
  

 

 

Tests, treatments and procedures at risk of inappropriateness in Italy  

that Physicians and Patients should talk about. 

Five Recommendations from the Italian Federation of Associations of Hospital Internal 

Medicine (FADOI) - 1st List 

1 

Don’t prescribe acid suppressant therapy in order to prevent stress ulcers in hospitalized patients,  unless 
there is a high risk of bleeding. 

According to the international guidelines, the pharmacological prophylaxis of the peptic stress ulcers with antagonists of the H2 receptors or proton pump 

inhibitors (PPI), is not indicated outside the intensive care setting. Even the term “gastric protection” should be avoided in this context, because it emphasizes the 

beneficial (obviously desirable) action, while masking the adverse effects and the possible harms. In particular, the PPI, largely used for prevention purposes in 

Italy, enhance the susceptibility to community pneumonias and to Chlostridium difficile infections. Even if thought for a limited period of time during an hospital 

stay, their prescription tends to persist indefinitely outside the hospital, with a relevant impact in terms of pharmacy expenditures. 

2 

Don’t treat a bacteriuria with antibiotics in elderly patients without urinary symptoms. 

An asymptomatic bacteriuria should be managed conservatively. In elderly people, a bacteriuria is not necessarily harmful, while antibiotics are not obviously 
beneficial: often, they bring about undesirable effects, such as specific adverse reactions and undue selective pression over the colonizing bacteria (mainy 
enteric), wiih the development of resistant species. Screening and subsequent treatment of asymptomatic bacteriuria is justified only before urological 
procedures with anticipated mucosal bleeding. In 30% of asymptomatic subjects, a bacteriuria is not confirmed by a second examination. 

3 
Don’t recommend percutaneous feeding tubes in advanced dementia; prefer oral assisted  feeding instead. 

In advanced dementia, the use of percutaneous feeding tubes does not increase survival, does not lower the risk of aspiration pneumonias, does not improve the 

healing of existing pressure ulcers (instead, it increases their risk); it augments phsycological stress, the need for physical containment and sedation, the risk of 

water overcharge, diarrhea, abdominal pain, local complications. The oral assisted feeding improves the nutritional status. However, in the end of life stage, 

nutrition should be focused on comfort and human relationship rather than on nutritional objectives. 

4 
Don’t repeat chemistry testing in the face of clinical and laboratory stability 

In the general wards, the patients are often submitted to ripetitive draws of blood in the short terms, for redundant chemistry testing. Altered laboratory results 
often require controls, even though the original request was futile, and this amplifies the phenomenon. The anemia induced during hospitalization as a 
consequence of frequent draws tends to be underestimated, and this may become a problem in specific clinical settings. Attempts to introduce back-control in 
laboratory orders, based on “reflex” systems, incompatibility with previous results and authomathc temporal filters are under way. However, it is part of the 
responsibility of the orderer to discern what is aimlessly repetitive, also through a better collaboration with the laboratory. Obviously, futile examinations produce 
wasting. 

5 

Don’t transfuse red blood cells for arbitrary Hb levels, without symptoms of active coronary artery disease, 
heart failure, stroke. 

In chronic anemia states, a sparing transfusion policy is recommended, even in hospitalized patients. In general, a decision to transfuse should be considered 

starting from Hb levels of 6 g/dl in young patients with acute anemia, 7 in the great majority of patients, 8 in patients with previous cardiovascular diseases, 9 in 

critical patients. However, a decision should be based also on many factors that condition the clinical state of a patient, and the necessity to oxygenate 

underperfused organs. More liberal indications should be adopted in patients with symptoms of active coronary artery disease, heart failure, stroke. However, 

also in this kind of patients the benefit of Hb above 10 is uncertain. Unnecessary transfusions expose a patient to undue risk of adverse events not 

counterbalanced by benefits, and determine wasting. 

Please note that these items are provided only for information and are not intended as a substitute for consultation with a clinician. Patients 
with any specific questions about the items on this list or their individual situation should consult their clinician.   
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How this list was created 

After its adhesion to the Slow Medicine® program, the FADOI was asked to contribute with a list of ten recommendations. In early 2014, the National FADOI Council 

committed 2 of its component to elaborate a questionnaire containing a selection of the recommendations already published by Choosing Wisely® (270 from 56 north-

american scientific societies, by February 2014), to be submitted to a critical number of FADOI members, in order to designate the “top ten” list. In march 2014, a list of 32 

recommendations (those most relevant for the hospital practice) was sent to 1175 members (those affiliated to Piemonte, Veneto, Trentino AA, Friuli VG, Lazio, Campania), 

along with an explanatory letter, following the order of publication by Choosing Wisely®. Each member was asked to indicate the most relevant 5. The response rate was 

18.1% (213, for a total number of 1037 indications) by the term of april 2014. This method was chosen in order to favor disclosure and sharing. The final “top ten” reflects 

the qualified opinion of a large number of FADOI members. 
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Slow Medicine, an Italian movement of health professionals, patients and 

citizens promoting a Measured, Respectful and Equitable Medicine, 

launched the campaign “Doing more does not mean doing better- 

Choosing Wisely Italy” in Italy at the end of 2012, similar to Choosing 

Wisely in the USA.  The campaign aims to help physicians, other health 

professionals, patients and citizens engage in conversations about tests, 

treatments and procedures at risk of inappropriateness in Italy, for 

informed and shared choices. The campaign is part of the Choosing 

Wisely International movement. Partners of the campaign are the National 

Federation of Medical Doctors’ and Dentists’ Orders (FNOMCeO), that of 

Registered Nurses' Orders (FNOPI), the Academy of Nursing Sciences 

(ASI), National Union of Radiologists (SNR), Tuscany regional health 

agency, PartecipaSalute, Altroconsumo, the Federation for Social Services 

and Healthcare of Aut. Prov. of Bolzano, Zadig. 

www.choosingwiselyitaly.org;  www.slowmedicine.it 

FADOI (Federazione delle Associazioni Dirigenti Ospedalieri 

Internisti) is a scientific society aimed at promoting Internal 

Medicine and its role inside the hospitals, augmenting the medical 

knowledge and improving its good practice among practicioners, and 

developing the “disease management” culture. It also promotes sharing of 

the different experiences in health organization among different regions of 

Italy, exchanging clinical experiences across the different departments 

within an hospital, and encourages continuity in medical assistance of the 

patients after discharge from the hospital.  

FADOI has established “ten points” for a sustainable and wise health care 

approach. 

 http://www.fadoi.org/  
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