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— | pazienti con deficit cognitivo (demenza e delirium)



| pazienti con deficit cognitivi



Table |. Characteristics of patients with detected and undetected delirium

Study variable

Dyenzograpic and sodal factors

Male gender

Female gender

Age (mean)

Piace of residenice

MNursing home or residential
[ndependent

Clinical factors

Diagnasic of dementia prior fo adwmission’”
Yes

Mo

Charlson score

=5

=4

Glasgow coma score (median)
APACHE (median)

C-reactive protein (mg/l, median)
White cell count (* 1[]0_.-"'11 median)
Platelets {Kl[]ﬂ_.-“'l, ean)

Albumin u_“‘u,_.-“'l, mean)

Principde admiision diagnosis

Urinary tract infection

Prneumonia

Chronic obstructive airway disease

Acute cardiac syndrome

Undetected delirium Detected delirium Test statistic

= T9 (T2%) n =31 (28%)

31 (39%%) 13 (42%)

48 [61%) 18 (38%) X =224
855 87.5 f= 110

3

s} Patients with undetected delirium were more likely
to display high levels of medical co-morbidity,

3§ incontinence and significantly less likely to have an
admission diagnosis of UTI.

1) “ .90
14 2 =-—0.02
15 £ = —0.67

82 92 7. = —1.40
11.8 11.2 7 = —0.84
314.8 261.1 £= 231
306.0 37.4 f=—0.T1
9 (29%) X = 6,964
8 (26%) A= 0015
1 (3%) A = 0.028
1 (3%) X =0.194

P value

0.691
0.275

659

.35
0165
0.946
0.165
0.841
0.023
0.479

0.003
0,902
0.867
(0.6a0

Collins N, et al, Age Ageing 2013



Recognition of delirium according to DSM-IV (19.6%) in 311
patients, nurses and clinical records (Cork University Hospital)

Ptts Nurses Docs

Ryan D et al BMJ Open 2013



Table 1 Cohort characteristics (n=617)
Variables

DSM-IV criteria met for dementia, %

MO
Yes

Gender, female: % 59.0
Age, years: %
70-79 371
80-89 435
20+ 19.5
Place of residence, %
Private home 71.0
Sheltered hﬂusing l.6
Residential hame 6.8
Mursing home 14.7
Mini-Mental State Examination score, %
24-30 52.1
16-23 228
0-15 251

1. No functional impairment 42.8
2-5. Subjective functional deficit, objective functional deficit, 29.2
difficulties with activities of daily living
6a-C. Help required putting on clothes, taileting or bathing 111
&d-e. Urinary and faecal incontinence 10.3
7a-f. Speaks 5-6 words, speaks 1 word, can no longer 6.5
walk, sit up, smile, hold up head
Charlson score, mean (s.d.) 2.8
(2.1}
Acute Physiology and Chronic Health Evaluation Il score, 12.1
mean (s.d) (3.7)

Dementia in the acute hospital: prospective
cohort study of prevalence and mortality

Elizabeth L. Sampson, Martin R. Blanchard, Louise Jones, Adrian Tookman and Michael King

Results

Of the cohort, 42.4% had dementia (only half diagnosed prior
to admission). In men aged 70-79, dementia prevalence was
16.4%, rising to 48.8% of those over 90. In women, 29.6%
aged 70-79 had dementia, rising to 75.0% aged over 90.
Urinary tract infection or pneumonia was the principal cause
of admission in 41.3% of the people with dementia. These
dividuals had markedly higher mortality; 24.0% of those
ith severe cognitive impairment died during admission
adjusted mortality risk 4.02, 95% Cl 2.24-7.36).

BJPS h The British Journal of Psychiatry (2009)
yc 195, 61-66. doi: 10.1192/bjp.bp.108.055335




Dementia In the acute hospital: prospective
cohort study of prevalence and mortality

Elizabeth L. Sampson, Martin R. Blanchard, Louise Jones, Adrian Tookman and Michael King

Table 4 Cox proportional hazard models for death during index admission associated with cognitive impairment and dementia

in people over 70 years of age during acute hospital admission

Martality during index admission
Unadjusted Adjusted?®
Median survival, Deaths, % Hazard ratio ¥ Hazard ratio ¥
days (n=75) (95% CI) (df.=1) P (95% ClI) (df.=1) P

MMSE score

24-30 (n=321) 18 1.5 1 1

16-23 (n=141) 12 10.0 1.57 (0.73-3.39) 1.34 (0.60-3.15)

015 (n=155) 11 240 402 (2.24-7 36) 22.50 <0001 2.62 (1.28-5.39) 3414 =0.001
CEM-IV criteria met

MO (0= 355) 12 79 1 1

Yas (n=2462) 12 18.1 279 (1.61-483) 14.56 <0001 2.09 (1.10-4.00) 31.97 =0.001
MMSE, Mini-Mertal S&ate Examination.
a. Model adjusted for age and Acute Physiology and Chronic Health Evaluation score.

BJPS h The British Journal of Psychiatry (2009)
yc 195, 61-66. doi: 10.1192/bjp.bp.108.055335




Clinical characteristics of 807 elderly patients

consecutively admitted to ACE unit S Gerardo hospital

Gender, female % 58.9

Age, years: %

70-79 22.7

80-89 55.0

90+ 22.3
Place of residence

Private home 91.3

Nursing home 7.3

Known diagnosis of dementia prior to index admission 31.6

Mini Mental State Examination score, %

24-30 43.0

Mini Nutritional Assessment, mean 8.6+3.4

SOFA score, >4, % 12.7

Bellelli et al, unpublished



whocareswins

Improving the outcome for older people admitted to the general hospital:
Guidelines for the development of Liaison Mental Health Services for older people.

Box 1
A typical district general hospital with 500 beds: In an average day:
« Will admit 5000 older people each year. « 330 beds will be cccupied by older people.
« 3000 of these will have or develop a « 220 will have a mental disorder
mental disorder * 96 will have depression

= 56 will have delirium

« 102 will have dementia

« 23 will have other major mental health
problems.




NATIONAL AUDIT OF
DEMENTIA

ROYAL COLLEGE OF
PSYCHIATRISTS

Report of the National Audit of
Dementia Care in General
Hospitals 2011

e 74% (155/210) of hospitals reported that
multidisciplinary assessment includes assessment of
mental state.

* Only 43% (3422/7934) of casenotes showed that a
standardised mental status test had been carried
out.
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— | pazienti con declino funzionale e post-hospital syndrome



Post-Hospital Syndrome — An Acquired, Transient Condition

of Generalized Risk
Harlan M. Krumholz, M.D. N Engl J Med January 10, 2013

How might the post-hospital syndrome emerge? Hospitalized
patients are not only enduring an acute iliness, 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. Each of these perturbations can
adversely affect health and contribute to substantial
impairments during the early recovery period, an inability to
fend off disease, and susceptibility to mental error.



Functional transitions in older adults

hospitalized with medical ilnesses

Baselin ———— Ammissione » Dimissione
e No declino No declino
2.293 579, ] 45% 65% dimessi
pazienti stabili stabili con livelli
funzionali
20% Sovrapponibili
2 recupero H  al basale
Cg.
g
12%
declino H
35%
0 recupero 18% dimessi con
43% (4 " declino pre-H | Peggiorati
declino 9@% livelli
0’% 5% declino funzionali
© rispetto al
Kovinsky KE. JAGS 51:451-458, 2003. pre-H e H

basale




Factors Associated With Development of Disability

Gill TM. JAMA. 2004, 292: 2115-24

Table 3. Factors Associated With the Development of Any Disability®

Bivariate Estimates Multivariable Estimates
! HR (95% CI) P Value.-l I HR (95% CI) P Valuel

Age pereach 5y 1.44 (1.32-1.57) <.001 1.34 (1.20-1.50) <.001
Female sex 1.05 (0.86-1.28) .66 1.07 (0.84-1.37) .59
Non-Hispanic white 1.04 (0.75-1.43) .84 0.90 (0.63-1.30) .58
Living alone 1.07 {0.88-1.30) .50 0.66 (0.53-0.83) <<.001
Years of education 0.84 {(0.90-0.97) =001 1.01 (0.97-1.05) T2
Hypertension 1.07 (0.88-1.30) .51 0.97 (0.78-1.20) s
Arthritis 1.37 {(1.12-1.68) 002 1.09 (0.88-1.35) .44
Diabetes mellitus 1.45 (1.15-1.82) 002 1.20 (1.00-1.89) .05
Myocardial infarction 1.32 (1.04-1.67) .02 0.73 (0.55-0.97) 03
Cancer 0.93 (0.72-1.19) .56 0.1 (0.70-1.18) 48
Fractures other than hip 1.04 {0.79-1.37) A9 0.99 (0.72-1.36) 96

since age 50 yt
Chronic lung disease 1.46 (1.10-1.95) 009 1.07 (0.78-1.48) NS1S]
Stroke 1.94 (1.45-2.60) <., 001 1.66 (1.20-2.30) 002
Congestive heart failure 2.33(1.71-3.17) =.001 1.66 {(1.14-2.41) .008
Hip fracture 1.50 {0.98-2.28) 06 1.171 {0.70-1.78) .65
Cognitive impairment+ 2.10 (1.63-2.71) <.001 1.29 (0.95-1.74) .10
Depressive symptomsg 1.81 {(1.47-2.24) =2.001 1.32 {(1.03-1.68) .03
Physical frailty 3.19 (2.62-3.89) <<.001 2.09 (1.67-2.62) <.001
New intervening eventsl||

Hospitalization 61.8 (49.0-78.0) =.001 59.8)46.6-76.8) <.001

Restricted activity only 5.54 (4.27-7.19) <<. 5.11/(3.84-6.79)

rior intervening events
Hospitalization 1.35 (1.21-1.51) =<.001 0.98 (0.86-1.11) 75

Restricted activity only 1.07 {1.04-1.09) <<.001 1.02 (0.99-1.05) .33

Abbreviations: Cl, confidence interval; HR, hazard ratio.

*For continuous factors (yvears of education and number of months with each of the 2 prior intervening events), results
are per each 1-unit increase. The bivariate and multivariable estimates account for factors that are dependent on
tirme.

TAssessed at baseline only.

tDefined as a score of less than 24 on the Mini-Mental State Examination.®”

§Defined as a score of 16 or higher on the Genter for Epidemiclogic Studies Depression Scale 5233

The exposure period was the month prior to the assessment of disability. The comparison group included partici-
pants without an acute hospital admission or restricted activity.

I The exposure period was the time from the baseline assessment to 2 months prior to the onset of disability or to a
censoring event for participants who did not develop any disability as described in the “Methods” section.




Mobility After Hospital Discharge as a Marker
for 30-Day Readmission

Table 3. Univariate and Multivariate Models Predicting 30-Day Readmission

Univariate Maodel Mulitvariate Model
Parameter OR 05% C1 P OR 05% CI )
Age 1.02 0.93-1.18 .63 0.99 0.90-1.09 41
Gender
Men Ref Ref Ref Ref .29
Women 0.43 0.13-1.39 0.16 0.50 0.14-0.78
Marital status
Married Ref Ref Ref Ref 53
Not married 1.12 0.34-3.73 0.84 [.55 0.38—-6.22
Mobility status prior to admission
Did not use assistive device Ref Ref Ref Ref B4
Used cane or walker 1.73 (L.53-5.62 0.36 .25 0.95-1.61
ADL limitation(s) prior to admission
Mone Ref Eef Ref Eef B3
Any 1.24 0.31-4.97 0.75 [.18 0.25-5.52
Charlson Comorbidity Index 1.23 0.00-1.67 0.05 .25 0.21-1.65 11
Length of hospital stay 1.03 (L83-1.33 (.64 0.07 0.74-1.28 RO

Mean daily steps post discharge* 0.72-0.00 () 0.71-1.02

*OR and CI are presented for 300-step intervals.

Fisher SR et al. J Gerontol July 2013



Interventions to Decrease Hospital Readmissions

Keys for Cost-effectiveness

Robert E. Burke, MD:; Eric A. Coleman, MD, MPH

ospitals began paying financial penalties for high-risk—adjusted 30-day readmission

rates for certain diagnoses in October 2012. Physician leaders seeking to reduce re-

admission rates will find that proven interventions often require substantial up-

front financial and organizational investment. To reduce readmissions while mini-

mizing the investment, leaders need to develop new and creative strategies guided by the evidence.

This article describes 5 proposed strategies or “best practices” derived from critical evaluation of

prior interventions and experience in the field. These practices include matching the intensity of

the intervention to the patient’s risk of readmission, avoiding commonly used but unproven in-

terventions, using interventions with a durable effect, creating an etfective team before selecting
an intervention, and focusing on previously unrecognized high-risk patient groups.

JAMA Intern Med. 2013;173(8):695-698.
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The prevalence of mental health problems
among older adults admitted as an emergency
to a general hospital

Trauma (z = 197)

Medical (» = 414)

Geriatric (n = 393)

Total (= 1,004)

Yo Confidence intervals

Age

70-79 67 (34) 174 (42) 85 (22) 326 (33 30-35

al-89 94 (48) 193 (47) 217 (35) 504 (500 47-53

=00 36 (18) 46 (11) 91 (23) 173 (17) 15-20
Median age (range) B3 (T0-103) BL (7099 B5 (T0-101) B3 (T0-103)
Sex female 188 {95]]’ 223 (54) 220 (36) 631 (63 960
Cognitive impairment (AMT =7) 57/175 (33) 119/391 (30) 212/346 (61) 388/912 43+ 3946
Depressed (GDS4 =1) 55/169 (33) 130/388 (34) 135/328 (41) 320/885 (36) 33-39
Anxdety (PRIME-MD =2) 48/168 (29) 116/387 (30) 95/325 (29) 259/880 (29) 26-32
Aleohol problem (CAGE =2) 3/167 (2) 3/386 (1) 3/332 (1) 9,/885 (1) -2
Anxiety alone 16 (1) 32 (8) 13 (4) 61/880 (7) 509
Other® 22 (11) 27 (0 48 (12) 97 (10) 8-12
2 positive 47 (24) 111 (27) 131 (33) 289 (29y* 26-32
3 positive 11 (6] 27 (7 38 (10 76 (8] -1

No mental health problems or anxiety only

No mental health problems

191 (46)
159 (38)

361 (36)**
300 (30

Goldberg S et al, Age and Ageing 2012; 41: 80-86
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A RANDOMIZED TRIAL OF CARE IN A HOSPITAL MEDICAL UNIT ESPECIALLY DESIGNED
TO IMPROVE THE FUNCTIONAL OUTCOMES OF ACUTELY ILL OLDER PATIENTS

Percent of Patients

100

80

60 -

THE NEW ENGLAND JOURNAL OF MEDICINE

Change from Admission to Discharge

P=0.009
9 (n = 26) 8 (n = 25)
7(n=22) 13 (n = 39)
50 (n = 151)
54 (n = 163)

Intervention

Group (n=303)

11 (n = 33)

13 (n = 40)

Usual-Care
Group (n=300)

[ Much worse
] wWorse
[ Unchanged

I Bstier
I uch better

Change from Two Weeks before
Admission to Discharge

P=0.05

18 (n = 54)

12 (n= 36)

58 (n=171)

Mavy 18, 1995

20 (n = 57)

15 (n = 44)

E—
8 (n=24)
4(n=12)

Intervention
Group (n=297)

50 (n = 168)

2(n=86
Usual-Care
Group (n=285)

Landefeld CS et al, 332:1338-44



The Effectiveness of Inpatient Geriatric Evaluation and
Management Units: A Systematic Review and Meta-Analysis

Katleen Van Craen, RN, MSc,”™" Tom Braes, RN, PhDcand,”* Nathalie Wellens, SLP, PhDcand,”*
Kris Denbaerynck, RN, PhD.® Johan Flamaing, MD, PhD,* Philip Moons, RN, PhD,*

Steven Boonen, MD, PhD, *!' Christiane Gosset, MD, PhD,* Jean Petermans, MD, PhD,**

and Koen Milisen, RN, PhL

CONCLUSION: This meta-analysis shows a significant

Readmis] effect in favor of the GEMU group on functional decline at
discharge and on institutionalization after 1 year. There is
heterogeneity between the studies, poor quality of some

Functiondailstgﬁ randomized controlled trials, and shortage of information

about CGA. Multidisciplinary CGA offered in a GEMU may

Institutionalization § add value to the care for frail older persons admitted to the
hospital, but the limitations confirm the need for
welldesignedstudies using explicit CGA and more-structured
and -coherent assessment instruments such as the Minimum

Data Set Resident Assessment Instrument
Mortality TZ2m

Functional decline

Institutionalizatio

Institutionalizatio

Mortality 6m

Mortality 3m

00 02 04 06 08 10 12 14

Favors treatment Favors controls

Relative Risk JAm Geriatr Soc, 2010,58:83-92



Ettectiveness of Acute Geriatric Unit Care Using Acute Care for
Elders Components: A Systematic Review and Meta-Analysis

Mary T. Fox, PhD,* Malini Persaud, PhD,* Ilo Maimets, MSc, MISt,” KE.’H}' O’Brien, PhD,*
Dina Brooks, PhD,* Deborabh Tregunno, PhD,* and Ellen Schraa, PhD?®

Individual Studies Test tor Overall I Statistic
Included in WMD (95% CI) Effect, Z (P-Value) for
Outcome Meta-Analysis N or RR (95% CI)*® (P-Value) Heterogeneity
latrogenic complications
Falls Collard et al.*° 749 0.51 (0.29-0.88) 2.41 (.02) 0% (.55)
Olofsson®
Pressure ulcers Collard et al *® 749 0.49 (0.23-1.04) 1.87 (.06) 25% (.26)
Olofsson®
Delirium Asplund et al.= 1,154 0.73 (0.61-0.88) 3.29 (<.001) 0% (.44)
Olofsson®

Vidan et al.®?
Functional decline at
discharge from baseline

2-week prehospital Barnes et al."’ ) 4,485 0.87 (0.78-0.97) 2.55 (.01) 37% (.16)
admission status Counsell et al ®

Landefeld et al.*

Olofsson™

Vidan et al.®?
Zelada et al 4?

Length of hospital Asplund et al.® 6,098 -1.28 (-2.33 to -0.22) 2.37 (.02) 87% (<.001)
stay, days® Barnes et al."’
Counsell et al.*’

Covinsky et al.*™ ®

Fretwell et al®
Gonzédlez-Montalvo et al 2®
Harris et al.*

Olofsson™'

Stewart et al.*®

Vidan et aI.SjD

Zelada et al.” __ JAm Geriatr Sac 2012; 60:2237-2245



Ettectiveness of Acute Geriatric Unit Care Using Acute Care for
Elders Components: A Systematic Review and Meta-Analysis

Mary T. Fox, PhD,* Malini Persaud, PhD,* Ilo Maimets, MSc, MISt,” KE.’H}' O’Brien, PhD,*
Dina Brooks, PhD,* Deborabh Tregunno, PhD,* and Ellen Schraa, PhD?®

Individual Studies Test for Overall I* Statistic

Included in WMD (95% CI) Effect, £ (P-Value) for

Outcome Meta-Analysis N or RR (95% CI)® (P-Value) Heterogeneity
Nursing home Asplund et al.= 3,378 0.96 (0.80-1.15) 0.48 (.63) 50% (.06)

Collard et al *®

Counsell et al.®’

Fretwell et al.=®
Gonzalez-Montalvo et al 2®
Harris et al.*

Costs (U.5. dollars Asplund et al . . .
standardized to 2000 somes e 21 ] CONCLUSION: Acute geriatric unit care, based on

| councell ¢ 23 31| or part of the ACE model and introduced

stevart et al] during the acute phase of older adults’ iliness or

Mortality Asplund et al§ . . . =
Barnes et a4 iNjury, improves patient and system-level

Collard et al.g outcomes
Counsell et a :
Fretwell et al.
Gonzalez-Montalvo et
Harris et al.*
Landefeld et al.2
Olofsson®!
Somme et al.*
Vidan et al.**

Hospital readmissions Asplund et al.lzf' 3.983 1.05 {0.92-1.18) 0.69 (.49) 0% (.55)
Barnes et al.*
Counsell et al.*’
Landefeld et al.**
Olofsson®®

4% (.13)

11% (.33)

JAm Geriatr Soc 2012; 60:2237-2245



Acute Care for Elders Components of Acute Geriatric Unit
Care: Systematic Descriptive Review

Mary T. Fox, PhD,* Souraya Sidani, PhD,? Mﬂffﬂi Persaud, PhD,* D:‘i‘h‘ﬂ?’ﬂf} Tregunno, PhD,*
Ilo Maimets, MSc, MISt,” Dina Brooks, PhD,* and Kelly O’Brien, PhD®"

Table 2. Recommendations for Implementing Medical Review, Early Rehabilitation, and Patent-Centered Care

Acute Care for Elders Component Recommendations
Medical review: Standardized admission assessment and daily review Based on the assessment indicating need, standardized protocols should
of high-risk medications, treatments, and planned procedures for be implemented to:

duration of hospital stay

Avoid or dose high-risk medications, particularly psychoactive drugs
Avoid or discontinue at the earliest possible time intravenous therapy,
indwelling catheters, and physical restraints
Perform venipuncture with small tubes
Review fluid and nutritional status prior to administering bowel
preparations or cathartics
Prescribe fluid and nutritional supplements for patients at risk of
malnutrition and dehydration

Eardy rehabilitation: Assessment of the need for physical therapy. In Interventions should focus on improving:

hospitals where standard rehabilitation assessment is not feasible,

therapists should attend daily interdisciplinary rounds where they

can be informed of older adults’ functional status and need for

rehabilitation®

Mability through provision of assistive devices and exercises
Self-care ability through provision of adaptive devices

JAm Geriatr Soc 2013



Acute Care for Elders Components of Acute Geriatric Unit
Care: Systematic Descriptive Review

Mary T. Fox, PhD,* Souraya Sidani, PhD,? Mﬂffﬂi Persaud, PhD,* D:‘i‘h‘ﬂ?’ﬂf} Tregunno, PhD,*
Ilo Maimets, MSc, MISt,” Dina Brooks, PhD,* and Kelly O’Brien, PhD®"

Acute Care for Elders Component

Recommendations

Patient-centered care: Standardized assessment of physical and
cognitive functioning (focused on mobility, falls risk, and delidum
risk) within 24 hours of admission and daily for duration of hospital
stay

Based on assessment indicating need, individualized interventions should
be provided to preserve or restore:

Mobility

Hydration and nutritional status

Cognition

Self-care ability

Continence and elimination

Skin integrity
Regardless of assessment, the following should be standard preventative
interventions:

stand or ambulate = 3 times per day and within 24 hours

postoperatively

Provide nutritious snacks, high-protein meals, and four glasses of

water per day

Encourage self-bathing. Provide pressure-reducing mattresses

Provide reminders of the day, date, and location

Ensure eve glasses and hearing aids are worn. Foster family visits
Administer routine pain medication to injured patients

Reduce nighttime noise

Offer warm drinks at bedtime

JAm Geriatr Soc 2013



Postoperative delirium in old patients with femoral
neck fracture: a randomized intervention study

Maria Lundstréom!, Birgitta Olofsson!-2, Michael Stenvall!, Stig Karlsson!, Lars Nyberg?3,

|= Intervention group
C= Control group

o
o
|

Nutrition

o
o
|

/|
C/ -IH_H“'“I“——~|E___H_I_I
| ‘HI———I“"#I

I
o
|

Rehabilitati

Proportion with delinum
(%)

I I I I I I I I I
Preop 1 2 3 4 5 6 7 After

Postoperative days day 7

Secondarvy

Fig. 2 - Line plot showing proportion of patients with delirium
each day during hospitalization in intervention (I) vs control

groups (C).

Aging Clin Exp Res 2007



BM RESEARCH

Bachman S, BMJ 2010;340:c1718d0i:10.1136/bmj.c1718

Inpatient rehabilitation specifically designed for geriatric
patients: systematic review and meta-analysis of
randomised controlled trials

Treatment Control Relativerisk Relative risk
(95% CI) (95% CI)

Effects at hospital discharge
General geriatric rehabilitation

Applegate 1990 6/78 17177 [ ; 0.35 (0.15 to 0.84)
Rubenstein 1984 g/63  18/60 —J— 0.42 (0.20 to 0.90)
Saltvedt 2002 15/127  15/127 N 1.00 (0.51 to 1.96)
White 1994 6/20 13/20 S 0.46 (0.22 0 0.97)
Subtotal: I’=37.0%, P=0.190  35/288  63/284 4 0.53 (0.33 to 0.86)
Orthopaedic geriatric rehabilitation i

Gilchrist 1988 26/97 33/103 0.84 (0.54t0 1.29)
Kennie 1988 5/54 16/54 —-—— 0.31 (0.12t0 0.79)
Naglie 2002 38/141  48/138 0.77 (0.54to 1.11)
Shyu 2005 1/72 3/87 = - 0.40 (0.04 to 3.79)
Stenvall 2007 15/102  22/97 — 0.65 (0.36t0 1.17)
Swanson 1998 1/38 2/33 « e > (.43 (0.04 to 4.57)
Subtotal: 12=0.0%, P=0.502 86/504  124/512 * 0.72 (0.56 to 0.91)
Overall: P=14.6%, P=0.309 121792 187/796 ‘ 0.64 (0.51to 0.81)




* | modelli geriatrici nell’ ospedale per acuti
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Cos e il CGA team model?

Within this model, frail older patients are hospitalized on a
nongeriatric ward - based on the patient’s main medical
reason for admission - and evaluated by a
multidisciplinary team which assesses, discusses, and
recommends a plan of treatment for frail older inpatients.

This CGA model is typically referred to as the

1) inpatient geriatric consultation team (IGCT),
2) inpatient geriatric consultation service (IGCS),
3) geriatric assessment team (GAT)

4) geriatric liaison team (GLT).



An interdisciplinary geriatric consultation

service: a controlled trial

* The Geriatric Consultation Team GCT was introduced on a single
medical unit, where consultations were given to 46 consecutive
patients aged 75 years and over. The GCT patients had, on the
average, 5.5 illnesses and were receiving 3.7 medications.

* In comparison with control units, the GCT increased use of
physical therapy by 357%, occupational therapy by 390%, and
speech therapy by 300% without increasing length of stay.

 No decrease in hospital readmission rates (43 per cent) over
10.5 months of follow up.

* [t was concluded that a GCT in an acute-care hospital promotes
geriatrics, teaches interdisciplinary teamwork, improves
awareness of functional problems of patients, and increases use
of rehabilitative services, but does not decrease the high rate of
readmission of hospitalized geriatric patients

Campion et al, JAGS 1983; 31:792-6



Dissemination of the Hospital Elder Life Program:
Implementation, Adaptation, and Successes

Table 4. Outcomes Tragked Acrass H
Program (HELP) Sites (117 summary, this study provides a general description of
Outcor] the real-world implementation of HELP across a range of
Use of restraints 13 sites and details their local adaptations and successes.
Falls This summary provides documentation of how interested
B:grg‘f”;mers and motivated clinicians and administrators can create
Length of hospital stay | change at their local institutions, can improve the quality
Discharge destination ¥ gnd effectiveness of hospital care for older persons, and can
Patient-family satisfactio helo t health t t ith
Mini-Mental State Exami e.p 0 pr.epare our healthcare system to cope with our
and discharge aging society.
Use of Foley catheters

Intervention adherence rates™
Activities of daily living at admissio

discharge

Nurse retention or satisfaction 6 (46.2)
Aide retention or satisfaction 5 (38.5)
Pressure ulcers 5 (38.5)
Hospital cost savings 4 (30.8)
Incident reports/legal actions 4 (30.8)
Other? 4 (30.8)

Inouye SK 2006, ;340:669-76



Comprehensive geriatric assessment for older adults
admitted to hospital: meta-analysis of randomised

controlled trials

No of events/total

Comprehensive
geriatric assessment

Team
Winograd 199377 32/99
Naughton 1994%° 39/51
McVey 198938 51/93
Kircher 2007%? *— EU 98/150
Subtotal (95% Cl) 220/393

Test for heterogeneity: 1°=1.86, df=3, P=0.60, 1°’=0%
Test for overall effect: z=1.90, P=0.06

Control Mantel-Haenszel Weight Mantel-Haenszel
fixed odds (% fixed odds
ratio (95% CI) ratio (95% CI)
36/98 - 3.3 0.82(0.46t01.48)
44/60 1.3 1.18 (0.50to 2.80)
62/92 - 3.7 0.59(0.32t01.07)
94/129 T 47 0.70(0.42t01.17)
236/379 < 12.9 0.75(0.55t01.01)

Odds Ratios for living at home at the end of follow-up (median 12 months)

BM]

Ellis G et al, BMJ BMJ 2011,;343:d6553 doi: 10.1136/bmj.d6553



Comprehensive geriatric assessment for older adults
admitted to hospital: meta-analysis of randomised

controlled trials

No of events/total

Comprehensive Control
geriatric assessment

Team
Winograd 1993’ 32/99 36/98
Naughton 1994*° 39/51 4460
McVey 1989°% 51/93 62/92
Kircher 2007*2 < 98/150 94/129
Subtotal (95% Cl) 220/393 236/379

Test for heterogeneity: 1°=1.86, df=3, P=0.60, 1°=0%
Test for overall effect: z=1.90, P=0.06

Mantel-Haenszel

fixed odds
ratio (95% CI)

Weight Mantel-Haenszel

(%

3.3
1.3
3.7
4.7
12.9

fixed odds
ratio (95% CI)

0.82 (0.46 t0 1.48)
1.18 (0.50 to 2.80)
0.59 (0.32t0 1.07)
0.70 (0.42t0 1.17)
0.75 (0.55 to 1.01)

Odds Ratios for death or deterioration at the end of follow-up (median 12 months)

BM

Ellis G et al, BMJ BMJ 2011,;343:d6553 doi: 10.1136/bmj.d6553



Impact of geriatric consultation teams on clinical
outcome in acute hospitals: a systematic review
and meta-analysis

Table 2 Setting and study characteristics of the incduded studies

6\;: Medicine

Study Study Design Setting Population IGCT members Sample size Mean age (5D)
period
Intervention Control Intervention Control
[14] 2007 o L=ven, =65 years with traumatic hip Gariatrician, Qd 77 B04 (70 11072
(s Belgium  fracture surgery geriatric nurse, SW,
2008 OT, PT
[20) 1982 CD Montreal, =70 years, admitted from ED to Geriatrician, 223 182 FRT65) 783 (a7)
€8] Canada meadical ward geriatric nurse
1984 consultant, SW, OT,
FT
[21] 1984  RCT Halifaz, =75 years, at least one of Geriatrician, nurse, 57 56 822 (82) B33 (80
Canada following criteria: confusion, PT
impaired mobility, falls, urinary
incontinence, polyphamacy,
living in nursing home, admission
within the past 3 months
[22] 1985 D Halifaz, =75 years, in category 3 to 5 of  Specialist in G5 66 B30 (58) B35 (59)
Canada Geriatric Status Scale geriatric meadicing,
nurse coordinator,
5w, OT, PT,
dietician, pastoral
care
[23] 1997 Multicenter  Germany =65 years with expected LOS of  Physician, nurse, 150 129 790 (59) TEA (A9
o RCT at least 8 days, functionally Sw
2000 impairad
[25] 1991 RCT Chicago, =70 vears, admitied from the ED  Geriatrician, SW, 51 &0 B0 (Ba)  BOY (A7)
LISA to the medicine service rmedical house staff

Deschodt et al. BMC Medicine 2013, 1148
httpe//www biomedcentral.com/1741-7015/11/48



Study Study Design

[26]

[24,27]

[28,29]

[30]

(31

[32)

period

1991
o
1994

1953
o
1984

2001
to
2003

1997

1985
o
1989

RCT

RCT

RCT

RCT

RCT

RCT

Setting

Southern
California,
LS4

Marth
Carolina,
LSA

Taiwan

Morth
Carolina,
LJSA

Madrid,
Spain

Califarnia
54

]

Population

=65 years, at least one of 13
screening criteria (stroke,
immaobility, impairment in ADL
malnutrition, incontinence,
confusion or dementia,
prolonged bed rest, falls,
depression, social problems,
unplanned admission within past
3 months, new fracture, =80
yiears)

=75 years admittad to all in-
patient units other than intensive
care

=60 years with acddental single-
side hip fracture

=70 years

=65 years with acute hip fracture

=65 years, male, functionally
impaired and one of the
following criteria: confusion,
depandence in ADL,
polypharmacy, chronic iliness,
stragsed caragiver svstem

IGCT members

Geratrician, nurse
practitionsr, SW

Attending
physician and
fellow in geriatric
medicine, geriatric
CMS, SW
Gefatrician,
geriatric nurse, PT,
rehabilitation
physician
Physician, CNS,
home health nurss,
SW T, dietician,
pharmacist

Ceriatrician, 5W,
rehabilitation
spedalist
Attending faculty
geriatrician,
geriatric fellow,
CINS, SW, internal
medical house
officer

Sample size

Mean age (5D)

Intervention Control Intervention Control

1337

a3

62

155

9

1014

92

82

58

164

98

776 1)

809 (58)

774 (82)

754

811 (78)

757 (90)

767 1)

820 (58)

789 (73)

76 (54)

826 (74)

766 (97)

Deschodt et al. BMC Medicine 2013, 1148
httpe//www biomedcentral.com/1741-7015/11/48



Impact of geriatric consultation teams on clinical
outcome in acute hospitals: a systematic review

and meta-analysis (\
BMC Medicine

Table 4 Meta-analysis

Outcome Follow-up  Treatment effect Heterogeneity Publication bias Mumber of
[moanths) studies
Effect measure Pooled estimate P value for P value for | squared Mumber of studies  Adjusted pooled
(953 Cl) treatment effect Cochran's Q test statistic® trimmed® estimate®
Functiona 1 Hedges g Q1T (027 1o 045 050 0003 T 0 QU1 =027 1o 045) 31930 75 79

Conclusions: Inpatient genatric consultation team interventions have a significant impact on mortality rate at 6
and 8 months postdischarge, but have no significant impact on functional status, readmission or kength of stay,
The reason for the lack of effect on these latter outcomes may be due to insufficient statistical power or the

insensitivity of the measuring method for, for example, functional status. The questions of to whom 1GCT
intervention should be targeted and what can be achieved remain unanswered and raquire further research.

0.85)
12 058 0B85 1w 111 OF5 052 o 2 101 (087 12 1.14) Q
[19.21-23 26 28-32|
Readmizsion 1 Relative risk 085 035 1w 14670 Q37 054 o bl MA 2193834
3 093 0B 1o 1040 Q18 074 0 2 0o {0084 1o 1.05) 4 (19332 3 38 F)
4] 0LEE (040 1o 1960 076 0001 B5% 0 Q88 {040 1o 1.96) 3 [24.27-30)
12 0549 08T 1w 119 094 034 13% 2 1.0 (0BT 1o 1.36) 5 (1922 73 2833

Ot confidence interval; NA not applicable*| squared statistic values bess than 25% indicate bow, 25% to 50% indicate moderate, and greater than 50% indicate high heterogenaity. “There must ba a least thres
studies published to ren publication bias procedune ©Adjusted pooled estimate according to Duval and Tweedie's tim-and-fill analysis.

Deschodt et al. BMC Medicine 2013, 1148
http/fwenw biomedcentral.com/1741-7015/11/48



Riflessioni

* Perché dovrebbe esserci un effetto sulla
mortalita a 6 e 8 mesi (che non e presentea 1
e 12 mesi) e non sulle performance funzionali,
sulla durata della degenza e sul rischio di re-
ricovero?

— Non sufficiente attenzione al problema “funzione’
nei reparti ospedalieri?

— Inadeguatezza degli strumenti di rilevazione?
* O mancata aderenza alle indicazioni del team?

’



Models and styles of service

3.1: Differences between consultation and liaison

Consultation
F{eqctive
Limited resources

|solated input
Low priority
Limited impact

Slow response
Limited review

Liaison
Proact iw{e |
Labour intensive

Collaborative

High priority
Developmental

Rapid response
Frequent review

Improve referrals
Improve adherence
Change practice



La lezione dell’ ortogeriatria:

I'integrazione del geriatra nel team
ortopedico




L’ ortogeriatria come modello di

comanagement efficace

 Many elderly fracture patients
are frail and have complex
medical problems. Their needs
for specialist medical care and
early rehabilitation are best
addressed when an
orthogeriatrician — a care of
the elderly physician with an
interest in fracture care —is
fully integrated in the work of
the fracture service. PR

* Best Practice Tariff R
(orthogeriatrician in leading
patient care)

British Orthopaadic Assoclation

P romd Wy O Drsad Trlpramls s memen Bpmale JaT




Trends in care, secondary prevention and mortality:
April 2008 to March 2012

— Bone therapy 100 -
or assessment ,____*

~  Falls assessment

Surgery within
36 hours

Pre-operative
- assessment by
geriatrician

——  Mortality at 30 days

% of patients

20
10 »- - TS -
0
April 2008 - April 2009 - April 2010 - April 2011 -
March 2009 March 2010 March 2011 March 2012

The National Hip Fracture Database- National Report 2012 — Supplement, 12 Month Average



Trend in 30 day mortality:
April 2008 to March 2011

12.0 - - 100%
11.0
10.0

9.0

3
J

8.0

% Mortality

7.0

6.0

50 T 0%

April 2008 - April 2009 - April 2010 -
March 2009 March 2010 March 2011

12 Month Average

—— Assessment by Genatrician - Raw Montality - = Adjusted Mortality
= No Assessment by Geriatrician - Raw Mortality - =« Adjusted Mortahty

The National Hip Fracture Database- National Report 2012 — Supplement,

% assessed by geriatrician



Osteoporos Int (2010) 21 (Suppl 4):5637-5646

DOT 10.1007/s00198-010-1396-x

REVIEW

Ortho-geriatric service—a literature review comparing

different models

C. kammerlander - 1. Roth -« 5. M. Friedman -
N. Subhm - 1. J. Luger - U. kammerlander-Knauer -

D. Krappinger - M. Blauth

models. The review of these investieations cannot tell us
the best model. but there i1s a trend toward more recent

models using an integrated approach. Integrated care

summarizes all the positive features reported in the
various investigations like integration of a Geriatrician in
the trauma unit, having a multidisciplinary team, priori-
tizing the genatric fracture patients, and developing
guidelines for the patients’ treatment. Each hospital
implementing a special model for genatric hip fracture
patients should collect detailed data about the patients,
process of care, and outcomes to be able to participate in
audit processes and avoid peerlessness.



Impact of a comanaged Geriatric Fracture Center

on short-term hip fracture outcomes

Table 2. Outcomes in the Geriatric Fracture Center (GFC) and Usual Care

Unadjusted Adjusted?

GFC Usual Care I ! Coefficient? I

Outcome (n=193) (n=121) P Value (95% Confidence Interval) P Value
Time to surgery, mean (SD), h 24.1 (17.0) 37.4 (63.8) .007 -12.93 (-2.19 to -23.68) .02
Restraint use, % 0 141 <.001 - Lt
Length of stay, mean (SD), d 4.6 (3.3) 8.3 (6.3) =.001 -3.74 (-2.56 to -4.91) =.001
In-hospital mortality, % 1.6 2.5 .68 0.17 (0.02 to 1.14) 07
30-d Readmission rate, % 9.8 13.2 .35 0.52 (0.23 to 1.18) 12
Complications overall, % 30.6 46.3 .005 0.26 (0.14 to 0.47) <.001
Delirium, % 24.4 32.2 A3 0.27 (0.13 to 0.53) =.001
Postoperative infection, %9 2.3 19.8 <.01 0.04 (0.01 to 0.13) <.001
Renal insufficiency, % 6.2 7.4 b7 0.70 (0.25 t0 1.97) a0
Bleeding, %1 0 3.3 .02 ...0 LB
Cardiac, %! 1.0 7.4 .004 0.15 (0.03 to 0.83) .03
Hypoxia, % 6.7 141 .03 0.22 (0.09 to 0.55) 001
Thromboembolism, % 0.5 5.0 .01 0.07 (0.01 to 0.77) .03
Stroke, % 0.5 0 =09 - .

Friedman SM et al, Arch Intern Med 2009



Effect of an Inpatient Geriatric Consultation Team on Functional

Outcome, Mortality, Institutionalization, and Readmission Rate in
Older Adults with Hip Fracture: A Controlled Trial

Mieke Deschodt, RN, MSN, *TTom Braes, RN, MSN.,™ " Paul Broos, MD, PhD.,* An Sermon, MD,*
Steven Boonen, MD, PhD,>* Johan Flamaing, MD, PhD," and Koen Milisen, RN, PhD*"

Table 4. Univariate Analysis

Activities of Daily Living Maortality Unplanned Readmission MNew Nursing Home Admission
Intervention Control Intervention Control Intervention Control Intervention Control
(n=94) (n=77) (n= 94) (n=77) (n = 94) (n=77) (n= 68) (n = 58)
Time Between Hip Fracture
Replacement and Mean + Standard P P- P P-
Assessment Deviation Value n (%) Value n (%) Value n (%) Value
Day 1 137 +£23 143+ 25 11t
Discharged 0 . .
Day 3 ws=27 | NO effect of an intervention that
Discharged 0
Day 5 128+ 29 I = d
L s ; only comprised a IGCT
Day 8 120 £ 2.7
Discharged 24
B weeks 11234 119 £31 _ 339 =091 332 5 (6.5) A7t 4(5.9) 3(5.2) = ga!
4 months 10038 10.8 % 15 (16.0) 911.7) 421 10 (10.6) 11(14.3) AT 8 (11.8) 7(12.1) g
1 year 98+ 38 a4t 20(21.3) 17 (22.1) apt 25 (26.6) 22 (28.6) T 9(13.2) 7(12.0) 85t

J Am Geriatr Soc 2011, 59:1299-1308



Randomized Trial of a Delirium Abatement Program for Postacute
Skilled Nursing Facilities

Table 4. Effect of the Delirum Abatement Program (DAP) on Primary Outcome: Delirium Status 2 Weeks and 1 Month After Postacute Care (PAC) Admission

Adjusted Risk
Time DAP Group N = 282 Usual Care Group N =175 Unadjusted Risk Adjusted Risk  Difference (95% Cl) (with Unadjusted Adjusted Adjusted PValue' (with
Point Delifum Present, n/M (%)  Delirium Present, /N (%)  Difference (95% CI) Difference (95% CI)*  Facility Clustering)’ P-Value P-Value®  Facility Clustering)

PAC 282/282 (100) 175175 (100) — - — o o —
admission

2 weeks 154/227 (67.8) 94/143 (85.7) 21(-7.84120) 31 (-7.8414.1) 32 (-18.4-24.8) 67 A7 17
1 month 127212 (59.9) 701138 (50.7) 92(-1.5-198) 78(-42-197) TH(-1358-294) 09 20 A48

Adjusted for age, sex, race, prehospitalization residence, dlinical dementia, pre-illness functional srus, and PAC admission severity of delirium,
" Adjusted for the variables above, plus using robust variance estimators that account for clustering at the facility levels,

I = confidence interval,

* The systematic DAP16 for new admissions to PACs did not
shorten the duration of delirium.

* This trial demonstrates that these strategies should be tested
under carefully controlled conditions, ensuring
implementation of important intervention steps.

Marcantonio ER et al, JAGS 2006



Preventing Delirtum in Older Adults with Recent Hip Fracture
Through Multidisciplinary Geriatric Consultation

Micke Deschodt, RN, MSN, *" Tom Braes, RN, MSN, * Joban Flamaing, MD, PhD,” Elke
Detroyer, RN, MSN,* Paul Broos, MD, PhD,® Patrick Haentjens, MD, PhD." Steven Boonen, MD,
PhD,”** and Koen Milisen, RN, PhD*"

Mean Delirium Index score

10

o 9

* Inpatient Geriatric

y Consultation Team
9.16 = qv\\ o 846 (IGCT)
. ~'I:g;:--;-.;..._.7.’?,,,:,_', ,,,,, <,.. _* Geriatrician, nurse,
B 6.97 social worker, OT
physiotherapist, all
4.16 4 : : A
- 30% reduction of delirium incidence but

-

no effect on its severity and duration

- - = €5
available on

dayl day day 5 day s day 15 d d
Postoperatively el ' Ia n .
woipnn | wipnteon [ delirious - e o e S dehinous
= & = ntervention [ non-delinous iy Crmitiil £ OR-OAirious

J Am Geriatr Soc 2012



e Geriatric Team Liaison teams come modelli?



A Randomized, Controlled Trial of Comprehensive Geriatric
Assessment and Multidisciplinary Intervention After Discharge of

Elderly from the Emergency Department— The DEED II Study

—Discharge coordinator (15 visit at ED)
—Multidisciplinary input (including geriatrician)
—Weekly case discussion

—25% relative reduction in 30-day admissions

—18% relative reduction in 18 month emergency
admissions

—Mean 1.65 additional problems were identified per
patient — the majority medical

Caplan G et al, JAGS. 2004, 52:1417-1423



Change in total function according to date of

first emergency admission: THE DEED Il study

Date of first

&F
- o emergency
8 . "R - admission

|
M

I
-9

R X
'It 1
‘ . ——0-3

months n =

138

3-6

|
co

months n =
56

- 612
months n =
94

Change in Sum of Function
I
L= 1]

I
d
=

|
A‘
[ ]

*12--18
months n =

| ] | | | | E1
== ‘Never

Months admitted n
= 390

Caplan G et al, JAGS. 2004, 52:1417-1423



The Frail Older Persons’ Advice and Liaison (FOPAL) experience

* Frail older patients are identified daily on AMU by the Acute Care
Admissions Specialist Nurses for FOPAL intervention. Once a patient
has been identified and they have been seen by the Acute Medical
team, a comprehensive assessment by the FOPAL team begins. At
present the FOPAL team is made up of a Consultant Geriatrician,
physician assistant, physiotherapy and occupational therapy
colleagues.

A FOPAL review is not intended to repeat the work done in the
Emergency Department or by the AMU team but provides a
comprehensive geriatric assessment for the patient. We have the
time to look through past admissions, look for themes, talk to
patients, their relatives and carers, General Practitioners, social
workers and do the investigative work that is so often missed, not
always due to lack of wanting but often lack of time.

 Once a FOPAL plan has been agreed for the patient a discussion
with AMU team leads to an agreed final management plan which
can be implemented

University Hospitals of Leicester NHS|

NHS Trust

Caw‘f—"? bedt



Frail Older Persons’ Advice and Liaison
(FOPAL) outcomes: 2010 vs 2011

AMU FOPAL Actual destination
recommendation recommendation
N 237 260 257
Home 13 (5%) 125 (48%) 91 (35%)
IP UHL 211 (90%) 96 (37%) 154 (60%)
Community bed 8 (3%) 35 (13%) 10 (4%)
Other 5(2%) 4 (2%) 2 (1%)

In 69% of patients seen FOPAL recommendation different

In those discharged, readmission rate 19/264 (7%)

No deaths within 30 days in those discharged;

Length of stay for admitted patients median 10 days




STUDY PROTOCOL
Integrated approach to prevent functional
decline in hospitalized elderly: the Prevention
and Reactivation Care Program (PReCaP)

Table 1 Differences between the Prevention and Reactivation Care Program and current geriatric Care in The

Metherlands

Open Access

Prevention and Reactivation Care
Program

Hospital care with follow-up care

Hospital care without follow-up
care

Hospital care

Hospital
replacement
care

Home care

Multidisciplinary
approach

Patient

Informal
caregiver

|dentification of vulnerable aldarly patient
within 48 h Assessment of risk factors for
functional decline Start reactivation treatment
within 48 h Clinical geriatrician Geriatric
nursas

Pravention and Reactivation Centre Part of
treatment plan Continuation of (in hospital
started) treatment focused on sik domains of
functional status Availability of (paraimedical
disciplines

Geriatric care chain agreements with general
practitioner and home care Case
management with geriatric expartise

Weekly multidisciplinary team mesting
Treatment and care focused on medical
condition and functioning in six domains (i
physical, mental, social, financial, home, and
care) Goaloriented approach

Fatiznt orientad integrated treatment plan
Criscussion treatment with patient during
antire treatment path Problam solving

Part of treatment plan

Start reactivation treatment after discharge
Mo specific identification instrumant

Hospital replacement care Admission is
patient's choice Care facility with option for
treatment No structurad treatment plan, but
separate elements Limitad number of (para)
meadical disciplinas

Follow-up care by home care organizations
inct specialized in geriatrics)

Kay professional is responsible for treatment
and interdisciplinary consults Discussion and
collaboration focused on medical condition

Separate treatment plans Traatment
coherance determinad by patient

Individual choice

Start reactivation path after
discharge

Hospital replacement care not
available

Follow-up care by home care
organizations (not specialized in
geriatrics)

Key professional is responsible for
treatment and consults Discussion
and collaboration focused on
medical condition

Separate treatment plans Traatment
coherance determinad by patient

Individual choice

De Vos A, et al BMC Geriatr 2012, 12:7



Process of care

* |dentification of Seniors at Risk — hospitalized
patients (ISAR-HP) within 48 hrs admission

* NPI-Q and MMSE
* Multidisciplinary approach

e Goal Attainment Scale

e Case manager and provision of support to
caregivers

De Vos A, et al BMC Geriatr 2012, 12:7



Table 2 Prevention and Reactivation Care Program Interventions

Intervention

PReCaP Core Staff

Hospital

Identification of patient at risk within 48 h after admission

Assessment of risk factors for functional decline

Consult with patient and relatives to discuss vulnerability and risk factors

Biweekly Mulidisciplinary Team Mesting:

« Analysis of the function diagnosis in relation to the medical diagnosis

« Dasign GAS care plan including advice for additional treatment aimed at functional preservation

Geriatric consultation

Interdisciplinary consultation, e.g. psychiatrist, psychologist, physiotherapist, occupational therapist,
dietician, behavioral consultant

Support and provide treatment to informal caregiver (optional)

Review prognosis and discharge destination (in some cases register patient at hospital replacement care

facility)

Research nurse
Ressarch nurse
Casemanager or geriatric nurse
Geriatrician
Geriatric nurse
Murse practitionsar
Social worker
Transfer nurse
Casemanager
Geriatrician
Geriatric nurse
Casemanager
Transfer nurse
Geriatrician

Casamanager
Social worker
Psychologist

Geriatrician
Geriatric nurse
Murse practitionsar
Social worker
Transfer nurse
Casamanager

De Vos A, et al BMC Geriatr 2012, 12:7



Conclusioni

* 'ospedale per acuti sta diventando sempre piu
“geriatrico”, nel senso che e popolato di pazienti
affetti da problemi specifici della geriatria

* Non esiste ad oggi un modello universalmente
riconosciuto come efficiente anche se e chiaro che
non puo essere di tipo tradizionale (su chiamata)

* La complessita del paziente anziano impone
strumenti di assessment specifici, multidisciplinarieta
e sperimentazione di modelli differenti



Le consulenze geriatriche
nell’ospedale per acuti:

I'innovazione
nell'implementazione?




