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大綱

• 老人照護結構建置

• 運作模式 1 : 老人肺炎

• 運作模式 2 : 全院性跨團隊高齡照護整合

• 運作模式 3 : 中區高齡醫療整合
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TeamSTEPPS 2.0

TeamSTEPPS is a teamwork system 
developed jointly by the 
Department of Defense (DoD)and 
the Agency for Healthcare Research 
and Quality (AHRQ) to improve 
institutional collaboration and 
communication relating to patient 
safety.
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彰化基督教醫院
AD 54 衰弱老年病患評估與照顧

政策與作業流程
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跨專業團隊成員工作內容及處理的問題 (Kresevic, 1998)

專業成員 工作內容 處理的問題

醫師

整體評估
醫療診斷及治療
藥物
預後
醫療處置
領導團隊
教育團隊
與其他醫師聯繫

多重藥物
多重疾病
日常生活活動功能退化
認知功能改變
憂鬱症
營養不良
褥瘡
照護的追蹤

護理師

評估病人功能
發展護理照護計劃
追蹤照護成效
提供健康維持與促進建議
給予病人及家屬支持
教育病人照護者及團隊成員
協調出院準備計劃

活動功能
跌倒
褥瘡及其危險因子的評估
尿失禁
行為問題
緩和療護
家屬或照護者資源
教育(治療、疾病預防或健康促進、藥物等)
醫療照護配合情形

社會工作師

病人資源的使用狀況、需求及建議
病人照護財務計劃/補助個案管理
對於出院轉介的評估與建議
與居家照護、復健、護理之家及社區機

構的聯繫
諮詢及資源的提供

評估高危險老人(認知功能障礙、憂鬱症、獨
居、缺乏支持、住院次數頻繁等)

照護經費缺乏
病人與照護者關係
照護整合
緩和療護
懷疑老人被疏於照護或受虐
教育(資源、服務給付的選擇與取得)



物理治療師

評估行動能力(如移位、步態)
下肢活動範圍、強度及協調的評估及訓
衰弱部位的運動訓練
評估行動所需輔具及支架的需求
對於因姿勢或肌肉不協調所造成疼痛的

改善
教育病人、照護者及團隊

步態不穩
衰弱
平衡問題
跌倒
姿態性低血壓
行動安全建議
輔具建議
因急慢性問題所造成活動功能的衰退
因急慢性問題所需輔具者的教育
教育(移位技巧、跌倒時如何起來…等)
因活動力不佳所需的運動建議
出院後安置的建議

職能治療師

評估自我照顧能力(日常生活活動功能)
上肢活動範圍、強度及耐性的評估及訓

練
細微動作的協調性
評估日常生活輔具使用的必要性
居家環境評估與建議
教育病人、照顧者及團隊

自我照顧能力障礙
自我照顧過程安全性堪虞
認知功能障礙
自我照顧能力受限但卻缺乏協助者
因急慢性問題所需輔具者的教育
居家環境障礙及安全問題

營養師

營養評估
評估飲食的適當性
教育病人、照護者及團隊

食慾不佳
近期體重減輕10%以上
白蛋白值低於3.6mg/dl
腸灌食
飲食建議
營養補充品建議
教育飲食營養

跨專業團隊成員工作內容及處理的問題 (Kresevic, 1998)



優質跨職類團隊十大原則

 1. Leadership and management 

 2. Communication

 3. Personal rewards,

training and development

 4. Appropriate resources and

procedures

 5. Appropriate skill mix

 6. Climate 

 7. Individual characteristics 

 8. Clarity of vision

 9. Quality and outcomes of care

 10. Respecting and 
understanding roles

Nancarrow et al.: Ten principles of good interdisciplinary team work. Human Resources for Health 2013 11:19.



周全性老人評估 (CGA)
對老人照顧有用嗎 ?

CONCLUSION: An acutely ill elderly 
patient seems to benefit from CGA in a 
geriatric department. Short-term 
mortality is reduced despite higher age 
and comorbidity and the length of stay 
or readmission rate were not increased.

Comprehensive 
geriatric assessment 
increases 30-day 
survival in the aged 
acute medical 
inpatients 
[Dan Med J 2012;59(6):A4442]
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周全性老人評估 (CGA)
對老人照顧有用嗎 ?

Main results

Twenty-two trials evaluating 10,315 
participants in six countries were identified. 
Patients in receipt of CGA were more likely to 
be alive and in their own homes at up to six 
months (OR 1.25, 95% CI 1.11 to 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 
medical care. 

In addition, patients were less likely to be 
institutionalised (OR 0.79, 95% CI 0.69 to 0.88, 
P < 0.0001). They were less likely to suffer 
death or deterioration (OR 0.76, 95% CI 0.64 
to 0.90, P = 0.001), and were more likely to 
experience improved cognition in the CGA 
group (OR 1.11, 95% CI 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.

Comprehensive 
geriatric assessment 
for older adults

admitted to hospital

[Cochrane Database 
of Systematic Reviews 
2011, Issue 7.]
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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 

- a report from the British Geriatrics 
Society 2014
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周全性老年團隊運作五步驟

1.找出適合接受評估的病人

2.完整的評估及建議

3.依據建議實地執行

4.追蹤執行成效

5.修正治療計畫。
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老人肺炎之
周全性老人團隊評估與介入

運作模式 1 :
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ATS IDSA肺炎指引中
關於老人照顧的提醒(1)

• 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

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

2007
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ATS IDSA肺炎指引中
關於老人照顧的提醒(2)

• 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 
is 44%–75%

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

2007
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西班牙指引 :
Guidelines

for the management of 
community-acquired 

pneumonia
in the elderly patient

]

Consensus document

Rev Esp Quimioter 2014;27(1): 69-86
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M 81

• Intermittent fever for 3 ds

• Cough/Sputum, 

• Shortness of Breath

• Coffee-ground Vomitus

C.C

19



M 81 • Retired Ped-Med Dr

• smoke cessation 4 yrs

• Allergy : NKA

• Vaccination (-)

• T2DM, HTN, hyperlipidemia, 
CAD s/p PCI

• Polypharmacy+

• TOCC(-)

20



M 81 • H 170, W 51.8  BMI 17.9
• 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

At ER

21



M 81

CXR
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西班牙指引 :
PSI, CURB-65, 

SCAP, SMART-COP

certain studies 
have suggested 
oxygenation as 
the best 
prognostic 
indicator in the 
elderly 
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西班牙指引 :
急診執行整合老人醫學
評估 (IGA)，有困難 !

1 Cognitive situation

2 Confusional syndrome

3 Depression

4 Functional situation

5 Comorbidity 

6 Polypharmacy

7 Falls 

8 Social situation 24



西班牙指引 :
我們篩選病人
再決定是否評估

Screening scales in the 
elderly patient (cutoff ≥2)

25



找出適合接受評估的病人

Flemish version of the Triage Risk
Screening Tool (fTRST)

Risk Yes No

1
Presence of cognitive 
decline

2 0

2
Living alone or no help 
from partner/family

1 0

3
Reduced mobility or fallen 
in the past 6 months

1 0

4
Hospitalized in the past 3 
months

1 0

5
Polypharmacy ( 5 different 
medications)

1 0

Total (cutoff ≧2)

The G-8 questionnaire

26
(Cutoff ≤14)



完整的評估及建議
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居家改造
BNQ特力屋
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依據建議實地執行



西班牙指引 :
老人分類

35

1
The elderly patient 
without clinical criteria 
of frailty 

2
The elderly patient with 
clinical criteria of frailty 

a
The elderly patient with 
clinical criteria of mild 
frailty 

b
The elderly patient with 
clinical criteria of 
moderate-severe frailty CMAJ • AUG. 30, 2005; 173 (5)



36

Common problems in frailty 
which need to be
addressed to reduce the 
severity and improve
Outcomes

 Falls 
 Cognitive impairment
 Continence
 Mobility Weight loss and 

poor nutrition 
 Polypharmacy
 Physical inactivity
 Low mood
 Alcohol excess
 Smoking
 Vision problems
 Social isolation and 

loneliness

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.Pneumonia

M 81



西班牙指引 :
不同菌種風險因子考量

Enterobacteriaceae
and/or
Anaerobes

Risk facoters
Functional impairment
 Risk factors of aspiration
Dysphagia
Gastroesophageal reflux
 History of vomiting
Cerebrovascular diseases
Dementia
Periodontal disease
 Bad oral hygiene

37



西班牙指引 :
抗生素選擇

This patient ranked 

Moderate  frailty

Indicated to empiric 
UNASYN 
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西班牙指引 :
抗生素安全使用

IPSG 3 

drug dosage adjustment 
recommendations  by IT

39
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西班牙指引 :
臨床穩定標準

What to do? Who does it?

At initial nursing assessment Blank cell. 

 Identify the caregiver who will be at home with 

the patient

Bedside nurse

 Let the patient and family know that they can 

use the white board in the room to write 

questions or concerns

Bedside nurse

 Elicit the patient and family’s goals for the 

hospital stay

Bedside nurse

 Inform the patient and family about steps 

toward discharge

Bedside nurse

Daily activities Blank cell. 

 Educate the patient and family about the 

patient’s condition at every opportunity and use 

teach back

All clinical staff

 Explain medicines to the patient and family and 

use teach back

All clinical staff

 Discuss progress toward goals
All clinical staff

 Involve the patient and family in care practices
All clinical staff

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

Blank cell.

 Give Be Prepared to Go Home Checklist and 

Booklet (Tools 2a and 2b) to the patient and 

family

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

 Schedule discharge planning meeting with the 
Hospital identifies 
one person: 

41



42



43



M 81
AREA

Geriatric Care Management
Follow-up

Medical

 Comorbidity > polypharmacy > compliance
 Vitals, BS record daily, BW weekly
 Vaccination
 Water/ fruit, Diet preparation, Nutrition

functional

 Oral hygiene, bath
 Home-based, group-based rehabilitation
 Fall prevention, barrier free home

neuropsychiatric

-

Social

 Family dinner
 Rehabilitation program

Individualised Care 
and Support Plans 
(CSP)

 A health and social 
care summary

 An optimisation
and/or 
maintenance plan

 An escalation plan

 An urgent care 
plan

 An advance care 
plan or end of life 
care plan

44



2014 肺炎住院件數 肺炎死亡件數 比率

全院 1486 122 8.21%

0-64 514 17 3.31%

≥ 65 1311 120 9.15%

老人醫學科 93 2 2.15% 45

ATS IDSA  pneumonia Guideline

Comprehensive Geriatric Assessment

Swallowing  assessment and intervention

Oral hygiene,  Nutrition, delirium 

Caregiver/family education, Vaccination

CPT/ VEST, Rehablitation 1
.主
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全院性跨團隊高齡照護整合

運作模式 2 :
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37 Disease-Specific Care Centers , 113 Case Managers 

Team Name Age ≥65 

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 - 47



Integration Cross Teams

Team Name Age ≥65 

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 - 48

Integrated 
Geriatric Health 

Care Team 

Comprehensive 
Geriatric Care 

+ 
Age-Friendly 
Health Care



Documented Improvement in Physical and Mental Health 
Comprehensive Geriatric Assessment Integrated Health Promotion Service
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Depression

Delirium

ADL

IADL

2011-4           2013-3           2015-9
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2011-4           2013-3           2015-9

2011-4           2013-3           2015-9

Baseline        CGA               CGA+HPH
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Baseline         CGA               CGA+HPH

Baseline         CGA                CGA+HPH



中區高齡醫療整合

運作模式 3 :
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GUIDING REGIONAL HOSPITALS 
TO PROVIDE INTEGRATED 

GERIATRIC CARE PROGRAM 

2013-2015
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2013

• STRUCTURE AND PROCESS STAGE

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

• 157 multidisciplinary professionals completed training.

• Completing Comprehensive Geriatric Assessment for 304 enrolled elderly patients.

2014

• 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.

2015

• EXPANSION STAGE

• 12 regional  hospitals and 13 Public Health Centers participating



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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2016 中區高齡醫療網絡

篩選

• 老人症候群

• CGA

• Refer patient

評估與介入

• CGA

• ICSP

評估與介入

• CGA

• ICSP
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Take Home Message
Not only cure, but also care!

reduce family caregiver burden
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