
Abstract

Over the years Geriatrics and Gerontology have developed a
language shared by most clinicians and researchers who unequiv-
ocally defines the health conditions of aging people: one could
speak of “geriatric canon”, i.e. the set of fundamentals (para-
digms, principles, standard reference vocabulary) of geriatric
knowledge, the heritage from which they draw inspiration and
from which the actions for the care of the elderly can be driven,
the scientific works for the study of their health. The aim of this
paper is to describe and report the most important terms of the
geriatric canon, in a simplified way, in order to establish a more
precise use of geriatric terminology that can be easily utilized by
the cardiologists, or other specialists who takes care of elderly
patients, without depriving them of their clinical significance, and
becoming heritage of ordinary medical language.

Introduction

Consider a 70-year-old woman with a surgical indication of
knee arthroprosthesis, suffering from hypertensive heart disease,
diabetes mellitus type 2, chronic renal failure and anxiety disorder,
poorly able to understand Italian language and caring for her 75-
year-old husband disabled for a previous stroke.

The cardiologist will pay attention to her heart disease, con-
sidering diabetes, renal failure and anxiety disorder as comorbidi-
ties. Her general practitioner could describe the patient “suffering
from multimorbidity”, paying equal attention to hypertensive
heart disease, diabetes, and anxiety. The burden of multiple coex-

isting diseases will be determined by the presence of a number of
conditions taking into account their biomedical and functional
weight. Finally, the complexity of the patient will in some way be
conditioned by her cultural background, by her ability to under-
stand our language, by her living conditions (by her economic
availability!) and not least by her role as husband’s caregiver.

How many professional figures come into play in the complex-
ity of the care of the patient described, what language they use to
communicate with each other, what meaning they attribute to
“multimorbidity”, “polypathology”, “frailty”, “disability”, “burden
of diseases” terms, and yet, how each of them will perceive and
understand the intrinsic coherence among the different clinical con-
ditions and will act accordingly? Geriatrics originates within a lan-
guage, based on complexity, which is currently overlooked. No one
has time and patience to bear this complexity: if you need just a
few seconds of web consultation to get an answer why should you
break your head in some damn analysis or reasoning?

If the complexity, the hallmark of aging, finds little room in
the medical mainstream of our day, and if complexity, some-
times perceived as chaos, is poor understood, the clinical lan-
guage requires an effort to simplify meanings of the words or
concepts that are difficult to embrace, without trivializing or
deforming reality. Over the years Geriatrics and Gerontology
sciences have developed a glossary, shared by most clinicians
and researchers in the aging field, who define the health condi-
tions of aged persons: we can consider it the “geriatric canon”,
i.e. the set of fundamentals (paradigms, principles, standard ref-
erence vocabulary) of geriatric knowledge, the heritage from
which they draw inspiration and from which must follow the
actions for the care of the elderly, the scientific works for the
study of his health (Figure 1).

The purpose of this article is to describe and report the most
important terms of the geriatric canon, in a simplified way, in
order to establish a more precise use of geriatric terminology that
can be easily utilized by the cardiologists, or other specialists
who takes care of elderly patients, without depriving them of
their clinical significance, and becoming heritage of ordinary
medical language.

General aspects

The following unavoidable general aspects of aging need to be
considered before approaching an elderly patient:
i)    Characteristic sign of aging is the reduced ability to respond to

stress.
ii)   In elderly person the body’s response is what typically gener-

ates the symptoms of a disease: it is never so active (this rea-
son explains why a heart disease can be silent).

iii)  A disease rarely occurs alone; the involvement of multiple
organs and systems is the rule, same as multiple drugs treatment.
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iv)  Diseases occur more often as “syndromes” and the definition
of the relationship between clinical presentation (syndromic),
single pathologies, biological data, response to therapy, cure
and care (sometimes due to jatrogenesis, think about the con-
sequences of delirium sedation or physical restraint ...) impos-
es a unified top-down approach rather than fragmentation into
subsystems;

v)   The definition of outcomes in elderly patients is not unique and
one-way (healing is rarely the main outcome, more often is the
prevention or reduction of disability, always the symptoms’
relief); it requires a prognosis (more often due patient’s health
status than single disease severity) that depends on the interac-
tion between physical, mental and social environmental
domains [1,2].
Below are the most relevant and frequent terms of the language

of geriatrics (the glossary, “The lexicon of geriatrics”) to be shared
by the medical and surgical disciplines that deal with elderly
patients.

Aging

Systemic consequences of aging are:
1. Changes in body composition. Changes in body composition are

the most evident effect of aging: i) the so-called lean body mass,
composed predominantly of muscles and visceral organs,
decreases; ii) fat mass tends to increase. The lean mass / fat mass
ratio changes unfavorably; iii) progressive demineralization and
architectural modification occur in bone. Such changes are influ-
enced not only by aging, but also by illness and by lifestyles fac-
tors such as physical activities and diet.

2. Balance between energy availability and energy demand.
Overall elderly persons have low available energy level and

require more energy both at rest and during physical activity.
Energy status can be clinically assessed by simply asking the
patient about his level of fatigue in carrying out walking or
dressing. Older people may consume all their available ener-
gy performing the most basic activities of daily living, and
consequent fatigue and restriction may lead to a sedentary
existence.

3. Modification of the “network” that control homeostasis. The
main pathways that control homeostasis involve hormones,
inflammatory mediators and antioxidants are profoundly
affected by aging (no standard criteria exist that allow the
detection and quantification of homeostatic dysregulation as a
general phenomenon).

4. Neurodegeneration phenomena. Cortical and subcortical
changes are reflected in the high prevalence of “soft” nonspe-
cific neurologic signs, such as slow and instable gait, poor bal-
ance, and slow reaction times. Poor performance in a dual task
(dual tasks in which a cognitive and a motor task are per-
formed simultaneously) is a marker of reduced overall capacity
for central processing, so that simultaneous processing is more
constrained [2].

Index condition

The index condition is the primary disease of interest of the
clinical act (it is the specific focus of attention).

An index condition may be somatic (i.e. heart failure) or psy-
chic (i.e. anxiety disorder), may be acute (i.e., myocardial infarc-
tion, pneumonia, major depressive disorder) or chronic (i.e., chron-
ic heart failure, type 2 diabetes mellitus, dysthymia). The defini-
tion of an index condition is driven by the professional who is
managing the disease and his/her point of view.
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Figure 1. The geriatric canon: conceptual diagram.
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Comorbidity

Comorbidity is the co-existence of other conditions with an
index condition. The term refers to pre-existing or coexisting distinct
additional diseases (which appeared at different times or at the same
time) with respect to the “index” disease, i.e. the disease that causes
a worsening of the state of health in an individual, and/or the acute
event or the disease that most affects the prognosis [3-5]. These
additional pathologies may be concordant (when they share the same
risk factors; i.e. if the index pathology is a myocardial infarction,
concordant conditions may be hypertension and dyslipidemia) or co-
occurring, but not concordant (i.e. if the index condition is an
arrhythmia co-occurring, but not concordant, pathologies may be
breast cancer or diverticulosis).

Differentiating the nature of conditions is critical to the concep-
tualization of comorbidity, because simultaneous occurrence of
loosely defined entities may signal a problem with the classification
system itself. For example, some would argue that depression and
anxiety are not separate entities but part of a spectrum, and, if so,
patients with both should not be classified as having comorbidity.

The comorbid diseases may have a variable and independent
weight on survival (i.e. COPD, renal cancer) or a variable weight on
disability (i.e. polyarthritis, Parkinson’s disease) [6] or both. Finally,
there are additional conditions that cannot be classified as the previ-
ous ones, but that equally can influence the patient’s health status (i.e.
jatrogenesis, ex-smoking, previous surgery) and that need to be taken
into account in the clinical act. The definition of co-morbidity repre-
sents an advancement in the understanding of the patient’s somatic
health: when related to the possible co-presence of other diseases and
their severity it allows to define with less uncertainty the therapeutic
possibilities, the impact on disability and the prognosis of patient.

Among the available tools some try to quantify the comorbidity
severity through modalities that take into account its impact on bio-
logical systems (i.e.APACHE of Knaus et al.) [7], other the sum of
diseases with different weight on mortality (i.e. Charlson Index) [8],
or with different weight on functional status (i.e. Cumulative Illness
Rating Scale) [9], or the interaction between number of diseases and
their impact on biological systems (i.e. Geriatric Index of
Comorbidity) [10].

When we talk about comorbidity, we know what is the index
condition and which are the co-morbidities, however it is not only
arbitrary, but frequently this is going to change even in a small peri-
od of time. For example, the index disease of a patient admitted with
a 150-frequency atrial fibrillation is the arrhythmia, the hemody-
namic consequences and the associated embolic risk are additional
conditions. After cardioversion with an even modest dose of antiar-
rhythmic drugs, its dominant problem becomes the condition that
caused the emergence of atrial fibrillation such as pericarditis, a
valvulopathy, poorly controlled hypertension or hyperthyroidism.

Multimorbidity

The term multimorbidity describes the intercourse or co-pres-
ence of two or more chronic diseases or medical conditions in the
same individual without attributing to them a causal role or a priority
clinical importance. Multimorbidity is the typical condition of a clin-
ically stable elderly patient detected during an outpatient follow-up
visit in a general practitioner office [6,11].

In a condition of multimorbidity, chronic diseases can be:
i) somatic (i.e. heart failure) or psychic (i.e. depression);

ii) concordant (they share the same risk factors: i.e. heart failure
and AF, depression and anxiety);

iii) co-occurring and non-concordant (i.e. heart failure and prostate
cancer or dementia, depression and psychosis or COPD);

iv) more or less severe (i.e. heart failure NYHA II or IV, COPD
Gold II or IV);
Like comorbidities, the conditions that characterize a multimor-

bidity picture can have:
i) a prevalent impact on survival (i.e. heart failure, COPD) or on

disability (i.e. polyarthritis, peripheral neuropathy, dementia);
ii) a short (i.e., lung cancer) or a long evolution (i.e. dysthymia,

dementia);
iii) a variable impact on the health services utilization (i.e. COPD,

polyarthritis);
Multimorbidity usually lead to a worsening of disability and

frailty status, and to a decrease in quality of life.

Frailty

It is a condition of high vulnerability or of reduced homeostatic
efficiency after a stressful event and a consequence of the cumula-
tive decline in the course of life in many physiological systems
linked to single pathologies or, more frequently, multimorbidities, to
their treatment, to lifestyles, to aging. Frailty is susceptibility to
breakage, damage, latent vulnerability, possible loss of adaptive
capacity. The etymology of the word fragility comes from “frango”,
break up, and refers to the notion of something that if subjected to a
pressure, to an impact, risks being easily damaged. Frailty is often
identified by words that express a similar condition as “vulnerabili-
ty”, or, as more recently occurred, as a condition to be opposed to
“robustness” or “resilience” (the capacity to recover quickly from
difficulties; the cause of frailty and loss of resilience is probably a
progressive loss of redundancy in response patterns and biological
adaptive connections) [12].

The concept of frailty is generally linked to that of function,
because the risk of loss of the latter is correlated - though not
always and not always linearly - with the mechanisms that deter-
mine frailty (i.e. the FiND questionnaire presents a very good
capacity to correctly identify frail older persons without mobility
disability) [13]. There are two concepts of frailty that differ sub-
stantially from each other: 1) the “frailty phenotype” conceptual-
ized by Fried and colleagues [14], which includes reduction of
muscle strength, fatigue, reduction of walking speed, weight loss
(reduced lean mass) and reduced physical activity and 2) the deficit
accumulation measured by the “frailty index”, conceptualized by
Rockwood [15], which includes sensory deficits, disabilities and
comorbidities, conditions that are considered related to fragility
but which in the same time constitute distinct entities. From these
two different concepts of frailty, different scales have been intro-
duced. The two different approaches to “frailty” provide different
prognostic information: the “frailty phenotype” gives information
about the risk of developing disability in the future, while accord-
ing to the Rockwood Frailty Index the loss of basal or instrumental
functions contributes in itself to the diagnosis of frailty.

Disability

Disability is the personal condition of those who, following
one or more impairments, have a reduced ability to interact with
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the social environment compared to what is considered the norm,
therefore it is less autonomous in carrying out daily activities and
often in disadvantaged conditions in participating in social life.
Disability in the elderly is the main consequence, the final com-
mon pathway of chronic diseases and their combination.

Disability is a condition for those who have lasting physical,
mental, intellectual or sensory impairments that, in interaction with
barriers of different kinds, can hinder their full and effective par-
ticipation in society. It is the impairment of the person’s ability to
perform autonomously (albeit with aids) the basic activities of
daily life.

Disability in the elderly is the final common pathway of chronic
diseases and their combination: Since the prevalence of most chron-
ic conditions increases with age, it also increases the prevalence of
disability [16]. Disability has a wide spectrum of manifestations: it
can arise both acutely as a consequence of a pathology that has a sig-
nificant impact on the locomotor system (for example a stroke or a
femur fracture) or when the clinical substrate is very frail (for exam-
ple pneumonia in a malnourished patient with severe comorbidity)
or it can progressively appear starting subclinically (characterized by
the development of minimal functional limitations, not yet such as to
significantly interfere with function): this is the case of non-fatal
clinical conditions. The subclinical situation indicates a high risk of
subsequent clinically manifest disability.

Functional assessment (of disability) is the main aspect of geri-
atric evaluation [17,18], it investigates the ability to perform activi-
ties, from the simplest to the most complex, and to maintain a social
role. In relation to complexity and difficulty the activities of everyday
life can be defined as “basic” (BADL: Basic Activities of Daily
Living), “instrumental” (IADL: Intermediate Activities of Daily
Living) or “advanced” (AADL: Advanced Activities of Daily
Living). The basic activities of daily life (BADL) include elementary
functions related to the ability to manage one’s own person and in
particular walking, clothing, food, hygiene, and sphincter control.
The intermediate activities of everyday life (IADL) include complex
functions such as shopping, managing money, cooking, managing the
house, using the telephone. Independence in IADL is important as it
often allows us to define whether or not a person can live alone. The
advanced activities of everyday life (“Advanced Activities of Daily
Living” or AADL) represent more complex activities (and therefore
their impairment occurs very early) compared to the BADL and the
IADL. The assessment of the ability to perform these activities allows
the identification of subjects on the one hand who have a particularly
high functional capacity and on the other hand who have modified
their behavior by adapting to a slight loss still compatible with the
performance of BADL and IADL (examples of AADL are: hobbies,
travel, participation in religious or social groups, gardening, sports).
These described activities are not essential to maintain independence
and considerable individual variations in the ability to perform them
must be expected. The used tools (i.e. scales) investigate the ability to
perform daily activities by “asking” the subject if he is able to per-
form them autonomously or if he needs assistance; this characteristic
constitutes their main limitation [19-22].

A possible alternative to overcome these limits is provided by
objective or “performance” tests, for example, Tinetti balance and
gait scale [23]; Reuben PPT-Physical Performance Test [24];
Timed Up and Go Test [25]; SPPB-Short Physical Performance
Battery [26]. These consist of asking an individual to perform a
specific task by detecting, according to pre-established criteria,
some parameters (i.e. how many times the subject is able to per-
form an action or how long). Performance tests, especially when
they contain quantitative assessments (i.e. time taken to complete
a task or scores of scales) show a good sensitivity even in the

detection of small functional changes, therefore they are the more
appropriate tests for the integration of traditional evaluation in
measuring the effects not only of pharmacological treatments, but
also of surgical procedures on organs or apparatuses not directly
related to motor function [27,28].

The functional status of a patient is rarely reported in a clinical
record, attributing to him a nursing value rather than a medical one
(it is easier to find a description of disability in a nursing record
than in a medical one). Yet the functional state is an extraordinary
clinical indicator (how can we quantify the severity of a heart fail-
ure in a patient unable to walk, at which hemoglobin values a
bedridden patient with patient chronic anemia will suffer of dysp-
nea?). The easiest and quickest way to assess a patient’s disability
is by asking him/her or relatives a very simple question: can he/she
get out of bed alone?

Delirium

Delirium is an acute, transient, usually reversible, fluctuating
disturbance in attention, cognition, and consciousness level.
Causes include almost any disorder or drug. Diagnosis is clinical,
with laboratory and usually imaging tests to identify the cause.
Treatment is correction of the cause and supportive measures.

The diagnosis of delirium represents an umbrella construct
adopted to overcome the terminological chaos existing before
DSM-III (1980), when dozens of terms were used to indicate gen-
eralized brain dysfunction occurring in the context of acute illness
or drug intoxication.

After initial assessment, standard diagnostic criteria, such as
the Diagnostic and Statistical Manual of Mental Disorders, 5th
Edition (DSM-5) [29] or Confusion Assessment Method (CAM),
may be used [30].

The following features are required for diagnosis of delirium
according to DSM-5 criteria:
i) Disturbance in attention (i.e., reduced ability to direct, focus,

sustain, and shift attention) and awareness (reduced orientation
to the environment).

ii) The disturbance develops over a short period of time (usually
hours to a few days), represents an acute change from baseline
attention and awareness, and tends to fluctuate in severity dur-
ing the course of a day.

iii) An additional disturbance in cognition (i.e.: memory deficit,
disorientation, language, visuospatial ability, or perception).

iv) The disturbances in Criteria A and C are not better explained
by a pre-existing, established or evolving neurocognitive dis-
order and do not occur in the context of a severely reduced
level of arousal such as coma.

v) There is evidence from the history, physical examination or lab-
oratory findings that the disturbance is a direct physiological
consequence of another medical condition, substance intoxica-
tion or withdrawal (i.e. due to a drug of abuse or to a medica-
tion), or exposure to a toxin, or is due to multiple etiologies.
CAM uses the following criteria:

i) An altered level of consciousness (i.e. hyperalert, lethargic,
stuporous, comatose) or disorganized thinking (i.e., rambling,
irrelevant conversation, illogical flow of ideas).
Based on the way the delirium occurs, it can be distinguished in:

ii) Hyperkinetic when it is characterized by anxiety, hyperactivity
or aggression (extreme agitation, aggressive, restless);

iii) Hypokinetic when lethargy, hypoactivity, ideomotor slowdown
(apathy, sometimes states of unconsciousness) prevail.
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iv) Mixed, when symptoms are characterized by the alternation of
hyperkinetic and hypokinetic behaviors [30].
Asking the family if the mental state, or the patient’s behavior,

has suddenly changed during the illness that motivated the hospi-
talization is the simplest way to make the screening of the delirium
(“delirium”, not delirious!).

Dementia

Dementia is a disorder characterized by the decline in cogni-
tion involving one or more cognitive domains (learning and mem-
ory, language, executive function, complex attention, perceptual-
motor, social cognition). The deficits must represent a decline from
previous level of function and be severe enough to interfere with
daily function and independence.

Mild cognitive impairment (MCI) is an intermediate clinical
state between normal cognition and dementia. While specific sub-
tle changes in cognition can occur in normal aging, MCI can also
be a precursor to dementia. At the same time, MCI may also rep-
resent a reversible condition in the setting of depression, as a com-
plication of certain medications, or during the recovery from an
acute illness.

Alzheimer’s disease (AD) is the most common cause of
dementia, 10-20% is vascular, while other neurodegenerative dis-
eases, such as Lewy’s disease, frontotemporal dementia are the
cause of dementia in 10-30% % of cases. A limited number of
cases (1-2%) are secondary to potentially reversible pathologies.

The proposed definition of dementia applies to all diseases
associated to cognitive decline and is particularly useful both on
the classification and the clinical level.

Dementia was named major neurocognitive disorder (NCD)
in the DSM-5 [29]. However, the term dementia may still be used
as an acceptable alternative. The two terms are essentially differ-
ent labels for the same condition; major NCD is equivalent to
dementia.

DSM-5 criteria for major neurocognitive disorder (dementia)
include:
i) Evidence of significant cognitive decline from a previous level

of performance in one or more cognitive domains (complex
attention, executive function, learning and memory, language,
perceptual-motor, or social cognition) based on:
1) Concern of the individual, a knowledgeable informant, or

the clinician that there has been a significant decline in
cognitive function; and

2) A substantial impairment in cognitive performance, prefer-
ably documented by standardized neuropsychological test-
ing or, in its absence, another quantified clinical assessment.

ii) The cognitive deficits interfere with independence in everyday
activities (that is, at a minimum, requiring assistance with
complex instrumental activities of daily living such as paying
bills or managing medications).

iii) The cognitive deficits do not occur exclusively in the context
of a delirium.

iv) The cognitive deficits are not better explained by another
mental disorder.
Specify:
-     Without behavioral disturbance: if the cognitive distur-

bance is not accompanied by any clinically significant
behavioral disturbance;

-     With behavioral disturbance (specify disturbance): if the
cognitive disturbance is accompanied by a clinically sig-

nificant behavioral disturbance (for example, psychotic
symptoms, mood disturbance, agitation, apathy, or other
behavioral symptoms).

The differentiation of dementia from mild clinical deterioration
(Mild Cognitive Impairment: MCI) is based on determining whether
or not there is significant interference with the ability to function at
work or in the usual daily activities. This is of course a clinical judg-
ment, carried out by an expert doctor on the basis of the patient’s
individual circumstances and by the description of daily events
obtained by the patient and by a subject who knows him.

Asking a patient (or his family members) whether he/she is
autonomous in taking medication (usually very numerous) or if
he/she needs help is an effective way and does not require additional
time to the visit in order to detect a probable cognitive impairment.

Depression

The essential characteristic of depression at all ages is dysphoric
mood or loss of pleasure or interest in normal activities. This disor-
der is prominent and persistent and is accompanied by a number of
typical symptoms and signs. For a thorough diagnosis of the diag-
nostic category of depressive disorder, which in some cases must be
done with the help of a psychiatrist, it is necessary to evaluate the
severity and duration of symptoms, as outlined below [29]:
- Feelings of sadness, tearfulness, emptiness or hopelessness
- Angry outbursts, irritability or frustration, even over small

matters
- Loss of interest or pleasure in most or all normal activities,

such as sex, hobbies or sports
- Sleep disturbances, including insomnia or sleeping too much
- Tiredness and lack of energy, so even small tasks take extra

effort
- Reduced appetite and weight loss or increased cravings for

food and weight gain
- Anxiety, agitation or restlessness
- Slowed thinking, speaking or body movements
- Feelings of worthlessness or guilt, fixating on past failures or

self-blame
- Trouble thinking, concentrating, making decisions and

remembering things
- Frequent or recurrent thoughts of death, suicidal thoughts, sui-

cide attempts or suicide
- Unexplained physical problems, such as back pain or

headaches
Depressive symptomatology may be the psychic epiphenome-

non of a general condition of inadequacy, of psychological, physi-
cal, relational, socio-environmental incompetence. Chronic dis-
eases, chronic pain syndromes, recent changes in life and the pres-
ence of disadvantageous conditions, the presence of poor health,
and unexplained physical symptoms are associated with depres-
sion. The probability of a depressive disorder increases by about
1.5 to 3.5 times if any of these factors is present. This explains the
wide variability in symptoms, which in turn is secondary to the
variability of interconnecting risk factors and the consequent clas-
sification difficulties have led most clinicians to operationally con-
sider depression as a continuum of illness, which varies in severity
and duration, rather than a condition to be classified by strict diag-
nostic criteria [31].

The simple question “Have you been sad or depressed most of
the time in the last year?” is a good starting point for identifying a
patient with a depressive disorder.
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Burden of morbidity

Burden of morbidity defines the overall impact of the multi-
morbidity taking into account the age, the effects of aging, the
number and severity of individual diseases, their duration, the
frailty and / or disability that ensues [5].

Complex condition

The complex condition is caused by the interaction of multiple
genes and environmental factors. In geriatrics, this concept consid-
ers the impact of morbidity burden and extra-clinical factors relat-
ed to health: sex, network and social support, availability of care,
economic, ability to use services, etc. [5].

Network and social support affect the patient’s health status
and its vital trajectory. Social support is assistance provided
through a social network and its positive perception. Social support
is a buffer to stress as well as an element of moderation of physical
and mental well-being. Patients who do not have a meaningful
social network may not have the necessary information or feed-
back, while people who have adequate social support may be able
to cope with the implicit changes in their aging and related crises
(medical and social). Social support can be divided into emotional
support, information and advice, tangible help, social stimulation.
Daily support is that provided when needed [28]. While age related
systems changes, clusters of pathological conditions (comorbidity
and multimorbidity), syndromes, frailty, disability, burden of dis-
eases, network and social support have been described individual-
ly, in reality they coexist, develop in parallel and interfere with
each other through feed-back and feed-forward loops: the pheno-
type of aging (the characteristics of the patient) is the result of their
interactions.

Conclusions

Under conditions of complexity due to uncertainty, it is easy to
say that having a series of defined elements can lead to better deci-
sions that will determine the quality of care and at the same time
that there are elements related to the professional that is treating
each case.

According to evidence-based medicine the clinician identifies
the index condition, asks the appropriate question, searches for and
trace the right evidence and appropriately applies the evidence that
has been found (three elements make the characteristics of a med-
ical doctor: clinical competence, the ability to communicate with
other experts and to work in a team).

Today the complexity and the facing of new diagnostic tools
and therapies require an improved set of skills necessary to face all
the different challenges, and therefore it is necessary to talk with
those who have more in-depth skills in other specialties and then
work as a team. Every industry requires a glossary that is more pre-
cise and intelligible, which indicates to each component of the
team specific thoughts, information and a speed at which they can
be transmitted. This need to be applied in the medical areas where
health is the result of biomedical, functional, social and relational
factors such as those dealing with aging and related diseases. If the
concepts are clear, information can be communicated between the
members of the care team and therefore the diagnostic communion

can be fulfilled, furthermore the definition of the goals and the
tools to obtain them can be more easily identified and shared.
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