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Problems in older diabetic patients
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The concept of multimorbidity: clustering of chronic diseases in
Swedish people over 74 vy (Marengoni A et al. JAGS 2009; 57:225)
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Anemia With Erythropoietin Deficiency
Occurs Early in Diabetic Nephropathy

Diepoeas B Boswan, sepst Tamr C. MacooucALL, M Diabetes Care 24495495, 2001
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Erythropoietin response to hypoxia in patients with
diabetic autonomic neuropathy and non-diabetic
chronic renal failure

D. R Bosman, €. A, Osborne*, 1. T. Marsdent, |. C. Macdougallt, W. N. Gardner* and
P ). Watkins

Diaber. Med, 12, a5-65 (2002}
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Epidemiological interaction between diseases: some exarg@@?a'

(Ording AG et al. Clin Epidemiol 2013; 5: 199) 6\0\6
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Comorbilita vs Multimorbilita 6\0\0‘5\6'
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Basic definitions of main disease
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Patients with this condition

Coronary heart disease (most affluent)
Coronary heart disease (most deprived)
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Figure 4: 5elected comorbidities in people with four common, important disorders in the most affluent and
most deprived deciles

COPD=chronic obstructive pulmonary disease. TIA=transient ischaemic attack.



Table 4 6\

Mean number of drugs (95% confidence intervals, (I) and odds ratios (OR) for poly-
pharmacy according to clusters of diseases. Findings adjusted for age, sex, Edmm[k@ . 6\\‘a-
Charlson Index and participatng centers. '\G \»

Clusters of diseases

Diabetes and CHD and CVD 8.3 (7.1-9.5) d\)\a 98¢) \ﬁ_z
c

Diabetes and CHD E?(?H—HEJ eﬁ 26-13.2
HF and AF ?E [E \\]G‘ 55 20-149
Thyrmoid dysfunction and AF %G‘ 20 18-14.1
COPD and CHD 41 17-859
Hypertension and dyslipide \,\ ? 1 ?J 37 20-67
HF and COPD Dé“ ? 4-99) 3.7 D8-16.8
Diabetes ar:n:lD.-"D O 6\3 ?4(5 7=82.10) 32 15-67
Diabetes a n{@\(\ 7.9(7.2-B8) 28 13-h1
Diabet F e) 8.3 (7.4-02) 27 08-748
ciom, betes 7.7(7.1-82) 24 16-35
?\ pert 'ﬁg’and VD 6.7 (6.3=7.1) 23 1.7=30
H F 8.2 (6.B-9.8) 22 04-115
e(ﬁF and anemia 7.9 (6.5-03) 18 07-48
Gastnic and gastro-intestinal diseases 7.1 (6.0-8.1) 18 0b-54
Arthritis and dementia 5.7 (3.8=7.5) 08 02-45
Liver cirrhosis and anemia 6.30(4.9-8.1) 0.7 02=3.0
Liver cirrhosis and malignancy 6.1 (4.9-73) 06 03-16

CVD = Cerebrovascular Disease; HF = Heart Failure, AF = Atrial Fibrillation, COPD =
Chronic Obstructive Pulmonary Disease, C(RF= Chronic Renal Failure, CHD = Coronary
Heart Disease,



| correlati della polifarmacia nel DMT2 con NAFLD (patel P etal.
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Table 2 a\\o \a\\o

Comparison of common co-morbidities and number of medications. d\) . \
<5 Medications N=10  Polypharmacy (5-9 medicati(yN @zgﬁ ‘\‘@ﬁ@polypharmacy (10+ medications) N=29 P values

Age, years” 57.8411.8 57 7 ITNVLGN \ OV 64.047.2 01
Gender (male)’, % 7 (70) d 20 (69) 73
Ethnicity (Caucasian)’, % 7 (70) 5 8%58 eg 23 (79) 71
BMI, kg/m? 37.9+8.6 O 37%& 33.9+4.9 22
Co-morbidities” $< (\6

Ischaemic heart disease 1(10) 6 P‘ (‘\g\ 14 (25) 16 (55) <.01

Obstructive sleep apnoea 1 %8%‘6\/ (\G o) 19 (34) 10 (34) .35

Depression ﬁ é\O 23 (41) 16 (55) 33

Asthma Q\P‘ (40)\‘6‘ 11 (20) 6 (21) 33

Osteoarthritis @ 3o ‘?2 7 (13) 10 (34) 05
Number of co- morbldgr@ ‘ 0‘3\‘6 4427 27+16 37+13 01
BMI= body &\% et O

ed as m n+SD and analyzed by one-way ANOVA.
O& presented categorically (n, %) and analyzed using Fisher exact test.
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Rationalizing Prescribing for Older Patients with Multimorbidity:

L . e©
Considering Time to Benefit (..and to harm) (Hoimes HM et al. brugs Aging 8 June 2013) \g\'ab
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average TTB for the population from which Qgpi)T‘ations of patients, to evaluate TTB—
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Time to benefit: the example of atorvastatin \abexo\"&

=== Placebo

Proportion of patients (%)

— Atorvastatin

T\W‘(‘,'éars}

Humbe ?(
@@“ 085 5042 5007 4964 4603 3259 1801
Eta\{1( 68 5134 5103 5063 5035 4679 3263 1801

6
o
A
* The cumulative |nC|®§\®@} \n from the
ASCOT-LLA trial fQ?; \ary endpoint of non-

fatal Ml an f@ \%?\ v heart disease [62].
Treatm |t =) vastatln was associated with a

L in the risk of the primary endpoint

5@1\ |an follow-up of 3.3 years. One could
kdlate, but could not be certain, whether TTB

as earlier than 3.3 years, unless it was reported in
the trial. One also cannot quantify the ARR at an
earlier time point with certainty.

* Reprinted from Sever et al. [62], copyright (2003),

\05\95 30 35 with permission from Elsevier.



Corsonello A et al. Drugs Aging
2011; 28:379-90
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Insufficienza renale inapparente e ADR agli
ipoglicemizzanti nei diabetici ultra65enni (GIFA)
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Incidenza di ADR (%)

Normali RF inapparente RF

Corsonello A. et al, J Gerontol A Biol Sci Med Sci 2005; 60:1147-1151



o

O\@Q

Insufficienza renale inapparente nei diabetici >65 anni:
prevalenza e correlati (GIFA)

(\)‘\?}‘0
Normali Creatinina< 1.2 Creatinina, %(b?\
mg/dl, GFR ridotta mg/dj@\\a\‘\ \\a'\"
Numero, % 1176 (53.8) 351 (16.1) ?}\\ejg\s@&@%)
re@)\@ 2
Eta>80 anni 248 (21.1) 120N | 213 (32.4)
\$G A\
o -g:\)’&
Indice di 372 (3%@46‘\6 L0902 (40.5) 334 (50.8)
Charlson>2 > PN ¥ @09
Albumina<3.5 ¢ M29755.3) 145 (41.3) 231 (35.1)
QLP‘ \\G‘
g/dl = A2 (8\6
Clga@‘ ¢ 116 (9.9) 53 (15.1) 135 (20.5)
Q(G ?G( <
Uso di >3 farmaci | 536 (45.6) 203 (57.8) 420 (63.8)

Corsonello A. et al, J Gerontol A Biol Sci Med Sci 2005; 60:1147-1151




Insufficienza renale inapparente e
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Multimorbidiy, disability and survival in people over 79 (Lan%é@\a??\@

Clin Epidemiolm 2010; 63: 752-759) 6\0\6
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Multimorbidity, disability and survival in people over 79 (L%@n@q\%?ﬁa'

Clin Epidemiolm2010; 63: 752-759) 6\0\6
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Multimorbidity, disability and survival in Swedish people over 75 %aé@\%%@

et al. J Intern Med 2008; 265: 288) 6\0\6
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Fig. 2 Survival curves for subjects affected by different
nmumbers of chronic diseases with or without disability.



E nel diabetico anziano: disabilita e depressione vs.

mortalita..(Mutambudzi M et al. J Am Geriatr Soc 2016; 64:154—159)
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Guiding Principles for the Care of Older Adults with
Multimorbidity: An Approach for Clinicians
American Geriatrics Society Expert Panel on the Care of Older Adults

with multimorbidity ( Am Geriatr Soc 2012; 60:E1-£25) panel A

Inquire about the patient’s primary concemn (and that of f@@? n@
friends, if applicable) and awaddrtl-nnal-nhjectl

Por
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Conduct a Wﬂfﬂ“&@m igmermn with multimor bidity.
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??5%\:%5@% the current medical conditions and interventions?
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\\e Is there adherence fcomfort with treatment plan?

\o

¥

Consider patient preferences.

v

Is relevant evidence available regarding important
outcomes?




Guiding Principles for the Care of Older Adults with
Multimorbidity: An Approach for Clinicians
American Geriatrics Society Expert Panel on the Care of Older Adults

with multimorbidity s Am Geriatr Soc 60:E1-E25, 2012. a2
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Reassess at selected intervals: for benefit, feasibility, adherence,
alignment with preferences.




o
Who will contrast multimorbidity? ioeioea s e
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* The routine incorporation of adequate ¢ In the spirit of tg\e\'% \I@‘@}ated
gerontological training into primary aphorism Wwed Isaacs, one of
care was recommended by the UN in the e@hﬁplcy@éers of geriatric

2002 in the Madrid International Plan IR£5 It you design approaches to
of Action on Ageing. P\\/?wliﬁnorbldlty for the old, you

* Not only would such inclusion g\,\/ eg?hclude the young; if you design for

facilitate better manageme&;\ n}@lﬁ o the young, you exclude the old.
morbidity in those in WQQ% Yhost
common —older ?)\T“e—‘;,\@\ut
gerontologlcal AN savell ?kely to assist
in the ma‘?@ % of younger people
with lgm?t gedtbidity, as the
§<§ Ctiveness of geriatric medicine
O\approaches in all-ages stroke services
shows.4
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William Shakespeare

Alas our frailty is the cause, not we
For such as we are miade of, such we be

Twelfth Night




TABLE 1. Ohjective definition of fraily™ ‘
as proposed by Fried et ' 0600‘\

2N \d\*@\\

Paramalter Fr-mlrg a@é:\
\,’L\ \\‘e(
1. Waight loss \\{.\ ??c-s-s- in 1 year

2. Gnp strength $€“» %%'3-’:. of population

3. E:hnuﬂl\gﬁ(?\ \(\'a\géﬂ report
";'g@u Lowest 20% of population
?\ -:-3@1‘& '-.fll':,' Men < 383 keal/week

\!6(6\6 Womean = 270 kealfwesk

“Fralty & defined = hoving 2 or mos of the above cilkda







Frailty, Sarcopenia and Diabetes

,‘0\0@
John E. Morley MB, BCh #*, Theodore K. Malmstrom PhD P, -\@‘Oe
Leocadio Rodriguez-Manas MD, PhD “, Alan ]. Sinclair MSc, MD, FRCP dad\o
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Impatto della fragilita incidente sulla storia naturale del ~ 03*
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Fragilita come potenziale causa di ridotto fabbisogno di 9%
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Diabete e declino cognitivo: accelerato 0 N0O? (angen wetal.sam Gew\%c

2015 ; 63: 1075-1083 \6
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DMT?2 e declino cognitivo: lo studio dei gemelli xiongoteta. newr
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Tutta colpa dell’insulino-resistenza? Studio nei non diabetici del Bezafibrate e\O\OQ\
Infarction Prevention trial in 13 anni (Lutski M et al. Journal of Alzheimer’s Disease xx(20x>&\>®\@‘0

141 v ‘ (\a ‘
N E— 2P et
E . - E L '\G\a . d\\'a\\
Eﬂ K . ; 3 -\\\_ _W%OO‘ 6 6\
: ~_ - i \2‘6\ t\d\\a\\
i | | ) . _eO © 2

ALRickfE : A \llﬂt \\le
i b\\’% Ay 0(
\WL [0\l

|l mm e \‘/\,\\h (299_6; ......
E . \\ “,‘O £ (é}
i, s T -

” o ﬂ_ﬂg g H

-_Q S}A“e 2 Assersmend )4
(@ 62\16‘6“8
(o) \C ST T eea
QQ(GQ?G( o P
™D 5 .
| 6906 E 50 -—
0\ a5




&
%) @\0\

\‘3
able |. Characteristics of subjects included in the analysis according to change (wor %@@ @ élnpmerﬂ: of new disability)

1 ADL at 3-year follow-up. Age- and sex-adjusted means and proportions ﬂre,g@mr\;gda

Worsening in ADL ‘o Oe ‘D(G (2 New PLDLdiﬁahiliq;’
vb\ ‘\“ <J
No Yes ﬁC)P\\/ d\%cé[ur: No Yes P value
(m = B00) (m _Q\ G (m = T76) (m =72
...................................................... \,.\z\QGg
ge (mean) 73.1 gﬂO ‘(\aﬁ&f’ <0.001 72.9 83.2 <0.001
vender, males (%o) 4 {/@ P O{\Q\ 40.2 0.435 44.5 40.3 0.494
wving alone (Vo) ? 7 ‘\O(\ 48.0 0.018 35.0 53.3 0.002
o formal education (%) ?\P\? 2&@6 35.8 0.16 28.1 35.6 (.18
PPB scores” (%a) D Qo < \o
<6 3‘6 . Oe\‘e 3.8 36.9 <(.001 22 24.1 <(0.001
6-10 Q(GQ?Q( ¢ 153 156 15.1 17.0
=10 *Q\\l'a 723 40,5 747 50.2
loderate /i LW ‘F;HI.EEIJ actvity (%a) 38.3 13.4 <0.001 39.7 16.7 <0.001
Iypertensiony (%a) 44.2 50.6 0.24 44.7 47.2 0.68
diabetes (%a) 127 27.6 <(.001 129 17.2 0.3

leabolic syndrome (Ya) 225 20.0 (.57 227 12.3 0.06



2010; 39: 92-98)

Table 2. Characteristics of subjects included in the analysis according to change {:wnﬁe
in TADL at 3-year follow-up. Age- and sex-adjusted means and proportions zu'g\

&{@E pment of new disability)

N
Worsening in IADL O <G 723 New [ADL +:|i.~;al‘:ui].il'§;;I
< . \
No Yes . %t"(\iﬁ_ler_ No Yes P value
(n = 693) —\3\[@0 (n = 598) 7 = 100)
lllllllllllllllllllllllllllllllllllllllllllllllllllllll€V¥l‘llQ llllllllllllllllllllllllllllllllllllllllllllllllllllllllll
Age (mean) 72.4 \@_Ep\ =0.001 715 77.6 <0001
Gender, males (%) flﬂje g\(\a?ﬂﬂ <0.001 51.8 290 <(0.001
Living alone (%a) P\@\?& N 43.2 0.022 27.9 553 <(0.001
No formal education (%o) P‘?? 2'."6%6\0 335 0.1 21.2 39.5 <0.001
SPPB scores” (%a) 6@?\ \@\\
<6 @R e 55 25.0 <0.001 0.7 19.4 <0.001
6-10 @92 _((\C 13.1 252 8.7 219
=10 ‘,i\\,aQ °° 74.8 37.6 <0.001 86.2 515
Moderate /intens ysical acuvity (%a) 41.5 8.1 < (.00 48.7 13.7 <0.001
HypertensiN %) 44.5 61.2 <0001 44.1 71.2 <0.001
Diabetes (%a) 13.9 20.8 0.017 125 9.0 0316
Membolic syndmome (%) 21.7 35.1 < (.00 20.2 27.5 0,096



| pred IttO I'I del deC|IﬂO (Balzi D et al. Age and Ageing 2010; 39: 92-98) '\‘3\06&0
(o 6\0
NG
A o™
OO\G 6\6\’\:a
o 2% §2°
oed\) o 22
Worsening in TADL \:L\ © G{\\le‘ Development of new [ADL?
(m = 897) Parsimonious model® &OP‘ 2 d\ & = 698) Parsimonious model®
OR 5% CAN © 29 OR 95% C1
(O&g’\e o\ % Age 1.16 (1.10-1.21)
P‘$ . ‘\(\‘a Living alone 0.54 (0.32-092)
Age 1.14 ?/\’?/ ° Qf.\lc%—l 18) SPPB scores”
SPPB scores’ ??P\ (5‘\0(\ =10 1
=10 63?\% \6\\6 610 3.20 (1.68—6.09
6—10 (6\‘6 6@3 (2.24-6.02) <h 0.52 (1.82—49.9)
<6 (GQ ( Oe 5.70 (2.66-12.2) Physical activity 0.18 (0.09-0.36)
Physical EEIL".HI"!;\ \IQQ ?G 0.18 (0.10-0.33) Alcohol (g/day) 1.09 (1.03-1.15)
FnLrgr (§ 1.02 (0.98—1.06) <10 1
hlhn at ha'-.LanL 0.91 (0.80-1.03) 10-20 0.46 (0.24-0.86)
=20 0.50 (0.21-1.19)

Energy (kcal /day) 0.99 (0.93-1.03)



The muscle as an endocrine organ

White fat




Screenlﬂg COgﬂItIVO ha SenSO? (Koekkoek PS et al. Journal of Diabetes and Its Complmé((b\%

2015; 29: 1217-1222) 6\0\6
2
N
S
e Conceptual framework e Conclusions _e* \6\\2‘
e Physicians often assume that  Undiagnosed Q@&?\@lve impairment in
informing the patient about a T2DMpatiehts is associated with a
diagnosis of cognitive impairment will 8u,qe\&‘ﬁealth status and more

influence health status, quality of lif @G ggié]:)?esswe symptoms.
and depressive symptoms negat W
(lliffe, Manthorpe, & Eden, Q@ '#@
However, one could als \ér
undiagnosed cog Qfe | Qé?rment
for which the % t\@?l a family
memberﬁ y@ ask professional
help mﬁg {paffect health status and
ggm rate depressive symptoms,
OW%hecause it is likely to bother patients.

e \" Detection of cognitive impairment in
06 T2DM-patients identifies a vulnerable
patient group that could benefit from
tailored treatment and care.



Deficit cognitivo misconosciuto nei diabetici over 70 (57/225(1@9
correla con depressione e peggiore stato di salute (oekkoekra?%.

Journal of Diabetes and Its Complications 2015; 29: 1217-1222) d\
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| cardini della VMD geriatrica
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* Dimensioni esplorate  Logica proced \C
 Autonomia personale . Smteg&&’h\%m\éta a:
e Stato cognitivo - \sﬁtlw‘ael bisogni
e Stato affettivo o (éQQ%rOfHO di rischio
e Condizioni sociali oM ttim ne terapi

ondizioni sociali N (@(\a ? | |zz<j;\2|o -e e apla. | |
e Stato nutr/zmnal%qP?/ o(\e * - integrazione interventi diversi
o Stato di saI@t@%@f@eplto e - tailoring degli outcome
. R/scl%/ ?&Qwﬁuta e - migliore costo/efficacia

O\QMult/morb/l/ta e Polifarmacia




Where and when Multidimensional geriatric assessment began: GEMU

Sepulveda | \Oe\o\og\'b‘
66\0\6
GEMU  Control P
\:3\‘ ‘\_‘3\\6‘
) C,\6 \6\
Location Ae 0@\\6 2
« AW
Home/board and care 73%  e9%3 3 <005
\:L\‘e d\\‘e
Nursing home \)\1@%@6\6 30% <0.05
NV
Hospital (Re)AQ[m@él ¥ 34 9% 50% n.s.
(at 12 morg@sy‘ \O(\e
Q{e@t@u@? months) 23.8% 48.3% <0.005
Q(GQ G((
=N Costs (USD) 22’597 27°823

0\6@

Rubenstein et al. NEJM 1984: 311: 1664



		

		GEMU

		Control

		p



		Location


   Home/board and care

		73%

		53.3%

		<0.05



		   Nursing home

		12.7%

		30%

		<0.05



		Hospital (Re)Admission (at 12 months)

		34.9%

		50%

		n.s.



		Died (at 12 months)

		23.8%

		48.3%

		<0.005



		Costs (USD)

		22’597

		27’823
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Construct Validity of Activities of Daily Living Scale v@‘

Rotated component matrix: DM Oc;\e\@ 5\6\"

1 Transferring .885 8 Getting around B78(C 11 Grocery
2 Ambulation 865 outside shopping
3 Dressing ggo 9 Goin ug\éﬁj?égahe .756 13 Preparing .759
4 Eat 907 adsQ\ 65\9 meals
AHhg 907 ¥ yx@n{fhg foratleast 748 14 Light 766
5 Toileting (\é@) houseworking
6 Bathing @QO 12 Taking a bath or .615 15 Heavy .824
7 Contm&pé? 6\6 .880 shower houseworking
1 \76‘)@'( M 793 16 Cutting feet nails 572 18 Laundry .783
%\\ 80 Ta%ng medicine .700 19 Traveling 157
0\6@ 21 Managing money 467

Antonelli Incalzi R et al Chest 2005;
127: 830-8
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1 Transferring
2 Ambulation

Construct Validity of Activities of Daily Living Scale &O\O@a'

3 Dressing
4 Eating

5 Toileting
6 Bathing

2®

oet

<
7 Continensg?}g\@ﬂ?

2. oX©
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. \0©
A Clue To Distinguish the Disabling Effects of different chronic diseg@ @°
R
Rotated component matrix: CHF =~ e\ S
879 9 Going up or dowrb&rﬂn,\ '66(5{"6\?7 shopping |
ggp  stairs \\$O ,ad\ 13 Preparing .768
s08 10 Wa@@»}ér@m&%g} 623 Mmeals
4QQ . \2\@ 14 Light .783
.916\/@ ?%T@ﬁ?f\g 2 bath or gog5 houseworking
‘g;\@%ower 15 Heavy 797
16 Cutting feet nails 591 houseworking
19 Traveling 760 18 Laundry 749
20 Taking medicine 587
21 Managing money .643

Antonelli Incalzi R et al Chest 2005;

127: 830-8



Construct Validity of Activities of Daily Living Scale

N
The distinctive patterning of personal capabilities in ‘avexo\og
COPD (5\0\
200
\e’ia\\ B

1 Transferring

2 Ambulation
3 Dressing

4 Eating

5 Toileting

6 Bathing

7 Continence

12 Taking a@@th o

or sh

Rotated component matrix: COPD

.861 11 Grocery
854 shopping
889 13 Preparing

meals
908 14 Light
911 hou&q& 9

530 g Getting d_ p 16 Cutting 506
ou iQ® . e\© feet nails
b (\\‘ .
7953&0% 823 19 Traveling  .664
écﬁh the stars 20 Taking 646
8149\9 10 Walking for .823  medicine
at least 400 m 21 Managing  .695
825 } money
.822 l

-likely surrogate - compliance with
marker of dyspnoea inhalers?

- portable device for
Oxygen therapy




Strumento di VMD 0\9"6\0
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« o . « e \ \ \oa\\a
 Tradizionali * Innovativi .%o
e . o\ \\a\\e‘
e Descrittivi . On@mé@r Vi
. NC
 Non propositivi \@G %ﬁéﬁomﬂw
e 40
* Senza ricerca ezmloglcaw 02 222"« Ricercano la causa e rendono
o possibile una diagnosi eziologica
. Ollgodlmensm%jgﬁ ‘5\0“ J J
y e Permettono Il care plannin
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Effetti dell'implementazione del VAOR-

S
ADI ‘\6\06\0\0
Servizi Prima Dopo ‘(\@6\0
\6\\6\\1\\6"\&
. . o0 9o
Organizzazione Gerarchica \%@mi@m@qU|pe
AV S\
P e
Obiettivi Lasciati aé}ba}\(;%o‘\\‘e Predefiniti,
discr%éip?%(d@@ concordati, condivisi
W O%ipgdio
AN
p\e\" (\30
Interveng?\p\‘?\i\@‘e}%oordinati, settoriali  Coordinati, mirati
o
TN
Q\@@gcs&e Soggettiva, non Oggettiva,
‘,\"\Qa , . - - ]
o0 basata sull’efficacia  sistematica, basata
0\

sul raggiungimento
degli obiettivi



		Servizi

		Prima

		Dopo



		Organizzazione

		Gerarchica

		Lavoro di equipe



		Obiettivi

		Lasciati alla discrezione del singolo

		Predefiniti, concordati, condivisi



		Interventi

		Scoordinati, settoriali

		Coordinati, mirati



		Verifica

		Soggettiva, non basata sull’efficacia

		Oggettiva, sistematica, basata sul raggiungimento degli obiettivi






Com’e fatto V.A.O.R.

‘Q‘OG\O\OCS\
A 0\
Scheda di Va\lgt@‘?Qne
Eleme P

&@&@ e

P\,’L\ggcﬁéquenza di
Identificazione dei
Problemi

Valutazione Anziano
Ospite di RSA




VAOR

Sequenza ldentificazione Problemi (SIP)

e Delirium

e Sfera visiva

e ADL/Potenziale riabilitativo
e Benessere psico-sociale

e Problemi comportam
gﬂ
e Cadute s

8‘5@@%%‘@% decublto
\,\

go®° o*"e Mezzi di contenzione

e Disidratazione

\O*
Qo®
\0 e\

e Deficit cogmtlvo/de\mi\énza
\\0 \
. Comunlca(zabgﬂ‘é‘%\d\’\e‘\a

*Inc Qstaﬁem}% urinaria e
gﬁ& rb@@atetere

more
e Attivita

e Stato nutrizionale
e Ausili nutrizionali

e Uso di psicofarmaci



Minimum data set resident assessment

‘oe\o\og\
protocol (RAP) (0%
\\0\\6(\\\(;\\

Delirium Cognitive loss <£§’%

Visual function Commgmxé\\.l 0\‘6

ADL functional / Rehabilitation Uﬁjﬁ&%ﬁﬁontmence and
potential \@Oﬁ@dw‘écllmg catheter
Psychosocial well- belng(oﬁ?}e NN Mood state activities

Behaviour probl é\l“” o Nutritional status

Falls R ??P\ 9" Dehydration / Fluid
Feedw@ﬁ;}bﬂ? mainteinance
aggﬁmﬂcare Psychotropic drug use

0\3\30 Pressure ulcers
Physical restraints



VMD: surrogato di misura? 202°

 E' un indice semplice e di rapida ¢ Nel dlabete%e%\g{&@no
acquisizione che riassume buona mform@zﬂ?r})l@‘&e a permettere
parte della VMD in termini éél%y@’ﬁe di un surrogato di

classificativi. $0P“rm§ﬁra.
\\ (eg’&
* Non ha la capacita di mdqg&g'\ee\

degli interventi progéa, | g@é\a
VMD. ‘5\0“

* Ne sono gs'@r%bms‘lamdlce di
d|5@@e‘§ el BPCO e la classe
oe¥YHA nella CHF.



Non dimentichiamo la geragogia: health literacy dei diabeti\\jocs\""

dNZIAaNI (Yoo Hi. Diabetes Metab J 2017;41:155-159) 5\0\

O Possibly limited
B Appropriate




 Validity

e Reliability

* Internal consistency
* Predictive validity

e Discriminative prop%(pé’?

. Responswlty F\(((( R

. ngws’g@\?alq@éetlon

O
0\6@

(5\0(\6

0(\9\



Un esempio della complessita metodologica: |a validita

Face validity Indaga semplicemente se il questionario a le caratt r\igti@h‘e “superficiali” che
ci si aspetta, ad esempio se le domande sonoec';\egn e‘as‘\cm' io che si vuole

0O

valutare e con la popolazione da testare 0(‘;\ 5‘\6\\'
Content validity Valuta se le domande contenute le@\uegt@%arlo rispecchiano il concetto
\$) SN

latente che si vuole esplorarged 4

Predictive validity Valuta in che misue' uJ{c%nﬁ\églla valutazione predice outcome correlati.
Ad esempio, ilqﬁﬁes@t&gmg'lo sullo stato di salute dovrebbe predire |'utilizzo
di risorég\‘i%h‘leageﬁ?(
Pgi (\Q\(\a\
Concurrent vaIidit%P\é\’%‘gksgsaqn che misura il risultato della valutazione concorda con i dati ottenuti
=1 \1 eﬁ\ altro modo. Ad esempio, i risultati di un questionario sullo stato affettivo
G e\a dovrebbero concordare con i risultati dei criteri DSM IV.
(GQQ‘ ) -\OG
‘\,{\q’&QCongreuct validity La construct validity valuta se le associazioni teoricamente attese sulla base
\6906 delle teorie su cui si basa il questionario sono confermate dai dati ottenuti
O mediante il questionario stesso.

Convergent e In un questionario sullo stato di salute, ci si attende che domande ch

I D T T Y T Y . D I T T e I I

e



Valutazione cognitivo-funzionale in geriatria ed Impatto co- 403

. 6
morbidita geriatriche sul diabete: conclusioni 6\0\6"
\‘\9(\6'\
. . ‘ \:3\\6. ,a\'\a‘\
e VMD: molto verosimilmente utile. 00 e

G
* Strumenti di VMD: non elementi di speuflg\r,t%aggb* Pdiabetici.

 Comorbilita geriatriche: meglio m%gﬁ%ogbﬁ
* Impatto patologie compllcagﬁu\f\g{@b%te

0\6

e Impatto patologie c Q‘al%?ecn con il diabete
* Prospettive: g;@ﬁ@@ﬁ’e operativa strumento di VMD per i diabetici
flnallzzatgea? migfioramento della cura.
Q(@ ?e((
o™ e
0\69



Relationship between income and rate of admissions to hospital in

3
males over 75 (antonelli incalzi R et al. BMC Public Health 2007; 7: 227) ‘6\06\0\09
’&\6\0\
Rate of hospitalization R
185 o ‘e@\@‘& e\\\")'\&
140 o0 @3
AN\
120 P AR
¢ «e® |~ Femur fract
\ © ‘\\@(
100 R
G \ O Stroke
$@,v é\Q\U" CHF
60 e Diabetes
40 A ~=BPCO
20 0% 5 ¥ ————
2 (©
eﬁ(fi\‘ AaC ;e\‘e
‘ a ( ?e(\ I I I I I I I I I
o™ 1 2 3 4 5 6 7 8 9 10
Income levels
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