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Interdependence: Retween acute care
and aged care

m There s close interdependence between Various parts of
the healthiand ageing system.

m If there Is no capital to locate residential aged care beds in
the inner city, the result is access block for the Acute
Hospital sector — ambulances circling hospitals waiting to
land.

m If Acute Teaching Hospitals decide to save money by
closing their least glamorous section, the geriatric
rehabilitation unit, then there are long nursing home
waiting lists, with increasing frustration.

m As In geriatric medicine there Is a convergence of
downstream consequences (like confusion, immobility,
falls) into one major outcome...




ACCESS 10 agedicare beds or older: people i acute hospital
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Hospital
facilities
taken by

the aged

Matthew Fynes-Clinton

ELDERLY people with
illnesses such as preumonia
are occupying surgical heds in
winter — forcing hundreds of
patients to postpone serious
elective surgery for months.
Royal! Brisbane Hospital
medical staffi association
chairman Robert Hodge said

Note the implications — important resources such as hospital beds should not
be used by older people , who somehow do not need or warrant this resource
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Elderly ‘clogging up’ beds in hospitals
9th June 2007, 9:00 WST

Hundreds of elderly patients

are occupying beds needlessly in public hospitals because of the
dire shortage of aged-care places, a situation the Federal Opposition
claims costs hundreds of millions of dollars a year.



Number of Beds in Western Australia

S A/

Residential Care  Subacute Beds Acute beds
Beds

Length of stay

Res Subacute

3years 21 days

Queuing Analogy.

Einding a residential care bed: Is
like finding a parking spot 1n the
city and determines the speed.

Acute and subacute beds function
as the highways (turning most of
the people away from; the city)
BUT 60% of NH' residents come
from acute care

Only about 90 parking spots
appear each week

Closing beds and not reopening
them is the equivalent of closing
down a parking station

Opening up nNew services e.g.
transition care services opens up
a new lane

Providing care in the community
until death is like bypassing the
city.




A Hospital Census of 65+

= On the 17% April 2002 a hospital census of over 65
year olds took place. The second part was completed

for the same set of patients at midnight on 8th May.
2002

m Of a total ofi 617 hospitals around Australia, 611
hospitals returned surveys covering 99.9% of
hospital beds in Australia.

m 16,104 of the estimated 17,745 patients in hospital
were surveyed (1,641 patients were deliberately not
surveyed as they were in ICU or other high
dependency ward and/or had surgery on the day of
the survey).




Proportion of older people: for wheny another
form ofi care Was considered more
appropriate
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Iyjpe: ofi care recommended fior patients
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Implication: Queues for RACFs, subacute care and community care




Are the Queues the only prenlem?

Use ofi emergency departments by older people from residential
care: A poepulation based study: (Age and Ageing|(inipress))

S Ingarfield, J FINN, 1 Jacobs, N Gibson, D’Arcy Holman!, G Jelinek, L
Elicker. NHMRC Project grant (numiber 254559),

m [There Is some limited evidence firom populations outside
Australia that people living in RCEs utilize hospital
services more frequently than other older people.

= \What Is their length of stay?

m Do people from RCFEs have a different pattern of hospital
admissions?
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= Aim: To Investigate the differences between Emergency:
Department (ED) presentations of older people who do,
and do not, live in residential care facilities (RCEs).

Methods

m Retrospective cohort study

— used an extract of EDIS linked to the SJA database and
the HMDS between 1 January 2003 and 31 December
2006.

— Data linkage

— Patients aged 65 or more years who presented in 2003-
2006 at one of Perth’s public hospital EDs formed the
study cohort. The study cohort was restricted to the
first ED attendance during this time period.
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Non-RCF
Characteristic RCF patients : Difference *
patients
(n=6,167) (n=90,994)
Mean age 84.7+7.5 76.0+7.7 P<0.001
Number of men 1,767 (28.7%) 42,481 (46.7%) P<0.001
Night time 2,186 (35.4) 29,563 (32.5) P<0.001
Died in hospital 483 (7.8) 3,190 (3.5) P<0.001
Admission 3,980 (65.0%) 48,909 (54.5%) P<0.001

Median LOS (1Q) 6.0 (2.0-13.0) 5.0 (2.0-12.0) P<0.001




|_egistic Regression Analysis of the: LLikelihcod of a
Particular ED Diagnesis for RCE versus Non-RCE

ED diagnosis

Injury

Hip fracture
Circulatory
Pneumonia

UTI

Neoplasms

RCF
(n=5,783)
1,379 (23.8)
345 (6.0)
723 (12.5)
377 (6.5)
261 (4.5)

24 (0.4)

Non-RCF
(n=84,215)
16,660 (19.8)
2,200 (2.6)
14,617 (17.4)
2,671 (3.2)
1,759 (2.1)

1,023 (1.2)

Unadjusted OR
(95%Cl)

1.27 (1.19-1.35)
2.37 (2.10-2.66)
0.68 (0.63-0.74)
2.13 (1.91-2.38)
2.22 (1.94-2.53)

0.34 (0.27-0.51)

Adjusted OR

(95% CI)’

1.02 (0.95-1.09)
1.16 (1.03-1.32)
0.69 (0.64-0.75)
1.94 (1.72-2.19)
1.72 (1.49-1.98)

0.47 (0.31-0.72)




|_oegistic Regression Analysis of the: LLikelihcod of
IHospital Admission and Death in Hespital for RCE
Versus Non-RCE Patients

Non-RCF Unadjusted OR Adjusted OR
RCF (%)
(%) (95%CI) (95% CI)*

(n=5,745)  (n=83,805)
Admitted 3,750 (65.3) 46,290 (55.2) 1.52 (1.44-1.61) 1.13(1.06-1.20)
Died In

457 (7.9) 3,003 (3.6) 2.32(2.10-2.57) 1.57 (1.40-1.75)
hospital

Adjusted for age, sex and ED diagnosis injury,
pneumonia/influenza, diseases of the circulatory system




Interface between residential aged care facilities
and' a teaching hospital emergency: department In
\Western Austrralia MJA 2006; 184: 432—435

Judith Einn;, LLeon Elicker, Eileen Mackenzie, lan Jacohs, Daniel Fatovich,
Shelley Drummond, Michelle' Harris, D*Arcy Holman and Peter Sprivulis
m All patients aged 65 years and over transported to RPH ED by
ambulance RCE within the Perth metropolitan area between 1
January and 30 June 2002 (about 8.3% ofi > 65 years)

m [These patients were identified from St John Ambulance
Patient Care Record.

= Clinical review panel consisting of a geriatrician (LF), critical
care nurses (JF and EM), emergency physicians (DF and PS), a
paramedic/emergency department nurse (I J), an aged care
llaison nurse (SD) and a nursing home Director of Nursing
(MH).

m [he research nurse (EM) manually reviewed the medical
records of all study participants against the defined criteria.




Criteria for assessing an emergency
department presentation as “appropriate™

= One or more of the following:
— Procedure unable to e performed in a nursing home
— Suitable observations unable to be provided
— History of trauma with suspected fracture
— Requirement for plaster application
— Difficult IDC Insertion
— PEG tube Insertion
— Suspicion of cerebral event with decreasing consciousness
— Requirement for intravenous antibiotics
— Admission to hospital




Presentation  Presentation
All patients "appropriate” “inappropriate”

Characteristic (n=541) (n=468)* (n=71)* Difference’
Mean age in years (SD) 83.7 (7.0) 83.8 (7.1) 837 (6.5) t=0.09,
P=0.93
Number of men (%) 176 (32.5%) 153 (33%) 23(32%) £ =0.002(1df),
P=0.96
Reviewed by GP or locum 136 (25%) 126 (27%) 10014%)  2=54(24df,
doctor before presentation (%) P=0.02
Blood test (%) 430 (80%) 405 (879%) 24 (349%) +* =105 (1 df),
P<0.001
Electrocardiogram (%) 347 (64%) 326 (70%) 20 (289%) =46 (1df),
P<=0.001
X-ray (%) 403 (74%) 374 (819%) 27 (38%) “ =57 (1df),
P<=0.001
Intravenous cannula inserted 358 [64%) 345 (74%) 12(18%) “ =85 (1df),
(a) P<0.001
Referred by ED staff to 371 (69%) 361 (779%) 10 (14%) +=114(1df),
specialist (%) P<=0.001
Mean length of ED stay in 5330 531 4.1(2.0) t=5.1,
hours (SD) P=0.001
Survived to discharge frem 488 (90%) 416 (90%) 70 (99%) =65 (1df,

hospital or ED (%) P=0.02




2 MNumber (%) of 541 patients with
various amergency department
diagnoses

Musculoskaletal system

Hig fracture 29 {5.4)
rther fracturs 24 {4 .a)
Soft tissue injury 52 {2.8)
Crthear musouloskslatal preblerm 29 {5.49)
Total 135 (25,40
Respiratocry system

Freumonia SO 11 .15
Aethrmnma’ O P D 15 {2000
Crthar respiratory problerm Si1.1]
Total 82 (152}
Cardiowvascular system

_hest paindanagina’ Akl 2264.3)
Cardiac faillure 14 £ 2.45)
Crher cardiovasoular problerms 25 {4.5)
Total SE(TT.5)
Maurological syvstem

Stroks 14 {2450
Seizurs 14 {2450
H=ad imjury =41.5)
A h=red comnscicus stats 28 4. 5]
Crher neurological proklsm {17
Total ST iT12.1)




Gastromtestinal system

Sldomimal sain = {1.5)
Povwes| alstruacticon 5 (0.9
Constipaticon 12{2.2]
LCastroimntestinal leed 2264.1)
Crthear gastrointastinal prokler F11.3)
Total S (TO
Genitocurinary systsm

Urimary tra<t infe ction 25 {4.8)
Rarnal failure S L1.1]
Cher genitourinary probkelam Fi1.7]
Total 7 (7. &)
Pliscellanscus

PES tubaS0C insartion 27 (5.0
Farmtal illnes=ss S L1.1]
CHhier infecticons, RNEC 22{4.3)

Fluid and =l carolyvte imibkslancs, 15 {2.8)
rEC

Social issuss =41.5]
Crtheaer, RMEC 17 {=.1]
Total AT 778




4 Major issues identified by the expert clinical review panel

Problarm Possible solutions

Lack of clinical ¢ Incertives and training for GPs to attend patients in RCFs, including
support for staffin visits after office hours

RCFs, especially
after hours

An altermative to transfar to ED for assessment and referral

+ Adequate registerad nursa cover of RCFs, including hostels

Lack of planning  * Advanced dirsctives discussed with resident and family, and adherence
faradverse clinizal  to them

EVENts + Practice guidelines to diract the response to acute amargencies

Lack of alternative * Parformance of simple clinical precedures (eq, PEG tube or (DT
tz ED for relatively  insertion, neurological cbservations) by registerad nurses in RCFs

simple clinical + Adequate funding of resources for RLFs (2g, PEG tubes) to deter cost-
procaduras shifting

Lack of + Decumentation (ideally standardisad across all RCFs) about functional
communication status, medical conditions and drugs to accompany all residants to
between RCFand  hospital

hospital ¢ Diract line of communication between RECF staftand EC, prior to

transfar to ED, to discuss options



5 Resources/actions that could
potentially have preventad
"inapproprnate” ED presentations

Mumber (9 of

presentations
Resource preventable

GG F raview 45 (5£2.4)

FEG tuke inserticn by 11 (15.5)
nursing horme staft™

1D imsartion by & (8.5)
nursing lhome staft™

Advance directives a2 14.2

Eetter communication a2 14.2

dbesarvations A 14.2)
Total A1 {17000




Conclusions

m [[he nature of the difference In service cultures probably
reguire some sort of queues in the system. How this can be
minimized and managed needs attention. It IS counter-
productive to blame older patients.

m Health care In residential care Is relatively poorly
organized and contrary to pepular belief there may be
under-utilization of appropriate specialist services. Ageist
nihilistic attitudes may be partly responsible for this.

m Virtually every review of this interface comments on the
poor communication, often dysfunctional, between the
ageing and health sectors. This could be improved.




