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Fragilita: definizione

A Sindrome multifattoriale, determinata dalla
riduzione della fisiologica riserva funzionale e delle
capacita di resistere a eventi stressanti ambientali
(capacita di omeostasi)

A Comporta un aumentato rischio di eventi clinici:
disabilita, ospedalizzazione, istituzionalizzazione,
morte

A Condizione complessa e dinamica, della quale si
sono proposti numerosi modelli



GAIT SPEED AS VITAL SIGN IN OLD AGE

Arch Int Med 2012; 172: 1162-68
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Medical Practice: the New Way

Thepastthree decadedhaveurgedphysiciango
become familiar with the data from RCTs
systematiaeviews,meta-analyses

Evidence-based medicine Is the integration
of best research evidence with clinical
expertise and patientv al ue s o

Dr. Sackettcalled for a new approachto the
practiceof medicine Theerawasborn of

EVIDENCE BASED MEDICINE
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Researchers have
largely shied away
from the complexity
of multiple chronic
conditions
T avoidance that
results in expensivg,
potentially harmful
care of unclear
benefit.

™ Tinetti M. NEJM2011




Eligibility Criteria of Randomize@ontrolled Trials
Modified by JAMA. 2007;297:1238240

ExclusiorCriteriaNo. (%)of Trials

Inability to give informed consent242 (85.5%)
Age 204 (72.1%)

<16 170 (60.1%)

>65 109 (38.5)%
Sex133 (47.0)

Related to female set11(39.2%)

Related to male se22 (7.8%)
Medical comothidities 230 (813%)
Medication-related 143 (54.1%)
Socioeconomic statuk39 (3.8%)
Communicatioror language barriei30 (10.6%)
Participation in other trials20 (7.1%)
Ethnicity 6 (2.1%)




The Trial:
International, multi-centre, randomised double-blind placebo controlled

Inclusion Criteria:

Aged 80 or more,
Systolic BP; 160 -199mmHg
+ diastolic BP; <110 mmHg,
Informed consent

Primary Endpoint:
All strokes (fatal and non-fatal)

Exclusion Criteria:

Standing SBP < 140mmHg
Stroke in last 6 months
Dementia

Need daily nursing care

+ Perindopril 4 mg

+ Perindopril 2 mg

I Indapamide SR 1.5 mg

Placebo Target blood pressure
150/80 mmHg
Placebo
l
+ Placebo ‘
+ Placebo
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IS ALSO GERIATRIC MEDICINE IN-E\RRENCE BASEI
MEDICINE ERARc2011; 59: 37677)

No evidence exists to produce guidelines for

treating geriatric patients As a conseguence,
the most authoritative literature in the field of

treatments of the geriatric complex patient

6the modern LJI i A) $\Eurréntly based on

recommendationsderived from common belief

andanecdotalexperiences
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Survival rate

Disability, more than multimorbidity, was predictive of
mortality among older persons aged 80 years and older
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Acute care for frail older people:
time to get back to basies

Ageand Ageing 2014; 43: 44849
A Many UKAMUSs [acute medical unitsfin an
Integrated system, yet there srobust
evidence base to support the care of frail
older peoplan acute care within dedicated
services thatdeliver CGA ¢omprehensive
geriatricassessmeint

A Thetime to rediscover geriatric medicine has
come!



Thebreaktroughof geriatric medicine in EBM era

1.COMPREHENSIVE GERIATRIC
ASSESMENT (CGA).

2. COMPARATIVE EFFECTIVENE!
RESEARCH (CER)



After CGA, CER for a definitibeeaktroughvsan
evidence based geriatric medicine

Goals of Patient Centered Outcomes Research Institute:
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than 80% of Medicare costs and are overrepresented in Medicaid..lronically, this is alsc
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Mary E. Tinetti, and Stephanie A. Studenski; CER and Patipnts
with Multiple Chronic Conditions; NEJRO)11;364:247&81
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HEALTH

http://www.who.int/ageing/publications/global _health.pdf



Opportunities for taking publibealth action to ensure

Healthy Ageing
GOAL
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High and stable Dedining Significant loss
capacity capacity of capadity
Prevent chronic conditions
or ensure early detection Reverse or slow Manage advanced
and control dedines in capacity chronic conditions
I
: Support capacity-enhancing
behaviours
sure
: .
| a dignified late life
I

Promote capacity-enhancing behaviours

Remove barriers to
participation, compensate for loss of capacity

Align health systems to the older populations they now serve

N E XT ST E P S * Develop and ensure access to services that provide older-person-centred and integrated care
» Orient systems around intrinsic capadity

» Ensure a sustainable and appropriately trained health workforce

Develop long-term care systems
» Establish the foundations necessary for developing a system of long-term care

P R I O R I TY A R E ‘A 'd[:':: e“:::";;no? ;lﬁf:ir:;le(:’:d appropriately trained long-term-care workforce
F O R ACT I O N .E(':::;:tea;eeg:“e can grow old in an age-friendly environment

» Enable autonomy
» Support Healthy Ageing in all policies at all levels of government

Improve measurement, momtoting an! unaemanuing

+ Agree on metrics, measures and analytical approaches for Healthy Ageing
» Improve understanding of the health status and needs of older populations and how well their needs are being met
» Improve understanding of Healthy Ageing trajectories and what can be done to improve them




AGREE ON METRICS, MEASURES AND
ANALYTICAL APPROACHES FOR HEALTHY £

ADevelopingand reachingonsensus on metrics, measurement
strategies, instruments, tests and biomarkers for key concepts
related to Healthy Ageing, including fimmnctional ability,

intrinsic capacity, subjective well-being, health characteristics,
personal characteristics, genetic inheritance, multi- morbidity

and the need for services and care;

AReachingonsensus on approaches for assessing and
Interpreting trajectorienf thesemetrics and measures during the
life course. It will be important to demonstrate how the
Information generated can serve as inputs for policy, monitoring,
evaluation, clinical or pubHhhealth decisions;

ADevelopingand applying improved approaches for testing
clinical interventions that take account of the diferent physaomy
of older people ananultimorbidity.



¢ KS w/ -poldtplany-2-t=

1. Remove the financial and
structural barriers to joinedip
care for patients.

2. Invest now to deliver goood care in
the future.

3. Prioritise what works in the NHS
YR AYLINROS 4KI O

4. Promote public health through
evidencebased legislation.

5. Adopt the Future Hospital model
as a template for service redesign.

Lancet 2014; 384: 15523

Future Hospital
Commission

]
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Towards a comprehensive public healt

responseto population ageing

knowledgegapsthat urgentlyneed to befilled:

A our understanding of thactual and potential contributions and cost
of older populations;

A changingpatterns of morbidityin older populations

A optimum clinicalinterventionsin older age speciallypharmacological
Interventions

A optimumways to manageomorbiditiesand complex issuesuch as
frailty;

A quality of the additionalyears engenderety Increased life
expectancy; aneffect of strategieto create more agdriendly
environments

A to extend the collection andnalysis ofoutine data to older ages it
both institutionaland home settings

A Identificationof the best way tabtain relevantdata on functioning
will also help.

BeardJR, Bloom DHE;ancet2015 385: 65861



Second and third generation assessment instrument: " gerontology
the birth of standardization in geriatric care

BIOLOGICAL SCIENCES AND MEDICAL SCIENCES

Bernabei R, Landi F, Onder G, Liperoti R, Gambassi G.

The systematic adoption of "second-generation" comprehensive geriatric assessment
instruments, initiated with the Minimum Data Set (MDS) implementation in U.S.
nursing homes, and continued with the uptake of related MDS instruments
internationally, has contributed to the creation of large patient-level data sets. In the
present special article, we illustrate the potential of analyses using the MDS data to:
(a) identify novel prognostic factors; (b) explore outcomes of interventions in relatively
unselected clinical populations; (¢c) monitor quality of care; and (d) conduct
comparisons of case mix, outcomes, and quality of care. To illustrate these
applications, we use a sample of elderly patients admitted to home care in 11
European Home Health Agencies that participated in the AgeD in HOme Care (AD-
HOC) project, sponsored by the European Union. The participants were assessed by
trained staff using the MDS for Home Care, 2.0 version. We argue that the
harmonization by InterRAIl of the MDS forms for different health settings, referred to
as "the third generation of assessment,” has produced the first scientific,
standardized methodology in the approach to effective geriatric care

J Gerontol A Biol Sci Med Sci. 2008 Mar;63(3):308-13


interrai HC.pdf
interrai HC.pdf

InterRAI¢ Third generation assessment instruments

InterRAIhas recently released a suite 13
Instruments revised, validated and standardized.

Thesanstrumentsshare asubstantialamountof
Information (Coreelementy and arantendedfor
older patientsin all health caresettingsand to
Improvethe transfer of informationtfird
generationinstruments.
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® @ Frailty in elderly people

Andrew Clegg, John Young, Steve lliffe, Marcel Olde Rikkert, Kenneth Rockwood

Variousinternational Resident Assessment Instrument (interRAI)
devices are widely used internationally to standardise the
assessment of elderly people. Nine items that are embedded in
many of the instruments can be extracted and form the changes
In health, endstage disease and signs and symptoms scale.
Although not explicitly a frailty measure, this scale has proved a

strong predictor of mortality, and further validation studies are|in
progress.

www.thelancet.com Vol 381 March 2, 2013
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Hubbard et al. BMC Geriatrics (2015) 15:27

DOI 10.1186/512877-015-0026-2
BMC

Geriatrics

RESEARCH ARTICLE Open Access

Derivation of a frailty index from the interRAI
acute care instrument

Ruth E Hubbard™, Nancye M Peel’, Mayukh Samanta?, Leonard C Gray', Brant E Fries, Arnold Mitnitski®
and Kenneth Rockwood*

Conclusions: Quantification of frailty status at hospital admission
can be incorporated into an existing assessment system, which
serves other clinical and administrative purposes. This could

optimise clinical utility and minimise cosfidhe variables used to
derive the HAC are common to all interRAI instruments, and

could be used to precisely measure frailty across the spectrun
health care.
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Original Investigation
. . _ JAMA
Effect of Structured Physical Activity on Prevention

of Major Mobility Disability in Older Adults
The LIFE Study Randomized Clinical Trial

Marco Pahor, MD; Jack M. Guralnik, MD, PHD; Walter T. Ambrosius, PhD; Steven Blair, PED; Denise E. Bonds, MD: Timothy S. Church, MD, PhD, MPH;
Mark A. Espeland, PhD; Roger A. Fielding, PhD; Thomas M. Gill, MD; Erik J. Groessl, PhD; Abby C. King, PhD; Stephen B. Kritchevsky, PhD:;

Todd M. Manini, PhD; Mary M. McDermott, MD; Michael E. Miller, PhD; Anne B. Newman, MD, MPH; W Jack Rejeski, PhD; Kaycee M. Sink, MD, MAS;
Jeff D. Williamson, MD, MHS: for the LIFE study investigators

OBJECTIVE To test the hypothesis that a long-term structured physical activity program is
more effective than a health education program (also referred to as a successful aging
program) in reducing the risk of major mobility disability.

DESIGN, SETTING, AND PARTICIPANTS The Lifestyle Interventions and Independence for
Elders (LIFE) study was a multicenter, randomized trial that enrolled participants between
February 2010 and December 2011, who participated for an average of 2.6 years. Follow-up
ended in December 2013. Outcome assessors were blinded to the intervention assignment.
Participants were recruited from urban, suburban, and rural communities at 8 centers
throughout the United States. We randomized a volunteer sample of 1635 sedentary men and

women aged 70 to 89 years who had physical limitations, defined as a score on the Short
Physical Performance Battery of S or below, but were able to walk 400 m.







