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Background

PROJECTED
A1 POPULATION INCREASE

Findings from Wave 3 of TILDA
recommend implementation of
admission avoidance services
and dedicated tailored care of
the oldest old in emergency
settings [1]

Effectiveness of early assessment
and intervention by
interdisciplinary teams including
HSCPs in the ED: protocol for a
systematic review [2]

1 McGarrigle C, Donoghue O, Scarlett S, Kenny RA (Eds.). Health and wellbeing: active ageing for older adults in Ireland. Dublin: The Irish
Longitudinal Study on Aging; 2017

2 Cassarino M, et al. i of early and by i y teams including health and social care
professionals in the emergency department: protocol for a systematic review. BMJ Open 2018; 8:e023464

Aim & objectives

The overall aim of the study is to examine the impact of a dedicated interdisciplinary
team (Occupational Therapist, Physiotherapist, Medical Social Worker and candidate
Advanced Nurse Practitioner) on the quality, safety and cost-effectiveness of care of
older persons in the Emergency Department

The objectives of this study are;

1
2.
3.

To profile patient demographics and outcomes post ED index visit
To stratify frailty risk in patients seen by Home FIRsT

To evaluate the predictive properties of two frailty screening tools (CFS & Think
Frailty), on patient outcomes

. To identify predictors of a 30-day ED unscheduled revisit

Methods

Study design and selection Setting
* Prospective cohort study of persons aged
270 presenting to SJH ED (April — September | Total attendances to ED in 2017 49,503

2018)
Total attendances to ED in 2017

Inclusion criteria; over 65

Core working hours (Mon- Fri, 08:00-18:00)

Aged 270 years

12,612 (25.5% of total)

Total attendances to ED in 2017 6,629
over 65 requiring admission (13.4% of total)
Manchester Triage System score of 3-5 (52.5% of the >65)

Identified and screened by a Home FIRsT Total attendances to ED in 2017

member over 65 requiring more than one 1,149
admission
Ethical approval granted by SJH/TUH REC Total deaths over 65 in 2017 64




Statistical analyses

* Appropriate descriptive statistics were used to describe the baseline
demographics of study population

 Using STATA version 15, a logistic regression analysis was performed to
identify factors most predictive of a patient’s admission post ED index
visit and unscheduled revisit for those discharged

* Predictive validity of frailty instruments used were completed using

Receiver Operating Characteristic (ROC) curve analyses

Baseline characteristics of the study population

Sex, n (%)

wale

Fermale

Age, median (1K)
Residential status, n (%)
Living alone

Lrving with family
Nursing home resident
Other

Manchester triage system urgency, n (%)

S — Non urgent

Top 5 principal presenting problems, n (%)

Shortness of breath
Abdominal pain

Disposition, n (%)
Admission
Discharge

73 (11%)
iz (5u%)

80 (75-85)

as6 (42%)
619 (54%0)
21 (3%)
13 (1%)

55 (5%)

27 (A%

291 (34%)
765 (60%)

CHARACTERSISTIC VALUE

Baseline characteristics by admission/discharge decision*

Di

harged
12)

Manchester Triage Score, % (n):
s

itted st

crs3a 137 (Ga7/712)
rsse 27.7 (197/712)

6.5 (ass/712) 1.4 (325/360) Xi=62.56;p < 0.001
wTsa 285 (208/712) 8.5 (31/360)

wiss 11(8/n2) 0.0 (0/360)

3AT score, % (n):

“ant=0 752 (536/712) 54.7 (197/360) x:=73.89;p <0.001
an1-13 22.2 (158/712) 308 (111/360)

—antza 25 0/n12) 14.4 (52/360)

Clinical Fraily scale, % (n):

“ers12 198 (141/712) 9.2 (33/360) 42,05, <0.001

fencs interval; MTS = Mar

Frot e

crs7a 38 (27/712) 6.5 (25/360)
Clinical Frailty Scale, Mean (95% 1) 376 (3.65 - 3.86) 445 (431 ~4.60)  t=-7.63; p <0.001
Think Frail Scale, % (n):
-0 18.4 131/712) 106 (38/360) X:=5817;p < 0.001
1 2.5 (203/712) 18.9 (68/360)
2 & (182/712) 233 (84/360)
rs=3 214 (152/712) 1.7 (114/360)
Crs-a 25 (33/712) 14.4 (52/360)
TS5 15732} 11 (a/360)
Think Frailty Score, Mean (95% C1) 170 (L61-175) 224 (211-237)  t=-681p<0.001

Lot used o continuous veriabes, Chsquare est used for categorical varables.

Clinical Pty Scale, 775 = hink

* Complete data set i.e frailty scales & 4AT available on 1,072 patients

Admit MedEL 14%

Admit Medical 20%

Outcomes

Discharge GP 45%

HHEE

Discharge Community 9%

o

==

Discharge MedEL 12%

18.3% of patients discharged home
were referred to Medicine for
Older Persons ambulatory care

15% of patients discharged home

were referred to primary care
agencies ( n= 192 referrals sent)

15 = Robert Mayne Day
Hospital

= Falls & Syncpe Unit
Bone Health &
Osteoporosis

oPD

14

= PCCCOT&PT

=PHN

pPCCCsW

Integrated

Case Manager

= Other




Logistic regression models with “admission” as the dependent variable
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Receiver Operating Characteristic (ROC) Curves for frailty scales as
predictors of hospital admission
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Unscheduled ED revisits

m Nil revist
® Revisit & admission

® Revisit & discharge

« Of the 136 (17.8%) returning patients, including 66 (8.6%) within the first 7 days, 77
(10%) were admitted.

¢ Median LOS 7 days; mean 16.36 days.

30 patients (22%) had 22 revisits over a 30 day period (range 2-9 revisits)

Logistic regression models with “unscheduled ED revisit” as the
dependent variable
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Receiver Operating Characteristic (ROC) Curves for frailty
scales as predictors of unscheduled ED revisit
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Discussion & conclusion

* With Home FIRsT in situ ?fproximately 1-2 admissions are avoided on a daily
basis (Monday-Friday); CGA begins in the ED

* Home FIRsT have operationalsied the screening and assessment of frailty and
delirium in the ED

* Cognitive impairment (4AT1-3) and delirium (4AT >4) are strong predicators of
admission post index visit, more so than frailty status

* Older persons have a high rate of 30 day unscheduled ED revisit

It is difficult to produce models with patient information available during the ED
evaluation that can reliably predict unscheduled revisits




Limitations
* Our work is centred in one study site, which may constrain the generalizability
of the research findings

« Our cohort is not representative of the total older emergency population,
rather a subgroup of patients

 Functional status was not routinely evaluated and recorded using a validated
tool

Future Directions
 Capture mortality rate 90 days after the index visit

. Categorlse MTS presenting problems using ICD 10 code and complete logistic
regression analysis

 Consider replacing Think Frail with Identification of Seniors at Risk (ISAR)
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