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Chi e Il paziente geriatrico?

. .
L
i .
. N . . n P o W \i‘ 6 ‘ | , f c. [
...pensa al piu anziano, al piu malato, . Y e /'*j .
SR . . RS i \.\ "t" - ¢ ; r y!‘ J?.. )
al piu disabile, al piu complesso, . \,, SRS :
insomma al pitl fragile dei tuoi pazienti |/ - =% g\ 7
. ¢ 2 » "

William R Hazzard, Principles of Geriatric Medicine and Gerontology, 1st Edition, 1985



Determinanti di un fenotipo complesso

Socio-
economic
determinants

i

Lifestyle - environment
Risk and protective factors
Tobacco smoking, pollutants,
allergens, nutrition, infections,

Gender

> physical exercise, others

l

> Genes <

—_ —

N

v

Biological expression of chronic diseases
Transcripts, proteins, metabolites
Target organ local inflammation
Systemic inflammation
Cell and tissue remodeling

Age

Bousquet et al. Genome Medicine 2011, 3:4

v

Clinical expression of chronic diseases
Co-morbidities
Severity of co-morbidities
Persistence remission
Long-term morbidity
Responsiveness - side effects to treatment

—

- Health promotion
primary prevention

4

v

Systems biology on
precise phenotypes

A

v

Personalized medicine

* Primary prevention

* Secondary prevention
* Tertiary prevention

* Treatment




Biological mechanisms of multimorbidity.

-
Lung disease L4
COPD .
ILD 4 4
.
°
-
Accelerated ageing é -
Oxidative stress “{ '
4 ) ! Telomere shortening - — \4 ' - o
Cardiovascular disease Cellular senescence Metabolic disease - ¢ & -
Atherosclerosis Inflammaging Type 2 diabetes * uo > .
Hypertension 1 PI3K -AKT-mTOR R b & TS
: : amage . :
Cargiactailure Mitochondrial dysfunction 8:e51t}/ o . " ‘
J Autophagy ronic renal disease ) o
Stem cell exhaustion Ne ) - / 1 4
Immunosenescence o d
\ Histone methylation ol |
X — J/ Anti-ageing molecules Muccolocialotl Y
eurologica Sarcopenia

Depression

. .y Osteoporosis
Alzheimer’s disease

Osteoarthritis

Cancers

Barnes PJ. Eur Resp J 2015; 45:790-806



No standard definition
Diseases equally weighted

Diseases defined on cut-offs

w:| = Disability
5l = Poor QoL
Shorter survival

No univocal assessment tool -
Higher costs

Needs an ad hoc evaluation

Frailty

Lack of a target organ/system

Journals of Gerontology: MEDICAL SCIENCES, 2018, Vol. 73, No. 10
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Patient Complexity: More Than Comorbidity. The Vector Model
of Complexity

Monika M. Safford, MD'?, Jeroan J. Allison, MD, MSc?, and Catarina |. Kiefe, PhD, MD'~?
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More complex
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Patient
. *sasssssassssssessnssrsssasssnanasans | presentation ....... .................................

economic axis
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.............................. Behavioral axis

Cultural axis

Biological/genetic axis Environmental/ecological axis

Less complex

J Gen Intern Med 2007; 22(Suppl 3):382—90 DOI: 10.1007/s11606-007-0307-0



experiences

e.g. healthcare utilization, quality
of life, self-management, i

healthcare system navigation, etc.

# Medical/physical health
; e.g. multimorbidity,
polypharmacy, physical
functioning
: clinical practice
g guidelines, etc.

Demographics
e.g. age, gender,

Social capital Mental health
e.g. social support, e.g. depression,

: caregiver strain, substance use, cognitive .
™, socioeconomic status, capacity, psychological .
™., relationships, etc. wellbeing, etc. .~
e WY Socio-political and e
‘ physical environment

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!

ethnicity, education, etc.
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»
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Lyt <% 4 Effetti della VMD sul paziente anziano fragile
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* mortalita piu bassa ad 1 anno (23.8 vs. 48.3 %)
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minore durata di ricovero in fase acuta

minore durata di ricovero in nursing-home
minore reospedalizzazione in ospedali per acuti
miglioramento dello stato psichico e funzionale

J
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dall’approccio di cura tradizionale

minore necessita di ricovero in nursing home (12.7 vs. 30.0 %)
minore permanenza in nursing home durante il follow-up(26.9 vs. 46.7 %). ;- GEU

| costi diretti per le cure in ospedale piu bassi per il gruppo di intervento

.... Le unita di valutazione geriatrica danno un beneficio sostanziale con un costo
minimo quando orientate al paziente anziano fragile, oltre i benefici ottenuti

92 4.2 %49,

N=62 N=59 N=62 N:=39 N=39 N=58 N=59 N=58

UNCHANGED
B3 WORSE

[l oie0

Rubenstein LZ et al., N Engl J Med 1984, 311(26):
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Creditor MC.Annals of Internal Medicine. 1993;118:219-223.




European Journal of Ageing (2022) 19:1571-1585
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ORIGINAL INVESTIGATION
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Efficacy of acute care pathways for older patients: a systematic review . \,&;.o
' ) B .
Table 1 Eligibility criteria of the study .
Inclusion criteria Exclusion criteria : 4
Randomized Control Trials Non-Randomized Control Trials .
Publications in the English language Publications in other languages
Studies published from 1995 to 2021 Studies published before 1995
Peer-reviewed studies Patients aged 65 years 5
Patients aged 65+ years Elective admissions for surgical procedures S
Studies comparing acute older person-specific models with conventional Studies of organized care for specific conditions, including stroke b/ e
care units, orthopedic units, surgical units, medical-surgical units, "
Acute unplanned and unscheduled admissions with comorbidities or iatro- and surgical admissions 3
genic conditions
At least one component of geriatric-specific interventions in a hospital-wide '
setting including patient-centered care, frequent medical review, early
rehabilitation, early discharge planning
At least one of the primary outcomes such as functional decline, comorbidi-
ties and iatrogenic complications, and secondary outcomes investigated
including: length of stay (LoS), destination after discharge (home, insti-
tutional or rehabilitation care), mortality, costs, and readmission within a
minimum of 30 days following discharge

Keywords Acute geriatric pathways - Acute care for older persons - Meta-analysis - Systematic literature review -

Randomized controlled trial



European Journal of Ageing (2022) 19:1571-1585 . z o
https://doi.org/10.1007/510433-022-00743-w _ y s ¢ - '.' | o
'e - ‘7 o
| ORIGINAL INVESTIGATION ”r') X Y "‘ .‘ ﬁ - .. i e
Hospltal Costs  Experimental Control Mean Difference Mean Difference . 4 '_ ‘) .
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Random, 95% CI IV, Random, 95% CI i - , b .'
Asplund etal 2000 1473 1146 190 1,391 1076 223 531% -218.00 [-433.63,-2.37] —— '.. » ‘.-' »*
Bames etal, 2012 6920 9673 858 T7GEO7 8980 Y74 30%  -G87.00[1592.07,218.07] ¢ = ' f
zohenetal 2002 36265 1,298 348 3T.292 1,369 348 0.0% -1027.00[1225.48,-32847) 2 % e
Coleman et al, 2006 2088  H452 39 2546 5466 371 4.0%  -488.00[1269.43,293.43]) * ¢ ,? . e
Counsell et al,2000 6017 7193 TF&Y  B139 8327 TE4  41% -122.00 [901.60, 657 .60] Y. .«
Covinsky et al 1997 6608  BART 326 7,240 8504 324 18%  -G3200[1799.53, A3A53) ¢ - v § ?
Fhibhs et al., 2006 35935 1,828 346 35951 1827 346 333% -16.00 [-288.40, 256,40 = o \U "
Tibaldietal, 200901 26044 514049 48 3,027.7 68,3201 83 0.5% -423.30[2661.66, 181508 + + cw '.
Wald etal., 2011 246817 14828 122 1,483 13407 85 02% 3290076417, TO2217] > s J y {
Total {95% CI) 3036 2950 100.0% -174.98 [-332.14, -17.82] il o
Heterogeneity: Tau?= 0.00; Chi= 6.73, df= 7 (P = 0.46) F= 0% -—I =_1 000 -5i:||:| ! EEIIZI mmi 1
Testfor overall effect 2=218 {F = 0.03] Favours [experimental] Favours [control] ’
LOS (DayS) Exue,rimemgl Comfrol Mean Difference Mean Difference : ¢ y
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Random, 95% Cl I, Random, 95% CI
Asplund et al, 2000 59 565 1490 T3 a71 2230 B2%  -1.40[-2.50,-0.30] * .
Barnes etal 2012 B.72 62 858 7.3 G643 TT4 1T4%  -0.58[-1.19,003) —
Cohen etal 2002 (1) 121 14 346 133 1.4 348 651%  -1.20[-1.41,-0.99] -
Colemnan et al, 2006 6.4 5 379 B2 39 3 00% 0.70[0.06,1.34]
Counsell et al, 2000 G158 47 TEY B34 536 TE4  00%  -049[0.7F0,032
Covinsky et al., 19497 7A3 61 326 Bd42 TT4 324 B5% -0.89[-1.96, 018]
Saltvedt et al. 2002 () 2.2 1682 127 122 18 127 00% 900516, 12.84)
Tibaldi et al., 2008 146 34 48 163 3 83 48% -1 70[-296,-0.44)
Wald etal 2011 3427 122 a1l iy 95 0.0% 030042 1.032
Total (95% CI) 1768 1722 10000%  -1.11[-1.39, -0.83] -"'-
Heterogeneity: Tau®=0.02; Chi*= 469, df=4 (P =0.32); F= 15% j 14 i?_ v é jl
Testfor overall effect Z=7.70 (P = 0.00001) Favours [experimental] Favours [control]

Footnotes

(1) Excluding initial hospitalization period.
(2) Also Saltvedt, |, etal. 2004, Saltvedt, |, etal. 2005, Saltvedt, |, etal. 2006
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SYSTEMATIC REVIEW

Effectiveness of acute geriatric unit care on
functional decline, clinical and process outcomes
among hospitalised older adults with acute
medical complaints: a systematic review and
meta-analysis

Abstract

Background: the aim of this systematic review and meta-analysis was to update and synthesise the totality of research evidence
on the effectiveness of acute geriatric unit (AGU) care for older adults admitted to hospital with acute medical complaints.
Methods: MEDLINE, CINAHL, CENTRAL and Embase databases were systematically searched from 2008 to February
2022. Screening, data extraction and quality grading were undertaken by two reviewers. Only trials with a randomised design
comparing AGU care and conventional care units were included. Meta-analyses were performed in Review Manager 5.4 and
the Grading of Recommendations, Assessment, Development and Evaluations framework was used to assess the certainty of
evidence. The primary outcome was incidence of functional decline berween baseline 2-week prehospital admission status
and discharge and at follow-up.

Results: 11 trials recruiting 7,496 participants across three countries were included. AGU care resulted in a reduction in
functional decline at 6-month follow-up (risk ratio (RR) 0.79, 95% confidence interval (CI) 0.66-0.93; moderate certainty
evidence) and an increased probability of living at home at 3-month follow-up (RR 1.06, 95% CI 0.99-1.13; high certainty
evidence). AGU care resulted in little or no difference in functional decline at hospital discharge or at 3-month follow-up,
length of hospital stay, costs, the probability of living at home at discharge, mortality, hospital readmission, cognitive function
or patient satisfaction.

Conclusions: AGU care improves clinical and process outcomes for hospiralised older adults with acute medical complaints.
Future research should focus on greater inclusion of clinical and patient reported outcome measures.

Keywords: older adults, functional decline, comprehensive geriatric assessment, acute geriatric unit, meta-analysis
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functional decline, clinical and process outcomes < 4
among hospitalised older adults with acute e
medical complaints: a systematic i :
. P Y 4.1 Living at home at discharge
meta-analysis
Experimental Control Risk Ratio Risk Ratio
. . . | Study or Subgroup Events Total Events Total Weight M-H, Random, 95% ClI M-H, Random, 95% CI
3.1 Functional decline at discharge (from baseli ~aspiund 2000 134 190 143 223 7.0% 1.10 [0.96, 1.26]
Experimental Control Risk | Barnes 2012 537 B58 480 774 17.1% 0.99 [0.92, 1.07]
Study or Subgroup Events Total Events Total Weight M-H, Rand Borenstein 2016 516 792 405 582 17.1% 0.95 [0.88, 1.03]
Barnes 2012 244 B58 220 774 34.4% 1.00 Collard 1985 162 218 340 477 116X 1.04 [0.95, 1.15]
Counsell 2000 216 767 241 764 34.4% 0.89 Counsell 2000 604 767 573 764 24.2% 1.05 [0.99, 1.11]
Landefekd 1995 80 327 101 324 24.0% 0.88 Harris 1991 &9 97 114 1720 48% 1.06 [0.90, 1.25] niE=
Zelada 2009 13 68 30 75 7.2% 0.48 Landlefeki 1995 260 327 233 324 13.B% 1.11 [1.01, 1.21] o
wakd 2011 83 122 64 85 4.0% 1.01 [0.84, 1.22] —t
Total (95% CI) 2020 1937 100.0% 0.89
Totwl events 563 592 Total (95% CI) 3371 3419 100.0% 1.03 [0.99, 1.07]
Heterogenehy: Tau® = 0.01; ChP = 6.1, df = 3 (P = 0.09); F = 55% Total events 2365 2362
1

Test for overall effect: Z = 1.47 (P = (.14)
3.2 Functional gt;glme ﬂt thEee-annth fn]lnw-ml

ment ontro

Study or Subgroup Events Total Events Total Weight M-H, Rand
Counsell 2000 145 767 150 764 50.8% 0.96

Ekerstad 2017 24 206 S8 202 49%.2% 0.24

Total (95% CI) 973 966 100.0% 0.49
Towl events 169 248

Heterogenehy: Tay® = 0.95; ChF = 36.89, df = 1 (P < 0.00001); ¥ = 97X
Test for overall effect: Z = 1.03 (P = 0.30)

‘Functional decline at six-month follow-up

Heterogenelty: Tau® = 0.00; ChF = 8.66, df = 7 (P = 0.21); P = 28%

Experimental Control Risk K
Study or Subgroup Events Total Events Total Weight M-H, Rand
Counsell 2000 118 767 160 764 &5.2% 0.74
Westgard 2020 39 78 44 77  34.B% 0.88
Total (95% CI) 845 841 100.0%
Total events 158 204

Heterogenelty: Tau® = 0.00; ChP = (.85, df = 1 (P = 0.36); F = 0%
Test for overall effect: Z = 2.73 (P = (.0086)

0.79 voo, v w9

Test for overalleffect: Z = 1.56 (P = 0.12)

Test for overall effect: Z = 1.54 (P = 0.12) v Favo?.l.rss control Favours /i\GU

4.2 Living at home at three-month follow-up
Experimental Control Risk Ratio Risk Ratio

Study or Subgroup Events Total Events Total Weight M-H, Random, 95% CI M-H, Random, 95% CI

Asplund 2000 117 180 124 223 14.6% 1.11 [0.94, 1.30]

Counsell 2000 552 767 552 764 45.5% 1.00 [0.94, 1.06]

Harrls 1991 67 97 106 1720 12.7% 1.11 [0.93, 1.32]

Landefeki 1995 236 327 210 324 27.3% 1.11 [1.00, 1.24]

Total (95% CI) 1381 1481 100.0% 1.06 [0.99, 1.13]

Total events 972 892

Heterogeneity: Tau® = (.00; ChE = 4,58, df = 3 (P = 0.21); F = 35% b 2 055 i i

Favours control Favours AGU

i i

b1 02 0’5 ] 2 5

Favours AGU Favours control

10
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Creditor MC.Annals of Internal Medicine. 1993;118:219-223.




Factors Contributing to the Development of Hospitalization-Associated Disability

Risks for
disability

Functional level
Preillness-

Loss of
independent -

Poor mobility
Cognitive function
ADLs and IADLs

Preillness determinants of functional reserve (vulnerability and capacity to recover)

Geriatric syndromes
(falls, incontinence)

Social functioning

Depression

Severity of acute illness

Acute iliness onset Hospitalization

disabilitya ' disabilitya '

functioning

T -
Discharge

——————————————————— N D D R Y

New

disabilty? ; ; ecavery

Covinski et al JAMA. 2011;306(16):1782-1793
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SISTEMA NAZIONALE LINEE GUIDA DELL’ISTITUTO SUPERIORE DI SANITA

SOCIETA SCIENTIFICHE E ALTRE ISTITUZIONI

Societa ltaliana di Medicina Generale e Cure Primarie (SIMG) (promotore)
Societd ltaliana di Geriatria Ospedale e Territorio (SIGOT) (promotore)
Istituto Superiore di Sanita (garante metodologico)

AIOM - Associazione Italiana Oncologia Medica

AIP - Associazione Ifaliana di Psicogeniatria

Cittadinanza Attiva

FIASF - Federazione Ifaliana delle Associazioni Scientifiche di Fisioterapia

FLI - Federazione Logopedisti ltaliani

Linea guida pubblicata nel Sistema Nazionale Linee Guida FNOPI - Federazione Nazionale Degli Ordini Delle Professioni Infermieristiche
Roma, 16 novembre 2023 SICG - Societa Italiana Chirurgia Geriatrica

SICGe - Societd Italiana di Cardiologia Genatrica

SICP - Societa Italiana di Cure Palliative

SIMI - Societa Italiana di Medicina Intema,

SIGG- Societa lfaliana di Gerontologia e Geriatria

SIMEU - Societa Iltaliana Medicina Emergenza e Urgenza

SIMFER - Societa italiana di Medicina fisica e nabilitativa,

SIMIT- Societa Italiana di Malattie Infettive e fropicali

SIN - Societd Italiana Nefrologia,

SIN - Societd Italiana Neurologia

SINdem - Associazione Autonoma Aderente alla SIN per le Demenze

&

SIOT - Societa ltaliana di Ortopedia Traumatologia,

SIPs - Society ltaliana di Psicologia

SITI - Societa ltaliana di lgiene, Medicina Preventiva e Sanita Pubblica
SITO- Societa Tecnico-Scientifica ltaliana di Terapia Occupazionale

SIU - Societd Italiana di Urologia

LG “Valutazione muitidimensionale della persona anziana™ SoclSS - Societa Italiana di Servizio Sociale




Quesito 4A: studi di intervento

Qual e l'utilita della valutazione multidimensionale nei pazienti che afferiscono al Pronto

Soccorso?

Tabella 19. Valutazione degli esiti di interesse con il GRADE: studi di intervento
Certainty assessment Ne di pazienti Effetto Certezza Importanza

, 8 Disegno dello Rischio di Mancanza di Mancanza di Imprecisione Altre Valutazione Standard Relativo Assoluto
distorsioneriproducibilita generalizzabilita considerazioni multidimensionale care (95% (95% CI)
dei risultati

Ospedalizzazione (follow up: intervallo 4 mesi a 12 mesi; valutato con: RR)
studi non non non importante non nessuno 475/1023 (46.4%) 523/1022 46 meno @@ CRITICO
(51.2%) . per 1.000 Alta

randomizzati importante importante importante
(da 87

meno a0
meno)

uspedalzZzdazione (1ronow up. imervdio 1 mesi a 1o mesi, vaiuldio Ccol. iKRK)
studi serio®  molto serio’ non importante non nessuno 3225/7441  5680/13191 RR 47 meno OO CRITICO

importante (43.3%) (43.1%) 0.89 per1.000 Molto
(0.80a (da86 bassa

1.01) menoa4

osservazional




Quesito 4A: studi di intervento
Qual e l'utilita della valutazione multidimensionale nei pazienti che afferiscono al Pronto
Soccorso?

Tabella 19. Valutazione degli esiti di interesse con il GRADE: studi di intervento

Certainty assessment Ne di pazienti Effetto Certezza Importanza

, 8 Disegno dello Rischio di Mancanza di Mancanza di Imprecisione Altre Valutazione Standard Relativo Assoluto
degli studio distorsioneriproducibilita generalizzabilita considerazioni multidimensionale care (95% (95% CI)

studi de z
Re-ammissione in Pronto Soccorso

studi non molto serio® non importante serio? nessuno 65/448 (14.5%) 66/443 RR 42 meno OO0 CRITICO
randomizzati importante (14.9%) 0.72 per1.000 Molto
(0.25a (da112 bassa

2.13) menoa
168 piu)
Re-ammissione in Pronto Soccorso (rfoliow up: intervallo 0.46 mesi a 12 mesi)
studi serio® non non importante non nessuno  967/4514 (21.4%) 1066/4175 / RR \ 28 meno (OO CRITICO
osservazionali importante importante (25.5%) 0.89 \per 1.000 Molto
(da 46 bassa
0.97)/ menoasg
meno)




Quesito 4A: studi di intervento

Qual e l'utilita della valutazione multidimensionale nei pazienti che afferiscono al Pronto

Soccorso?

Tabella 19. Valutazione degli esiti di interesse con il GRADE: studi di intervento
Certainty assessment Ne di pazienti Effetto Certezza Importanza
, 8 Disegno dello Rischio di Mancanza di Mancanza di Imprecisione Altre Valutazione Standard Relativo Assoluto
distorsioneriproducibilita generalizzabilita considerazioni multidimensionale care (95% (95% CI)

dei risultati

Peggioramento dello stato funzionale
studi serio® non non importante serio? nessuno 82/316 (25.9%) 112/335

randomizzati importante (33.4%)

10 meno)

Peggioramento dello stato funzionale (follow up: medio 3 mesi)
studi non non non nessuno

osservazionaliimportante importante importante

63/237 (26.6%) 52/242 RR 52 piu OO0 CRITICO
(21.5%) 1.24 per Molto
(0.90a 1.000 bassa
1.70) (da 21

Sintesi degli studi di intervento inclusi
Tutti gli studi identificati erano eterogenei in termini di: 1) definizione di valutazione multidimensionale; 2) criteri di

inclusione ed esclusione; 3) numero e tipologia di domini inclusi; 4) durata di follow-up. Tutti gli studi hanno
iIncluso pazienti anziani affetti da diverse patologie.



Assessing Older Patients’ Vulnerability in the Emergency
Department: A Study of InterRAI ED Screener Accuracy

Carole Mz'chalskz’-Momfzerat, MScNS, *" © Pierre-Nicolas Carron, MD,” Sylvain Nguyen, MD,*
Christophe Biila, MD,® and Cédric Mabire, PhD, RN*

Table 2. Distribution of Patients Requiring Prompt (Cat. 1), Delayed (Cat. 2), and No (Cat. 3) Further Geriatric
Assessment According to the Emergency Department Screener and the Geriatrician’s Assessment

Patients in each category based on geriatrician’s
assessment, No. (%)

12 20 3¢ Total
Patients in each category based on Emergency 2 45 (22.3) 8 (3.9) 2(1.0) 55 (27.2)
Department Screener, No. (%) ob 31 (15.3) 20 (9.9) 8 (4.0) 59 (29.2)
& 51 (25.3) 24 (11.9) 13 (6.4) 88 (43.6)
Ttql 427 le") (o)) M 7\ 22 (414 1) oTals WA FaTal

CONCLUSION: The EDS performed poorly in both con-

vergent and predictive validity analyses, precluding its use
as a screening tool in this ED environment. Further efforts
should be undertaken to better target interventions to
reduce adverse health trajectories in the older ED popula-

tion. ] Am Geniatr Soc 00:1-7, 2020.

Gait or Balance Polypharmacy  Cognitive At Risk for Mood Functional Delirium
Impairment (n=58) Impairment Malnutrition Impairment Impairment (n=4)
(n=74) (n =50) (n=44) (n=130) (n=11)



Quesito 5A: studi di intervento

Qual e l'utilita della valutazione multidimensionale nei pazienti che afferiscono a reparti di

area medica?

Certainty assessment Ne di pazienti Effetto Certezza Importanza

, "I Disegno dello Rischio di Mancanza di Mancanza di Imprecisione  Ulteriori Valutazione Standard Relativo Assoluto
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Table 1. Consumption, expressed in DDD and DDD /100 bed-days, of antibiotics and related costs, in
EUR, in the year 2017 versus 2019.

Time Period (Years)

Parameters % Variation
2017 2019
DDD of antibiotics consumed 263,501 273,360 +3.7
Costs 1,072,083 783,682 —26.9
DDD /100 bed-days 107 112 +4.7
DRG weight means 1.26 1.29 +2.4
Average cost of therapy per day 4.1 2.9 —29.3

DDD, defined daily dose J Clin Med. 2022 Jul 29;11(15):4412. doi: 10.3390/jcm11154412.
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Table 3. Percentage of total DDD consumed in alignment with the WHO AWaRe classification, in
2017 and 2019.
DDD Consumed DDD Consumed A%
ki in 2017 in 2019 P in 2017 vs. 2019
ACCESS, n(%) Egﬁ? ‘?gﬁf <0.05 +8.9
WATCH, n(%) 1%258(;5 1(558’%8 <0.05 +15
RESERVE, n(%) 2(071581)6 2(07145[;5 <0.05 —05

J Clin Med. 2022 Jul 29:11(15):4412. doi: 10.3390/jcm11154412.



La definizione di disabilita

|| decreto introduce una nuova definizione di disabilita in linea con la Convenzione ONU
del 2006, che considerala disabilita come il risultato dell'interazione tra la persona e le

barriere ambientali e comportamentali. Questo modello bio-psico-sociale e ora

ufficialmente adottato nel nostro ordinamento.

Il decreto modifica l'articolo 3 della legge n. 104/1992, utilizzando il concetto di “persona

con disabilita” come base per i diritti e le prestazioni, sostituendo le parole legate all
handicap” con riferimenti alla“condizione di disabilita”.

Inoltre, si specifica che il concetto di “‘condizione di disabilita” e complesso ed evolve in
base agli strumenti e ai criteri utilizzati nel processo di valutazione di base.




. |Riquadro 2.1 Studi sul campo di WHODAS 2.0: riduzione del numero di item e fattibilita
Siti dello studio
. - Che cosl‘e Gli studi sono stati condotti nei 21 siti elencati qui di seguito.
| Sito n. Sito n o fes .
} WHODAS 2.0 e[, \stria (Innsbruck) 50  Nigeria (Ibadan) 50 [tasia
a livello di popo|Cambogia (Phnom Penh) 50 Olanda (L'Aia) 47
< Cina (Pechino) 50 Peru (Lima) 59
- : Cuba (L'Avana) 50 Regno Unito (Londra) 35 3
E stato svilupp Giappone 50 Romania (Timisoara) 50 =
nelle diverse culGrecia (Atene) 48 Spagna (Santander) 54
India 1 (Bangalore) 283 Stati Uniti d’America 1 (Michigan) 152
§ WHODAS 2.0 ri}/ndia 2 (Delhi) 154 Stati Uniti d’America 2 (Seattle) 43
Italia (Roma) 20 Tunisia (Tunisi) 50
“ . . 1libano 37 Turchia (Ankara) 49
/'\\ » Dominio Lussemburgo (Lussemburgo) 50
8 « Dominio
D . Caratteristiche del campione
. ominio A o
« Dominio 40Origine:
. . JPopolazione generale 262 18.3
» Dominio {popiemi fisic 418 29.3 dare a
scuola/urfProblemi mentali o emotivi 394 27.6
. . JProblemi correlati all'uso di alcol 195 13.6
» Dominio 4problemi correlati all'uso di droghe 162 11.3 ale e
svagarsi. | Sesso:
Femmine 651 45.5
Maschi 780 54.5
Eta:
Sotto i 55 anni 1078 75.3
55 anni e oltre _ ‘ 353 24.7




Tabella 5.1. Campione pilota - statistiche descrittive per ciascuna delle quattro regioni / \ o
partecipanti N &
= =
Distribuzione dei quattro campioni regionali in base a caratteristiche sociodemografiche selezionate . " /
/
Campani Lombardi Sard Trenti Q""
pania ombardia ardegna rentino | >
N 1.223 1.327 182 510§ . at
Sesso = maschile (%) 543 (44,5) 580 (43,7) 86 (47,3) 251 (49,2) . ‘f
LEt2 - media (DS) 52,24 (10,89) 49,81 (12,25) 50,71 (13,08) 48,84 (1248) b o Y/
Anni di istruzione — media (DS) 11,38 (3,81) 11,26 (3,59) 11,32 (3,99) 11,46 (3,29) ‘ Ve
Stato civile (%) : #
Mai sposato 260 (21,3) 356 (26,8) 66 (36,3) 172(337) / '*,'
Attualmente sposato 745 (61,0) 630 (47,5) 76 (41,8) 22(435) s
Separato 81 (6.6) 79 (6,0) 14(7,7) 31(6,1) "y ?'.
Divorziato 64 (5,2) 124.(9,3) 12 (6,6) 0016
Vedovo 46 (3,8) 48 (3,6) 6(3,3) 1427) | 4
Convivente 26 (2,1) 90 (6,8) 8 (4,4) 32(6,3)
Condizione di vita (%) »
Indipendente nella comunita 1.166 (96,6) 1.206 (90,9) 182 (100,0) 425 (83,3)
Vita assistita 41 (3,4) 120 (9,0) 0(0,0) 80(157) *
Ricoverato in ospedale 0(0,0) 1(0,1) 0(0,0) 5(1,0) .
Status lavorativo (%)
Lavoro retribuito 358 (29,3) 633 (47,7) 50 (27,5) 246 (48,2) .
Lavoratore autonomo 94 (7,7) 65 (4,9) 7(3,8) 20 (3,9)
Lavoro non retribuito 2(0,2) 4(0,3) 0(0,0) 3(0,6)
Studente 25 (2,0) 57 (4,3) 11(6,0) 14 (2,7)
Lavoro domestico 139 (11,4) 65 (4,9) 18(9,9) 19 (3,7)
In pensione 64 (5,2) 76 (5,7) 14(7,7) 23 (4,5)
Disoccupato (motivi di salute) 209 (17,1) 299 (22,5) 60 (33,0) 131(25,7)
Disoccupato (altri motivi) 324 (26,5) 123 (9,3) 21(11,5) 38 (7.5)
Altro 7(0,6) 4(0,3) 1(0,5) 16 (3,1)

OCSE basati sui dati del pilota.
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