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1. Hospitals commonly admit and treat older people with multiple disorders, which are often associated with disability or psychosocial issues. Older people are at risk of adverse outcomes during hospitalisation and appropriate measures must be taken to minimise these risks and provide safe and effective care.

2. Care is provided to older people across wide range of hospital settings. There is evidence to support the major principles of geriatric care including multidisciplinary assessment and early intervention across all settings.

Acute Care

3. Acutely hospitalised older people require access to a service which can appropriately diagnose and treat acute illness in an environment which minimises the risks of hospitalisation which include functional decline, falls, delirium, loss of morale and recognises the impact of psycho-social issues on an older person’s quality of life.

4. To provide effective acute care services to older people, a hospital requires:

a. A multidisciplinary geriatric consultancy service, led by a trained geriatrician working closely with nursing and allied health staff, with a process to facilitate early referral. This process should begin in the emergency department.

b. Ward design and culture in keeping with age friendly principles, with focus on maintaining independence in a safe physical environment.

c. Risk screening, prevention and management protocols for common problems affecting older people such as falls, delirium, incontinence, pressure areas, malnutrition and medication errors.

d. A mechanism to review the quality of services provided to older people.

 e. Continuing education programmes for staff caring for older people.

f. Access to newer models of care such as hospital in the home (or hospital in the nursing home) where available

Subacute Care, Geriatric Evaluation and Management Units, Rehabilitation and Outpatient Services

5. Older people presenting to hospital with primarily functional issues or difficulties in ADLs and no major acute illness require direct admission to a geriatric assessment unit, where they can receive comprehensive assessment and restorative care in an appropriate environment.

6. Components of a hospital service to address the non-acute needs of older people  include:

a. A designated geriatric unit which offers programs such as comprehensive inpatient assessment, rehabilitation and restorative care for patients with reversible functional loss

b. An older persons mental health service

c. Dedicated outpatient services to meet the specific needs of older people such as outpatient rehabilitation, falls and memory disorder clinics

Interface with community

7. Older people admitted to hospital require comprehensive discharge planning to meet their needs in the community and appropriate communication to other care providers.

8. To achieve a smooth transition from hospital to community based care for older people, a hospital must provide:

a. Access to community based rehabilitation or outpatient rehabilitation services

b. Access to support for ADLs through community nursing agencies

c. Aged care assessment services which are integrated with hospital geriatric services

d. Involvement of patient and care-givers in treatment and care plans

e. Established protocols for communicating relevant assessment information and core data with GPs and community service agencies

Smaller hospitals

9. Whilst smaller hospitals may not have access to a full range of geriatric services, they will admit significant numbers of older people with acute illness or psychosocial issues. As such, the principles of geriatric care should be incorporated.

10. Smaller hospitals should provide:

a. A multidisciplinary team approach to assessment, rehabilitation and discharge planning including regular team meetings

b. access to a geriatrician, who may provide an outreach service by visiting in person or by using teleconference, videoconference or web-based technology

c. Ward programs and physical design which recognise the needs of elderly patients

d. Close links to community service providers 

e. Access to ACAT and respite care

f. Access to regional geriatric and rehabilitation services were required

11.  Ongoing research is required in to new service delivery models which will provide effective health care services to older people.

Background Paper – Revised 2008

Introduction

Older people use a significant proportion of hospital services, accounting for approximately 47% of hospital bed utilisation
. In Australia, a 2001 survey identified at least 596 general hospitals, of which 39% operate a dedicated aged care service (other than RCF) and in 22% of hospitals this was an inpatient service (compared with 6% in 1993)
. Significant variability has been noted in the availability of inpatient geriatric beds which does not correlate with demographic differences. On average there are 2.41 beds per 1000 elderly pop, but– in 24% of commonwealth health regions – no inpatient geriatric services were available1.

Hospital geriatric services can be broadly divided into consultancy services and dedicated assessment units, each with evidence to support efficacy.

Geriatric consultancy services

The value of geriatric consultancy (and assessment) services has been extensively 

investigated. Early case control studies suggested that geriatric consultancy services improved in-hospital and post-hospital discharge outcomes
,
. A number of randomised controlled trials have shown trends reduced readmission rates, functional improvements and short term reductions in mortality
,
,
. One study
 demonstrated a cost saving with significant reduction in use of institutional services, despite and increase in use of community services. Despite these findings, a meta analysis and further studies of comprehensive geriatric assessment consultancy services only demonstrated limited overall benefits to from this approach
,
.
Targeted consultancy services have shown more successful short term gains in some studies. The Hospital Elder Life Program
 used multidisciplinary assessment and targeted intervention in acutely hospitalised older patients to successfully reduce delirium and functional decline. In the United Kingdom, a cohort study of an older persons’ liaison and assessment service showed short term benefits including improved management of common geriatric syndromes on acute wards and reduced hospital length of stay
.

Inpatient Geriatric Units

Inpatient geriatric units may focus on acute care or subacute (eg geriatric assessment/ rehabilitation) care episodes.

Subacute Care

The effectiveness of geriatric assessment units providing comprehensive care to older people after resolution of acute illness has been widely studied. An early randomised controlled trial
 of elderly US veterans admitted to a geriatric assessment unit showed reduced mortality, reduced rates of nursing home admission, reduced readmission rates and improved functional profile. Further randomised controlled trials have supported these findings. Appelgate 
 and Landefield
 both report beneficial effects of a geriatric assessment unit on functional profile and discharge to residential care, however there is significant variability in patient groups and interventions which limits the generalisation of these results.

A subsequent large multicentre randomised controlled trial
 involving 1388 frail US veterans confirmed findings of previous studies including higher levels of function at discharge and reduced days in long term care for those receiving inpatient geriatric evaluation and management. However, functional gains were not sustained at 12 months and there was no difference in cost between inpatient and outpatient interventions.

Geriatric Acute Care

Research demonstrating that functional decline often occurs before and early in acute hospital admissions has led to a number of studies assessing the impact of geriatric interventions in acute care 
. 

In practice, there is significant variation in the delivery of these basic models of care depending on hospital setting, resources and patient needs. For example a major teaching hospital may offer both a dedicated geriatric unit and an integrated geriatric consultancy service. Admission policies also vary depending on service model and are based on age, patient needs or completion of acute care episode.

In the United States a randomised controlled trial of an acute care for elders unit demonstrated improved mobility and ADL function, along with reduced nursing home placement
. This model of care has also demonstrated improved processes of care and patient satisfaction. A mortality benefit has been demonstrated in one study of frail acutely ill older patients admitted to a designated geriatric unit
, and a similar study demonstrated a reduced acute length of stay 
. In an Australian teaching hospital, an enhanced multidisciplinary approach implemented in general medical wards caring for acutely ill older patients demonstrated reduced in hospital mortality and functional decline
.

The common features of these inpatient models of care in both acute and subacute settings which are associated with improved outcomes are a multidisciplinary, comprehensive, patient centred approach to care led by geriatricians in an appropriate setting with the ability to follow up as necessary. Interventions were commonly targeted to patients most likely to benefit, particularly for subacute care.

Integration with other hospital services and the community

The impact of the ageing population on overall hospital services is increasingly recognised and highlights the importance of an integrated model of geriatric care with strong links to the community sector. 

For example, hospital emergency departments see a disproportionate number of older people, who have complex medical problems and are at risk of functional decline and readmission
. Hwang and Morrison propose a number of interventions based on GEM principles such as modification of physical environment and protocols for identification of common geriatric syndromes. One study of a geriatric case finding and liaison service for patients being discharged from ED failed to show significant benefits
.

New models of care designed to reduce hospital length of stay such as hospital in the home and transition care may also benefit older people and impact on the provision of geriatric services. A non-randomised trial of hospital in the home for acutely ill older people reported shorter length of stay and reduced cost; however data was incomplete for functional outcomes and delirium
. The transition care program aims to provide multidisciplinary goal orientated care to optimise independence in older patients following an acute hospitalisation and formal evaluation of the benefits of this program is awaited
. A similar program in the United Kingdom known as intermediate care did not show benefits in rates of hospital use or institutional care placements
.

The importance of maintaining links with community service providers has been highlighted by studies which suggest that older people with unmet ADL needs have higher rates of morbidity (such as falls and pressure ulcers) and increased use of acute health care services. In the US a program of all inclusive care of the elderly reduced acute hospital admissions to similar levels of patients whose ADL needs were met
. In Victoria a program of integrated care facilitation for older patients with complex care needs resulted in reduced ED presentations hospital admissions
.

Addressing the risks of hospitalisation

In addition to broad geriatric consultancy and inpatient services, targeted protocols have been developed to specifically address risks of hospitalisation. For example, falls in hospital are a significant cause of morbidity for older people and may occur at a rate of four to twelve per 1000 bed days. Guidelines for falls prevention in hospital should be implemented and should include risk assessment, education and provide a safe physical environment
. Similarly hospitalised older people are at risk of delirium and functional decline and specific prevention strategies may reduce this risk
,

Conclusion

Access to hospital based geriatric services in Australia is variable. There has been considerable research into appropriate models of care, which show benefits to older people requiring hospital based care. The principles include multidisciplinary care, integration with other hospital departments and the community and protocols to address the risks of hospitalisation.

This Position Statement represents the views of the Australian and New Zealand Society for Geriatric Medicine and was approved by the Federal Council on 6 September 2009. This  paper was revised by Professor Len Gray and Dr Alison Cutler and is a revision of the original written by Professor Len Gray and Dr Mike Dorevitch (1993)
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