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Marnost |: Individualizovana JIP péce vs
geriatricky hospitalismus standardu

GERIATRICKY PACIENT versus SENIOR
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PROC JE SENIOR TYPICKYM PACIENTEM V UM?
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DVOIJI MOZNY NAHLED NA PROBLEMATIKU

HUMANISTICKY CELOSTNI

e Celostni medicina -
podpora aktivniho
uspesného starnuti

* Akceptovani
heterogenity populace
senioru — individualni
posuzovani, osobnostni
autonomie

e . STALE JSEM TO JA“

REDUKCIONISMUS

* Pojeti clovéka coby
biologického systému

* Dlraz na prosperitu a
vykonnost

* Muze vést k ustupovani
od lécby s pausalnim
argumentem marnosti




SOUVISLOSTI GERIATRICKE PROBLEMATIKY

Etické
y : otazky
Spolecnost — postoje, /

pojeti, PR, .\ Psychologicka —

sterotypizace, Jravotni izolace,
ageing... problematika osamelost

L N\ 4

Existencialni — ztrata
smyslu, budoucnosti,
vile, uplatnéni

Socialni -
kontakty,
potreba péce




KOMPLEXNI PRISTUP (VCETNE SOCIALNI SFERY)

Ztrata aktivity a programu * Typicka multimorbidita

Socialni izolace (izolovana * polyfarmacie — zvySovani nezadoucich

gerontologicka domacnost) a osamélost ucinku na ukor terapeutické efektivity

Konflikty v rodiné e Zhorseni sluchu, visu, mobility,
kognice...

Neumérné naroky prostredi na seniora

e Terapeuticky pristup musi byt
multidisciplindrni, ,organova”“ medicina
selhava!

Obtizna adaptace na zatéz a zmeény
prostredi

Umisténi do ustavni péce . i
_ * Potreba znalosti geriatrickeé
Spatna financni situace problematiky u vSech lékaft, ktefi Fesi

Problémy s oéekavanou smrti akutni problemy pacientu



STRATIFIKACE RIZIKA S OHLEDEM NA KREHKOST

Pady — syndrom FLOF (,,found lying on the floor),
nestabilita

Imobilita — ,,ulehnuti“

Delirium dezorientace, neklid, apatie — nékdy
muze byt i bez diagnostikované kognitivni
poruchy

Inkontinence pfi akutnim zhorseni stavu

Zvysena nachylnost k vedlejsim ucinkam lékd —
BEERSOVA KRITERIA - seznam léku nevhodnych
pro seniory

Malnutrice, ubytek hmotnosti 2 5 kg/rok,
anorexie

Sarkopenie, fixatory lopatek, DKK, hand grip
Subjektivni stiznosti na celkovy zdravotni stav

Kognitivni dysfunkce, deprese, ztrata motivace,
poruchy spanku

PRISMA KRITERIA

(3 a vice hovori pro syndrom frailty):
1. Veéknad 85 let?

2. Muizské pohlavi?

3.  Chronické zdravotni problémy, které limituji
bézné aktivity?

4. Dlouhodobé potirebuje pomoc druhé osoby?

5. Zdravotni problémy, v dusledku kterych
setrvava prevazné doma?

6. Spoléha se v pripadé pomoci na nékoho
blizkého v okoli?

7. Uziva pravidelné htil, berle nebo choditko?



STRATIFIKACE RIZIKA S OHLEDEM NA KREHKOST
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Clinical Frailty Scale*

I Very Fit — People who are robust, active, energetic
and motivated. These people commonly exercise
regularly. They are among the fittest for their age.

2 Well - People who have no active disease
symptoms but are less fit than category |. Often, they
exercise or are very active occasionally, e.g. seasonally.

3 Managing Well — People whose medical problems
are well controlled, but are not regularly active
beyond routine walking.

4 Vulnerable —While not dependent on others for
daily help, often symptoms limit activities. A common
complaint is being “slowed up”, and/or being tired
during the day.

5 Mildly Frail — These people often have more
evident slowing, and need help in high order IADLs
(finances, transportation, heavy housework, medica-
tions). Typically, mild frailty progressively impairs
shopping and walking outside alone, meal preparation
and housework.

6 Moderately Frail — People need help with all
outside activities and with keeping house. Inside, they
often have problems with stairs and need help with
bathing and might need minimal assistance (cuing,
standby) with dressing.

7 Severely Frail - Completely dependent for
personal care, from whatever cause (physical or
cognitive). Even so, they seem stable and not at
high risk of dying (within ~ 6 months).

8 Very Severely Frail — Completely dependent,
approaching the end of life. Typically, they could

| not recover even from a minor illness.

9.Terminally lll - Approaching the end of life. This
category applies to people with a life expectancy
<6 months, who are not otherwise evidently frail.

Scoring frailty in people with dementia

The degree of frailty corresponds to the degree of dementia.
Common symptoms in mild dementia include forgetting the
details of a recent event, though still remembering the event itself,
repeating the same question/story and social withdrawal.

In moderate dementia, recent memory is very impaired, even
though they seemingly can remember their past life events well.
They can do personal care with prompting.

In severe dementia, they cannot do personal care without help.

* |. Canadian Study on Health & Aging, Revised 2008.
2. K Rockwood et al. A global clinical measure of fitness and
frailty in elderly people. CMA] 2005;173:489-495.

© 2007-2009.Version |.2. All rights reserved. Geriatric Medicine DA LHOUSI E
Research, Dalhousie University, Halifax, Canada. Permission granted UNIVERSITY
to copy for research and educational purposes only. Inspreing Mind



DIAGNOSTIKA A TRIAZ - SELHAVA

Nevyrazné klinické priznaky
» ,babicce je spatné”, ,zhorseni
stavu”, ,,nevime ++“
Netypické priznaky
* sepse bez teplot, STEMI bez
stenoakardii....

Sklon k protrahovanému prubéhu a

chronicité

Sklon ke komplikacim
Multimorbidita
Zvlastnosti chorob ve stari

Mikrosyptomatické projevy nemoci — atypické
priznaky ,vzdaleného organu”

Loziskové neurologické priznaky, vertigo, pady
— dif. dg. STEMI, sepse, dehydratace

Nahle vzniklé zhorseni stavu — psychického,
fyzického, kognice

Dezorientace, delirium

Prognostické konsekvence: retézce komplikaci
= uplna kompenzace jedné nemoci vyvola
zhorseni jiné — optimalni péce znamena
subkompenzaci, zvazovani risk/benefit




ZMATENOST: NEMOC, DELIRIUM NEBO DEMENCE?

Tabulka X-1: Charakteristické rozdily mezi deliriem a demenci

(volné zpracovano podle autord Woodforda a George)

Proménni Delirium Demence
Nastup piiznakn Nahly (hodiny — dny) Pozvolny (tydny — mésice)
Prubéh Kolizsajici Pomalé zhordovani
Zhoriena kratkodoba pamét + +

A Prostorova orientace

SniZeni pozornosti + -
Halucinace a iluze + -
Psvchomotorickeé zmény + -
(aktivace nebo stupor)

Poruchy spanku + -

FPozn.: + = éasto se vyskytujici, - = necharalteristicke



ZMATENOST: NEMOC, DELIRIUM NEBO DEMENCE?

DELIRIUM DEMENCE
* Akutni kvalitativni porucha * Poruchy kognitivnich funkci a
védomi poruchy chovani
* Dusledkem akutni zmény nebo * Chronicka progrese, ireverzibilni
akutniho onemocnéni — vyvoj v poskozeni zejména mozkové kury
prubéhu hodin a dnti — neurodegenerativni nebo

* Diagnostika (infekce, metabolické vaskularni onemocneni

poruchy, kardialni dekompenzace, <+ Symptomaticka lécba a
dehydratace) oSetrovatelska péce,

- TERAPIE - na zskladé diagnostiky ~ Psychosocialni a rezimove




LEKY: MENE JE VICE

Riziko nezadoucich ucinku roste POLYFARMAKOTERAPIE

exponencialnée

Interakce: lék x lék, Iék x nemoc V primérni pééi 29-59 %
Nonadherence! (pochopeni ucinku, ‘v r  rwe 0
spravného davkovani...) DRI [ el 2

& & 4 Iv.. . o
Preskribéni kaskady V dlouhodobé/nasledné péci: 59-84 %

latrogenni poskozeni



RACIONALNI FARMAKOTERAPIE V GERIATRII

Beersova kritéria: léCiva potencialné nevhodna ve stari z
hlediska diagnoz (priklady):
Fick D.M. et al.: Archives of Internal Medicine 163: 2716-2724, 2003

Ztizena mikce Anticholinergni léciva

Sympatomimetika (celkové napr. k

Hypartenze dekongesci nosni sliznice)

Arytmie Tricyklicka antidepresiva

Metoklopramid, Antipsychotika 1.

Parkinsonova nemoc
generace

Anticholinergni léCiva,

Zacpa Blokatory vapnikovych kanalu
Obezita Olanzapin
IfsGiniiG Sympatomimetika (celkové napr. k

dekongesci nosni sliznice)

Kognitivni poruchy Anticholinergni léCiva, Benzodiazepiny,

Expertni konsenzus CR 2012 v oblasti léciv
a lékovych postupii potencidlné nevhodnych ve stdri

Vhodnost volby Iéciv a ddvkovacich schémat u geriatrickych pacientd (Oddil I.),
interakce lék-nemoc ve stdfi (Oddil Il.)

Daniela Fialova™3, Eva Topinkova', Anna Ballékova', Hana Maté&jovska-Kubesova?

"1. [ékarska fakulta Univerzity Karlovy a Vseobecna fakultni nemocnice v Praze, Geriatricka klinika
’L ékafska fakulta Masarykovy univerzity Brno, Klinika interni, geriatrie a praktického lékafstvi
*Farmaceuticka fakulta UK, Hradec Kralové, Katedra socialni a klinické farmacie

Koordinatofi: prof. MUDr. Eva Topinkova, CSc., PharmDr. Daniela Fialova, Ph.D.

Expertni panel: prof. MUDr. Stefan Alusik, CSc., MUDr. lvo Bures, doc. MUDr. Tomas Dolezal, Ph.D.,

MUDr. Ivana Dolezelova, MBA, MUDr. Bozena Juraskova, Ph.D., prof. MUDr. Hana Maté&jovska-Kubesova, CSc.,
doc. MUDr. Jifi Neuwirth, CSc., MUDr. Martina Novakova, MUDr. Jaroslava Lafikova, prof. MUDr. Frantisek Perlik,
DrSc., doc. MUDr. Bohumil Seifert, CSc., MUDT. Josef Stolfa,

prof. MUDr. Jan Svihovec, DrSc.

Explicitnf kritéria lé¢iv/Iékovych postupil potencidlné nevhodnych ve stafi patii k zdkladnim nastrojiim raciondinf geriatrické preskripce
a byva|l 3lroce uZivana v preskripénich programech, edukanich metodéch a epldemlologickych studlich. V poslednich desetiletich byla
publikovana fada explicitnich kritérli, zeJména v oblastl raclonalni volby léciva, gerlatrického davkovani léciv, zakladnich Interakei lék-nemoc
a voblastl lékovych postupd, které maji vyznamny klinicky ptinos u starsich nemocnych, ale byvaji tasto poduzivény. Publikovana zahrani¢ni
explicitni kritérla Jsou vzdy specificka pro farmaceuticky trh dané zemé a nereflektu)( lékovou politiku v Ceské republice (CR). Zahrnu)i fadu
v CR neregistrovanych l6¢lv a nakteré lékové postupy, které Jsou v nasich podminkach uzivany, nejsou uvedeny. Cllem vyzkumnych praci bylo
vytvoiit explicitnf kritéria l6¢iv a Iékovych postup( potenciding nevhodnych ve stafi pro vyuziti v podminkach CR (v Iékové politice, klinické
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RACIONALNI FARMAKOTERAPIE V GERIATRII

bette:together East Lancashire Hospitals 753
s T

STOPP START Toolkit
Supporting
Medication Review

STOPP:
Screening Tool of Older People’s
Potentially
Inappropriate Prescriptions

START:
Screening Tool to Alert Doctors to
Right
(i.e. appropriate, indicated)
Treatments

Lightning Learning: STOPP/START in the ED

> f © & @EM3FOAMed

J em3.org.uk

Polypharmacy can increase the risk
of drug interactions and adverse
reactions, together with reducing
the quality of life for patients.

Medication review in the Emergency
Department (ED) can:

-> Reduce iatrogenic adverse
effects.

= Avoid the ‘prescribing cascade’
(prescription of further
medications inappropriately
when the patient may be
experiencing side effects).

-> Decrease hospital admissions.

Adverse Drug Events account for
approx. 6.5% of all admissions, but
more in older people. This leads to
increased hospital stay with
significant morbidity and mortality.

LOOK

The STOPP/START criteria is
validated to help reduce potentially
inappropriate prescriptions
amongst older people.

% Screening Tool of Older Persons
(potentially inappropriate)
Prescriptions (STOPP)

% Screening Tool to Alert doctors
to the Right Treatment (START)

This decision aid has a series of
rules/suggestions related to
high-yield problems in prescribing.
Always consider reviewing
medications when such patients
present to the ED.

e e NS EREMS

Polypharmacy Guidance apps:
https://apple.co/34547IB (iPhone)
https://bit.ly/3jaNbQF (Android)
ACB calculator:
http://www.acbcalc.com

For calculating your patient's anticholinergic
burden. These medications can significantly
increase your patient’s morbidity & mortality.

NICE Database of Treatment
Effects: https://bit.ly/3iuK8mp

Accurate guide + data related to medication
treatment effects inclusive of number needed
to treat.

STOPP/START Toolkit:
https://bit.ly/3k0DLYf

Authors: Jolo| Tomber & Sunny Jutia  Date: 30.09.2020  Version: 10




SILVER TRAUMA A
OPRAVDU ZLATA HODINA

« Casto i u nizkoenergetickych mechanismd,
vysSi mortalita

e Zhodnotit i vliv farmakoterapie na VF pfri
traumatu

e Zlepseni triaze — jak v PNP tak na
urgentnim prijmu

* TK versus znamky hypoperfiize (zmatenost,
df, kapilarni navrat, oligurie, laktat, BE> -6
mmol/I, laktat >2,4 mmol/I)

* Poranéni hrudniku — dostatecna analgezie!
— prevence atelektaz, pneumonii

* Delsi rehabilitace a rekonvalescence




TRAUMATOLOGICKA TRIAZ SENIORU

Silver Trauma

A
l AN ; Recognising Major Trauma in >65

\
A
A\

MECHANISM OF INJURY

- Fall downstairs

- Fall from any height other than standing

- Pedestrian / Cyclist struck by vehicle

- Road Traffic Collision (except simple rear shunt or speed <30mph)
- Penetrating or crush injury to torso

Physiology/Anatomy

- Systolic BP  <110mmHg

-HR >90bpm

-GCs <15

-2 or More Body Regions (i.e. Chest and Pelvis)
- Suspected Head or Spinal Injuries

Medication

ANY P> Full Trama Team OR Senior Doctor & Nurse

A

CLINICAL WARNING

Occult Shock - medication and prexeisti di lar disease
Spinal Injury - CT is recommended in this group & look for 2nd #
Trauma Vs Collapse? - coexisting medical cause 2 (i.e. MI > RTC)
Secondary Survey - don't get distracted by first injury found
Co-Morbidities - don't forget Parkinson's Medication

INHS|

Barnet Hospital Royal Free London
NHS Foundation Trust

SILVER TRAUMA ACTIVATION CRITERIA (STAC)

The purpose of the STAC tool is to improve the prospective identification of serious injuries in patients over 70 who have had lower energy mechanisms
of injury. The STAC tool accompanies the traditional trauma team activation protocol which, if fulfilled, should trigger a trauma call as usual.

Is the patient Has there been a low
P = energy mechanism of Use the STAC tool
over 707? injury*?
No clear mechanism, but injury
identified on any imaging. Re-screen
patient STACTOOL

PHYSIOLOGY *MECHANISM ANATOMY
Any of the following Road Traffic Collision (any mechanism and Significant external craniofacial trauma or
Systolic BP < 110mmHg any velocity of impact) clinical suspicion of an intracranial injury
Pulse > 100 BPM Suspicion of a neck injury
RR>20 Fall downstairs (any number of steps) Tenderness over chest wall
GCS < 15 (even if baseline) Tenderness of abdomen
Lactate > 2 Fall from standing with an associated Severe swelling or deformity to a limb
Patient on anticoagulants anatomical injury (see next box—s) Injury to 2 more body regions

Immediate ED Consultant or Registrar (ST4+ or equivalent) review. Trauma Call (document if decision not to activate) or, at the discretion of the ED

Consultant, a Trauma Assessment (a primary ‘ABCDE’ assessment conducted by an ST4+ doctor with an ED nurse). Always adopt a low threshold for
Pan CT (as per Pan London Elderly Trauma Guidance).




PACIENTI, ZDRAVOTNICI A RODINY
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