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LONG TERM CARE (LTC): dei servizi "per garantire che le persone con, o a rischio di, una 
significativa perdita continua di capacità intrinseca possano mantenere un livello di capacità 

funzionale coerente con i loro diritti, le libertà fondamentali e la dignità umana”.  

Tali servizi mirano a compensare:  

• Perdita di capacità intrinseca 

• Mantenimento della capacità funzionale ad un livello ottimale il più a lungo possibile 

• Prevenzione di un’ulteriore perdita di declino funzionale

LTC vengono erogati nelle 

Strutture Sanitarie Residenziali (RSA, residenza protette, casa di riposo)

e nella comunità (Homecare) 
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Introduction

Frailty is prevalent in all countries and is a leading 

contributor to functional decline and early mortality in older 

adults (2-4). The condition is defined as “a clinical state in 

which there is an increase in an individual’s vulnerability 

for developing an increased dependency and/or mortality 

when exposed to a stressor” (5). Frailty can begin before 65 

years of age, but the onset escalates in those aged 70 years 

and over (6). Nonetheless, frailty is not an obligatory part 

of the ageing process, and many adults reach advanced ages 

without developing frailty (7). Accordingly, various long-term 

risk factors of frailty, like overweight/obesity (8,9), physical 

inactivity (10), cardiovascular risk (11, 12), self-rated health 

(13), and alcohol use (14) have been identified. 

The current estimate of physical frailty prevalence is around 

15% for adults aged 65 years and over, based on a recent 

meta-analysis of community-dwelling older Europeans (15). In 

adults aged over 85 years, prevalence increases to over 25%. 

(16) Frailty prevalence is also elevated in persons with lower 

education, low socioeconomic position, or from ethnic minority 

groups (17-20).  In addition, women tend to have a higher 

prevalence of frailty than men (6, 16, 20-23), although they 

may be more resistant to decline in frailty status over time (24). 

The number of older adults with frailty is increasing, likely due 

to increased survival of older adults with co-morbidities, more 

exposure to sedentary lifestyles, and smaller social support 

networks (25-27).

There is much potential for frailty to be reversed, particularly 

in its early stages (28-30). For that reason, early identification 

and management of frailty is an important priority for both 

healthcare providers and healthcare policy makers (31-33). 

This paper presents international Clinical Practice Guidelines 

(CPGs) for the identification and management of frailty.

Guideline Objectives

These CPGs (hereafter known as “guidelines”) were 

developed to help ensure that all older people living with frailty 

are provided with high-quality, evidence-based care. The target 

audience for these guidelines includes all health professionals 

who contribute to the care of older people with frailty, including 

clinicians and allied health professionals; the target patient 

population includes all older adults with either frailty or at 

risk of frailty. These guidelines are not targeted towards those 

persons who already have well-established disability. The 

guidelines are applicable to both the hospital and primary care 

setting. 

It is expected that implementation of these CPGs will 

improve both the short- and long-term outcomes of older adults 

with frailty. The guidelines aim to maintain or improve the 

physical function, health and experience of the care process for 

older people with frailty. Continuity of care is encouraged. An 

outline of current, relevant evidence will be provided regarding 

screening, assessment and management of frailty in older 

adults. Health practitioners will use these guidelines differently 

depending on their care setting and expertise. It is anticipated 

that national, state and local policy makers will be able to 

utilise these guidelines to develop health, social and aged care 

policies specific for older adults with frailty. Although these 

are international guidelines for frailty, the evidence-base comes 

predominantly from high-income countries.

What is Physical Frailty?

Physical frailty can be considered as pre-disability, with 

disability defined as needing assistance with basic Activities of 

Daily Living (ADL). Figure 1 outlines the cascade of functional 

decline in older adults from independence through to frailty and 

disability. Targeted intervention can stall, slow or reverse this 

cascade of decline.

 

Figure 1

The cascade of functional decline in older adults from 

independence, through to frailty and disability (in the absence 

of intervention) [Based on concepts and findings by Dapp et 

al.  (34) Hoogendijk et al. (35), Clegg et al. (36) and Fried et al.  

(37)] 

Frailty was first described by Fried and colleagues (37) in 

terms of its physical characteristics, or ‘phenotype’, and is 

objectively identified as three or more of five components: 

weakness (low grip strength), slowness (slow walking speed), 

shrinking (unintentional weight loss), exhaustion (self-

reported), and low physical activity (37). Weight loss is usually 

the last of these five physical characteristics to manifest (38), 

and it is noted that once weight loss has occurred, it is very 

difficult to improve or reverse frailty status and physical 

functioning (39, 40). Understandably, the ‘anorexia of ageing’, 

which is age-related appetite and weight loss, is closely linked 

with the development of physical frailty (41-44). 

Physical frailty is also related to sarcopenia [low muscle 

strength and/or muscle quantity of quality] (45-48), with 

clinical management of the two conditions overlapping 

somewhat (33, 49). Co-morbidity and disability also overlap 

with frailty, although they are both clinically and conceptually 

distinct (50, 51). For instance, among older people with frailty 
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recommendations were formed using the GRADE approach, which ranked the strength and certainty (quality) of 

the supporting evidence behind each recommendation. Where the evidence-base was limited or of low quality, 

Consensus Based Recommendations (CBRs) were formulated. The recommendations focus on the clinical and 

practical aspects of care for older people with frailty, and promote person-centred care. Recommendations for 

Screening and Assessment:  The task force recommends that health practitioners case identify/screen all older 

adults for frailty using a validated instrument suitable for the specific setting or context (strong recommendation). 

Ideally, the screening instrument should exclude disability as part of the screening process. For individuals 

screened as positive for frailty, a more comprehensive clinical assessment should be performed to identify 

signs and underlying mechanisms of frailty (strong recommendation). Recommendations for Management:  

A comprehensive care plan for frailty should address polypharmacy (whether rational or nonrational), the 

management of sarcopenia, the treatable causes of weight loss, and the causes of exhaustion (depression, 

anaemia, hypotension, hypothyroidism, and B12 deficiency) (strong recommendation). All persons with frailty 

should receive social support as needed to address unmet needs and encourage adherence to a comprehensive 

care plan (strong recommendation). First-line therapy for the management of frailty should include a multi-

component physical activity programme with a resistance-based training component (strong recommendation). 

Protein/caloric supplementation is recommended when weight loss or undernutrition are present (conditional 

recommendation). No recommendation was given for systematic additional therapies such as cognitive therapy, 

problem-solving therapy, vitamin D supplementation, and hormone-based treatment. Pharmacological treatment 

as presently available is not recommended therapy for the treatment of frailty. 
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• Centri diurni per anziani
• Centri diurni per demenza



Differences in quality of life in homedwelling persons and nursing home residents with 
dementia

Demenza NH (n=78) Demenza HC (n=115) p-value

Età anni (media (DS) 84,6 (6,5) 82,6 (6,8) 0,803

Donne (%) 52 (66,7%) 74 (64,3%) 0,877

Qualità della vita in 

Demenza (QUALID)

24,06 (7,13) 15,99 (4,33) <0,001

Uso di anti-psicotici

(%)

68 (69,1%) 88 (35,2%) <0,001

QUALD: Quality of Life in Late-stage Dementia
NH: nursing home
HC: Homecare

Caratteristiche cliniche nei pazienti con Demenza secondo la residenza



Differences in quality of life in homedwelling persons and nursing home residents with 
dementia

Demenza moderato 

NH HC p-value

Qualità della vita in 

Demenza (QUALID)

21,94 (6,22) 16,66 (4,37) <0,001

Uso di ausili per la

mobilità  (%)

70,6% 25,5% <0,001

Uso di anti-psicotici (%) 68 (69,1%) 88 (35,2%) <0,001

Contatto sociale 

settimanale (%)

81,8% 90,4% 0,004

Attività fisica moderata

(%) (Freedson con Acti-

Life software)

2,63 (4,72%) 6,17 (5,36%) 0,003

QUALD: Quality of Life in Late-stage Dementia
NH: nursing home  HC: Homecare



Analisi di regressione multivariata con QoL come variabile dipendente

β p

Residenza in NH -0,394 0,023

Indipendentemente dall’età, sesso, uso di ausili per la mobilità, contatto sociale, esposizione alla 
luce, uso di anti-psicotici

Analisi di regressione multivariata con il cambiamento della QoL come 

variabile dipendente a 6 mesi

β p

QoL baseline -2,66 <0,05

Residenza in NH -2,16 <0,05

Differences in quality of life in homedwelling persons and nursing home residents with 
dementia



• Studio retrospettivo di 5 anni nello stato di New York

• 7544 ≥ 65enni in assistenza domiciliare per almeno 3 mesi

• Valutare il peso dell’assistenza domiciliare nel ritardare l’ammissione in 

struttura sanitaria

2015



8 mesi di ritardo nel 
ricovero in RSA

Età media 
83 anni
70% F



La disabilità rimane il fattore determinante del ricovero in 
RSA indipendentemente dalle comorbidità presenti

2015
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Introduction

Frailty is prevalent in all countries and is a leading 

contributor to functional decline and early mortality in older 

adults (2-4). The condition is defined as “a clinical state in 

which there is an increase in an individual’s vulnerability 

for developing an increased dependency and/or mortality 

when exposed to a stressor” (5). Frailty can begin before 65 

years of age, but the onset escalates in those aged 70 years 

and over (6). Nonetheless, frailty is not an obligatory part 

of the ageing process, and many adults reach advanced ages 

without developing frailty (7). Accordingly, various long-term 

risk factors of frailty, like overweight/obesity (8,9), physical 

inactivity (10), cardiovascular risk (11, 12), self-rated health 

(13), and alcohol use (14) have been identified. 

The current estimate of physical frailty prevalence is around 

15% for adults aged 65 years and over, based on a recent 

meta-analysis of community-dwelling older Europeans (15). In 

adults aged over 85 years, prevalence increases to over 25%. 

(16) Frailty prevalence is also elevated in persons with lower 

education, low socioeconomic position, or from ethnic minority 

groups (17-20).  In addition, women tend to have a higher 

prevalence of frailty than men (6, 16, 20-23), although they 

may be more resistant to decline in frailty status over time (24). 

The number of older adults with frailty is increasing, likely due 

to increased survival of older adults with co-morbidities, more 

exposure to sedentary lifestyles, and smaller social support 

networks (25-27).

There is much potential for frailty to be reversed, particularly 

in its early stages (28-30). For that reason, early identification 

and management of frailty is an important priority for both 

healthcare providers and healthcare policy makers (31-33). 

This paper presents international Clinical Practice Guidelines 

(CPGs) for the identification and management of frailty.

Guideline Objectives

These CPGs (hereafter known as “guidelines”) were 

developed to help ensure that all older people living with frailty 

are provided with high-quality, evidence-based care. The target 

audience for these guidelines includes all health professionals 

who contribute to the care of older people with frailty, including 

clinicians and allied health professionals; the target patient 

population includes all older adults with either frailty or at 

risk of frailty. These guidelines are not targeted towards those 

persons who already have well-established disability. The 

guidelines are applicable to both the hospital and primary care 

setting. 

It is expected that implementation of these CPGs will 

improve both the short- and long-term outcomes of older adults 

with frailty. The guidelines aim to maintain or improve the 

physical function, health and experience of the care process for 

older people with frailty. Continuity of care is encouraged. An 

outline of current, relevant evidence will be provided regarding 

screening, assessment and management of frailty in older 

adults. Health practitioners will use these guidelines differently 

depending on their care setting and expertise. It is anticipated 

that national, state and local policy makers will be able to 

utilise these guidelines to develop health, social and aged care 

policies specific for older adults with frailty. Although these 

are international guidelines for frailty, the evidence-base comes 

predominantly from high-income countries.

What is Physical Frailty?

Physical frailty can be considered as pre-disability, with 

disability defined as needing assistance with basic Activities of 

Daily Living (ADL). Figure 1 outlines the cascade of functional 

decline in older adults from independence through to frailty and 

disability. Targeted intervention can stall, slow or reverse this 

cascade of decline.

 

Figure 1

The cascade of functional decline in older adults from 

independence, through to frailty and disability (in the absence 

of intervention) [Based on concepts and findings by Dapp et 

al.  (34) Hoogendijk et al. (35), Clegg et al. (36) and Fried et al.  

(37)] 

Frailty was first described by Fried and colleagues (37) in 

terms of its physical characteristics, or ‘phenotype’, and is 

objectively identified as three or more of five components: 

weakness (low grip strength), slowness (slow walking speed), 

shrinking (unintentional weight loss), exhaustion (self-

reported), and low physical activity (37). Weight loss is usually 

the last of these five physical characteristics to manifest (38), 

and it is noted that once weight loss has occurred, it is very 

difficult to improve or reverse frailty status and physical 

functioning (39, 40). Understandably, the ‘anorexia of ageing’, 

which is age-related appetite and weight loss, is closely linked 

with the development of physical frailty (41-44). 

Physical frailty is also related to sarcopenia [low muscle 

strength and/or muscle quantity of quality] (45-48), with 

clinical management of the two conditions overlapping 

somewhat (33, 49). Co-morbidity and disability also overlap 

with frailty, although they are both clinically and conceptually 

distinct (50, 51). For instance, among older people with frailty 
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2021

5464

In Italia: 193

Angela M. Sanford, Martin Orrell,  Debbie Tolson, Angela Marie Abbatecola MD, et al.
IAGG & AMDA 

2015



Level of Need, Divertibility, and Outcomes of Newly Admitted Nursing Home Residents 

2017

• Studio osservazionale retrospettivo

• 640 RSA Canadesi (n=64,105)

• Valutare il livello di bisogno assistenziale, potenziale ritorno a casa, la mortalità



50% da reparti per acuti 

Level of Need, Divertibility, and Outcomes of 
Newly Admitted Nursing Home Residents 

2017

• Donne (64,9%)

• ≥ 80 anni (68,6%)

BoC= Based on Care

(bisogno assistenziale) 



Level of Need, Divertibility, and Outcomes of Newly Admitted Nursing Home Residents 

2017

Il gruppo con il bisogno assistenziale più elevato ha avuto un tasso di 
mortalità maggiore rispetto agli altri gruppi assistenziali ad ogni 

follow-up

0,64 % sono rientrati al proprio domicilio



Level of Need, Divertibility, and Outcomes of Newly Admitted Nursing Home Residents 

2017

55.5%

> 5 comorbidità

Comorbidità più frequenti al 
ricovero

Demenza 71,0%
Diabete 36,8%

Scompenso cardiaco 33%



Comorbidità Outcomes (n) Numero dei studi 

di intervento

Diabete Mellito 5 5

Demenza 11 9

Scompenso Cardiaco 5 3





L’ipoglicemia rappresenta il fattore di rischio più
grave nel paziente anziano

Ipoglicemia Demenza
• Ipoglicemia acuta

Eventi cardiovascolari 

Allungamento del tratto QT (con 
aritmie ventricolari)

Ictus 

• Ipoglicemia notturna Rischio di cadute, 
Fratture ossee 
Riduzione del visus

http://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=2ahUKEwjcm7HTrereAhULyoUKHU09AOkQjRx6BAgBEAU&url=http://www.focusonisrael.org/2009/11/16/intrafada-anp-hamas-israele-gaza-doppio-gioco/&psig=AOvVaw2a-mndZLMhxqGvULt-cyhG&ust=1543057049033401


2015



DIabete MellitO in Residenza sanitaria Assistenziale
“DIMORA”

⚫ 9 regioni 
⚫ 150 siti
⚫ Raccolta dati 2 anni
⚫ 2258 pazienti ricoverati > 65 

anni con diabete mellito di 
tipo 2



<0.0012.9 (1.9) 3.3 (7.3)3.1 (6.0)Durata del ricovero, 
anni 

<0.0012.9 (1.9)4.4 (1.2) 3.7 (1.8) Perdita di ADL

0.005
11.9 (8.0)13.3 (8.2)12.6 (8.1)Durata diabete, anni

0.4687.1 (1.4)7.0 (1.2)7.1 (1.3)HbA1c,%

<0.00126.3 (4.7)24.4 (4.7)25.4 (4.8)BMI, kg/m2

0.078389/724305/833694/1564Sesso (m/f)

<0.00181 (8)83 (8)82 (8)Age, anni

Caratteristiche Cliniche dei pazienti in DIMORA
Tutti

(n=2258)

Demenza

(n=1138)

No demenza 

(n=1113)

p



Caratteristiche Cliniche dei pazienti diabetici nello Studio DIMORA

Demenza Ipoglicemia No Ipoglicemia p

4.8 (0.7)

0.0087.0 (1.2)HbA1c (%)

1.7 (3.0)

4.4 (1.3)Perdite di ADL

0.0063.5 (7.7)Durata del ricovero, anni

7.3 (1.0)

0.00782 (8)Eta’ 85 (7)

<0.001

3.1 (1.8)

0.1877.0 (1.4)HbA1c (%)

2.1(3.2)

2.8 (1.9)Perdite di ADL

0.2392.9 (4.9)Durata del ricovero, anni

7.3 (1.4)

0.14781 (8)Eta’ 82 (9)

0.383

No Demenza Ipoglicemia No Ipoglicemia p



La prevalenza degli eventi ipoglicemici severi era più elevato nei 
pazienti con Demenza vs Non Demenza (18% vs 8%)

Nei pazienti con Demenza, c’era un maggiore probabilità di eventi 
ipoglicemici con l’uso di AOD (sulfoniluree±metformina) 

Le insuline rapida e lenta dimostravano di avere una minore 
probabilità di eventi ipoglicemici nei pazienti con demenza



Nicole M. Orr, Daniel E. Forman, Giuseppe De 
Matteis, Giovanni Gambassi

Curr Geriatr Rep. 2015 

1 su 5 pazienti nel reparto per acuti con SC si ricovero in RSA

La gestione dei pazienti con SC in RSA necessita dei 
dati per formulare delle linee guide

La prevalenza di SC in RSA era del 37,7% con un tasso di 
mortalità in questi pazienti di 45% 

Hutt E, et al. J Am Med Dir Assoc. 2011; 12:595–601 



HOMECARE NURSING HOME

DEMENZA

RIABILITAZIONE

CURE PALLIATIVE

MALATTIE PSICHIATRICHE



• 277 comuni Norvegesi

• Questionario dei servizi specializzati nelle RSA e nel Homecare

su: 

• Demenza 

• Percorsi specializzati per Demenza

• Altre malattie neurodegenerative

• Malattie psichiatriche

• Malattie oncologiche 

• Riabilitazione neuromotorio

• Cure palliative



Servizi specializzati Nursing home 

(long term)

n (%)

Homecare

n (%)

Demenza 247 (89%) 218 (79%)

Percorsi per Demenza* 91 (33%) N/A

Malattie psichiatriche 35 (13%) 162 (59%)

Malattie neurologiche 8 (3%) N/A

Cure palliative N/A 129 (47%)

Malattie oncologiche N/A 149 (54%)

* Reparto nel NH per residenti con Demenza e disturbi comportamentali correlati 

Cure palliative N/A 129 (47%)

Malattie oncologiche N/A 149 (54%)



CURE PALLIATIVE NELLE NURSING HOME? 

2017

18 esperti 
15 paesi nel mondo



2017

C’è bisogno delle Cure Palliative nelle NH;
le appropriatezze olistiche ed interdisciplinari devono 

superare le differenze per raggiungere una realità  



 
 
 
 
 
 
 
 
 

Launch of the WHO Global Network on 
Long-Term Care 

Report of  the f irst Network meeting,  held virtually on 22 September 2020 
(unedited version)  

 

 

 

 
 
 
 
 
 
 
 
 

Launch of the WHO Global Network on 
Long-Term Care 

Report of  the f irst Network meeting,  held virtually on 22 September 2020 
(unedited version)  

 

 

 
E’ POSSIBILE PREVENIRE IL DECLINO FUNZIONALE IN

LTC?

E’ POSSIBILE MIGLIORARE IL DECLINO FUNZIONALE IN

LTC?



• Studio osservazionale longitudinale – iniziato nel 2017 - ongoing  

2020

• Programmi di attività fisica con stimolazione cognitiva in 
demenza di Tipo Alzheimer sulla stabilità delle funzioni
cognitive

• Sugli outcomes (ricovero, mortalità, declino funzionale)
• Sui cambiamenti nella forza muscolare, nell’equilibirio, & nel

gait
• Indentificare marcatori biologici 

https://www.google.it/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwjPvaapyuXTAhUCcBoKHd-gDTMQjRwIBw&url=https://www.pinterest.com/loesvanhingst/grappig-funny/&psig=AFQjCNGbvyNqmd8_2zMhuzg5fsYviyUmMA&ust=1494514441943674


35 con Demenza 34 no Demenza

Vs. gruppo controllo 

Età media: 82 anni
> 80% donne  

150 minuti di attività motoria settimanali divisi in:

Attività motoria di gruppo con esercizi sulla forza muscolare, gait & equilibrio

Attività individuale per la forza muscolare e la mobilità articolare

Attività di terapia occupazionale 

Effects of 1 Year of Lifestyle Intervention on Institutionalized Older Adults



Effects of 1 Year of Lifestyle Intervention on Institutionalized Older Adults

Miglioramento nella mobilità in nei gruppi di intervento
Peggioramento della mobilità nel gruppo controllo

TinettiADL

Stabilità nelle ADL nei gruppi di intervento

Perdita significativa nel gruppo di controllo 



Long term care comprende servizi

Conclusioni 

Mantenere l’abilità fisica e funzionale nel tempo

Prevenire ulteriore declino funzionale

I modelli di cure più studiati nelle Strutture Residenziali e 
nell’Homecare

Diabete mellito di Tipo 2

Demenza

Le cure Palliative avranno posto anche nelle strutture
residenziali

…e/o migliorare? 



NURSING HOME

ASSISTED LIVING

RETIREMENT COMMUNITIES (RC) 

CAREGIVER SUPPORT PROGRAMS

NATURALLY OCCURRING RC

NEED FOR FUNDING


