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Objectives

A &

WHAT. WHY. HOW.
To review the To discuss why frailty To apply the 10 essential
consequences of necessitates cross- elements of successful
siloed health care specialty collaborative cross-specialty

for older adults. models of care. collaborative care models.



“If you want to go fast, go alone;
if you want to go far go

TOGETHER~

-- African Proverb

A ) \\\




WHAT.

To review the
consequences of
siloed health care
for older adults.

WHAT

siloed health care



The percentage of Canadians over age 75 is increasing.
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Cancer incidence rises with age.
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Heart disease incidence also rises with age.
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Proportion of Canadians aged 65 and older with zero to four self-
reported major chronic diseases (cancer, cardiovascular disease,
chronic respiratory disease, diabetes)

No Chronic Disease
" 1 Chronic Disease
" 2 Chronic Diseases
B 3 Chronic Diseases
B 4 Chronic Diseases

58.3%

\1.3%

0.1%

Canadian Community Health Survey, 2014



COMORBIDITY

Comorbid
disease

Index
disease

Comorbid
disease

Comorbid
disease

MULTIMORBIDITY

Chronic
condition

| Effect
- on the
| patient

Chronic
condition

Chronic
condition

Chronic
condition

Public Health Reviews. 2010;32:451-74.
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CONCORDANT CON

Similar pathophysiologic profile and disease management plans.




Not directly related in either pathogenesis or management.



DOMINANT CONDITION

Identify and treat clinically dominant
conditions that eclipse other less
important conditions, which may be
better left alone.



Minor illness (eqg, urinary tract infection)
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FRAILTY

A STATE WITH HIGH
VU LN ERABIFEINSYSSROSANDNVEE R S E
H EALTHYC AIRMESOIUSEC OHVIEELS

Lancet. 2013,381(9868):752-62.



The more individuals have
wrong with them, the more
likely they are to be FRAIL.

CUMULATIVE DEFICIT MODEL OF FRAILTY



WHY.

To discuss why frailty
necessitates cross-
specialty collaborative
models of care.

Why

frailty necessitates
cross-specialty collaboration



A comprehensive geriatric assessment (CGA) is a
multidimensional, interdisciplinary diagnostic
process to determine the medical, psychological,
and functional capabilities of a frail elderly person in
order to develop a coordinated and integrated plan
for treatment and long-term follow-up



PHYSICAL EXAM
Vision and hearing
swallow, nutrition and hydration
Bladder and bowel
Injury
Skin

Caregivers

HISTORY PSYCHIATRIC EXAM
Gait and falls Cognitive screen
Continence Delirium

Sensory Mood
Medications Pre-existing problems

FUNCTIONAL ASSESSMENT
Home Gait and balance

environment Activities of daily living
BMJ 2019;364:113




GA # CGA

1. SCREENING
2. ASSESSMENT

3. GOAL-DIRECTED INTERVENTION CGA
4. FOLLOW-THROUGH

geriatric assessment




COMPREHENSIVE GERIATRIC ASSESSMENT

NNT =355

to have one more older adult survive

and return home at discharge.

Cochrane Database Syst Rev. 2017,
CD006211.



THERAPEUTIC HARMONIZATION

ALIGNING PROGNOSIS AND GOALS WITH CARE.



FRAMEWORK FOR MULTIMORBIDITY

PREFERENCES

EVIDENCE

PROGNOSIS

FEASIBILILEY

OPTIMIZATION

Recognize preference-sensitive decisions.

Number needed to treat, number needed to
harm, time-to-benefit, clinical significance.

Incorporate multimorbidity adjusted
prognosis.

Consider the treatment complexity.

Balance the benefits and the harms.

J Am Geriatr Soc. 2012,60(10):E1-25.
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WHAT DO YOU CARE ABOUT?

DOMINANT
GOAL

Living as long as possible?
Keeping your ability to take
care of yourself and to live
independently? Keeping
comfortable, with minimal
symptoms? Something else?

LIFE MEANING

What makes life worth living
for you?

STATES WORSE
THAN DEATH

Can you imagine any way of living
that, for you, would be worse than
death? Can you imagine a situation
in which you would want us to
recognize that you have suffered
enough or a situation in which you
would prefer that we focus on
keeping you comfortable?

JAMA. 2014,;311(20):2110-2120.
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Number Needed to Treat

number of patients who need to be
treated to prevent one outcome




SURROGATE ENDPOINTS

may be associated with outcomes, but the intermediate end points may not be
relevant in the bigger picture



Disease Intervention Surrogate Clinical Outcome
Endpoint WLHEDELE S

Alzheimer’s  Cholinesterase = ADAS-Cog Skilled nursing
disease inhibitor facility
Diabetes DPP-4 inhibitors Hemoglobin Alc Microvascular/m

acrovascular
complications

Osteoporosis Bisphosphonate Bone mineral Hip fracture
density score

Diabetic ACE inhibitor Microalbuminuria Dialysis
nephropathy



TIME TO BENEFIT (TTB)

The time until a statistically significant benefit is observed in
trials of people taking a therapy compared to a control group
not taking the therapy.



Statin

Indapamide and
Perindopril

Alendronate

Fecal occult
testing

5 years

5 years

2-3 years

10 years

Cardiovascular
mortality in
established
disease

Death in 79
diabetes

Secondary 100
prevention

hip/wrist

fracture

Colon cancer 1000
prevention
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ePrognosis

WHERE IS YOUR PATIENT?

JAMA. 2012;307(2):182-192

eprognosis.org

E VD E NCE=BASIEIBEEONO (S5 FO R
PROGNOSTICA TIHONSINSOLDER
ADULTS WITH MULTIMORBIDITY
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ePrognums HOME ABOUT  CALCULATORS - CANCERSCREENING — COMMUNICATION

Suemoto Index

« Population: Community dwelling adults aged &0 and older
« Outcome: All cause 10 vear mortality
» Scroll to the bottom for more detailed information

Risk Calculator

1. How old is your patient? 75-79 .
2. What is the s=x of your patient? Male .
3. Does your patient have diabetes? Vas .
4 Does your patient have heart disease? No .
5. Does your patisnt have lung disease? No .
& Does your patient have cancer? No .
7.What is your patient's smoking status? Eormer smoker
&. Does your patient use zlcohol? Ve =




« Population: Community dwelling adults aged 40 and older
s Outcome: All cause 10 yvear mortality
» 5croll to the bottom for more detailed information

Suemoto all-cause 10 year mortality risk: 88%
As illustrated by the graphic below, out of 100 community dwelling adults aged 60 and older with similar answers, 88 will die (shaded) and 12 will survive {un-shaded)
owver the next 10 years.

Risk calculators cannot predict the future for any one individuzl. Risk calculators give an estimate of how many people with similar risk factors will live and die, but
they cannot identify whao will live and who will die.
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» This 10 year-mortality prediction model was developed and validated using data from 5 longitudinal studies of community-dwelling adults: ELSA (English
Longitudinal Study of Aging), HRS (Health and Retirement Study), MHAS {Mexican Health and Aging Study), SABE-5ao Paulo [The Health, Well-being and Aging), 2nd
SHARE (Survey on Hezlth, Ageing and Retirement in Europe)

+ The model was developed using an individual participant data meta-analysis in 23,615 participants from 14 countries (mean age 70 years old, 463 male, 51% white,
243% 10-year mortality). Model validation was performed in 11,752 participants.

« Discrimination: The mortality prediction model sorts participants who died from those who lived correctly 765 if the time (Harrell's C).

poor ) moderate } good } very good ) excellent }
50% 80% 0% B0% 0%

» (Calibration: The model had good calibration across all risk levels with less than 73% difference between estimated and observed mortality rates.

« Citation: Suemoto CK, Ueda P, Beltran-3anchez, Lebrao ML, Duarte Y&, Waong R, Danaei G. Development and Walidation of a 10-Year Maortality Prediction Model:
Meta-Analysis of Individual Participant Data From Five Cohorts of Older Adults in Developed and Developing Countries. ) Gerontol & Biol Sci Med Sci. 2016 Aug 13.
pii: glw1éé. [Epub ahead of print]
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7:00

8:00

12:00

17:00

19:00

23:00

Medication

Ipratropium MDI
Alendronate weekly

Breakfast

HCTZ, Lisinopril,
Glicazide, ASA,
Metformin, Naproxen,
Omeprazole, Vitamin D

Lunch Metformin,
Ipratropium MDI

Dinner

Metformin, Ipratropium
MDI, Naproxen,
Atorvastatin

pratropium MDI

Non-pharmacologic

Check feet
Sit upright 30 mins
Accuchek

2 g sodium, 90 mmol K,
diabetic diet, low
cholesterol and
saturated fat, DASH
diet

Diet as above

Diet as above

All Day

Appropriate foot wear
Limit alcohol

Avoid COPD
environmental
exacerbation exposures

Energy conservation
Joint protection
Exercise (non-weight
bearing if foot disease,
weight bearing for
osteoporosis), ROM,

aerobic.

Albuterol MDI prn

Periodic

Pneumonia and
influenzae vaccine

BP, foot, glucose
monitoring

HgAlc g3months

Creatinine, lytes,
cholesteral,
microalbumin
yearly

Physical therapy,
pulmonary rehab

Eye exam qlyr
DEXA scan q2yr

Education on
diabetes, foot care,
inhalers

JAMA. 2005,294:716-724
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Definition

‘As Collaborators, physicians
work effectively with other
health care professionals to
provide safe, high-quality,
patient-centred care.”

-- CanMEDS 2015 Framework

'f:h ROYAL COLLEGE
OF PHYSICIANS:‘ AND SURGEQONS OF CANADA
? COLLEGE ROYAL

DES MEDECINS ET CHIRURGIENS DU CANADA

col'lab:o'ra-tor




The NEW ENGLAND JOURNAL of MEDICINE

SPECIAL ARTICLE

The risk of death is lower

among older patients treated A National Evaluation of the Effect
at trauma centres than among of Trauma-Center Care on Mortality
those treated at non-trauma Ellen J. MacKenzie, Ph.D., Frederick P. Rivara, M.D., M.P.H.,

Gregory J. Jurkovich, M.D., Avery B. Nathens, M.D., Ph.D.,

Centres’ bUt thIS IS Only d Katherine P. Frey, M.P.H., Brian L. Egleston, M.P.P., David S. Salkever, Ph.D.,

trend. and Daniel O. Scharfstein, Sc.D.
e death in hospital RR 0.94 ABSTRACT
(0.56-1.61)
BACKGROUND
° death at 365 dayS RR 0.92 Hospitals have difficulty justifying the expense of maintaining trauma centers
(0 67—1.2 8) without strong evidence of their effectiveness. To address this gap, we examined

differences in mortality between level 1 trauma centers and hospitals without a
trauma center (non—trauma centers).

METHODS
Mortality outcomes were compared among patients treated in 18 hospitals with a
level 1 trauma center and 51 hospitals non—trauma centers located in 14 states. Pa-
tients 18 to 84 years old with a moderate-to-severe injury were eligible. Complete
data were obtained for 1104 patients who died in the hospital and 4087 patients
who were discharged alive. We used propensity-score weighting to adjust for ob-
servable differences between patients treated at trauma centers and those treated at
non-trauma centers.

N Engl J Med 2006,354:366-78.

Current trauma systems were not developed for the older adult in mind.



ORIGINAL SCIENTIFIC ARTICLE

Canadian Study of Health and Aging Clinical
Frailty Scale: Does It Predict Adverse Outcomes
among Geriatric Trauma Patients?

Annie Cheung, BHSc, Barbara Haas, MD, PhD, FRCSC, Thom ] Ringer, MD, JD, MPhil,
Amanda McFarlan, RN, Camilla L Wong, MD, MHSc, FRCPC

BACKGROUND: The Canadian Study of Health and Aging Clinical Frailty Scale (CFS) and the laboratory
Frailty Index (FI-lab) are validated tools based on clinical and laboratory data, respectively.
Their utility as predictors of geriatric trauma outcomes is unknown. Our primary objective
was to determine whether pre-admission CFS is associated with adverse discharge destina-
tion. Secondary objectives were to evaluate the relationships between CFS and in-hospital
complications and between admission FI-lab and discharge destination.

STUDY DESIGN: We performed a 4-year (2011 to 2014) retrospective cohort study with patients 65 years and
older admitted to a level I trauma center. Admission Fl-lab was calculated using 23 variables
collected within 48 hours of presentation. The primary outcome was discharge destination,
either adverse (death or discharge to a long-term, chronic, or acute care facility) or favorable
(home or rehabilitation). The secondary outcome was in-hospital complications. Multivari-
able logistic regression was used to evaluate the relationship between CFS or Fl-lab and
outcomes.

JAm Coll Surg. 2017,;225(5):658-665






A comprehensive geriatric assessment (CGA) is a
multidimensional, interdisciplinary diagnostic
process to determine the medical, psychological,
and functional capabilities of a frail elderly person in
order to develop a coordinated and integrated plan
for treatment and long-term follow-up



PROACTIVE CGA

Case finding is done SYSTEMATICALLY based

CASE FINDING on pre-defined criteria and processes.

Involvement is early -- before treatment
decisions are made.

DIRECT Recommendations are implemented directly.

Q Focus on prevention of geriatric syndromes.
=]l PREVENTION
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GERIATRIC TRAUMA
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HOW

10 essential elements

To apply the 10 essential
elements of successful
cross-specialty
collaborative care models.



RENE JOHNSTON/TORONTO ST/

Johanna Reimann, 76, recovering from a car accident, is grateful she was taken her to the first hospital in Canada with a geriatrician on its trauma tear

New ways to mend seniors

A project at St. Michael’s Hospital is improving
how the most fragile recover from bad accidents

THERESA BOYLE
HEALTH REPORTER
From her bed at St. Michael's Hos-
pital, Johanna Reimann recounts
with remarkable clarity the events
that landed her here in late June.
The Etobicoke woman hit a rock
face on the side of the highway
while driving home from her Parry
sound cottage. Emergency service
~orkers, who used the Jaws of Life
‘0 extricate her from her crumpled
»ar, told her while she waslyingon a

stretcher, staring up into the sky, to
be on the lookout for a medevac
helicopter. If it was orange, they
said, she would be airlifted to St.
Mikes; if it was white, she would be
taken to alocal hospital.

Two weeks later, Reimann, 76, is
counting her blessings it was an or-
ange helicopter on the horizon that
fateful day. In being transported to
St. Mike’s, she ended up at the only
hospital in Canada with a geriatri-
cian on its trauma team.

Every patient over the age of 60
who comes into the trauma unit is
seen by a geriatrician who works
alongside the typical team of sur-
geons, anesthesiologists, intensi-
vists and trauma nurses,

The Geriatric Trauma Consulta-
tion Service wasintroduced in 2007
at the urging of Dr. Avery Nathens,
director of the hospital’s trauma
unit.

A year earlier, the New England
Journal of Medicine published a
study, on which Nathens worked,
which found trauma centres per-
formed better than community
hospitals in treating all patients —

except seniors.

Nathans says that study, and oth
ers he has worked on since, high
light the fact that trauma units nee
to do a better job of meeting th
needs of elderly patients.

Reimann suffered 11 broken bones
including both legs and herleft arm
She also sustained some damage t«
her kidneys and spleen, as well a:
numerous lacerations. She under-
went five hours of emergency sur-
gery and now has along pin sticking
through her right foot, holding the
bones together.

SENIORS continued on GT4

The Toronto Star, August 2 2011
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LEADING BEST PRACTICES:
EMERGING CROSS-SPECIALTY
COLLABORATIVE CARE MODELS

Abstract

The intersection of multiple co-morbidities necessitates cross-specialty
collaboration to achieve therapeutic harmonization. Using the geriatric
trauma collaborative care model as an example, we illustrate the
elements for developing and sustaining cross-specialty collaboration. We
also introduce other examples of promising collaborative care models at
earlier stages of development to make a case for cross-specialty
collaboration as an essential competency within the Royal College
Collaborator role for physicians.

This article has been peer reviewed.

Conflict of Interest: Dr. Camilla L. Wong is the clinical lead for the
geriatric trauma consultation service at St. Michael’s Hospital. Her
related research in geriatric trauma has been funded by the Department
of Medicine at the University of Toronto and through the AFP Innovation
Funds from the Ontario Ministry of Health and Long Term Care.

This article was published in July 2017.

CGS J CME 2017; 7(1)
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Partnership.

Qfow are invited

TO COFFEE WITH TRAUMA.
HALLWAY CONVERSATIONS TO FOLLOW.




Shared Vision.

Tobe aLEADER inthe care of older adults with traumatic injury.




Engagement.
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Operationalization

e everyone admitted to trauma 65 years and older
e CGA completed within 72 hours of admission

e immediate verbal communication

e EMR consultation note also sent to family doctor
e (direct) implementation

e weekly interdisciplinary rounds

* prospective data collection




Symmetrical Representation.

Trauma: surgeon, two nurse practitioners, quality assurance specialist
Geriatrics: geriatrician, clinical nurse specialist, research trainees



Communication.

COMMUNICATION,
COMMUNICATION,
COMMUNICATION.

#._..-—1‘

~ * Electronic consultation notes and orders
- * \Verbal communication
— *  Weekly interdisciplinary rounds

—



Setting.

Co-Location

MAKE IT EASY TO COLLABORATE




Trust.

T

;‘_hl'i'l_lflln_m_....;_

There must be mutual respect for one another s domain of expertise.




CONSISTENCY for CONTINUITY

same clinical nurse specialist (geriatrics)
same nurse practitioner (trauma)
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ORIGINAL ARTICLE

An Evaluation of a Proactive Geriatric Trauma
Consultation Service

Magda Lenartowicz, MD,* Meredith Parkovnick, MSc, Amanda McFarlan, BA,| Barbara Haas, MD,}

Sharon E. Straus, MD, MSc,§ Avery B. Nathens, MD, PhD, MPH,

Objective: To describe and evaluate an inpatient geriatric trauma consultation
service (GTCS).

Background: Delays in recognizing the special needs of older trauma patients
may result in suboptimal care. The GTCS is a proactive geriatric consultation
model aimed at preventing and managing age-specific complications and dis-
charge planning for all patients 60 years or older admitted to the St Michael’s
Hospital Trauma Service.

Methods: This was a before and after case series of patients admitted pre-
GTCS (March 2005—-August 2007) and post-GTCS (September 2007—March
2010). Study data were derived from a review of the medical records and

and Camilla L. Wong, MD, MHSc§

Delays in recognizing the special needs of older trauma pa-
tients may result in suboptimal care.? Postinjury complications in the
elderly trauma patient negatively impact survival and contribute to
longer lengths of stay in survivors and nonsurvivors than in younger
trauma patients.* Management of geriatric trauma patients is chal-
lenging because the validity of standard injury scores such as the
Injury Severity Score is uncertain®~® and the elderly have more co-
morbidities resulting in more in-hospital complications and medical
consultations.” The optimal management of these patients remains
unclear. A comprehensive geriatric assessment is a multidimensional,
interdisciplinary diagnostic process to determine the medical, psy-

Ann Surg 2012;256: 1098-1101.
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Reductlon in delirium

51% vs 41%, p<.05




Reduction in nursing home discharge

6.5% vs 1.7%, p=.03 Ann Surg 2012;256: 1098-1101.




Ann Surg 2012;256: 1098-1101.

Reduction in other consultations

Internal Medicine p=.04; Psychiatry p=.02



Reduction in length of stay
19.4 vs 15.4 days, p=.13
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Sustainability of a proactive geriatric trauma
consultation service

Camilla L. Wong
Raghda Al Atia
Amanda McFarlan
Holly Y. Lee
Christina Valiaveettil
Barbara Haas

This meeting was presented at the Scientific
Meeting of the Canadian Geriatrics Society in
Edmonton, Alberta in April 2014, and at the
Trauma Association of Canada meeting, Hal-
ifax, Nova Scotia. May 2016.

Accepted for publication July 18, 2016

Correspondence to:
C..L Wong
St. Michael’s Hospital

Background: Proactive geriatric trauma consultation service (GTCS) models have
been associated with better delivery of geriatric care and functional outcomes.
Whether such collaborative models can be improved and sustained remains uncertain.
We describe the sustainability and process improvements of an inpatient GTCS.

Methods: We assessed workflow using interviews and surveys to identify opportuni-
ties to optimize the referral process for the GTCS. Sustainability of the service was
assessed via a prospective case series (July 2012 and December 2013). Study data were
derived from a review of the medical record and trauma registry database. Metrics to
determine sustainability included volume of cases seen, staffing levels, rate of adher-
ence to recommendations, geriatric-specific clinical outcomes, trauma quality indica-
tors, consultation requests and discharge destination.

Results: Through process changes, we were able to ensure every eligible patient was
referred for a comprehensive geriatric assessment. Compared with the implementa-
tion phase, volume of assessments increased and recommendation adherence rates
were maintained. Delirium and/or dementia were the most common geriatric issue
addressed. The rate of adherence to recommendations made by the GTCS team was
88.2%. Only 1.4% of patients were discharged to a nursing home.

Conclusion: Workflow assessment is a useful means to optimize the referral process
for comprehensive geriatric assessment. Sustainability of a GTCS was demonstrated
by volume, staffing and recommendation adherence.

Can J Surg 2016
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Proactive care of older people undergoing
surgery (‘POPS’): Designing, embedding,
evaluating and funding a comprehensive
geriatric assessment service for older elective
surgical patients

Dariewe Herar, Aoriar Hoprer, Jucoeer DHes, Gorpana Beasic-limarn, Linoa Lockwoon,
Firearr Marming
Department of Ageing and Health, 5t Thomas' Hospital, #th Floor, Morth Wing, Lambeth Palace Road, London SE1 7EH, UK

Address comrespondence tor Danislle Haran, Tel: 020 7188 20846, Fag 020 7928 2339, Email: danielle.harandkc acuk

Abstract

Background: clder pecple undergoing elective surpery have significant post-operative problems prolonging hospitalization
Otbjective: to design, embed, and evaluate an evidence-based comprehensive gedatric assessment (CGA) service for at-risk
older patients undergoing elective surgery.

Setting: urban teaching hospatal

Subjects: elective surgical paticnts aged 65+

Intervention: multidisciplinary preoperative CGA service with post-operative follow-through (proactive care of older people
undergoing surgery [POPST)

Methods: cbservational cohort study and multilevel surveys (development and modelling phase). Prospective ‘before and
after’ comparison (explomatory evaluation).

Results: findings from the development phase showed high levels of preoperative co-morbadity, no multdisciplinary
precperative input, and multiple potentially preventable post-operative problems delaying discharge in older elective surgery
patients. Companison of 2 cohorts of elective orthopasdic patdents (pre-POPS va POPS, N = 54 showed the POPS group
had fewer post-operative medical complications including pnenmonia (20% vs 4% [¢ = 0L008]) and delirium (19% vs 6%
[p = 0.034]), and significant improvemnents in areas reflecting multidisciplinary practice including pressure sores (19% va 4%
[p = 0L0Z8]), poor pain conteol (30% ws 2% [p-<0.001]), delayed mobilization (28% vs 9% [p = 0.012]) and inappropriate
catheter use (20% va 7% [p = 0.046]). Length of stay was reduced by 4.5 davs. There were fewer delayed discharges relating
to medical complications (37 % va 13%0) or waits for OT assessment or squipment (20% vs 495,

‘POPS’ IN
ORTHOPEDICS

elective orthopedic
surgery

65 years +
before-and-after
study (N=54)

LOS (4.9 vs 4.0 days,
P=0.01)

delirium (19% vs 6%,
P=0.036)

pneumonia (20% vs
4%, P=0.008)

urinary catheter use
(20% vs 7%, P=0.046)

Age Ageing. 2007,;36(2):190-6.




Randomized clinical trial of comprehensive geriatric P R E 0 P E R AT | V E
assessment and optimization in vascular surgery

J. 5. L. Parwvidge!*, D. Harari'?, E C. Martin'?, J. L. Peacock?®, R. Bell’, A, Mohammed! G E R I AT R I C

and J. K. Dhesi'”

! Proactive Care of Older People undergoing Surgery (POPS), Department of Ageing and Health, and *Department of Vascular Surgery, Guys and A S S E S S M E N T I N

5t Thomas' MHS Foundation Trast, and ¥ Division of Health and Sccial Care Bessarch, Eings College London, London, TE
Correspomdence tor Dir | 5. L. Parridge, Proactve Care of Older People undergoing Surgery (POPS), Ground Fleor, Bermandsey Wing, Guy's Hospiml,
Great Maze Pond, London SEL9ET, UE {e-muail: judith.parm dge@gs.nhs k) V A S C U L A R S U R G E R Y

Increasing numbers of older padents are undergoing vascolar surgery. Inadequare pre-
operative assessment and optimizadon may contribute o increased postoperatve morbidity and morealit:

Patents aged at leasr 65 vears scheduled for elective aortic aneurysm repair or lower-limb arce- I 1 1 y p 1
rial surgery were enrelled in an RC'T of standard preoperatve assessment or preoperative comprehensive € eCt IVE a0 rt IC aneurysm repair
geriatric assessment and optimizaton. Randomizadon was stratified by sexand surgical sive (aorea/lower I _ I H b H I
limh). Primary outcome \\'55 length of hospiral stay. Secondary ourcome measures included new medical O r Owe r | m a rte rla S u rge ry
co-morbidites, postoperative medical or surgical complicadons, discharge to a higher level of dependency
and 30-day readmission rate. 65 yea I's +

A toral of 176 patients were included in the final analysis (control 91, interventdon 85).
Geometric mean lengch of stay was 553 days in the control group and 332 days in the intervention group R CT N = 1 7 6
(ratio of geometric means 0-60, 95 per cent cd. 0-46 to 0-7% P< 0-001). There was a lower incidence of ’

delirium (11 versns 24 per cent; P=0.018), cardiac complications (8 versus 27 per cent; P= 0-001) and
hladder/bowel complications (33 versar 55 per cent; P= 0:003) in the interventdon group compared with

the contrel group. Padents in the intervention group were less likely to require discharge to a higher level
of dependency (4 of 85 verens 12 of 215 P=0-051). LOS (5 . 5 Vs 3 . 3 d ) P< . Oo 1)

In this smudy of padents aged 65 years or older undergoing vascular surgery, preop- . . 0 o
eratve comprehensive geriatric assessment was associated with a shorrer length of hospital staw —.

prel : ¢ ted with a shorter length of hospital stay delirium 11A)V524A),P 01
Patients undergoing assessment and optimization had a lower incidence of complicarions and were less

likely to be discharged to a higher level of dependency. Registration number: ISRCTN2Z3142588 Ca rd iac Com plications (8% VS

(heepe! . controlled- erials.com).

Paper accepred 16 Movember 2016 27%, P=.001)
FPublished cnline in Wiley Cnline Library (www.bjs.couk). DOL: 10.1002/bjs. 1043% . R
bowel/bladder complications
smoking, hypertension and hypercholesterolacmia, which (3 3 % A 5 5 %, P =. oo 3 )

are commoon in patients undergoing vascular surgery, are

also independent risk factors for cognitive impairment,
. . Ul E -

postoperative delifium and frailey'?= 1. Furthermore, vas-

As the population ages the number of older people
undergoing surgical procedures is increasingl. Despite
improved mortality and spmptomatic benefits of surgery o0 e e the sk of postoperative mor-
o hidity. Such postoperative complications can contribute to
adverse postoperative ourcomes in older patients” ™. This  jncreased morta lity, poorer patient experience, prolonged

t‘EJI' Elld!.‘l.' pt‘()plf.'!_", thL'I.'l.‘ continues to |JL‘ an oxcess [Jf

BrJ Surg. 2017;104(6):679-687




UROLOGY-
GERIATRICS
LIAISON

Evaluation and establishment of a ward-based

geriatric liaison service for older urological
surgical patients: Proactive care of Older People

undergoing Surgery (POPS)-Urology

Philip Braude*, Anna Goodman?, Tania Elias*, Gordana Babic-lliman*,
Ben Challacombe*, Danielle Harari* ¥ and Jugdeep K. Dhesi* ¥

* Department of Ageing and Heailth, Guy's and & Thomas' NHS Foundafion Trust. TFacully of Epidemioclogy and
Population Mealth, London School of Hygiene and Tropical Medicing, and *Division of Health and Social Care

Research Kings Cdllege London, London, UK

Objective

To assess the impact of introducing and embedding a
structured geratric liaison service, Proactive are of Older
People undergoing Surgery (FOPS)-Urology, using
comprehensive geriatric assessment methodology, on an
inpatient urology ward.

Patients and Methods

A phased quality improvement project was undertalen using
stepwise interventions, Phase 1 was a before-and-after study
with initiation of a daily board round, weekly
multidisciplinary meeting, and targeted geriatridan-led ward
rounds for elective and emergency urology patients aged
=65 years admitted over two 1-month periods, Outcomes
were recorded from medical records and discharge
documentation, including length of inpatient stay, medical
and surgical complications, and 30-day readmission and
muortality rates. Phase 2 was a quality improvement project
involving Plan-Do-Study-Act cycles and qualitative staff
surveys in order to create a Geriatric Surgical Checldist
(GSCL) to standardize the intervention in Phase 1, improve
equity of cure by extending it to all ages, improve team-
working and streamline handovers for multidisciplinary staff.

postoperative complications were lower (risk ratio 0.24 [95%
confidence interval 0.10, 0.54]; P = 0.001). A non-significant
trend was seen towards fewer ancellations of surgery (10 vs
5%; P= 012} and 30-day readmissions (8 vs 3%; P = 0,07} In
Phase 2, the GSCL was created and incrementally improved.
Questionnaires repeated at intervals showed that the GSCL
helped staff to understand their role better in multidisciplinary
meetings, improved their confidence to raise issues, reduced
duplication of handovers and standardized identification of
geriatric issues. Equity of cire was improved by providing the
intervention to patients of all ages, despite which the time
taken for the daily board round did not lengthen.

Conclusion

This is the first known paper decribing the benefits of daily
proactive geriatric intervention in elective and emergency
urclogical surgery. The results suggest that using a
multidisciplinary team board round helps to facilitate
collaborative working between surgical and geriatric medicine
teams, The GSCL enables systematic identification of patients
who require a foused comprehensive geriatric assessment.
There is potential to transfer the GSCL package to other
surgical specialtics and hospitals to improve postoperative
OUtCOMmEs,

elective and
emergency urology
patients

65 years +
before-and-after

study (N=242)

LOS (4.9 vs 4.0 days,
P=0.01)

postoperative
complications (RR
0.24, 95% Cl 0.10-
0.54, P=.001)

BJU Int. 2017 Jul;120(1):123-129.




Orthogeriatric Care Models and Outcomes in Hip Fracture
Patients: A Systematic Review and Meta-Analysis

Kongtantin V. Grigorvan, MS,* Houman Javedan, MD.7 and James L. Rudolph, MD, SMY]

Ohjectives: Hip fractures are common, morbid, and costly health
events that threaten independence and finction ofolder patients. The
pupose of this systematic meview and metzanalysis was to
determine if orthogeristric collaboration models improve owtcomes.

Data sources: Aricles in English and Spanish languages were
searched in the clectronic databaszes including MEDLINE, Cumuls-
tive Index to Mursing and Allied Health Literature (CINAHL),
EMBASE, and the Cochrane Registry from 1992 to 2012

Study selection: Studies were included if they described an
inpatient multidisciplinary approach o hip fracture management
involving an orthopac
grouped into 3 following categories; routine geriatric consultation,
geriatric ward with orthopeedic consultation, and shared care. A fier
independent review of 1480 citations by 2 authors, 18 studies (994
patients) were identified as meeting the inclusion criteria.

surgeon and a geriatrician. Studics were

Data extraction: In-hospital mortality, length of stay, and long-
erm mortality owtcomes were collected.

Data synthesis: A random effects model meta-analysis deter-
mined whether orthogeristric collaboration was associsted with
improved outcomes, The overall meta-analysis found that orthe-
geriatric collaboration was associated with a significant reduction
of in-hospital mortality [relative risk 0.60; 95% confidence
interval (95% CT), 0 184} and long-term monality (relative
risk 0.8 % CIL 94). Length of stay (standardized mean
difference —02%, 95% CI, —0.44 to —0.05) was significantly
reduced, particularly in the shared care model (standardized mean
difference —0L61; 95% CI, —0.95 to —0.28), but heterogeneity
limitad this interpretation. Other variables such as time to surgery,
delirium, and functional status were measured infroguently.

Accepied for puhblication July 17, 2013,

From the *Umveraty of Cincmmati Callepe of Medicine, Umemmat, OH;
tivigon of A, Bdgham and Women's Hospital, Boston, BA; aml
Tlenidnic Resaurch, Education, and Clmical Certer, WA Bosion Healthcare
System, Bosdon, MA.

Support for this research wis mewle possible theough NIH grant @
TTISAGIRENRT-02, I 1. L. Rudalph 1 supporied by & VA Retabilia-
tion Research and Development Career Development Awarnd

Conclusions: This mem-analysis supports orthogeriatric collabo-
ration to improve mortality afier hip repair. Further study is necded
to determine the best model of orthogeriatric collsboration and if
theae partnerships improve finctional outcomes

Key Words: hip fracture, geriatrics, onthopaedic surgery, aged, mor-
tality, met-analysiz

(J Chthop Trasme 2004, 28:049-c55)

INTRODUCTION

Hip fractures are a serious and common comnsequence of
orthopaedic trauma in eldedy patients. Worldwide hip
fracture rates are expected o increase Lo approximately 21
millicn per vear by 2050.° In the United States, the incidence
of hip fractures is 309,500 per vear.” Because of the growing
elderly population, this number is projected to increase to
more than 500,000 per vear by 20407 Health care system
adaptations are necessary 1o accommaodate such a large num-
ber of patients, Hip fracture prognosis is quite poor, with the
1-year martality rate estimated 1o mnge Fom 20% 1o 30 %
Among those patients who were independent befime Facture,
I wear after lip fracture, 25% remaimed in nursing homes and
60% required assistance in | or more activities of daily liv-
ing®" With such critical consequences, much research is
being conducted to improve these cutcomes,

Older adults are typically high-risk  candidates for
surgery because of severml Bwctors, Many are afflicted with
serious comorbidities. A large proportion has pre-existing
functional deficits that not only contrbule to sustaining a fall
but also  limit mecovery  after surgery.  Homeostenosis,
a4 decreased ability to compensate and maintain homeostasis
when the body is stressed, might contribule to complications
that can anse when an eldedy patient undergoes surgery,
Some complications are specific to older patients and can
result in genatic syndromes associated with poor survival ®
Invalvement of geriatricians may improve care of the older
complex patients with a hip fracture,

Creriatrics medicing is the know ledge hase, and clinical
skills needed 1o improve the health, fanctioning, and well-

hairr Al aldar sercsre | With tha dacline v shoeial o andd

HIP FRACTURE-
ORTHOGERIATRICS

* Meta-analysis (N=242)

WV LOS (SMD -0.25)

WV in-hospital mortality (RR
0.60, 95% Cl 0.42-0.84)

WV long term mortality (RR 0.83,

95% Cl 0.74—0.94).

Systematic review (4
studies)

WV delirium RR 0.81, 95%Cl
0.69-0.94

J Orthop Trauma 2014;28:e49—e55.
JAGS 2017;65(7):1559-1565.
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