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TeamSTEPPS 2.0

TeamSTEPPS 1s a teamwork systerh

developed jointly by the

Department of Defense (DoD)and
the Agency for Healthcare Researc]

and Quality (AHRQ) to improve

institutional collaboration and

communication relating to patient

safety.
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. Leadership and management v~ 6. Climate

. Communication v 7. Individual characteristics
. Personal rewards, v" 8. Clarity of vision
training and development v 9. Quality and outcomes of care
. Appropriate resources and v 10. Respecting and
procedures understanding roles
. Appropriate skill mix

Nancarrow et al.: Ten principles of good interdisciplinary team work. Human Resources for Health 2013 11:19.
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S EMHEAFE (CGA) CONCLUSION: An acutely ill elderly
Z A\IBREA HIE ? patient seems to benefit from CGA in a

geriatric department. Short-term

s
~
[l |

Comprehensive mortality is reduced despite higher age
geriatric assessment and comorbidity and the length of stay
increases 30-day or readmission rate were not increased.

survival in the aged

acute medical

inpatients

[Dan Med J 2012;59(6):A4442] El |

Subgroup analysis of mortality in all 80+ aged patients acutely admitted through the emergency medical
ward at Aarhus University Hospital from January 1 to April 15, 2009.

Geriatric General medical

department, departments, Adjusted®

n (%) (N=109) n (%) (N=387) odds ratio (95% Cl)
In-hospital mortality (%) 3(2.8) 34 (8.8) 0.25(0.07-0.83)"
30-day mortality (%) 7 (6.4) 50 (12.9) 0.40(0.17-0.91)°
90-day mortality (%) 24 (22.0) 86 (22.2) 0.87 (0.51-1.47)

Cl = confidence interval.
a) Adjustment of age and gender in a logistic regression model; *) p <0.05.

10



Main results

BEEZ AFE (CGA) Twenty-two trials evaluating 10,315
HENRREARNS ? participants in six countries were identified.
Patients in receipt of CGA were more likely to
Comprehensive be alive and in their own homes at up to six
geriatric assessment months (OR 1.25,95% Cl 1.11t0 1.42, P =
0.0002) and at the end of scheduled follow up
(median 12 months) (OR 1.16, 95% CI 1.05 to
1.28, P =0.003) when compared to general

for older adults
admitted to hospital

[Cochrane Database medical care.
of Systematic Reviews  |n addition, patients were less likely to be
2011, Issue 7.] institutionalised (OR 0.79, 95% Cl 0.69 to 0.88,

P < 0.0001). They were less likely to suffer
death or deterioration (OR 0.76, 95% Cl 0.64
to 0.90, P =0.001), and were more likely to
experience improved cognition in the CGA
group (OR 1.11, 95% Cl1 0.20 to 2.01, P = 0.02).
Subgroup interaction in the primary outcomes
suggests that the effects of CGA are primarily
the result of CGA wards.



A New Multimodal Geriatric Discharge-Planning Intervention
to Prevent Emergency Visits and Rehospitalizations of Older
Adults: The Optimization of Medication in AGEd Multicenter
Randomized Controlled Trial

CONCLUSION: This intervention was effective in reduc-
ing rehospitalizations and ED visits for very elderly partici-
pants 3 but not 6 months after their discharge from the
AGU. Future research should investigate the effect of this

intervention of transitional care in a larger population and

in usual acute and subacute geriatric care. ] Am Geriatr
Soc 59: 2017—2028 2011.

SLTTINC ':ux acute geriatric units {ACU% in Paris and administrative database.
its surroundings. RESULTS: Twenty-three percent of IG participants were

PARTICIPANTS: Six hundred sixty-five consecutive inpa- readmitted to hospital or had an ED visit 3 months after

tients aged 70 and older (intervention group (IG) n = 317; discharge, compared with 30.5% of CG participants
control group (CG) n = 348). (P =.03); at 6 months, the proportions were 35.3% and

0 NPT, T = - . ; o cae
INTERVENTION: Intervention-dedicated geriatricians 4(]8;” r?%pﬁgtralyl {Ph_ 'll(‘f}' E‘;Ent_trﬁf‘ s’ﬁlnwzl was
different from those in the study centers implemented the SEE L_agt}j lgqgfr 1{1 tﬁz 3 at . lTulmt(f’I {_aga‘;r% 53;_[,}
intervention, which targeted three risk factors for pre- (HR) = 0.72, 25% conhdence mterval (CI)=0.53-0.97,

ventable readmissions and consisted of three components: P = '03}_ but not at 6 months (HR =0.81, 95%
comprehensive chronic medication review, education on Cl=0.64-1.04, P = .10).

CONCLUSION: This intervention was effective in reduc-
ing rehospitalizations and ED visits for very elderly partici-
From the* Geriatric Unit, L’Assistance Publique—Hbpitaux de Paris, pants 3 but not 6 months after their discharge from the

Hapital Bichat; TUnité de Formation et de Recherche de Médecine, AGU. Future tesearch should investicate the effect of this
Université Paris Diderot, Sorbonne Paris Cité; 3G ertru_ Unit, L’ Assistance &

PuhthL_Hopmux dL Paris, Hop.ml Bretonneau; Dmelmm of intervention nt tram1t1unal care in a larger population and
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Comprehensive
Geriatric
Assessment (CGA)

Fit for Frailty - consensus best practice
guidance for the care of older people
living in community and outpatient
settings

- areport from the British Geriatrics
Society 2014

Recognition
of Frailty in an
individual
« Either by encounter

screening or
= by frailty presentation
(or by systematic
screening- not yet
recommended)

Holistic
Medical Review including

« ldentification and Optimisation of medical illnesses plus
onward referral to other specialists

« Individualised goal setting

* Drug review

« Anticipatory care planning (which may include escalation

plans, emergency plans, end of life care (EOLC) plans

_— 7
! A ~ . .

Geriatrician )/ Therapist orother \, /_
N | community care | ‘\Spemahst nurs

\

\ team member /
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Infectious Diseases
Society of
America/American
Thoracic Society
Consensus Guidelines
on the Management
of Community-
Acquired Pneumonia
in Adults

2007

* CURB-65 criteria appear to

function well except among
patients with underlying renal
insufficiency and among elderly
patients

Both clinical features and
physical exam findings may be
lacking or altered in elderly
patients. All patients should be
screened by pulse oximetry,
which may suggest both the
presence of pneumonia in
patients without obvious signs
of pneumonia and unsuspected
hypoxemia in patients with
diagnosed pneumonia

16
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Infectious Diseases
Society of
America/American
Thoracic Society
Consensus Guidelines
on the Management
of Community-
Acquired Pneumonia
in Adults

2007

* Criteria for clinical stability In

general, patients in higher PSI
classes take longer to reach
clinical stability than do patients
in lower risk classes. This finding
may reflect the fact that elderly
patients with multiple
comorbidities often recover
more slowly. Arrangements for
appropriate follow-up care,
including rehabilitation, should
therefore be initiated early for
these patients.

* The overall effectiveness against

invasive pneumococcal disease
among persons = 65 years of age
1S 44%—75%

17
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Guidelines
for the management of
community-acquired
phneumonia
in the elderly patient

Consensus document

Rev Esp Quimioter 2014;27(1): 69-86

Sociedad Espanola de
Quimioterapia

¥ Meni principal » Ultimas Noticias > Revista Espaiiola de Quimioterapia

Ultimas noticias
Informacién Institucional
Actividades

Revista Infeccién y
Vacunas

Becas y Premios

Inscripciones (Socio de la
SEQ)

Zona Socios y Grupos de
Trabajo

Revista Espaiiola de
Quimioterapia

Ultimo numero
(Septiembre 2015
Numeros anteriores
TOP 5 Articulos
citados

E-mail alert
Instrucciones a los

autores
Reimpresiones

Factor de Impacto

Revista Espafiola de Quimioterapia, la revista oficial de la Sociedad Espafiola de Quimioterapia (SEQ), considerara para
su publicacién aquellos trabajos relacionados con la infeccion y la quimioterapia antimicrobiana y antiparasitaria en todos
sus aspectos basicos, experimentales, diagndsticos y clinicos. Todos los manuscritos aceptados quedan como propiedad
permanente de Revista Espariola de Quimioterapia (copyright Sociedad Espafiola de Quimicterapia) y no podran ser
reproducidos total o parcialmente sin permiso de la revista. No se aceptaran trabajos publicados al mismo tiempo en otra
revista. Todos los articulos tienen acceso gratuito al texto completo. A partir de 2015, la Revista Espaiiola de
Quimioterapia publicara 6 nimeros anuales (febrero, abril, junio, agosto, octubre y diciembre).

- Ultimo namero (Septiembre 2015)

- Envio de manuscritos / Instrucciones a los autores

- E-mail alert

- Reimpresiones / separatas

-Top 5 articulos mas citados

- Factor de Impacto: 0.797

=

18



o Intermittent fever for 3 ds
« Cough/Sputum,
 Shortness of Breath

( - » Coffee-ground Vomitus




Retired Ped-Med Dr
smoke cessation 4 yrs
Allergy : NKA
Vaccination (-)

T2DM, HTN, hyperlipidemia,
CAD s/p PCI

Polypharmacy+
TOCC(-)

20



At ER

H170, W51.8 BMI17.9
Vitals 36/99/20, 158/89

Orientated

Generalized weakness

LAP(-), JVE(-), RHB, abdomial
distension+, soft,

Crackles BS
Pedal edema(-)

WBC 24,800, Seg 85%
Hb 11.3, Plt 376K,
BUN 36, Cr 1.57, Na 141, K 3.6

21
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PSI, CURB-65,
SCAP, SMART-COP

certain studies
have suggested
oxygenation as
the best
prognostic
indicator in the
elderly

CURB-65 Severity Score

Estimates mortality of community-acquired pneumonia to help determine inpatient vs.
outpatient treatment.

Confusion 2

points

Moderate risk group: 6.8%
BUN > 19 mg/dL (> 7 mmol/l) 30-day mortality.

Consider inpatient
. treatment or outpatient
Respiratory Rate = 30 with close followup.

Systolic BP <90 mmHg or Diastolic BP < 60 mmHg

Age265

Pneumonia Severity Index (PSI) Calculator

Home = Risk Stratification: Site-of-Care Decizions > Pneumonia Severity Index (PSI) = Pneumonia Severity
Index (PSI) Calculator

This calculator requires Adobe Flash Player to view. Download Flash Plaver

Demographic factors

O Yes @ Mo

Known coexisting illnesses (check all that apply)

[0 Cancer or neoplastic disease

[ Liver disea

[ Con e heart PSI RESULTS
O

O

C SCUETY | score: g4 Risk Class: ||

Renald Site-of-Care: Supervised outpatient or short

. . observation as inpatient
Physical exam findir

O altered mental st Risk Risk Class Score Mortality
[0 RR=z30/min Low | <51 0.1%
[ Systolic BP <80 Low n s70 0.6%
[1 Temperature < 3¢ Low m 71-90 0.9%
[ Pulse = 125/min Moderate v 91-130 9.3%
High v >130 27.0%
Laboratory and radi J
[1 Arterial pH on AB

BUN = 30 mg/dL e

O
O Sodium =< 130 mmol/L
J
[

Glucose 2 250 mg/dL (14 mmolL)

Hematocrit

23
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Cognitive situation

2 Confusional syndrome

3 Depression

4 Functional situation

5 Comorbidity

6 Polypharmacy

7 Falls

8 Social situation

Table 1 Integral Geriatric Assessment (IGA) adapted to emergency care

Area examined

Scale

Questions

Cognitive situation

Confusional syndrome

Depresision

Functional situation

Comorbidity
Polypharmacy

Falls

Social situation

Six-Item Screener

Name 3 objects for the subject to learn :
What year is it?

What monthsis it?

What day of the week is it?

What 3 objects did | ask you to remember?

At risk if has 3 or more errors

Confusion Assessment Method

1. Acute onset or fluctuating course
2. Lack of attention

3. Disorganized thoughts
4. Altered level of consciousness

At risk if 1 and 2, more if 3 or 4

Emergency Department Depression Sereening Instrument

1. Do you often feel sad or depressed?
2. Do you often feel defenseless?

3. Do you often feel discouraged or unhappy?
At risk with 2 positive answers

Barthel index

At risk if has acute functional impairment (Barthel < 60, moderate-severe
dependence)

Charlson index

Greater risk with higher score (2 3 points, high comorbidity)

Criterias of STOP & START |dentify inappropriate medication and lack of prescription of medications
indicated
Get up and Go test Time from getting up from an armless chair, walking 3 m and returning and

sitting in the chair.

At risk of frailty if > 10-20 sec and falls > 20 sec.

Family situation of the Gijon Scale of Sociofamilial
assessment

Lives with family without physical psychological dependence (1); lives with
spouse of similar age (2);

lives with family andfor spouse and presents some grade of dependence (3); li-
ves alone and has children nearby (4); lives alone with no children or these live
at a distance (5). Higher score greater risk.

24
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P EE IR A Screening scales in the
BRE S A elderly patient (cutoff >2)
TRST ISAR

) =75years ) = 65 years

Has difficulty walking, transfers or has a history of recent [ Prior to the acute process for which the patient was visited,
falls? was help requarly necessary in basic activities?

After the acute process for which the patient was visited
was more help than necessary required for care?

Does the patient have cognitive impairment? Do the patient have serious memory problems?

I Docs the patient live alone or have a capacitated care pro-

vider?
Does the patient see well in general?

I Does the patient take 5 or more different drugs? I Docs the patient take 3 or more different drugs a day?
Without taking this visit into account, has the patient been Has the patient been admitted to hospital one or more days
to the emergency department in the last 30 days or hospitali- (excluding a visit to the emergency department) in the last
zed in the last 3 months? 6 months?

The nurse believes that this patient requires home follow up
for some reported reason.




Flemish version of the Triage Risk
Screening Tool (fTRST)

Presence of cognitive
decline

Living alone or no help
from partner/family

Reduced mobility or fallen

in the past 6 months

Hospitalized in the past 3

months

Polypharmacy ( 5 different

medications)

Total (cutoff =22)

u

2

0

Items

Has food intake declined over the past 3
months due to loss of appetite,
digestive problems, chewing, or
swallowing difficulties?

Weight loss during the last 3 months?

Mobility?

Neuropsychological problems?

BMI? (weight in kg)/(height in m>)

Takes more than three prescription
drugs per day?

In comparison with other people of the
same age, how does the patient
consider his/her health status?

Age

(Cutoff <14)

Total score

Possible responses (score)

0 = severe decrease in food
intake

1 = moderate decrease in
food intake

2 = no decrease in food
intake

0 = weight loss >3 kg

1 = does not know

2 = weight loss between 1
and 3 kg

3 = no weight loss

0 = bed or chair bound

1 = able to get out of bed/
chair but does not go out

2 = goes out

0 = severe dementia or
depression

1 = mild dementia

2 = no psychological
problems

0=BMI <19

1=BMI 19 to <21

2 =BMI 21 to <23

3 =BMI =23

0 =vyes

1 =no

0.0 = not as good

0.5 = does not know

1.0 = as good

2.0 = better

0: >85

1: 80-85

2: <80

0-17
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Y FIE2] Box 1: The CSHA Clinical Frailty Scale

EADEE 1 Very fit— robust, active, energetic, well motivated and
fit; these people commonly exercise regularly and are in
the most fit group for their age

The elderly patient 2 Well — without active disease, but less fit than people in

without clinical criteria category |

of frailty 3 Well, with treated comorbid disease — disease symptoms
are well controlled compared with those in category 4

. _ 4 Apparently vulnerable — although not frankly dependent,
, The elderly patient with these people commonly complain of being “slowed up”
clinical criteria of frailty or have disease symptoms

5 Mildly frail — with limited dependence on others for

. _ instrumental activities of daily living
The elderly patient with

a clinical criteria of mild
frailty

6 Moderately frail — help is needed with both instrumental
and non-instrumental activities of daily living

7 Severely frail — completely dependent on others for the

activities of daily living, or terminally ill
The elderly patient with

b clinical criteria of Note: CSHA = Canadian Study of Health and Aging.
moderate-severe frailty CMAJ ¢ AUG. 30, 2005; 173 (5)
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Common problems in frailty
which need to be
addressed to reduce the
severity and improve
Outcomes

O Falls

O Cognitive impairment

v Continence

v" Mobility Weight loss and
poor nutrition

v Polypharmacy

v" Physical inactivity

v" Low mood

O Alcohol excess

O Smoking

[ Vision problems

O Social isolation and
loneliness

M@81
g

Pneumonia

Clinical Frailty Scale 6
Moderately Frail

People need help with all
outside activities and with
keeping house. Inside, they
often have problems with stairs
and need help with bathing and
might need minimal assistance
(cuing, standby) with dressing.
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ﬁ BIE: ?E g | Table 3 Risk factors for different microorganisms
AEEEEEEFZ=

: MICROORGANISM RISK FACTORS
Enterobacteriaceae ‘
Severe COPD with FEV1<35%
and/or COPD > 4 cycles of antibiotic treatment in the last
> 4 CYCIes OT antIolotIc treatment In the 1ast year
Anaerobes g U

P aeruginosa Bronchiectasias with previous colonization
Nasogastric tube for enteral alimentation

Admission in the ICU

Risk facoters
Functional impairment

v Risk factors of aspiration [ Functonl impement

Dysp ha gia Risk factors of aspiration

Gastroesophageal reflux Dysphagia

v" Histo ry of vomitin g Enterobacteriaceae Gastroesophageal reflux

Cerebrovascular diseases andfor I fistory of vomiting

Dementia Anaerobes Cerebrovascular diseases

Periodontal disease Dementia

v’ Bad oral hygiene Periodontal disease
. Bad oral hygiene

Submitted to bed sores or wounds
Methicillin-resistant S. qureus — Clinical severity + recent hospitalization + previous endovenous antibiotic + institucionalization

Previous colonization
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YT eS|
MEREE

This patient ranked
Moderate frailty

Indicated to empiric
UNASYN

Table 4 Empiric treatment in CAP in the elderly
SCENARIO TREATMENT
Amogicillin/clavulanate or cefditoren

+

= QOutpatient treatment clarithromyein

< or

2 . . :

= moxifloxacin or levofloxacin

E

= Amoxicillin/clavulanate or ceftriaxone

< o + azithromycin

Treatment at admission

or

moxifloxacin or levofloxacin

Amoxicillin/clavulanate or ceftriaxone
+ azithromycin
or
moxifloxacin or levofloxacin
Ertapenem

or

amoxicillin/clavulanate™®

Ertapenem
or

amoxicillinfclavulanate™

Add linezolid

= Mild frailty*

£

=1

=

=

o

& ‘

Moderate-severe frailty
Enterobacteriaceae/anaerobes
Methicillin-resistant S. aureus

2

S

g

=

5

=

o

£

£

(=1

2

)

P. aeruginosa

Piperaciliin/tazobactam
or
imipenem or meropenem
or
cefepime
4
levofloxacin or ciprofloxacin or

amikacin or tobramycin

* Evaluate risk factors for microaspiration and multiresistant bacteria with special caution.

** Evaluate local resistance to amoxicillin/clavulanate and patient severity.
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drug dosage adjustment
recommendations by IT

FUNERRE - EEIRIBEEINEERHE

EEEE

Table 5 Antibiotic doses

E

e, @ [} @ . 90 § B # * o W
WESH (GRDM WEAE MIds  GANS ENES EM&S  GR GOSN eDE  rEeEm

el N e I o e £ - |

Eiom| =

musy o x REEE |MARM

1 Subject & Obiect, cer0

— R D
eorr ozxs EETOREICE |3
| ma@ | 25 CEIETICEICT CRET I =

W | mEG

MMICFT  <EaCeritin 1N
T GEsClaforan 10

(L) | REe2) TR MR 3]

CRECEH

EERE | sE=em|
(R 1

£ 1000 ng(06H)

© ERWARERERE RS T THARAS

1000 ng Cefoxitin 1N
500mg. Cefotaxine NI

= vial N N 1040401

= vial B | N 1040401 | | _mAkE®

EE(L) | AN

RHNT

[~ it

ANTIBIOTIC DOSE DOSE IN RENAL INSUFFICIENCY (mlfmin)
AMIKACIN 15-20 mgfkg/24 h 60-80: 9-12 mg/kg/24 h; 40-60: 6-9 mgfkg/24 h
30-40: 4,5-6 mgfkg/24 h; 20-30: 3-4,5 mgfkg/24 h
10-20; 1,5-3 mgfkgf24 h; <10:1-15 mg/kg/24 h
AMOXICILLIN-CLAVULANATE IV 20[6-8 h 30-50: 1 g/8 h; 10-30; 500mg/12 h
< 10: 500mg/24 h
AMOXICILLIN-CLAVULANATE VO 2/01259/12h 30-50: 500 mg/8 h; 10-30: 500mg/12 h
< 10: 500mg/24 h
AZITHROMYCIN  IV/VO 500 mgf24 h No adjustment required
CEFDITOREN VO 400mg12 h 30-50: 200mg/12 h; <30:200 mg/24 h
CEFEPIME IV 2q/8h 30-50:2 g/12 h; 10-30:2g/24 h
<10:1g/24h
CEFTRIAXONE IV 1-2./12-24 h > 10: not required < 10: maximo 2 g/24 h
CIPROFLOXACIN IV 400mg12 h 30-50: not required; <30:200mg/12 h
CIPROFLOXACIN VO 500 mg/12 h 30-50: not required; <30:250 mg/12 h
ERTAPENEM IV 19/24h < 30: 500 mg/24 h
IMIPENEM IV 1g/6-8h 30-50: 250-500 mg/6-8 h; <30:250-500 mg/12 h

LEVOFLOXACIN IV/VO

LINEZOLID IVVO
MEROPENEM IV

MOXIFLOXACIN  IVVO
PIPERACILLIN/TAZOBACTAM IV
TOBRAMICINA IV

500 mg/12-24 h

20-50: 250 mg/12-24 h;
< 10:125mg/24 h

10-20: 125 mg/12-24 h

600 mg/12 h No adjustment required
1g/8h 30-50: 1 g/12 h: 10-30: 500 mg/12 h
< 10: 500 mg/24 h
400 mg/24 h No adjustment required
4/05/6-8 h 20-50: 2/0,25 /6 h; <20:2/0,25 g8 h
4-7 myfkg/24 h 60-80: 4 mo/kg/24 h; 40-60: 3,5 mg/kg/24 h

30-40: 2,5 mg/kg/24 h;
10-20: 1,5 mgfkg/24 h

20-30: 2 mg/kg/24 h
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What to do? Who does it?
At initial nursing assessment Blank cell.

I Fis5 !
E‘E **'%EE*%SE lﬂzn;gzetzf caregiver who will be at home with Bedside nurse

Let the patient and family know that they can
use the white board in the room to write

Bedside nurse

Table & Clinical stabilizat tori questions or concerns
d01¢ Inical Staotiization criteria :
Elicit the patient and family’s goals for the Bedside nurse
hospital stay
Inform the patient and family about steps Bedside nurse
toward discharge
* Respiratory rate < 24 rpm All clinical staff

. Educate the patient and family about the
* Axillary temperature < 37.2°C patient’s condition at every opportunity and use

* Systolic blood pressure > 90 mmHg teach back

* 0, saturation > 90% Explain medicines to the patient and family and  [RARULERL
use teach back

* Good level of consciousness -
Discuss progress toward goals All clinical staff

* Tolerance to oral route
Involve the patient and family in care practices All clinical staff

Prior to discharge planning meeting Blank cell.
(1 to 2 days before discharge planning
meeting; for short stays, this may occur at
admission)

Hospital identifies
one person:
Nurse, patient
advocate, or
discharge glanner
Hospital identifies

Give Be Prepared to Go Home Checklist and

Booklet (Tools 2a and 2b) to the patient and
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Geriatric Care Management
M 81

v" Comorbidity > polypharmacy > compliance
S . v’ Vitals, BS record daily, BW weekly
Individualised Care Medical 7 Wead e
and Support Plans v Water/ fruit, Diet preparation, Nutrition
(CSP)
v’ Oral hygiene, bath
. v' Home-based, group-based rehabilitation
O A health and social functional v’ Fall prevention, barrier free home
care summary P 0
O An optimisation
and/or )
maintenance plan
O An escalation plan N€uropsychiatric
O An urgent care
I
pran v’ Family dinner
L An advance care v Rehabilitation program

plan or end of life Social
care plan
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ATS IDSA pneumonia Guideline

Comprehensive Geriatric Assessment

Swallowing assessment and intervention

Oral hygiene, Nutrition, delirium

Caregiver/family education, Vaccination
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37 Disease-Specific Care Centers, 113 Case Managers

____ TeamName | Age6S

Chronic kidney disease (CKD) 68.70 %
Type 2 Diabetes mellitus (DM) 59.87 %
Stroke 56.40 %
Chronic obstructive pulmonary disease (COPD) 72.61 %
Asthma 33.33%
Total Knee Replacement (TKR) 81.00 %
HIV 00.00 %
Hepatocellular carcinoma (HCC) 44.26 %
Breast cancer 9.75 %
Acute myocardial infarction (AMI) -

Pain -

Urine incontinence -

Dementia -

Fall prevention - 7



Integration Cross Teams

Chronic kidney disease (CKD) 68.70 %

Type 2 Diabetes mellitus (DM) 59.87 %
Stroke 56.40 %
Chronic obstructive pulmonary 72.61 %
Asthma 33.33%
Total Knee Replacement (TKR) 81.00 %
HIV 00.00 %
Hepatocellular carcinoma (HCC) 44.26 %
Breast cancer 9.75 %

ol = Acute myocardial infarction (AM
Pain
Urine incontinence

Dementia

Fall prevention 48



Documented Improvement in Physical and Mental Health

Comprehensive Geriatric Assessment Integrated Health Promotion Service
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2013-2015

GUIDING REGIONAL HOSPITALS
TO PROVIDE INTEGRATED
GERIATRIC CARE PROGRAM

Taipei Branch:

Location: Taipei City

Jurisdictional District: Taipei City,

Taipei Country, Keelung City, I-lan Country,
Lienchiang Country, Kinmen Country.

Northern Branch:
Location: Chungli City
Jurisdictional District:

Taoyuan Country, Hsinchu City,
Hsinchu Country, Miaoli Country,

Central Branch:

Location: Taichung City
Jurisdictional District:

Taichung City, Taichung Country,
Changhua Country, Nanton Country.

Eastern Branch:
Location: Hualien City
Jurisdictional District:
Hualien City,

Taitung Country.

Southern Branch:
Location: Tainan City
Jurisdictional District:
Yunlin Country, Chiayi City,
Chiayi Country,

Tainan City, Tainan Country.

Kao-Ping Branch:
Location: Kaohsiung City
Jurisdictional District:
Kaohsiung City,
Kaohsiung Country,
Pingtung Country, Penghu Country.



e STRUCTURE AND PROCESS STAGE

e 15 regional hospitals developed Integrated Geriatric Health Care Team and
integrated care process.

e 157 multidisciplinary professionals completed training.

e Completing Comprehensive Geriatric Assessment for 304 enrolled elderly patients./

OUTCOME STAGE \

11 regional hospitals developed Integrated Geriatric Health Care Team and integrated care

process.

150 multidisciplinary professionals completed training, 74 case managers participated in CGA

training course

Enrolled 239 elderly patients, Implement of Integrated Geriatric Health Care Toolkits for

assessment, intervention, and quality. /
\

EXPANSION STAGE
e 12 regional hospitals and 13 Public Health Centers participating
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Program Outcome

2013

304 elderly patients

10.00% lack of participation in social activities

57.31% no regular exercise

32.26% lack of social support

60.07% deterioration of mobility
52.04% declining in balance

42.33% fall experience

25.08% screens positive for dementia
30.58% screen positive for depression
41.53% risk for malnutrition,

60.07% risk for fall,

94.38% two or more comorbid conditions
68.58% polypharmacy

2014

239 elderly patients

42.9% mild Cognitive impairment
40.7% screen positive for depression
52.9% risk for malnutrition

73.2% polypharmacy

16.0% urine incontinence

49.4% fall experience

59.3% chronic pain

3-month of
Intervention

14.7% Improved ADL
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Not only cure, but also care!

Take Home Message
2 reduce family caregiver burden

 Meet identified community needs
 Make team small then gradually bigger

e Clarify care process, multidisciplinary role and
duties

e Case managers plus IT facilitate coordination

* Select manageable quality indicators to
improve individual and team performance
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How can they work together
if they don't learn together?



