on average across the
OECD. Diseases of the circulatory system

consistently account for the highest share of
hospital spending (on average around 17.5% for the
countries in this study) - ranging from 13-14% in
Switzerland, Korea and the Netherlands to over 22%
in Japan and the Czech Republic (Figure 5).

Only in Korea and the Netherlands other types of
diseases or conditions account for higher shares of
hospital spending. Notably, mental illness accounts
for 23% of hospital spending in the Netherlands
(mostly in mental health hospitals) while over 19%
of hospital spending in Korea is allocated to cancer
care.




Figure 5. Top spending categories in hospital care by
diagnostic category

m Circulatory diseases ™ Cancer ™ Injuries ™ Mental health
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Source: "Health expenditure and financing: Health expenditure
indicators”, OQECD Health Statistics (database).



Figure 6. Expenditure per hospital discharge for two
diagnostic categories, 2011 (or nearest year)

Figure 6 shows a comparison of spending per hospital " Clrculatory disease @ Cancer
discharge for circulatory disease and cancers.

Although the overall level of spending varies switzerland
between countries - resulting in a more than nine-
fold difference between the lowest and highest
costing countries - the cost per discharge for Slovenia
circulatory disease tends to be similar to that for

Sweden

Metherlands

cancer for all countries. The exception is Japan,
where spending on circulatory disease per hospital Korea (2009)
discharge is more than twice the amount spent on
each admission for cancer care. This could be due to
the very long length of stay for circulatory disease Hungary (2006)
(45.3 days on average in 2013) in Japanese hospitals
compared to 19.5 days for cancer in 2011,

Japan (2010)

Germany (2008)

Finland (2010)

Czech Republic

Canada (2008)
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Figure 7. Top spending categories in ambulatory/

outpatient care by diagnostic category Figure 8. Top spending categories on medical goods

by diagnostic category
W Digestive disease (incl. dental health)
¥ Musculoskeletal m Circulatory diseases
" Circulatory disease ® Nervous sytem (incl. eyes and ears)
™ Cancer w Endocring, et
0 W 0 30 M Respiratory disease
Czech Republic 0 10 20
Germany
Germany
Hungary
Karea
Korea
Netherlands
Netherlands
AVERAGE
AVERAGE

Source: "Health expenditure and financing: Health expenditure
indicators”, OECD Health Statistics (database).



Figure 11. Share of current health spending by age
group, 2011 (or nearest year)
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Age is a major determinant of health spending

Changes in demographic and epidemiological
characteristics, service utilisation and the diffusion
of technology all have an influence on the pattern of
health care spending. At the same time, illness and
chronic conditions tend to become more common
with age and, as a consequence, health care
spending increases through the age groups.

Figure 12. Per capita health spending by age group as
a share of GDP per capita, 2011 (or nearest year)
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However, according to the literature, it is not ageing
per se that pushes up average health expenditures at
higher age groups, but the fact that proximity to
death is a key driver of health spending. That said,
higher per capita costs are not entirely attributable
to end-of-life care. There is an increased probability
of care need and thus more frequent utilisation and
higher intensity of health services as age increases,




Women account for more health care spending
than men, except in the hospital sector

On average, women account for a higher proportion
of health spending than men. According to data
from Czech Republic, Korea and the Netherlands,
56% of overall health spending was consumed by the
female population.

spending related to
ch of the gap would

atedin just a few of the
d‘lSEBSE groups (ngure 13). For example, higher
spending on mental health can be explained by
women more llkely to seek help for mental health

dementia care among the elder

female population.

Conditions related to the musculoskeletal system
also show a significant difference, with higher

spending amongst wolnen 1in eas such as
osteoporosis, arthritis and back pain.

While overall health spending is skewed towards
the female population, interestingly men tend to
account for a higher proportion of spending in

hospitals. Men show higher spending on circulatory
disease, injuries and mental conditions requiring
hospital care (e.g. schizophrenia or substance
abuse).

Figure 13. Share of health spending by gender,
the Netherlands
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Source: "Health expenditure and financing: Health expenditure
indicators”, OECD Health Statistics (database).




Box 2. Towards comparable measurement of expenditure by disease

This is the first time a comprehensive picture of health spending by different categories of disease and age groups has
become available in an internationally comparable manner under the System of Health Accounts 2011 (SHA) framework.
The availability of data can lead to a better understanding of the drivers of health spending, leading to an assessment of
the impact of recent reforms, future ageing populations, as well as changes in disease patterns and medical practice.
Around 16 countries have so far produced or are in a position to produce some expenditure data broken down by
disease, age and gender: namely, Australia, Canada, the Czech Republic, England, Finland, France, Germany, Hungary,

the systematic recording of diagnostic informbtiem=— g=fe :
contrary, breaking down all areas of current health expendlture is more challengmg as |t requires the cumplete pu::ture of
different functions and providers (i.e. the outpatient and pharmaceutical sectors) categorised by disease group.

Disease classification according to ICD 10. Expenditure by disease, age and gender uses a top-down attribution of
direct costs in a mutually exclusive manner by using a disease classification tool (OECD, 2011). The standard
classification is the International Classification of Diseases (ICD), currently version 10, which consists of 21 broad

disease categories including circulatory (e.g. hypertension and stroke), cancer, digestive (e.g. dental health), muscular
(e.g. arthrosis), mental health (e.qg. dementia, mood disorders, schizophrenia) and injuries.

Limitations continue to affect the availability of data by disease, age and gender. While the hospital sector provides
the most available and comparable data, there remain some limitations. Some countries include mental health hospitals
in their data and others don’t; some provide inpatient care data (HC1.1) while others provide hospital data (HP1). This
will obviously limit the level of compatibility and distort the relative shares and affect the comparisons where hospitals
perform a significant amount of non-inpatient services (i.e. day-care and outpatient care) with different disease profiles.
All these factors should be taken into account when interpreting the results. The issues around the availability and
limitations of many data sources continue to hamper the development of fully comparable international results. The
coverage has been more difficult in areas such as pharmaceutical spending and outpatient spending as each patient or
purchase of drugs may not be necessarily linked to disease groups. This results in unallocated spending and affects the
availability of current health spending by disease, age and gender. The timeliness of data availability hampers the usability
of data for policy analyses as the production of disease account data tend to be "additional’ to regular work.




Per riassumere (finora)

| costi sono legati alle malattie

(Circulatory, Injuries, Mental-dementia):

ma soprattutto a: volume x spesa singola
Age

Men (hospital) Women (out)

Hospital (LOS, procedures)

Non esiste correlazione fra spesa e mortalita
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Diagnosi, Terapia, Los, Dimissioni difficili
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Ma aumenta | a spesa con

Effetti dovuti a:

Malattie non trasmissibili
Multimorbilita

Terapia (errori? Troppa terapia?)



Conseguenzed el | 6i nvecchiamento del |
bilanci degli stati: viene anal
molti anziani dal mercato del lavoro, il preso crescente delle
pensioni sulla una quota di popolazione attiva sempre piu

ridotta

e il problema della spesa sanitaria in continua crescita.

Nellapartef i nal e dell a vita. LoOoevol 1
portato diversi mutamenti nel concetto di morte, che hanno
Influenzato e continuano ad influenzare le nostre vite.

Il fatto che la morte sia diventata col tempo un evento

privato e che sempre piu spesso si muoia in ospedale,

lontano dalle famiglie, ha forti ripercussioni nei sistemi

sanitari e sulla spesa sanitaria soprattutto a causa degli

alti costi legati ai decessi che vengono ora considerati

uno dei piu importanti determinanti demografici della

spesa sanitaria.



Conl 6i nvecchiamento dell a popol a
a vivere piu a lungo e le cause di morte e disabilita sono
cambiate dalle infezioni alle malattie non trasmissibili.

A Iltvell o mondiale, | 0685% dell e
sono morte a causa di malattie non trasmissibili nel 2008. La
percentuale per ogni regione mostra che nei Paesi piu

sviluppati, il 92% degli anziani sono morti a causa di malattie

non trasmissibili, mentre nei Paesi meno sviluppati la

percentuale scende al 74%.

Dato che | 60incidenza dell e mal a
aumenta con | 6et”™, | O0i nvecchiam
produrra un significativo aumento della mortalita dovuto

a queste patologie.l nol tre, | 6esposi zione
come | Ouso di tabacco, una di et
di alcol nelle regioni piu sviluppate, possono avere gravi

conseguenze a lungo termine.
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Figura 15: Distribuzione delle cause di morte nella popolazione anziana (UN, 2013).



MALATTIE E DI SABI LI TAO

Studiando i dati degli anni vissuti con disabilita o malattie (YLD),

si nota che il peso maggiore e attribuibile agli handicap di tipo
sensoriale e alle malattie respiratorie croniche nei Paesi

sottosviluppati e in via di sviluppo,

a dolori al collo e alla schiena, a depressione, diabete e demenza

nei Paesi sviluppati. L 0 aihcidenza della demenza nei Paesi
Ssviluppatir i f 1l ette I n parte | 0i nvecchi
stati e lo sviluppo dei loro sistemi sanitari nella prevenzione di

altri tipi di patologie. | dati cambiano per ricchezza/poverta.

L 6 aihcidenza delle disabilita di tipo sensoriale nei Paesi in via

di sviluppo puo essere invece dovuta a molti fattori, come per
esempi o | 6esposizione prolungat a
corso della vita. Per quanto riguarda le malattie respiratorie

croniche, queste sono prevalentemente causate da alti livelli di

Il nagul namento dell oar i a.
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Innanzitutto secondo alcuni studi (Gunn et al., 2012) (van den

Akker, Buntinx, Metsemakers, Roos, & Knottnerus, 1998) le

mal atti e croniche non sono distr]
della popolazione ma riguardano soprattutto alcuni individuli, in
particolare i soggetti di mezza eta e di eta avanzata. In
secondo |l uogo ¢co6 da c¢ omutimdreiditar e
S | mani festa i n unoet”™ 1 nferiore
economiche disagiate.

Di conseguenza ci saranno differenze nella presenza di
multimorbidita e di potenziali anni di vita persi trai vari Paesi a
seconda del loro sviluppo e trale persone dello stesso Paese

ma con condizioni socio economiche differenti.

MULTIMORBILITA (NON
UNIFORME)
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Costi associati alle cure doemergenza e
severa

LOi p o g rappeesenta wao dei fattori limitanti la gestione del controllo glicemico

nei pazienti diabetici; in forma lieve puo essere frequente impattando sulla qualita

di vita e in forma severa puo associarsi a complicanze maggiori quali

ospedali zzazione e mortalit”™. Alcuni st
ipoglicemia nei pazienti diabetici tipo 1 e 2, ma pochi lo hanno analizzato dal punto

di vista farmacoeconomico.

In un recentissimo lavoro pubblicato su Nutrition,
Metabolism&CardiovascularDiseases, G. Veronese (Universita di Bologna) e coll.

(per conto della Societa Italiana di Medicina di Emergenza e Urgenza, SIMEU)

hanno rivisto i dati raccolti nello studio italiano HYPOTHESIS (HYPOglicemia

Treat ment i n the Hospital Emergency Sys
economi ci dirett. del l a gestione dell 0i
Italia.

| dati dello studio includono casi con diagnosi di ingresso per ipoglicemia raccolti in
46 Dipartimenti di emergenza (DE) tra gennaio 2011 e giugno 2012. | costi di
assistenza di emergenza sono stati calcolati stimando il costo medio per il servizio
di ambulanza, per visita ED e per il periodo di osservazione a breve termine (<24
ore). Le spese di ricovero in ospedale sono state stimate utilizzando il costo medio
rimborsato dal sistema sanitario italiano per il ricovero in ospedale per paziente
con diabete in uno specifico reparto ospedaliero.



L 6 0 s s er staidgico@eomomica degli autori e stata condotta su 3516
episodi di ipoglicemia che si sono verificati in soggetti affetti da diabete. La

met”™ dei casi (51,8%) ha richiesto
ambulanza di emergenza. Di questi, 1751 casi (49,8%) sono stati dimessi
dopo | a visita presso | 0OED; 604 <cas

periodo di osservazione a breve termine; altri 1161 casi (33,1%) sono stati
ricoverati in ospedale.

| costi unitari per la gestione delle cure di emergenza sono stati
stimati a in 205 euro per il servizio di ambulanza, 23 euro per una
visita DE, e 220 euro per | 0osserva
medio di ospedalizzazione e stato stimato in 5317 euro; il costo

medio per ogni evento ipoglicemico grave e risultato pari a 1911

euro.

Pertanto, sul | 60i pot esi di un caso base
grave nei pazienti con diabete in Italia e stato stimato

approssimativamente essere 23 milioni di euro annui, con particolare

ri feri mento ai soggetti fragili, 1n
economico notevole per 1|l sistema s
economici dell 0i poglicemia risulta

differenze associate alla definizione stessa di ipoglicemia e alle procedure
operative delle strutture sanitarie.



Confermando le evidenze scientifiche provenienti da diversi trial clinici di peso
internazionale, gli autori concludono sulla necessita di adottare idonee misure per

prevenire | 0i poglicemia nei programmi
del |l 6i mpatto dell 6i poglicemia grave Ssuli
Int al e ambito un passo giusto per inizi
gual i | et ", | 6i nsufficienza renal e, | ¢

identificare in modo ottimale quei pazienti con rischio di ipoglicemia maggiore e
che potrebbero beneficiare di un appropriato piano di cura personalizzato.

Ulteriori studi farmacoeconomici su costi diretti ed indiretti saranno utili per
determinare il reale rapportocosto-e f f i caci a del |l 6utili zzo
terapie farmacologiche con basso rischio di ipoglicemia (DPP4-I, GLP1-AR,

SGLT2-l), particolarmente nei pazienti piu anziani e/o fragili, cosi da definire ancor

pi % il ruol o dell 6i poglicemia come el el
cura del diabete mellito.

NMCD 2016;26(4):345-51



http://www.nmcd-journal.com/article/S0939-4753(15)30058-2/abstract
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The cost of hospital-acquired complications for
older people with and without dementia;
a retrospective cohort study
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Abstract

Background: Increased length of stay and high rates of adverse clinical events in hospitalised patients with
dementia is stimulating interest and debate about which costs may be associated and potentially avoided within
this population.

Methods: A retrospective cohort study was designed to identify and compare estimated costs for older people in
relation to hospital-acquired complications and dementia. Australia’s most populous state provided a census sample
of 426,276 discharged overnight public hospital episodes for patients aged 50+ in the 2006-07 financial year. Four
common hospital-acquired complications (urinary tract infections, pressure areas, pneumonia, and delirium) were
risk-adjusted at the episode level. Extra costs were attributed to patient length of stay above the average for each
patient’s Diagnosis Related Group, with separate identification of fixed and variable costs (all in Australian dollars).

Results: These four complications were found to be associated with 64% of the total estimated cost of hospital
episodes for people over 50 (AS226million/AS3.5billion), and 24.7% of the estimated extra cost of above-average
length of stay spent in hospital for older patients (A$226million/A$914million). Dementia patients were more likely than
non-dementia patients to have complications (RR 2.5, p <0.001) and these complications comprised 22.0% of the extra
costs (AS49million/AS226million), despite only accounting for 10.4% of the hospital episodes (44,488/426,276). For both
dementia and non-dementia patients, the complications were associated with an eightfold increase in length of stay
(8139, or 3.6 days/04 days) and doubled the increased estimated mean episode cost (199%, or A516,403/A58,240).

Conclusion: Urinary tract infections, pressure areas, pneumonia and delirium are potentially preventable hospital-acquired
complications. This study shows that they produce a burdensome financial cost and reveals that they are very important
in understanding length of stay and costs in older and complex patients. Once a complication occurs, the cost is similar
for people with and without dementia. However, they occur more often among dementia patients. Advances in models
of care, nurse skill-mix and healthy work environments show promise in prevention of these complications for dementia
and non-dementia patients.

Keywords: Australia, Aged, Dementia, Adverse events, Nosocomial infection, Nursing, Length of stay, Cost
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Figure 2 Comparison of samples, comparing dementia and complication status.

L




=% The New England
e Journal of Medicine

Post-Hospital Syndrome — An Acquired, Transient Condition
of Generalized Risk

Harlan M. Krumhelz, M.D.

Nearly one fifth patients discharged from a hospital have an acute medical
problem within the subsequent 30 days that necessitates another
hospitalization. These recently discharged patients have heightened risks
of myriad conditions, many of which appear to have little in common with
the initial diagnosis.

How might the post-hospital syndrome emerge? Hospitalized patients are
not only enduring an acute illness, which can markedly perturb
physiological systems, but are experiencing substantial stress. During
hospitalization, patients are commonly deprived of sleep, experience
disruption of normal circadian rhythms, are nourished poorly, have pain
and discomfort, confront a baffling array of mentally challenging
situations, receive medications that can alter cognition and physical
function, and become deconditioned by bed rest or inactivity.

MENGL| MED 3682 ME/M.ORG JANUARY 10, 2013



A The New England
=7 Journal of Medicine

Post-Hospital Syndrome — An Acquired, Transient Condition
of Generalized Risk

Harlan M. Krumhelz, M.D. . . . .
During hospitalization,

clinicians should not only address

li e — o — O resdmission | £H€ urgencies of the acute illness
] forother but also seek to promote health
o B Resdmission actively by. strf?ngthenm‘g patients
& e cause and contributing to their physio-
g 5 logical reserve. Attention to sleep,
§ w0 nutrition, activity, strength, and
13: judicious symptom management
] may pay great dividends. Many
0 interventions may be akin to those

Heart failure  Pneumonia COPD  Gastrointestinal . o
problems developed for reducing delirium.
Condition at Initial Discharge Shorter lengths of stay put an

Proportions of Rehospitalizations for Causes Other Than the Condition at Initial Discharge. cven gre ater premium on prepar-
Data are from Jencks et al! ing patients for a successful con-

N ENMGL) MED 36&;2 NEJM.ORG JAMUARY 10, 2013 valescence from the first dﬂy



PERSPECTIVE THE HOSPITAL-DEPENDENT PATIENT

Characteristics of Patients Who Are Readmitted to Hospitals.*

Hospital-Dependent Patients with Failed Patients with Chronic
Characteristic Patients Transitions Critical lliness
Contim:lous need for life-sustaining - - +
equipment

Precipitous flares + 4/- +/-

Multiple chronic conditions + 4/- +
Decreased physiological reserve : 4/- +/-

Need for close monitoring by nursing staff + - +/-

Need for immediate medical response + - +/-

* A plus sign denotes usually present, a plus—minus sign sometimes present, and a minus sign usually absent.
p g YP P g p g




By Vincent Mor, Orna Intrator, Zhanlian Feng, and David C. Grabowski

The Revolving Door Of
Rehospitalization From Skilled
Nursing Facilities

ABSTRACT Almost one-fourth of Medicare beneficiaries discharged from
the hospital to a skilled nursing facility were readmitted to the hospital
within thirty days; this cost Medicare $4.34 billion in 2006. Especially in
an elderly population, cycling into and out of hospitals can be
emotionally upsetting and can increase the likelihood of medical errors
related to care coordination. Payment incentives in Medicare do not
encourage providers to coordinate beneficiaries’ care. Revising these
incentives could achieve major savings for providers and improved quality
of life for beneficiaries.
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Trends In Rehospitalization Rates From Skilled Nursing Facilities: 2000-2006
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sowmcE Authors” calculations using Medicare inpatient and skilled nursing facility claims and eligibility data and the Minimum Data Set,
Centers for Medicare and Madicald Services.



Patient severity of illness varies by PAC setting.

Chart 1: Short Term Acute-care Hospital (STACH) and PAC Severity of Illness (SOI),
in Prior STACH Stay

12.3% +0%

£ 43.3% 28.0%
= 32.7%
&
5
& 46.7%
£ 48.0% 40.7%
S
& 16.4%

e 14.3% 21.7%

Acute-care Hospital LTACH IRF SNF HHA

M Level 1 (least severe) M Level 2 B Level 3 B Level 4 (most severe)

Source: Analysis of the 2008 100% Medicare Standard Analytical Files by The Moran Company.
Note: 501 is measured by the 3M APR-DRG Grouper.



Many patients receive care in multiple PAC settings during a given episode.

Chart 3: Analysis of Selected Discharge Patterns among Medicare PAC Users, 2006

PAC Setting 1 PAC Setting 2 PAC Setting 3

AH 4.6% SNF 2.7%
Skilled Nursing Facility (SNF)
S HH 7.8%

- OT 1.8%
Acute Hospital (AH) — H“'“"'aﬁlg' Lol — HH 1.5%
- oT 2.7%
Inpatient Rehabilitation Facility (IRF) HH 2.8%
5.4%
e OT 1.3%
L Outpatient Therapy (OT)

£.0%

Source: Research Triznple Instioute. (2009). Ecamining Post Acute Care Relationships in An Integrated Fospizal Spreem. Waltham, MAL
Mote: Percencages indicace share of beneficiaries who complered transition through thar point. Includes only parterns representing more than 1.3% of all transitions,
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Hospital outcomes of older people with cognitive impairment:
An integrative review

Carole Fogg?%34([® | Peter Griffiths®* | Paul Meredith®? | Jackie Bridges®*



Key points

People with cognitive impairment have higher hospital
mortality, a higher incidence of delirnum, and longer
hospital stays than patients with no cognitive
impairment. In addition, intermediate outcomes such as
dehydration, reduction in nutritional status, pain,
decline in physical and cognitive function, and new
infections in hospital may contribute to poorer final
hospital outcomes, but have been less well described
than in patients with a formal dementia diagnosis.

It is important to identify whether older people in hospital
have cognitive impairment or an existing diagnosis of
dementia, to be aware of their increased susceptibility
to adverse events in the hospital environment, and to
provide appropriate surveillance for intermediate
outcomes to prompt preventative action.

Further studies of outcomes for people with cognitive
impairment in hospital should consider the care
environment, such as ward type, staffing, and episodes
of being located outside their designated ward
("outlying™), as these factors may also influence outcomes.
Development and use of core outcome sets for people
with cognitive impairment is essential to fully
understand and describe the patient journey both to
evaluate day-to-day care, and for use in observational
or interventional research.



342 | Costs

Excess costs relating to increased LOS for patients with dementia
exceeded £80 million, and dementia estimated to increase the average
cost of an admission 3-fold (UK figures, 2011).””¢ Cognitive impair-
ment (dementia or delirium coded during admission) increased costs
of hospital stay by 51% in Australia, and 39% for dementia alone.”*”>
In Ireland, dementia adds 246 908 hospital days per annum, costing
€199 million.”? Dementia was associated with increased treatment
costs of $1171 for endoscopic haemostasis of hemorrhagic peptic
ulcer.?? Patients with dementia experiencing complications accounted
for 10.4% of hospital episodes, and 22% of extra costs.*? Large num-
bers of patients with dementia die in hospital, where costs for end-of-
life care can be 6 times higher than hospice/home care,®* although
appropriate management, eg, palliative care consultations, reduces
pharmacy costs through prescribing changes.*%”
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Costi standard e ricoveri
anno 2010: metodo e
risultati

Adriano Lagostena
Alberto Pasdera

Enti partecipanti alla determinazione dei
costi standard per DRG del 2010
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Azienda Regionale Sanitaria della Valle d’ Aosta
Ente Ospedaliero Ospedali Galliera di Genova
Istituto Giannina Gaslini di Genowva

Azienda Ospedaliera di Desio Vimercate

Azienda Sanitaria Provincia Autonoma di Bolzano
Unita Locale Socio-Sanitaria di Legnago (VR)
Istituto Don Calabria di Negrar (VR)

Azienda Ospedaliero Universitaria di Padowva
Unita Locale Socio-Sanitaria di Rovigo

Azienda Ospedaliero Universitaria di Udine

Casa Sollievo Sofferen=za di S. Giovanni Rotondo (FG)




Costo medio unitario per dimesso

42.264

18.848

10.642

3.984

Ordinari/0-1 gg. senza Ordinari/0-1 gg. con QOutliers senza Outliers con intensiva
intensiva intensiva intensiva

5.370

Media totale



RegioneLombardia

Ministero della Sanita — Dipartimento della Programmazione
“Programmi speciali” - Art.12 bis, comma 6, d.lgs.229/99 Ufficio IV

L’ ospedale e |’ assistenza alle
patologie somatiche. Proposte per
una risposta piu adatta ai bisogni di
salute dei pazienti con malattia di
Alzheimer

Renzo ROZZINI-Stefano BOFFELLI
Unita operativa 6
Unita Operativa di Geriatria- Poliambulanza, Brescia


http://www.aslbrescia.net/asl/bin/index.php?id=1
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Proposta di procedure e outcome prefissati
OUTCOME PREFISSATI: (e choosing wisely)
-diagnosi

-terapia dell’ evento acuto (ad es. polmonite, delirium)
-cura e stabilizzazione patologia cronica (riacutizzata)

-terapia dei sintomi (dolore, dispnea, stipsi)
-trattamento nutrizionale (diete, SNG)

-cura delle patologie da immobilita pregresse (pdd)
-care of the dying



Proposta di procedure e outcome prefissati

MINORE COMPARSA DI EFFETTI INDESIDERATI:

-sedazione

-confusione (intra-ospedaliera)
-infezioni intercorrenti (polmonite)
-cadute

-immobilita



SPECIAL ARTICLE

‘“Acute care for elders units
produced shorter hospital stays
at lower cost while maintaining

patients’ functional status”

Barnes DE, Palmer RM, Krasevich, DM, Landefeld
CS et al.

Health Affairs (Milwood)

2012 June; 31 (6): 1227-36
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BIOLOGICAL SCIENCES AND MEDICAL SCIENCES

Di Bari M, et al. J Gerontol A Biol Sci Med Sci. 2009

SCOPI DELLO STUDIO

e Identificare i soggetti “a rischio” con |'ausilio di soli
dati amministrativi — Vantaggi:
e Sistema rapido, a basso costo, oggettivo

e Consente confronti orizzontali (tra ospedali) e verticali (nel

tempo)
e Possibilita di una stratificazione pre-ospedaliera

e Valutare gli eventuali benefici di un ricovero in
reparto di Geriatria rispetto a uno in Medicina Interna




Predittori multivariati di mortalita da regressione

di Cox, coefficienti b e rispettivi punteggi

Variabile Coeff. b | Punti
Classe di eta
75-79 Rif. _
80-84 0.34 3
85+ 0.95 9
Sesso (M vs. F) 0.23 2
Stato civile (Non coniugato/ vedovo/ divorziato vs. Coniugato) 0.10 1
Ricovero in DH (Si vs. No) 0.52 5
Ricovero ordinario e diagnosi
Nessun ricovero Rif. _
Mal. Respiratorie 0.59 6
Neoplasie (<5 anni) 1.17 11
Altre 0.19 2
N° farmaci (8+ vs. 0-8) 0.17

Di Bari M, et al. J Gerontol A Biol Sci Med Sci. 2009



Confronto Geriatria vs. Medicina Interna (2)

Mortalita cumulativa

Mortalita cumulativa

@ Punteggio 0-3 2 Punteggio 4-6
Q ot
[ =

Geriatria vs. Medicina Interna Geriatria vs. Medicina Interna
-« HR 0.94 (0.65-1.34), p=0.727 < HR 0.95 (0.72-1.23), p=0.682
[ =
0
=
G L T T T T ! T T T T

0 100 200 300 400 0 100 200 300 400
@ Punteggio 7-10 2] Punteggio 11+
© ©
o= =
2 T <
o o
g' Geriatria vs. Medicina Interna g -~ Geriatria vs. Medicina Interna
HR 0.90 (0.71-1.14), p=0.394 /ot HR 0.67 (0.53-0.83), p=0.001
G L ] L 1 ] B L 1 1 ] ]
0 100 200 300 400 0 100 200 300 400
Tempo (giorni) Tempo (giorni)
‘ - - - Geriatria ——Medicina Interna ‘

Di Bari M, et al J Gerontol A Biol Sci Med Sci. 2009



Ma, tolte le altre spese modificabili:

Ospedalizzazioni

Per cattiva gestione farmaci

Per cattiva gestione medica

Per cattiva gestione della casa (sociale?)

Per cattiva gestione della vita (cibo e cammino)
Per cattiva gestione domotica

Restano le malattie gravi:
Tanti rericoverinel | ul ti mo anno di Vvita cos
(e i malati piu vecchi e piu gravi vengono riospedalizzati e muoiono di piu,

indipendentemente dai programmi e le organizzazioni).

La society modifica gli outcome (ed i costi)
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Tas. 6 Fattort indipendentemente corvelats alla durata della degenza

HE 95% 1
Ewventi negativi intercorrenti (>1) 5,6 25-12.8
Demenza 0.4 0,2-0,8
Cardiopatia ischemica 2.1 1,1-4,0
Diabete mellito 2.7 1,3-54
Indice Geriatrico di Comorbilita (GLC) 1,7 1,2-2,3

R*=0,10

b | L] L | LR & - F 1=

Taw. 7 Fattort fnd?'m:dememem& correlati alla riammissione in ospedale nei primi

sei mesi di follow-up (35%)
R 95% 1
MNumero farmaci (> 4) 1,9 1,2-29
Indice geriatrico di comorbilita (Gic) 1,9 1,3-3,1
Durata della degenza (s 7gg) 0,6 0,4-0,9

Fattori che non entrano nell’equazione: sesso, eta, vivere soli, stato
funzionale, albuminemia sierica, Acute Physiology Score (Aps, eventi negativi
intercorrenti, cardiopatia ischemica, scompenso cardiaco, Bpco, cancro in
fase di disseminazione metastatica.



Fi:. 1 Sopraveivenza a 6 mesi secondo le classi del Geriatric Index of Comorbidity
(Gich e del Charlson Index in pazienti ricoverall consecutivarente in un repario
perialrico pevr acuir

GERIATRIC INDEX OF COsMORBIDITY

110
100 - i e »
o0 \
80
—— s |
—— Classe 1l
70 + —— L 111
—— . lasge IV
m T T | ¥ Ll T 1
a 1 2 3 4 5 6 T

Mess dalls dirmissione

P o< 0,0001 per classi Gic {al log-rank testc)

Tan. 8 Fattort predittive di mortalitd a sei mesi

HE 95% 1
Non autosufficienza all'ingresso (Bi < 60) 2.9 1,6-5.4
Demenza 2,1 1,2-3,7
Scompenso cardiaco congestizio 3,1 1,3-7.3
Cancro in fase di disseminazione metastatica 4.4 23.81
Indice geriatrico di comorbilita (Gic) 2,9 1,5-3,6

Fattori che non entrano nell'equazione: sesso, eta, vivere soli, albumi-
nemia, Aps, eventi negativi intercorrenti, cardiopatia ischemica, diabete
mellito, malattie Ge, durata della degenza (> 7gg).



Original Investigation | Health Policy

Association of the Hospital Readmissions Reduction Program
With Mortality During and After Hospitalization for Acute Myocardial
Infarction, Heart Failure, and Pneumonia

Rohan Khera, MD; Kumar Dharmarajan. MD, MBA; Yongfei Wang. MS: Zhengiu Lin, PhD; Susannah M. Bernheim, MD. MHS; Yun Wang, PhD;
Sharon-Lise T. Normand. PhD; Harlan M. Krumhaolz, MD, SM

JAMA Network Open. 2018;1(5):182777. doi:101001jamanetworkopen. 20182777 September 28, 2018

Key Points

Question Was the announcement or
implementation of the Hospital
Readmissions Reduction Program
(HRRP) associated with an increase in
mortality following hospitalization for
acute myocardial infarction, heart
failure, or pneumonia among Medicare

beneficiaries?



