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Paziente e medico devono quindi incontrarsi alla pari,

portando conoscenze diverse, esigenze, preoccupazioni, e forza di
attrazione “gravitazionale “ma non rivendicando alcuna
posizione di centralita
........ 0 — per tornare alle radici della medicina -il caduceo -di cui
due serpenti che si intrecciano per sempre.
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REMARKS ON ANGINA PECTORIS,
BY JOHN WARREN, M. D.

I~ our inquiries into any particular subject of Medicine, our
Iabours will generally be shortened and directed to their proper
objects, by a knowledge of preceding discoveries.

‘When Dr. Heberden, in the London Medical Transactions,
first described a disease under the name of Angina Pectoris, so
litle had it attracted the attention of physicians, that much sur-
prise was excited by the communication. From thc most strik-
ing and distressing symptoms, with which it was attended, pain
and stricture about the breast, it received from him its denomi-
nation ; and he soon after published farther remarks on this
subject, with the history of a case and appearances on dissection.

That all the cases which this author had noticed as accompa-
nied with affections of a somewhat similar nature, were instances
of true Angina Pectoris, is by no mcans probable; for not
Tess than onc hundred of those were supposed by him to have
fallen under his observation. Of those, three only were women,
one a boy ; all the rest were men, and about the ageof fifty.

In the same work were communicated some observations
on this disease made by DF. Wall, whe likewise added a case
of dissection.

Dr. Fathergill, in the fifth volume of the London Medical Ob-
servations and Knquiries, 1774, published his remarks upon An-
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John Warren, a founding member of Harvard Medical School:

A treatise on angina pec‘covis. 1812

Bloodletting more

topical ether

Opium

Powerful laxatives

Caustic agents that blistered the skin over his sternum

Asafetida

Arsenic and bled him vigorously

JESUS




1812-2012

Dalle sanguisughe, lancette, e purganti dei primi anni del 1800 ai farmaci molecolari
mirati di oggi, i medici hanno sempre cercato terapie nuove e migliori.
Tuttavia I'evoluzione nel campo della terapia non é stata lineare, e nessuna delle
rivoluzioni terapeutiche degli ultimi due secoli & stata immediata o completa.

Therapeutic Evolution and the Challenge of
Rational Medicine

Jeremy A. Greene, M.D., Ph.D., David S. Jones,
M.D., Ph.D., and Scott H. Podolsky, M.D.

N Engl J Med 2012; 367:1077-1082September
20, 2012
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ONE MAN’S
MEDICINE

Ax Astedirprapdy of

Professor Archie Cochirane

Aschituld L Cochrane with Max Blythe

1972. Archibald Cochra NE, un epidemiologo inglese,

sosteneva che i risultati della ricerca avevano un impatto molto limitato
sulla pratica clinica e in un libro che ha lasciato una traccia profonda nella
storia della medicina scriveva:

"e causa di grande preoccupazione constatare come la
professione medica non abbia saputo organizzare un
sistema in grado di rendere disponibili, e costantemente
aggiornate, delle revisioni critiche sugli effetti
dell'assistenza sanitaria".

«rendere disponibili a tutti i pazienti solo gli
interventi sanitari di documentata efficacia.»




We should only fund

evidence based medicine. | ™\

La EBM si poneva cosi
prepotentemente come momento di
svalutazione della intuizione, della
valutazione non sistematica delle
informazioni cliniche, e dell'utilizzo del
razionale fisiopatologico come base
sufficiente per la decisione clinica
stressando invece




"la EBM costituisce un approccio alla pratica clinica dove
le decisioni cliniche risultano dall'integrazione tra

e l'utilizzo coscienzioso, esplicito
e giudizioso delle migliori evidenze scientifiche
disponibili, mediate dalle

Evidence-based Medicine
What it is and what it isn't

Research
Evidence

Clinical

Expertise
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nasce la Evidence Based Medicine EBM
Medicina delle Prove di Eﬁcacia

|° DEFINIZIONE DI LINEE GUIDA




1996, Sackett : "/'uso giudizioso delle migliori evidenze disponibili per prendere
decisioni sui pazienti, ossia integrare la con le
migliori evidenze prodotte dalla ricerca sistematica".

Per "la competenza e la capacita di giudizio che i
medici acquisiscono nella loro pratica professionale gestendo con attenzione e
coinvolgimento situazioni cliniche particolarmente complesse".
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La definizione piu nota di Linee Guida e quella formulata dall’Institute of Medicine nel 1992

che le definisce come

“raccomandazioni sviluppate in modo sistematico
per assistere medici e pazienti nelle decisioni sulla

gestione appropriata di specifiche condizioni

cliniche”
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Tabella 1

Livelli di prova e forza delle raccomandazioni

LIVELLI DI PROVA (mef testo abbreviato in LdP)
Prove di tipo
Prove otienute da piU studi clinici controllati randomizzati efo da revisioni
sisternatiche -'J studi randomizzati
Frowve ottenute da un sodo studio randomizzato di disegno adeguato

e g L|| orie Al Fdl Zat Con Co I LUILIN T =
Prove ottenute da studi di coorte non randomizzati con controfli concorment
o storici o loro metanaisi

Prove otienute da studi retrospettivi tipo casocontroilo o loro metanalisi
Prove oftenute da studi di casistica ("sene di casi”) senza gruppo di controllo

Prove basate sull'opinione di esperti autorevoli o di comitati di esperti come
indicatoi |Ire~r--:u_n-:l.= O consensus conference, o basate su opinioni dei membri
del gruppo di lavoro responsabile di gueste linee-guida

FORZA DELLE RACCOMANDAZION! | el testo abbre viato in FdR)
Forza

Lesecuzione di quella particolare procedura o test diagnostico & fortemente
raccomandata. Indica una particolare raccomandazione sostenuta da prove
scientifiche di buona gualita, anche se non necessariamente di tipo | o

Si nutrono dei dubbi sul fatto che quella particolare procedura o intervento debba
SEMpre essere raccomandata, ma si ritiene che |3 sua esecuzione debba essere
attentamente considerata

Es S[E‘ una sostanziale I'I:EFTE’E-:I a favore o contro la raccomandazione di

della procadura non @ raccomandata

esacuzione della procedura



Systematic
Reviews

TRIP Database
searches these
simultaneously

Critically-Appraised FILTERED
Topics INFORMATION

[Evidence Syntheses]

Critically-Appraised Individual
Articles [Article Synopses]

Randomized Controlled Trials
(RCTs)

‘ UNFILTERED
Cohort Studies INFORMATION

Case-Controlled Studies
Case Series / Reports

Background Information / Expert Opinion
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Le seguenti evenienze cliniche hanno come riferimento Linee Guida.

Insufficienza cardiaca

idelines for the Evalutation and Management of Heart Failure — 1995 — American College of Cardiology)
Malattie cerebrovascolari (Ictus ed accessi ischemici transitori)

(Ictus cerebri: linee guida Italiane ; SPREAD 1999)

Broncopneumopatie cronica ed asma bronchiale

(Veterans health administration clinical practice guidelines)

Polmoniti

(The Medical Letter 1999)

Sincopi

(ACP-ASIM 1997)

Malattie esofago-gastriche ed eradicazione infezione da Helicobacter Pyloridis

(National Guideline Clearinghouse 1997-Gastroenterology 1998)

Angina pectoris

(Cardiolink 2000)

Aritmie cardiache

(European Heart Journal 1998)

Ipertensione arteriosa

(Linee guida per il trattamento dell’ipertensione — 1999 —OMS)

Diabete Mellito

(American Diabetes Association Clinical Practice Recommendations 1998).

Encefalopatia epatica

(NEJM 1997)

Reumatologia —artrite reumatoide

(Arthritis & Rheuamtism 1996)

Tromboembolismo venoso (compresa ’embolia polmonare)

(Linee guida per la diagnosi,profilassi e terapia del tromboembolismo venoso. SISET 1999)
Osteoporosi

(American association of clinical endocrinologists 1996)

Prevenzione delle dislipidemie

(Prevention of Coronanar Heart Disease in Clinical Practice Europen Society of cardiology et alt.)
Obesita

(LIGIO 99- Linee Guida Italiane Obesita — Task Force Obesity Italia)

Trattamento dell’ipertiroidismo e dell’ipotiroidismo

(Treatment Guidelines for patients With Hyeprthyroidism and Hypothyroidism.JAMA 1995)

A.O. Spedali Civili P.O.Montichiari U.O. Medicina linee guida 2001




Linee guida operative




Caratteristiche del presidio

-assenza di terapia intensiva

-possibilita di monitoraggio semplice (non centralizzato)
-presenza dello specialista cardiologo in orario diurno

-presenza del medico rianimatore in orario diurno




“Gestione del paziente con dolore toracico”

Il percorso

Incontro con gli esperti
Panteghini

Bozza del protocollo
Cuccia l

Discussione nelle riunioni
di reparto

(medici e capo sala)




“Gestione del paziente con dolore toracico”

Il percorso

Discussione nelle riunioni
Stesura bozza =)  direparto

(medici e capo sala)

Correzione

Discussione nelle riunioni
di reparto allargate (IP

ed OTA)
Bozza per altre UO coinvolte




Condivisione

PS

cardiologi del Presidio

l

Utic

Versione definitiva

SETTE ANNI
IN TIBET

JEAN JACQUES ANNAUD
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Algorithm representing the emergency department approach to an

adult patient with syncope
1

No (eg, seizure, stroke
head trauma, other)

'

ED evaluation Appropriate management
-History
-Examination
-ECG

'

| Diagnosis established? |
|

es

| Syncope with clear cause | I Unexplained syncope |
Serious cause? | I Risk stratification |
I . 1
High risk Low risk and
asymptomatic
(3] ;
Admission for Discharge with
Appropriate management; Likely discharge evaluation and follow up
Admission cardiac monitoring
Cardiac syncope Neurocardiogenic High risk criteria include:
Arrhythmia Vasomotor syncope Abnormal ECG
t O Myocardial infarction Carotid hypersensitivity History of cardiac disease,
Valvular heart disease Situational syncope especially presence of
Pericardial effusion Medication related heart failure
Pulmonary embolism Orthostatic hypotension Persistently low blood pressure
Neurologic syncope (systolic <90 mmHg)
Subarachnoid hemorrhage Shortness of breath with
Subdlavian steal syndrome event or during evaluation
Transient ischemic attack Hematocrit <30 (if obtained)
Significant hemorrhage Older age and associated
GI bleed comorbidities
Trauma Family history of sudden
Ruptured spleen cardiac death
Ruptured ectopic pregnancy
Ruptured ovarian cyst

I UpToDate




Algorithm representing the emerg
adult patient with syncope

\6“\’(’0 m—

Yes

Anamnesi I
Esame obie*ﬂﬁfﬁ“"

-Examination

ECG —

Diagnosis established?




] Relative Contributions of History-taking, PhysicalExamination,
and Laboratory Investigation to Diagnosis and

Management of Medical Outpatients

J. R. HAMPTON, M. J. G. HARRISON, J. R. A. MITCHELL, J. S. PRICHARD, CAROL SEYMOUR
British Medical Journal, 1975, 2, 486-489

A diagnosis that agreed with the one

finally accepted was made after reading
the and taking the
N new patients




Articles

Contributions of the History, Physical
Examination, and

Laboratory Investigation in Making
Medical Diaghoses

MICHAEL C. PETERSON, MD, Morgantown, West Virginia; JOHN H. HOLBROOK, MD; DE
VON HALES, MD;N. LEE SMITH, MD; and LARRY V. STAKER, MD, Salt Lake City, Utah 1992

This study supports the wide[y held Ioe[ief that the
"his’covy is the most powelgCLd diagnosﬁc tool available

to the internist."
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The end of clinical
freedom

J R Hampton

Professor of Cardiology, University Hospital,
Nottingham NG7 2UH

2012/8

Clinical ﬁreedom is dead, and no one need regret Its passing.

La liberta clinica ¢ morta e nessuno deve V'me iangere la sua

scomparsa




Clinical freedom died accidentally, crushed

betweenthe rising cost of

investigation andtreatmen
limits inevitable in anecon
expand indefinitely. Clinica
however, have been strang
best it was a cloak for igno
an excuse for quackery. Cli
amyth that prevented true
welcomeits demise, and se
opportunities now laid out

J R Hampton
Agosto 2012
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\Mlla peggiore scusa per la
DOV E LA LIBERTA ito che impediva il
» |[a sua scomparsa, e

REGIA CI ROBERTO HO"SELLINI

B Bse” davanti a noi




COLLEGE LECTURES
Clinical Medicine Vol 3 No 3 May/June 2003 279

Guidelines — for the
obedience of fools and

the guidance of wise

men?

John R Hampton
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DECRETO-LEGGE 13 settembre 2012, n. 158
Disposizioni urgenti per promuovere lo sviluppo del Paese mediante un
piu’ alto livello di tutela della salute. (12G0180)

Art. 3
Responsabilita' professionale dell'esercente
le professioni sanitarie

1. Fermo restando il disposto dell'articolo 2236 del codice civile,
nell[accertamento della colpa lieve nell 'attivita)' dell'esercente le
professioni sanitarie il giudice, ai sensi dell'articolo 1176 del

codice civile, tlene conto 1in particolare dell'gsservanza, nel caso
concreto, delle linee guida e delle buone pratiche accreditate dalla

comunita' scientifica nazionale e internazionale.
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Examples of Standing Orders for Registered Nurses for Prescription Refills.

Examples of Standing Orders for Registered Nurses for Prescription Refills.*

Diabetes

Appointment  Glycated Hemoglobin Normal Creatinine and How to Refill
in Past 6 Mo <7.5% Potassium for Past 6 Mo

Yes Y 3-mo supply (1 refill)

Yes or No NoT 1-mo supply (no refill), order lab tests, sched-
ule appointment

T The standing order would delineate seriousIz abnormal levels that would trigger urgent clinician review,

1S v |\IU| L=inivw )UP}JI)" ‘I\U I!'_‘III\']r aLncuuIc GPPUIIILIIICIIL

Hypertension

Appointment  Systolic Blood Pressure Normal Creatinine and How to Refill
in Past 6 Mo <130/80 mm Hg Potassium for Past 6 Mo

Yes Yes Yes 3-mo supply (1 refill)

Yes or No Not 1-mo supply (no refill), order lab tests, sched-
ule appointment

Yes 1-mo supply (no refill), schedule appointment

Yes 3-mo supply (no refill), schedule appointment

Yes or Nof 1-mo supply (no refill), schedule appointment
Hyperlipidemia

Appointment LDL Cholesterol <100 mg/dl for Patients with Diabetes, How to Refill
in Past6 Mo  Cardiovascular Disease, or Both; <130 mg/dl for Other Patients

Yes Yes 3-mo supply (2 refills)
Yes or No Nof 1-mo supply (no refill), schedule appointment

No 3-mo supply (no refill), schedule appointment

* LDL denotes low-density lipoprotein.
T The standing order would delineate sericusly abnormal ieveis that would trigger urgent clinician review.

The NEW ENGLAND
JOURNAL of MEDICINE
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“E’ assolutamente necessario che tutti gli attori del
network assistenziale lavorino insieme per
sviluppare programmi di educazione sanitaria piu
efficienti, una migliore prevenzione, una diagnosi
tempestiva e una efficace gestione della malattia,

per evitare le complicanze, che rappresentano la
maggior parte degli oneri sociali, umani ed
economici generali del diabete”.




organizzative monoprofessionali, denominate:
"aggregazioni funzionali territoriali"




In the as we and others
envision it — and as a few pioneers are beginning
to create it — a day in a primary care office would
begin with a team huddle

medical assistants (MAs),
registered nurses (RNs),
nurse practitioners,
physician assistants,
front-desk staff,
behavioral therapists,
clinic managers,

social workers, and phySiCia ns.

nutritionists,

The team would discuss the day's
patients and their concerns
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Figure 1.

Health Care Spending per Capita, 2004
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Table 1. Health Care Spending in OECD Countries, 2004

Health care spending
Health care per capita, as a Health care Percentage of
spending per percentage of U.S. spending as a GDP per health care
Countrv capita amount percentage of GDP capita publicly financed

United States $6.102 100.0% 15.3% $39.772 44 7%
Luxembourg $5,089 83.4% 8.0% $03.433 00 4%
Switzerland $4.077 66.8% 11.6% $35,140 58 4%
Norway $3.066 65.0% 0. 7% 340,715 83.5%
Iceland $3.331 54.6% 10.2% $32.527 83 4%
Canada $3.165 51.9% 9.0% $31 828 69 8%
France $3.150 51.8% 10.5% $20045 78 4%
Austria $3.124 51.2% 0.6% $32.519 70.7%
Australia $3.120 51.1% 0.6% $32.573 67.5%
Belgium $3.044 49.9% 10.1% $31.381 71.1%
Germany $3.043 40 0% 10.6% $28.816 76.9%
Netherlands $3.041 40 8% 0.2% $32.078 62.3%
Denmark $2.881 47.2% 8.9% $32.304 82.9%
Sweden $2.825 46.3% 9.1% $31.139 84 0%
Ireland $2.506 42.5% 7.1% $36.470 79.5%
United Kingdom $2.508 41.1% 8.1% $30.822 86.3%
Italy $2.467 40.4% 8.7% $28.352 75.1%




Table 2. Average Compensation in Certain Health Professions,
2004 (Dollars in U.S. Purchasing Power Parities)

Specialists General practitioners Nurses
in Ratio to per in Ratio to per in Ratio to per
$1,000s | capita GDP [ $1,000s | capita GDP | $1,000s | capita GDP
[Netherlands $253 6.0 $117 3.6
[Australia $247 7.6 $01 2.8
‘nited States $230 5.7 $161 4.1

IBelgium $188 6ol  s61 2.0] Nt
fcanada $161 5.1[  s107 34|
IL'nited Kingdom $150 4.9 $118 3.9 ( $42

rance $149 5.0 $92 3.1
[reland 5143 4.0
Switzerland $130 3.8 $116 34
[Denmark $91 2.9 $109 3.4
[New Zealand £89 3.6
(Germany $77
[Norway $77
Sweden $76
[Finland $74
Greece $67
[Portugal $64
[Czech Republic £35
[Hungary §27
[Mexico $25
[Poland $20
JAVERAGE 5113
excluding U.S. $107
[Median $83
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General Physician Job Average Salary

Country

U.5. average
salary

Taiwan average
income

UK median
salary

Japan average
salary

Australia
average income

Singapore
average salary

France median
salary

Finland average

Net Monthly Income
constant 2005 USS [a] [d] HNotes, Source

FPF $ 82,189 (%8180 )Family and general practitioners, standardized haours (2,080
hoursfyear), 2005. U.2. Department of Labar, [t

FPF $ 5,388

52,885

Full-time and parn-time employees, 2004. Mational Statistics
Republic of China, [9].

FFPF 5,214 gmployees, 2005. UK Employment Department, [9], [t].

FPP & 4584 §5401 Excl overtime and banus, June 2005. Men only. Private
establishments with 10 or more regular employees. Japan
Statistical Yearbook [17], [k].

prr 34164 $4 087 Average of dentist and general physician, May 2004. Mormal
hours from collective agreements. Australian Bureau of
Statistics, [9], [

PPFP§ 3,843 §3523 Employees, private sector, 2004. Ministry of Manpower, [9], [
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11,698 dollars
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2770 euros
5,107 euros
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Deductions

30%
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Men employees, 2005, Women make 25130 bahts per month.

Men employees, 2005, Women make 1,284 new lei per month.
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845 dinars

1,720
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1,771 newlei
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Il problema costi

Il tasso di ospedalizzazione & significativamente minore
per i MMG che da piu tempo partecipano al Governo Clinico,
con un divario che tende ad incrementare nel tempo.
TASSI| DI RICOVERO (aggiustati per sesso, eta e residenza)

Gruppo 1:
assistiti dei 77

MMG con invio

B
4|

di reports <anno _ f

2007

Gruppo 2:
assistiti dei 302
MMG con invio
di reports > anno
2007

Gruppo 3

(di Controllo):
assistiti dei 309
MMG che non
hanno inviato
report
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