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AGENDA

» Cio che sembra invisibile: i fattori chiave come componente strutturale di ICOPE

 Dai sintomi alla dipendenza: I'incontinenza urinaria come punto di svolta gestionale

« ASK — ASSESS - TREAT: integrare i bisogni sociali nella pratica clinica

 Solitudine e vulnerabilita: quando biologia e contesto sociale si incontrano

* Quando la cura si sposta: I'impatto nascosto sulla salute dei caregiver. Risultati dello studio YES | CONSENT!

 Conclusioni



QUELLO CHE SEMBRA INVISIBILE, EPPURE NON FE’

Key factorsinolder people’s health

n Social care and support
12 Carersupport

13 Urinaryincontinence




Urinary incontinence

Care pathway to manage
urinary incontinence




SAFER * HEALTHIER * PEOPLE"

QUELLO CHE SEMBRA INVISIBILE, EPPURE NON E’ (2)

Prevalence of Incontinence
Among Older Americans
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“Reskdents who were repored as having an ostamy. indwalling cathater. o similar device o &5 haing no episcde of urinary o bowel Incantinence dunrg the kst 7 days.

“Reskdonts who Wore epored as not havieg an osiomy, indwaling cahatar, or semiiar device and wih an opiode of Lrinary or bowel nconinance during ha last 7 cays.

TReskients who wore repoed as not having an ostomy, indweling cathatar, or samiar device and with an epsode of unnary incontinence tut no episode of bowsl Incontinence dunng the kast 7 days.
Reskionts whio wore fepoed as not hawrg an ostomy, indwallng cathetar, or srmiiar device and wih an episade of Lrnary Incontinence and an episade of bowsl Incontinence duneg the kst 7 days.
NOTE: Percantagos of reskents wha were raported as hawing an epioda of bowsl Incontirence bt rat bladder mcarinence during the last 7 days are rot rellatia and rot shawn.

SOURCE: COCINCHS, Natianal Survay of Resdential Cara Faclites, 2010.

Figure 3. Ag among ial care facility residents aged 65 and over, by type of and sex:
Survey of Residential Care Facilities, 2010

Prevalence of Dependence in Activities of Daily Living (ADL)
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ASSESS

Az. Ospedaliera
San Gerardo di Monza mMopuLo

e [ casowoos L’incontinenza urinaria non é solo un sintomo
con w1 * e un evento che rompe l’autonomia pratica
SCALA DI AUTONOMIA NELLE ATTIVITA’ QUOTIDIANE (A.D.L.) - INDICE DI KATZ* ° genera bisogno dl aiuto continuo

AR s s e st i) *segna unasoglia

- Riceve assistenza soltanto nella pulizia di UNA SOLA parte del corpo (es. schiena) 1
- Riceve assistenza nella pulizia di due o piil parti del corpo (o non fa il bagno) 0

REV.O Pag. 218

Prendere gli abili dall'armadio o dai cassetli e vestirsi, compresa |a biancheria intima e
2. ABBIGLIAMENTO  rallacciatura dei bottoni, lacei, cermisre o bretelle)

- Freade vestl o inoss serca becgnodskane ssires ! Functional Decline Cascade Following Urinary Incontinence

- Prende i vestiti e li indossa senza bisogno di assistenza, eccetto che per lallacciatura delle scarpe 1
- riceve assistenza per prendere i vestiti e vestirsi o rimane completamente o parzialmente svestito 0
—o— Gait Speed (m/s)
3. ANDARE ALLATOILETTE  (andare alla toilette per l'evacuazions di urine e feci; ripulirsi @ rivestirsi) == Handgrip Strength (kg)
= Va alla toilette, si pulisce e si rivesle senza ricevere i {pud usare i per ggersi, 5 5
come un bastone o una sedia a rotelle; o pus ulilizzars il vaso da notts &l matting) 1 80 —a— Quality of Life (0-100)
- Riceve assistenza per andare alla toilette o per pulirsi o per rivestirsi o per ['ulilizzo del vaso da notte 0
- Non & in grado di andare alla tailette per Fevacuazione di urine e feci 0 Number of Drugs
4. MOBILITA' Tn‘
- Esce ed enira dal letto, si siede e si alza dalla sedia senza bisogno di assistenza (anche usando i}
i per i, come un 1 E 60 B
- Riceve assistenza per entrare o uscire dal letto o sedersi o alzarsi dalla sedia 0 S
- E' allettato 0
()
2
5. ALIMENTAZIONE o
- Si alimenta da solofa, senza assistenza 1 —
- Si alimenta da solafa, eccetto che per alcune operazioni (tagliare la carne o imburrare il pane) 1 8 40
- Riceve assi per ali i; viene ali i o per mezzo di o
sonde o liguidi per via parenterale o)
=
©
6. CONTINENZA >
- Controlla ione di urine e feci 1
- E' saltuariamente incontinente [} 20+
- E' necessaria una supervisione; utilizza il catetere; & incontinente o
ot @ L L . & ®
H N H H H I Il 1 I i 1
Sidney Katz nel 1963 costrui le ADL non come elenco di funzioni 0 > 1 6 8 10

biologiche, ma come misura di dipendenza assistenziale. Time (months)



T Regardiess of result:

e @ Provide health and Ifestyle advice,
Do you have any problems including advice to prevent Ul =) 111
with bladder control, 0 Re-askregularly
such as accidental
leskage of urine?
. : - ? © Bladder training 1o manage Ul
e e e cotonense
YES J . ."__3 @ Refer to peimary care
Care pathway to manage -7 ' r

urinary incontinence (Ul)

ya
N
Assessurologic condition = 151 ASSESS
S ; A Band C
Bladder training with a bladder diary <» 112
Pelvic floor musele training (wonen) = 1541
i cognitlve decine, prompted voiding —» 1242 Assess Fliat, ddencily. g
urlnary and treat potential
causes [sec B )
incontinence

N
4

Assess Assess
social and physical environments for diseases and risk factors Reassess

« Toilet access @ Fluid balance*
« Need for containment products & Constipation
« Social care and support needs (toileting. @ Inappropriate medication(s)

bathing, provision of gloves, soap) @ Urinary tract infection (UT1)

@ Delirium
® Consider potential interventions “ « Vulval symptoms (women)

« Incontinence -associated dermatitis
« Diabetes and obesity

o Carers' support needs

*. Fluid balance @ Consider potential interventions (@)

Be mindfu about the

appeopriate fluid balance, DEVELOP{| TMPLEMENT
asrestiction of fuidintake 3 care plan & MONITOR
mightincrease the sk of

UTland dehydration. = 7 3.2 Consolidate interventions, considering results of A, B and C




TREAT
WHAT SEEMS INVISIBLE IS NOT

Urinary Incontinence as a Marker of Functional Vulnerability

Pelvic Floor Muscle Training (PFMT) Prompted Voiding

Restoring Internal Control Restoring External Support
e Neuromuscular Coordination o Cognitive Impairment
e Voluntary Continence o Reduced Initiative
e Early Functional Decline o Environmental Disconnection
“Strengthening what cannot be seen.” “Guiding what is too often overlooked.”

Why this belongs among ADLs (Katz)
e A Threshold of Dependency e Body & Environment Together e Visible Care for Invisible Needs

Incontinence is visible. Vulnerability is not.



Social care and support

Care pathway for social
care and support




ASK

72% of the global population feels very or fairly connected
to others, with minimal differences between genders and
age groups

Older adulthood, often marked by life events like retirement,
bereavement and loss of social contacts, carries a higher
risk of social isolation, with one in four older adults
estimated to be experiencing social isolation

4 Charting a path to healthier societies

Report of the WHO Commission on Social Connection

( World Health ‘ WHO Commission
Organization ; on Social Connection




Frontiers in Neuroendocrinology 69 (2023) 101061

Contents lists available at ScienceDirect

Frontiers in Neuroendocrinology
ELSEVIER journal homepage: www.elsevier.com/locate/yfrne
Review article @
The impact of loneliness and social isolation on the development of S

cognitive decline and Alzheimer’s Disease

Yi Ren &€, Aisouda Savadlou “* b1 Soobin Park »“"!, Paul Siska®“', Jonathan R. Epp **,
Derya Sargin %"

* Department of Psychology, University of Calgary, Canada

® Department of Physiology & Pharmacology, University of Calgary, Canada

¢ Department of Cell Biology and Anatomy, University of Calgary, Canada

4 Cumming School of Medicine, University of Calgary, Canada

® Hotchkiss Brain Institute, University of Calgary, Canada

f Alberta Children's Hospital Research Institute, University of Calgary, Canada

The majority of the potential mechanisms underlying the association between loneliness and
dementia have been attributed to the changes in the HPA axis, neuroinflammatory markers
and/or affected by the cognitive reserve hypothesis.




ASSESS

Do you have problems with Do you often have Do you often feel lonely? Do you have difficulty in
your home, for example, insufficient funds to pay pursuing leisure interests
house condition, location, for your food, housing and and other activities that

safety? health care costs? are important to you?




Consider home adaptation
Consider alternative
accommodation
Consider referral to social
welfare or community
housing programmes

TREAT

Consider referral to social
services foraccess to social
protection (pensions, grants,
allowances)

Consider referral for financial
advice

Provide advice on delegation
of financial decision-making
with protection against
financial abuse, if needed

Provide support to address
challenging personal
relationships

Provide a list of opportunities
for social activities,
volunteering in the
community

Provide advice and support
with using digital technology
to maintain contact with
friends and family

Provide advice on services
that support participation, for
example, subsidized
transport, free activities and
discounts for older people
Provide support to maintain
contact with trusted
organizations and
institutions, including
religious or spiritual networks
and leaders




11.4
Abuse of older people

Around oneinsixolder people experience some form of

abuse(57), afigure higherthan previously estimated (58). Abuse can
take many forms, including neglect, psychological, physical, sexual
and financial (including property and inheritance rights). Anyone
canexperience abuse, but there are anumber ofrisk factors that
make an olderpersonmore vulnerable, notably, cognitive decline,
poor mental or physical health, and disability. Otherfactorsinclude
socialisolation, history of abuse, family viclence or conflict, ethnic
background and lowincome orliving in poverty. Although not
oftenrecognized or adeqguately tackled, violence againstwomen
continuesinolderage. In2018, forwomen aged 60 and overthe
lifetime prevalence of physical and/orintimate partnerviclenceis
23%(59).

During any interaction, a community health worker shouldlook for
signs of despair, fear and pooreye contact and note the physical
appearance and hygiene of the older person, such as the state of
their nails, skin and grooming. = 3.5




Social care and support

Care pathway for social
care and support

Elder Assessment Instrument (EAI)

CumnicaL GERIATRICS - SHORT COMMUNICATIONS % = :::'wm:mm — —
Abuse in older adults with communicating EE R
disorders: a step forward in this =S

understanding?

Luca Tagliafico’?, Andrea Molinelli*?, Luisa lentile’, Gabriella Biffa*,

Francesca Riccardi®, Alessio Nencioni', Patrizio Odetti’,

Fiammetta Monacelli'-?

' Geriatrics Clinic, Department of Internal Medicine and Medical Specialties (DIMI), University of
Genoa, Genoa, ltaly; 2IRCCS Ospedale Policlinico San Martino, Genoa, ftaly; * DISSAL, Department

of Health Science-Legal and Forensic Department Section, University of Genoa, Genoa, ltaly;

{Unatle to
Auns

*Clinical Psychology and Psychotherapy Unit, IRCCS Ospedale Policlinico San Martino, Genoa, Italy

Adapted froen: Fulmer, T, & Cahdl, VM. (1984). Assessing elder abuse: A study.
Journal of Geronmbogscal Nursing, 1012}, 16-20; Fulmer, T. (2000). Elder abase and
neglect Saurmal of G fon! Nursing, 2916), 4.5, Repnnted frum
Journal of Emergency Nursing, 7013), Pulmer, T, Street, S., & Carr, K Abuse of

the edderly: Screening and detecticn, pp. 11140, Comymght 1984, with permissica
from The Emergency Nusses Assocation.




Carer support

Care pathway to
support carers




When taliking with the carer, make sure to do it privately,
in a separate room without the older person

o Do you feel supported in yourrole as a carer?

o Do you feel confident in your ability to provide care?
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ASK

BEING A CARER GAN LOOK LIKE...

Patience Selflessness

Resilience

: Kindness
Sacrifice

What people see

What people don’t see

Stress

Fatigue
Anxiety

Burnout

Frustration
Overwhelm




WEBINAR
"WES, Il CONSENT"

JAMDA 27 (2026) 105979

JAMDA

journal homepage: www.jamda.com

Indagine sul ricorso allamministrazione di
Original Study sostegno in pazienti ricoverati presso i reparti

“Yes, I Consent!” Prevalence and Role of Guardianship in Older ) Chock for updates di Geriatria, Ortogeriatria e Medicina Interna
Inpatients: Findings From an Italian Multicenter Survey

Chukwuma Okoye MD *", Susanna Gentili MD ¢, Chiara Ceolin MD “%*,

Alberto Zucchelli MD “, Luca Soraci MD ', Roberto Presta MD ¥, Serena Bertocchi MD ",
Noemi Pardini MD ', Alice Margherita Ornago MD ¢, Dorotea D'Angelo MD’, Diana Lelli MD ¥,
Francesco Salis MD', Caterina Trevisan MD

. . mn “w ”» * 3
Maria Beatrice Zazzara MD """, on behalf of the “Yes, | Consent!” Working Group AP

Dott. Chukwuma Okoye (Universita Milano-Bicocca)

IL PUNTO DI VISTA DEL CLINICO
Dott.ssa Valeria Calsolaro (AOU Pisana)

IL PUNTO DI VISTA DELL'AVVOCATO
Avv. Paolo Moscatelli (Foro di Firenze)

IL PUNTO DI VISTA DELL'ASSISTENTE SOCIALE OSPEDALIERO
Dott.ssa Desireé Longo (Fondazione Policlinico Gemelli IRCSS)

LO STUDIO "YES, | CONSENT!"
Dott.ssa Maria Beatrice Zazzara (Fondozione Policlinico Gemelli IRCSS)




ASSESS

Percentuali di Risposte dei Caregiver (Ultima Settimana)

Ho avuto crisi di pianto

Ho avuto difficolta a concentrar. ..
Ho avuto difficota a prendere d...

Ho avuto mal di schiena

Ho avuto problemi a domire pe...
Ho provato angoscia nel render. ..
Ho sentito che non avrei potuto. ..
Ho sentito la mancanza di priva. ..
Mi sono reso/a conto che le co...

Mi sono sentito a schiacciatola ...
Mi sono sentito a solofa

Mi sono sentito a sopraffattofa

Mi sono sentito a utile ed indisp...
Sono stato a irritabile e nervoso/a
Sono stato/a male mal di testa. ..
Sono statofa soddisfattofa del s....

L = L = L
o =i =+ Lo Lo

Percentuale (%)

60
65
70
75
80
85
a0

= L =
[ i Las )

B Yes W No H MNaN



ASSESS

RISPOSTE PIU’ FREQUENTI:

1. Aver sentito di non poter lasciare il familiare solo: Questa e la difficolta piu comune, con il 70.0% di risposte "Si".

2. Angoscia per il cambiamento del familiare: Il 52.1% ha provato angoscia nel rendersi conto che il familiare € cambiato.

3. Mancanza di privacy/tempo per sé: Circa la meta dei caregiver (49.7%) ha sentito la mancanza di tempo da dedicare a sé

stesso/a.

4. Senso disopraffazione: 1146.8% si e sentito sopraffatto/a.
5. Irritabilita e nervosismo: I 41.6% dei caregiver si e dichiarato irritabile e nervoso/a.

6. Difficolta a concentrarsi: 11 39.7% ha avuto difficolta a concentrarsi su cido che stava facendo.



ASSESS

Rapporto Percentuale tra Caregiver con e senza Problematiche

Solamente 6 su 420
caregivers non

o riportavano
problematiche stress-
associate

S &

2

Calegoria Caregiver

@ Problematiche @ Nessuna Problematicita
. 0 . 20 . 40 . &0 80



. healthcare

Article
Gender Differences in the Relationship Between Health Literacy
and Stress Among Caregivers of Older Adults with Dementia

oy ASSESS

Chiara Lorini ##(, Rita Manuela Bruno 3, Enrico Mossello *°0, Yari Longobucco 10, Primo Buscemi °,

Annamaria Schirripa ®, Barbara Giammarco °, Giuseppe Albora °, Duccio Giorgetti ®,
Massimiliano Alberto Biamonte ©, Letizia Fattorini /), Gemma Giusti !, Lisa Rigon 6, Giulia Rivasi #50,
Andrea Ungar *° and Guglielmo Bonaccorsi /2

Males

009 Females
e o p=0.187

e
=

S-TOHFLA - - T

. | |

e —n—

GHQ-12

-

Inadequate or marginal HL (n =10) Adequate ML (n =38) w«mﬂlw-ﬂm Adogquate HL (n =98)
High category according to S-TOHFLA High category according to S-TOHFLA
Males Fomaln
p=0.025

Mﬂ

Hm

MW“WK Possditey of bmitad ML (4 *16)  Adequate ML (1 »23)

High category according to NVS

m

delﬂlﬂ’l Possitiity of Umited ML (0 «28)  Adequate ML (» +65)

High category according to NVS

Functional HL and higher caregiving commitment—reflected by the number of care tasks performed
and the severity of the care-recipient’s condition—significantly affect caregivers’ stress



TREAT
Support for carers

Arange of support may be needed including

directhelp and support frem paid care workers.

home

modifications to facilitate the provision of care,

especially if the carer is living with the person being

caredfor, ial support 1o or i
andrespite care. Provision of information and training for carers is
also important

H anetwork
toshare available resources for the training of carers and where

® ®
10 access psychosocial and other forms of support. Peersupport ®
groups for carers may be included or combined with other °

aspart of multic Ventions 16 Support
carers. Digital assistive preducts can be usefulin supperting carers
intheirrole, both thos gcare to continue
doing thin ithtools to

prov ity o o2 From Invisible Strain to Visible Solutions

Training Respite Care

Education to enhance Relief from caregiving through
skills and coping strategies temporary, alternative support

Psychological Interventions Financial Support
Counseling, therapy, and Assistance and advice to
support groups to address alleviate monetary concerns

emotional needs
Support makes visible the silent struggles
and hidden sacrifices of those who care.




Conclusioni

 L’approccio ICOPE integra tre dimensioni inseparabili: i bisogni sociali, i segnali precoci di
perdita funzionale e il ruolo dei caregiver.

* L'incontinenza urinaria non e solo un sintomo, ma una soglia che trasforma la vulnerabilita
sociale in dipendenza funzionale.

e Quando i bisogni sociali non vengono riconosciuti, I’assistenza viene delegata in modo

informale e invisibile ai caregiver

* Prendersi cura dei caregiver significa proteggere la sostenibilita e la qualita della cura stessa
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