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(Kane RL. Arch 
Phys Med Rehabil 
2007;88:1500-
1504)
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(Bellelli et al, Arch Phys Med Rehabil 2008;89(4):794)
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Le domande di Kane sulla riabilitazione 
devono tener conto delle condizioni di salute 
dell’anziano. Infatti modulano la possibilità di 
attivare i programmi di lavoro e di raggiungere 
gli obiettivi.
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Lo stretto rapporto tra stato funzionale e salute.
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(Rozzini R et al, J Gerontol: 
Med Sci, 60A: 1180-1183, 
2005)
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Characteristics of 1119 acutely ill elderly patients and their mortality rate 
according to trajectories of function during hospitalization.

(Sleiman et al, 2008)              Continua…
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Characteristics of 1119 acutely ill elderly patients and their mortality rate 
according to trajectories of function during hospitalization.

(Sleiman et al, 2008)
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(Rozzini R. et al, JAGS 55:308-9, 2007) 
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Perdita di funzione dopo malattia acuta               
perdita della capacità omeostatica
fragilità            aumento della mortalità.
E’ un processo reversibile?
Il rapporto tra malattia disabilità ed i fattori 
intercorrenti.
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Riabilitazione e limiti imposti dalle condizioni 
cliniche.
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Caratteristiche cliniche, 
funzionali e cognitive di 80 
pazienti anziani ricoverati 
consecutivamente in un 
reparto di Riabilitazione 
geriatrica dopo 
stratificazione per 
comorbilità e stato 
funzionale (scala di Tinetti) 
all’ingresso e rispettivi 
livelli di intensità 
riabilitativa.

(Bellelli G, Pagani M.   La 
riabilitazione ospedaliera 
del paziente affetto da 
demenza.      In: 
Trabucchi M. La persona 
affetta da demenza in 
ospedale. Carocci, 2007)
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MMSE e intensità riabilitativa (80 anziani 
dopo intervento per frattura di femore)

 Non corretto Corretto * 

 B 95% CI P B 95% CI P

MMSE < 18 ref Ref ref ref

MMSE= 19-24 .7 -0.3 to 1.8 .200 .5 -0.8 to 1.7 .464

MMSE= 25-26  2.4 1.2 to 3.5 <.0005 2.4 1.0 to 3.7 .001

MMSE > 27 3.1 2.0 to 4.1 <.0005 2.6 1.1 to 3.9 .001

 

* età, sesso, Barthel Index pre-frattura. 
B = coefficienti di regressione P = significatività al T test

Bellelli G et al, Aging Clin Exp Res 2007
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La riabilitazione del paziente affetto da 
demenza severa

• Attenzione 
– Ciò che non rientra nel fuoco dell'attenzione non può essere 

successivamente elaborato e, quindi, l'attenzione è una 
condizione necessaria per lo svolgimento delle altre funzioni 
cognitive.

• Funzioni esecutive
– Identificare gli obiettivi ed ordinarli gerarchicamente;
– Scomporre ciascun obiettivo nelle sue sottocomponenti;
– Fornire istruzioni semplici e chiare che aiutino il paziente a 

strutturare e raggiungere l’obiettivo;
– Insegnare strategie per il raggiungimento di obiettivi “quotidiani” 

specifici (abbigliamento, utilizzo degli ausili, ecc.);
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Il deterioramento cognitivo impatta non 
soltanto sul recupero funzionale “tout court”, 
ma anche sulla tipologia di esercizi effettuati 
durante il trattamento riabilitativo e sulla 
capacità del soggetto di apprendere tecniche 
ed insegnamenti.
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Quale riabilitazione nei soggetti affetti da 
demenza grave?
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About a year ago, it was discovered that my mother had a serious hip 
fracture. The top part of the leg bone that fits into the pelvis was completely 
sheared off and detached... Her hip was repaired by joining the two 
segments of bone with a metal pin... “ The hard reality was that if my mother 
could not, or would not, respond to the words of the physical therapists to get 
up and start walking, she would be assigned to a nonmobile ward. “The 
physical therapy department evaluated her concluded that she would never 
walk again, and consigned her to the immobility ward... “I decided to try to 
get her up myself. I simply said to her, “Okay Ma, let’s get up,” and then 
proceeded to help her up. Once she was on her feet, I helped her to enter 
the parallel bars. The rest is history.

Annals of Long-Term Care 15(3):19-21, 2007
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• “They can be happy or sad, in pain or 
not in pain, content or disturbed.” These
alternatives in the conditions of old 
persons affected by dementia give a 
heavy responsibility to providers of 
medical and rehabilitative services.

Bellelli G, Trabucchi M Annals Long Term Care 2007
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Riabilitazione e approccio palliativo: alla 
ricerca di confini.
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Outcomes at 12-month follow-up in 316 elderly
patients discharged from a RACU after hip

fracture rehabilitation
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La fragilità indotta da varie condizioni e due 
meccanismi (delirium e instabilità clinica) 
che ne mediano l’influenza sui risultati della 
riabilitazione.
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Fragilità, delirium, riabilitazione
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Predisposing Precipitating
Factors/Vulnerability Factors/Insults

High Vulnerability Noxious Insults

Severe dementia Major surgery

Severe illness ICU stay

Multi-sensory impairment Multiple psychoactive drugs

Sleep deprivation 

Healthy, fit older persons
One dose of sleeping drug

Low vulnerability Not noxious insult
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Bellelli et al., J Gerontol, 2007

Survival of patients with neither delirium nor dementia, 
dementia alone, delirium alone and DSD
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Group 1 resolved their delirium by 2 weeks, and delirium did not recur during the follow-up (FU). 
Group 2 resolved their delirium after 2 weeks, and delirium did not recur during the FU. 
Group 3 resolved their delirium (any time), and delirium recurred during the FU. 
Group 4 never resolved their delirium during the FU.

Delirium & functional recovery

Kiely D et al, J Gerontol A Biol Sci Med Sci. 2006;61:204-8. 
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Fragilità, instabilità clinica, riabilitazione
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Instabilità clinica

Halm EA et al. Arch Intern Med 2002;162:1278-1284
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Stable  

(n=381, 76.8%) 
Mean±SD or n(%) a

Vital Sign or Delirium 
(n=63, 12.7%) 

Mean±SD or n(%) c 

Vital Sign and Delirium 
(n=52, 10.5%) 

Mean±SD or n(%) d 

p* 

 

Age 76.5±9.9 b,c 80.7±6.8 a 84.3±6.8 a .000

Gender female, n°, (%) 259 (68.0%) 46 (73.0%) 41 (78.8%) .090

Mini Mental State Examination 23.5±5.3 b,c 18.5±6.9 a 16.5±7.5 a .000

Geriatric Depression Scale 5.6±3.3  6.4±23.6 6.6±4.1  .315

CIRS 1.7±0.3 c 1.8±0.3 1.9±0.3 a .000

Drugs admission 5.1±3.6 c 5.8±1.8 6.5±3.2 a .011

Body Mass Index 25.6±6.1 b,c 23.7±4.9 a 23.2±5.5 a .002

Serum albumin 3.2±0.4 b,c 2.9±0.4 a 2.9±0.6 a .000

Serum cholesterol 177.1±45.2 c 167.3±52.5 156.3±34.3 a .001

MNA                                        Absent 224 (69.8%) b,c 21 (43.8%) a,c 7 (20.0%) a,b  

Risk of malnutrition 79 (24.6%) 18 (37.5%) 13 (37.1%) .000

Malnutrition 18 (5.6%) 9 (18.8%) 15 (42.9%)  

Demographic and clinical characteristics of 496 patients consecutively admitted 
to our Rehabilitation and Aged Care Unit, stratified by clinical instability.

p: significance on anova or Welch test. Differences between groups were checked with a post hoc test.
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Stable  

(n=381, 76.8%) 
Mean±SD or n(%) a 

Vital Sign or Delirium  
(n=63, 12.7%) 

Mean±SD or n(%) c 

Vital Sign and Delirium 
(n=52, 10.5%) 

Mean±SD or n(%) d 

p* 

 

IADL 2.0±1.8 b,c 3.0±1.9 a,c 3.9±1.4 a,b .000

Barthel Index Pre-Admission 86.4±18.6 b 79.0±23.0 a 81.5±16.0  .007

Barthel Index Admission 63.8±24.1 b,c 31.8±22.1 a 28.5±20.3 a .000

Barthel Index Discharge 83.4±21.1 b,c 62.9±23.2 a,c 39.5±32.5 a,b .000

Tinetti Admission 14.1±7.8 b,c 6.9±7.9 a 4.4±6.5 a .000

Tinetti Discharge 20.7±6.2 b,c 15.9±7.9 a,c 11.8±7.8 a,b .000

LOS 26.0±10.9 b 31.4±27.6 a 27.6±17.3 .003

Days of instability 0.0±0.0 b,c 10.0±9.3 a,c 15.6±13.6 a,b .000

 

Clinical and Functional characteristics of 496 patients consecutively admitted 
to a Rehabilitation and Aged Care Unit, stratified by clinical instability.

p: significance on anova or Welch test. Differences between groups were checked with a post hoc test.
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Adverse outcome at discharge in a population of 496 patients consecutively 
admitted to our Rehabilitation Unit, stratified by clinical instability.
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Biological, functional and cognitive changes of the study subjects during 
RACU stay according to the type and to the phase of delirium. 

Bellelli et al, 2008
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Fragilità e vulnerabilità.
L’inadeguatezza della rete dei servizi.
Dove va il paziente dopo il ricovero in un 
ambiente riabilitativo?
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Il confine tra postacute care e riabilitazione. 
Una definizione difficile, ma che sarà necessaria 
per una migliore organizzazione dei servizi.
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La misura dei risultati come massimo atto di 
rispetto verso il paziente. L’autoreferenzialità
(anche se ammantata di qualità) è lesiva 
dell’ammalato.
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La fragilità: ambito che richiede l’impegno di 
culture diverse per ridare autonomia all’anziano 
vulnerabile.
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Specificità dei servizi di riabilitazione e la logica 
riabilitativa in tutti i servizi per gli anziani.


