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DAY HOSPITAL FOR GERIATRIC PATIENT:
INTERNATIONAL LITERATURE

Patient population:

— Meanage 77 -82y

Activities (UK)

— 42% Revalidation

— 23% medical diagnhostic

— 20% medical interventions or interventions
by nurses

— 7% Functional assessment
— 7% Social evaluation
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DAY HOSPITAL FOR GERIATRIC PATIENT:

INTERNATIONAL LITERATURE

Study

Day hospital vcomprehensive care
Auckland (1984)9
Helsinki (1991)12
New York (1985)10
Ontario (1991)13
United States (1993)15
Subtotal {85% CI)
%2 4.47 (df=4)

Day hospital vdomiciliary care
Bradford (1992)14
Cardiff (1989)11
Huntingdon (1999)18
Nottingham (1993)16
Subtotat (95% CI)
~2 5.67 (df=3)

Day
| hospital

7/59
13/88
11/42
19/55

219/395

269/639

7/61
9/27
23/50
18/76
57/214

Day hospital v no comprehensive care

Hong Kong {(1995)17
Sunderland {1962)7
United States (1980)%
Subtotal (35% Cl)

%2 2.25 (df=2)

—_

T Total (95% CI)
- 16.40 {(df=11
GHENT x (ar=11)
UNIVERSITY

19/49
20/168
116/313
155/530

‘Control

9/50
19/86
9/45
14/58
207/390

258/629

4/63
7/30
22/55
30/79

63/227

20/50
35/163
102/239

157/452

481/1383 478/1308

Odds ratio
| {95% CI1)

1.05 (0.79 10 1.40)

1.06 (0.56 to 2.01)

0.72 (0.53 to 0.99)

10.90 (0.71 to 1.14)

10
Control

0.1 0.2 1 5
Treatment

Forster A et 3"he Cochrane Collaf§Ffion. Wiley, 2009



Review Medical day hospital care for older people versus sternstwe forms of care
Comparson. 1 Dey Hespaasl va Alternative Care - palent outtomes

Outcome 1 Death by the end of follow up

Death by end of FU

Study o subgrous Treatmaent Corarol Odds Ratie e gt Odds Rave
~% M K B3 gom™ 35% O M. Random 35% CI
Day w vs Comprehensive e'der! “:m
Yucker 19 28T G 04 018001 3.78)
Mtiala 1991 1086 43% 27641028 203)
Medrick 1593 SL3%8 TLE%0 34T 1281091 18
Vs CGA ! ]
Eagle 1951 | %9 458 26% 23065 80212)
Cummungs 1985 548 248 14% 267[049 1452)
Subtotal (9%% 1) 648 639 435 % 1.26 [o.a7,1.82)
Total evernts: 112 (Treatment), 92 (Comtrol)
Meterspenety Tau' s 000 . O w424 Had (P a0 30V b
Teast for avearall aect Z» 124 1P » 0220
2 Day hospital v Domichery care
Vzn.v 1985 oS 030 Net estimable
Gladman 1993 K76 1479 S0% 2621025 154)
Burch 15%% 13350 1858 S8E% 2671029 154)
. . Crotry 2008 27113 2116 1.1 % 1031014 7.42)
Vs domicilary care....., 1ss: 61 w3 24% 1617043, 6.01)
Rodernck 2001 JI74 466 25% 168271045 580)
Parker 200% & 42 47T 20% 2441057, .1048)
Subtotal (95% C1) a4 456 == 18.8 % 0.971061,1.55])
Total evernts: 43 (Trestmernt), &6 (Commrol)
Hetarcogeneity Tawr = 00 OhiP = 443 Hae S (P= 049 F =00
Test forovernall efect Z =« 014 1P = 0.89)
3 Day hospital v No camarehensive elderly care
Woodiord 1962 177168 237163 S3in 2651035 1.34)
Weissert 1980 S3313 £3239 —— 210% 9931060 145
Vs no CGA
Mazua 2006 sie2 e 46N 29%%1039 258)
My 199 &4 &S50 28N 1021031.342)
Subtotal (95% C1) 712 633 37.7 % 088 10.63,1.22)
Yotal everts BS IYNWD 8l (Comtrol)
Heteropgeneity Taw = 00. ChAF w 072 dlw 3 (P = 0.87). F =0.0%
?mb'mllcﬁ« «D7YIPaDaW
Total (95% CN) 1728 100.0 % 1.0510.85,1.28 )

1805
Total everts 240 (Treatment), 219 (Comral)

mrmMRy‘f.v‘ D0 O = lld -
Test foroversll efec: T « 044 1P &« 0 68)

N

4 1P= 060 F=00%
Test for subgroup differences CAF = 2 1S e 2 IP=034) F =TS

i
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Review Medical day hospital care for alder plo verzus azernative forms of care

Comparison. 1 Day Hosptal va Alternative Care 2ot cutcomes Death or institutional care by end of FU
Outcome 2 Death or institutiona! care by the
Study of subgroup Treatment Odds Ratio Veghnt Odds Rate
N w MK 33030m 3% O N.H Random 35% C)
i o-y Mrcul vi Comgrehensive Muan
14%8 - 6% 141070200
Mearick | 01/3%0 —8— ™ el08) 148
Vs CGA 199 219 2 14 1101 146)
Mriala 199 i3 %86 —- "% 403N 1 1)
Yucker 1982 e 250 .- S4% 410231 M)
Subtotal (95% C1) 597 584 = 3I5.5% 1.00 [ 0.69, 1.44 )

Total avernts. 258 (Treatment), 249 (Comral)
Heteropenety Tawr « DM . O w4 13 e 3P0 25) . F «2TH

Test for efect 22001 P09
Z Doy Nn{nul vi Domicihiary care
Purch 199 IV J38% - 0% 1201089.2M)
Crotry 2008 AN Mile - 3% 14461056 0%%)
. . Oladman 1) ivs Wy - %N 0511023%.102)
[
VS d0m|C|Iary car Vetzer 1909 1rs 030 Not exrimable
Young 1992 In 453 * 42 % 1910%82.6%)
Subtotal (95% C1) 329 343 | e 27.3 % 1.05(057,1.92)
Total everts. 59 (Treatment), 64 |Comtral)
Heterogeneity. Taw' « 017 Ow’-SL’d"-!"-OI!)P-‘G\
Testforovernli efect Za 0 i IPc O BN
3 Day hospital vs No comgrehensive elderly care
e ) ir J0%0 - T&N e%Mina 1))
VS no CGA Marud 2004 13182 10181 - 10% 1211081207
Weigzert 1900 471 0190 ——l— 124% QA4(028. 088 )
Woodiord 1962 PR L ¥ ) Wie: —l e Win 04%10237. 0% )
Subtotal (95% C1) 593 584 g 37.2% 0.6310.40,1.00)
Total avenmts 58 (Treatment), 145 (Comtrol)
Heteropeneity Tad « D11 OV « 6 e 3 1P 0 11), F «50%
Testforgvernnll ofect 22 1 95 1P D OSY)
Total (95% 1) 1519 1511 Bl 100.0 % 0.85(0.63,1.14)
cul evernts 415 (Treatmert) 458 (Comral)
o~ Heterogenelty Taw' = 0.14. OhF = 2540 ¢ = 11 (P = 0.01); F «5TS

T Testiorovenliefecr Za 109 PO 2N
il Test for subgroup diferances ChF = 2.70. ¢ = 2 (P » 0.26), FF »26%

GHENT 61 62 65 1 32 S 10
UNIVERSITY

\wsULIITATLIU LZALAUUVAoO UyQL IN\UV . 4VlJ JUuUll L\J,LUJ—\J\U}-VUUUJ—I JV. LU oLuUuuiIcvo



B TS Ve Srewe Death or deterioration ADL by end of FU

Outcome 3 Death or deterioration in activities of daily bving |ADL)
Study of subgroup Treatment Control Odds Ratio Weght Odds Rate

N "N Mk B3rg0m 33% O N+ Random 95% O
1 Day hospital vs Comprehensive elderly care
Vs CGA Atials 199] 506 —— 16.3% 1101062, 210)
Subtotal (95% C1) 88 86 | cmp— 16.3 % 1.18[0.63,2.18 )

Total everts 34 (Treatment) 30 (Comtrol)
Keterogeneity not applcable
Testforovernsli offecr 220481 P20 6))

2 Day hospital vs Domicliary care

M B W —8— 156N 0771041 147)

Vetter 1909 3 L 1Y - N 108,48

Young 1992 ik 15463 . 2N iNiom 1)

Vs domicilary caremsss i A0 s s 10.7 % 29611.00,554)
Subtotal (95% C1) 216 227 Rt 454 % 1.41(082,2.42)

Total everts. 58 (Treatment), 89 (Comtral)
Heteropenelty T « 012 O w507 . e 3 (P 017). F «dl%
Testioroweralleffecy 22 1 25 1P 0 2))

3 Day hospital vs No comprehensive em; e

Wt 3 13%0 B AN 6810121 152
Ve 1990 11 1037299 -, 265 % 0781055 110
Vs no CGA — : ’
Subtotal (95% C1) 362 289 B 38.2 % 0.76 [ 0.56, 1.05 ]
Total everts. 134 (Treatment), 126 (Comtrol)
Heteropentity T « D0 . OV « 0. H e 1 (P 0.77). F «0.0%
Testforovernnll efecr 22 1 9 1P 2 0092
Total (95% C1) 666 602 = 100.0 % 1.0710.76,1.49 )

Total everts. 266 (Treatment) 245 (Comtrol)
Heterogenety Tavd « DB . OV =« 105 e 6P 0.11) F «41%
Test foroverall ofect 220 (P 0 T0)
o~ Test for subgroup diferances OWF = 437 dl e 2 (P o 0.10), F =548
I
— A | - ‘ A

GHENT g 8 &1 1 =153
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Death or poor outcome bv end of FU

Review Medical day hospital care for alder cp:»h veryus siternative forms of care
Companson. 1 Dey Hespaal vi Altemative Care - patient outtomaes
Outcome 4 Death or poor outcome linsttutional care, disability or deterioration)

Study of subgrous Treatment Corarol Odds Ratio Weight Odds Rate
~N ~N M. Random 95% O M- Random 95% CI
Vs CGA . %”:‘ﬁ:."x‘:.“"”""‘“* “"z' i L U1 - 2% 1421082, 307)
Eagle 1991 i R {1 1458 - (XL 1661072376
Medrick 199) 219 2013%0 —-— L RAN 1101083 1486
Mrials 199 1088 1996 - 6an 0411028123
Yucker 1984 LS ) 250 - 10N 061102117
Subtotal (95% C1) 639 629 = 99 % 1.05[0.79,1.40 )

Total avants 269 (Treatment), 258 (Comral)
Heteropenelly Tav « D01, . O « 847 e d (Pa 035 F «10%
Yestforovennliefecr 220 )P D TR)

2 Day ho?oul v Domichiary care
Burch 1999

. | b3 B & 2258 - (W 1381089.2.M7)

Vs domicilary car Gladman 1993 T 379 —_—— 15 % 05110285 102)
Roderck 2001 34 2066 — 1A% 1261064, 249)

Vetzer 1989 %27 1130 . 12% 1641081 526)

Young 1992 141 &%) ‘ TN 1911052690}

subtotal (95% C1) 288 293 - 27.7 % 1.08 [ 0.67, 1.74 ]

Total events. BB (Traatmeant) 87 (Comtral)
Heteropenety Tawd « D10 O « 612 e d 1P« 019, F «35%
Testiorovennlliefect 22002 PO TS

VS no CGA )D:thos e W.Mwn’m‘an 20%0 - CON 0951042.211)
Weissert 1980 1621 10229 —— 171N 0791086 112

Woodiors 1962 06 W16 —_— 3N 04%1027.0%)

Subtotal (95% C1) 530 452 e 324% 0.7210.53,099 )

Total events: 155 (Treaatment), 157 (Comtral)
Meteropgenelty Tad « 001l . OV « 225 a2 P 032 F=ll%
Yestforovernnll efect 2 a2 04 1P s D042

Total (95% C1) 1457 1374 - 100.0 % 09210.74,1.15 ]
—— Wmm 511" g'“ou &202;727'2) 121 = 0.13); F «31%
Heter - - - ) -

_ Tost for oversll efect 22070 1P = 0 29

I Tait for subgroup diferences OhF = 352 e 2 (P = 0.17), F =d3%

GFNT 61 62 65 1 2 § 1o
UNIVERSITY Cochrane Database Syst Rev . 2015 Jun 23 ;2015(6):CD001730: 16 studies




Vs CGA

Vs domicilary care
o

Vs no CGA
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Deterioration ADL by survivors

Review Medical day hospital care for alder people versus aternatve forms of care
Companson. 1 Dey Haspaal v Altemative Care - patent auttomes
Outcome: 5 Detenoration in activities of daily livng (ADL) In survivers

Study o subpraue Treatment Cortrol Odds Ratie Ve gt Odéds Rate
N "N MK B3rgem 33% O NH Random 95% O
1 Day hospita! vz Comprehensive oﬂtdmn
Mtkals 1991 2 W - s 1211088 282
Subtotal (95% 1) 75 74 | —emgme— 183 % 1.211058,2.521)
Total evermts 21 (Treatment), 18 (Coamrol)
Heteropenety not agelicable
Testforovennliefect 25081 P2 06))
2 Day ital vz Domicliary care
Burch 199 VY 24 e 1% S8 2400)
Gladman 199) L0 b L 3 R 2 190% 10710832138
Vetter 1909 [re 1730 - 0TS 1351034 304
ung 1992 Ivs2 e - IS A J00107.50))
Subtotal (95% C1) 171 178 | —oe=— 51.2 % 1.59(087,290])
Total evants 53 (Treatment), 40 (Comral)
Heterogeneity Ta « D11 OhF e 4 14 df = 3 (P« 0.25); FF «2B%
Yestforgvennlliefect 22 18l P20 1Y)
3 Day hospital v No comprehensive ﬁdem care
e ) b Vs &~ - TN 0311006 162)
Weiszert 1900 Wiy TGN —8— 210N 06410239 106
Subtotal (95% C1) 212 195 o 30.5 % 0.61[(0.38,097)
Total evants 41 (Treatmant), 5S4 (Comrel)
Meteropgenety Taivd « D0 . OV «a 083 e 1 P 041). F «0.0%
Testforovennll efect 22207 P2 0009
Total (95% C1) 458 447 e 100.0 % 1.11 1 0.68, 1.80 )
Total avents 115 (Treatment), 112 (Comtrol)
Heterogenety Tavd « D10 O e 11 M a6 (P« 006 P «50%
Testforovennliefect 22042 P2 O4Y)
Tast for subgroup dif¥erances OWF 2 666 e 2 1P = 0.04), F T0%
61 062 65 1 2 5 10

Cochrane Database Syst Rev . 2015 Jun 23;2015(6):CD001730: 16 studies



Vs CGA

Vs domicilary c:

Vs no CGA
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Review Medical day hospital care for older people versus aternative forms of care
Companson 2 Dey Hesptal vi Altemative Care - resource outtomes
Outcome 1 Reguiring institutional care at the end of Sollow up

Requiring institutional care

Study or subpreus Day hedpital Alernatlive Care Odds Ratio Ve gt Od4s Rate
~N ~N M. 3agom 35% O N.H Random 95% C)
1 Day hospital vz Comgrehensive elderly care
fagle 199) 1348 1058 - 20% 1201046.21)0)
Medrick 1993 12009 1322390 - 198% 09310469 32%)
Meials 199) (8 3 ) e - TN 08210137.161)
Tucker 1902 S 140 & 125 O8)i03Y. 25%4)
Subtotal (95% C1) 597 584 B 43.1 % 09110.70,1.19)
Total averts 151 (Day hespital), 159 I ARernative care)
Heteropenety Tan « 0 0. O = 1 33 H a3 1P = 0.72), F «0.0%
Testliorovennli efect 2500 1P s 029
2 Day mftul v Domiciliary care
Burch 199 10140 ass > SEN 411112.0a)
Craery 2008 Vil Vile - 7% 15%1055.46))
Gladmanr 19Y) 0 Y v .- "N 0521032 10)
Vetter 1909 o 030 Not estimable
Young 1992 PE 3 e S ) > - 12% 23510132, a0 )
Subtotal (95% C1) 329 343 B 24.2 % 1.491053,4.25)
Total events. 29 (Day haspaal), 25 [ARernatve care)
Heteropenety Tawd « D62 O « 736 ¢l 3 1P 0 06). F «59%
Testforovernniiefect 25074 1P s 088
3 Day ital vs No comprehensive e'derty care
M 3 b ¥ S 14%0 —- 8N 9103 22%)
Mazud 2004 Vise mro + - 23N 2311032.021))
Wensert 1900 JiN 40/1%0 —— HEN 441036, 08} )
Voodiord 1962 yvies 12360 =& - f0%N 0331006, 0M)
Subtotal (95% C1) 577 573 | e 32.7% 058[0.28,1.20])
Total evernts 40 (Day hospaal), 67 |ARernative care)
Heteropenety Taw « 0I5 O a5 78 e 3 1P = 0.12). F «48%
Testhorgversll efect 2o J 40 P2 0 30)
Total (95% C1) 1503 1500 e 100.0 % 0.84(058,1.21)
Total events 220 (Day hospral), 251 IARernative care)
Heteropenety Tawd « D IS OWF =« 2003 ¢ = 11 (P = 0. 04), F «d5%
Testforovernli ofect 220 P2 028
Tast for subgroup diflerances OhF » 231 e 2 1P 0.30), F =ldn
61 62 65 1 2 10

favours day hospity!

Cochrane Database Syst Rev . 2015 Jun 23;2015(6):CD001730: 16 studies
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DAY HOSPITAL FOR GERIATRIC PATIENT:
INTERNATIONAL LITERATURE

— Effect
— Better than no ‘comprehensive geriatric care’ (1a)

— No significant difference in disability or mortality
between the different settings of geriatric care
— Trend for lower In hospital stay
— No clear consensus on the settings, activities and
composition of the geriatric multidisciplinary team

N

:L%:NT Petermans et al. Geriatr Psychol Neuropsychiatr Vieil. 2011 Sep;9(3):295-303. ‘ ‘ 74
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BRITISH GERIATRIC SOCIETY, 2006
RECOMMENDATIONS

— Comprehensive assessment In frail elderly

— Crisisintervention & subacute assessment (prevention
of hospitalisation and early discharge)

— Treatment and rehabiliation of specific complex
problem, as part of a "community based” rehabilitation.
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Moorhouse et al. BMC Geriatrics (2017) 17:9

DOl 10.1186/512877-016-0397-9 BMC GEI’lﬂthES

Treatment in a Geriatric Day Hospital @

improve individualized outcome measures
using Goal Attainment Scaling

Paige Moorhouse'", Olga Theou', Sherri Fay?, Miranda McMillan?, Heather Moffatt® and Kenneth Rockwood '~

Abstract

Background: Evidence regarding outcomes in the Geriatric Day Hospital (GDH) model of care has been largely
inconclusive, possibly due to measurement issues. This prospective cohort study aims to determine whether
treatment in a GDOH could improve individualized outcome measures wsing goal attainment scaling (GAS) and
whether improvements are maintained 6-months post-discharge.

2011, were included in the analysis (81.1 £ 6.7 years, 66.3% fermnales); a smaller cohort of 121 patients received a follow-
up phone call & months following discharge. Baseline, discharge and 6 month post-discharge observer-rated measures

Results: The mean number of goals set was 1.6 (5D 0.8) and patients set goals in the following domains: 88% mobility
or falls reduction; 18% optimization of home supports; 17% medication optimization;12% cognition; 8% increasing

significantly higher than GAS scores on admission. Those who had more goals were more likely to improve during
GDH admission (OR 1.49, C1 1.02-2.19) but this association was not seen 6 months after discharge.

Conclusions: This study demonstrated short- and long-term effectiveness of GDH in helping patients achieve
individualized outcome measures using GAS.

Keywords: Geriatric day hospital, Goal attainment scaling, Mobility

Methods: A total of 469 outpatients admitted to a Canadian Geriatric Day Hospital, between December 2008 and June |

of maokbility, cognition, and function were completed using GAS. Traditional psychometric measures were also captured. |

social engagement; and 5% optimization of function. Total GAS was the most responsive measure 1o change with 86% |
of patients improving at discharge; mobility goals were the most likely 1o be achieved. Six-month GAS scores remained |

ey
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CARE PROGRAMME
FOR THE GERIATRIC PATIENT KB 29/01/2007

— Five functions
— Acute Geriatric Wards (G Beds)
— Ambulatory Care
— Geriatric Day Hospitals
— Liaison Interne (Intern Liaison Team)
— Liaison Extern

: 1y
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LAW 29/01/2007

pefion 1l — hapital de our pou ke patient eétatrique Afilng 11— Het dagziekenhuis voor de geratische patén

At 15, Ladmissonen hopit e our pou o patent ertiquese | A, 15. D oprame i en agziekenhus vour e i
faita emande du médei gnéals, o un médecnspalite ou | atntgbednop verzok van deusars e ettt of
s ineconslion et L’objecn'estc organiser, de maniéte | na een peiatischconsult De doelsteling st on diagnes:
pluicisiplinaie, | évaluation diagnostique | mise au point théiapeu- | fische evaluate, de therapeutische oppuntstelling en de revalidate op
ique t b eadapta on fonctionnelle lurdiscplinaie wige e organieten,
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SUMMARY

— History of GDH

— Evidence from literature

— Law 29/01/2007

— The pilot projects 01/2006-07/2015
— Current situation

— Adapted law 2014

— FInancing

— Future of GDH
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PILOT PROJECTS GDH — 01/2006

— Means by start of pilot projects on GDH:

— 3 FTE personal means divided over:
— 2 FTE nurses (B9) : 91 762€
— 1 VTE paramedics (B4) : 45 881€
— Psychologist, occupational therapist, physiotherapist, social nurse
— Since 01/07/2007 financial means for hotel:
- 121 312.96 €/y

— Payment for the geriatrician

— Multidisciplinary consult for patients referred by general practitioner and 75 years old
(102233)

— Consultation (102911)

N
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DESCRIPTIVE STUDY OF SITUATION — 2007

— Visit GDH
— By members of the project
— Through an electronic topic list

— Registration of patients (2007)
— By GDH
— Through an electronic topic list

@ J Petermans & N Van Den Noortgate U7
GHENT Acta Clin Belg. 2011 May-Jun;66(3):186-90. GEN
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SITUATION GDH IN BELGIUM 10 YEARS AGO

2006* 27 19
2007* 8 6
2008 18 5
2009 2 2
Total 55 32
yearsofacivity | Percent |
<1year 66.7
1-5years 14.6
> 5 years 18.8
Total 100
ﬁj Missing 9.4
GHENT

UNIVERSITY




2,6 —

2,4 —

2,2 —

2,0 —

1,8—

95%Q patiéntencontacten

1,6—

1,4 —

1,2 —
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1 -5 jaren

Dienstjaar

> 5 jaren
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GERIATRIC PATIENT

GHENT
UNIVERSITY

Median age

— 78 years old
— Yayounger than 75y

Man/woman
— 47,1% till 79,7 % Is woman

U4 &



PATIENT PROFILE IN GDH: RESULTS

— Profile of the patient on the GDH Is
— Compared to the acute G ward (%)
— Younger ~ 3 yrs
— More often admitted from home

— More often discharged to home with less modification in care giving (only in 5.2%
of pts)

— Compared to General Population
— Comparable level of education

— More professional caregivers — seems to be more dependent than general
population

— Higher mortality rate (~ 19% versus 9.1%)
— Higher admission rate in the acute hospital (66.7%)

N

: Iy 2
ONIVERSITY GEN



PERFORMED ACTIVITIES

Diagnostic 85,0% 84.3%

Geriatriac syndrome 56,7% 56.4%
Memory problems 39,6% 37.4%
Depression 9,2% 8.6%
Falls-mobility 23,3% 23.3%
Others 22,2% 27.1%

Specific medical problem 48,9% 47%

N
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PERFORMED ACTIVITIES

Rehabilitation 4,5% 6.05%
Therapeutic 18,2% 16.64%
bloodtransfusion 18,2%
Medication 52.,0%
Wound evaluation 9,9%

N
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FOLLOW UP AFTER THREE MONTH

Not planned 40,1%
Re-admission 6,1%
Same problem 73%
Planned 31.6%
Re-admission 90,1%
Hospitalisation 5,2%
Died 2,5%

[ UZ
GHENT Others and unknown: 20.7% @4 GEN

UNIVERSITY




FOLLOW UP STUDY AFTER ONE YEAR

No FU 844 66.5
FU 425 33.5
Total 1269 100 \\v
Same problem 357 89.5
® No significant difference in | @ o ol 10
age/sex between patients In | ot 300 | 100
FU and without FU Hesng R B

. Iy 2
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FOLLOW UP STUDY 1Y: RESULTS

— Advice for medication intake (69.3%)
— Followed in 95.6%
— If not followed In 4.4%
— 48.3% on own Iinitiative; 51.7% advice of GP
— Advice for rehabilitation therapy (20,7%)
— Followed in 85.6%
— 15% in GDH; 40% at home; 45% started at GDH /continued at
home
— Not followed in 14.4%
— 78.3% own Initiative; 21.7% initiative of GP

I Uz
GHENT GEN
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FOLLOW UP: RESULTS

— Outcome parameters:
— Very difficult to define

—FU In GDH seems to has only a small effect on
family situation but no effect on stay at home,
hospitalisation, need for professional caregivers

— However family are in 75% of the cases convinced
of the added value. This seems to be positively
correlated with FU

I Uz
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REFERRING PERSONS

Treating physician 85,7%
GP 31,3%
SP 68, 7%

Family 1,7%

Care home 0,7%

Own Initiative 2,9%

N
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Geeriatric Day Hospital: Opportunity or Threat?
A Qualitative Exploratory Study of The Referral Behaviour of Belgian General Practitioners
Piet Vanden Bussche*, MD', Fien Desmyter*, MA!, Christiane Duchesnes, PhD?, Valérie Massart®, MA®,
Didier Giet, MD", Jean Petermans, MD, PhD’, Veerle Vyncke,1 Nele Van Den Noortgate, MD, PhD?, Sara

Willems, MA, PhD'

GHENT
UNIVERSITY
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Methods. A qualitative study usmg focus group discussions (FGDs) was conducted. Fifteen FGDs were

organized m the different Belptan regions (Flanders, Wallonia, Brussels).

Results. Contextual factors such as the unsatisfactory cooperation between hospital and GPs and organizational

barriers such as the lack of communication on referral procedures between hospital and prumary health care

(PHC) were 1dentified.| Lack of basic knowledge about the concept or 1he local organization of GDH seemed to

be a problem. Unclear task descriptions, responsibilities and activities of a GDH formed prominent Joints of

discussion m all FGDs. Nevertheless a lot of possible advantages and disadvantages of GDHs for the patient

and for the GP were mentioned.
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GERIATRIC DAY HOSPITAL.:
OPPORTUNITIES FOR GP

— FEasler admission for patients who are afraid of hospitalisation
— Medical examination are coordinated (less transport for families)

— Cave: sometimes exhausting for patient, dividing the program over 2
days”?

— Holistic view on patient/Respect for elderly/adapted care in a special
surrounding

— More comfort for consultation or technical examinations
— More comfort for family members
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Geriatric day hospital: Opportunities for GP(2)

— Avoiding complications from hospitalisation

— Opportunity from a multidisciplinary evaluation (CGA)
— Diagnostic and treatment of geriatric syndromes
— Second opinion (surgery, nursing home placement, palliative situation with limited
life prognosis)
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PERSONAL MEANS: RESULTS

— Personal Means
— The mentioned personal means are not always the necessary
means
— Strongly influenced by the financial means provided by the
FOD/SPF
— Less nurses are used (~ 1.5 FTE)
— More physiotherapist, occupational therapist and
psychologist are used than provided (~ 1.5 FTE)
— Hospitals invest in the presence of social worker,
dietician, speech therapist and administrative worker
— Shortness of Geriatricians
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SUMMARY

— History of GDH
— Evidence from literature
— Law 29/01/2007
— The pilot projects 01/2006-07/2015
— Current situation
— Adapted law 2014
— FInancing
— GDH UZGent
— Future of GDH
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LAW 29/01/2007 — ADAPTED 2014

Hospitalisation de jour Daghospitalisatie

pein I — L hapital de our pour e patient ériatrique Afilng 11— Het dagzieenhuis voorde geratsche patiént

At 15, Ladmissionen h()pita de jour pour e patient pératriquese | At 15 D opname in een dagziekenhuis voor de geritische
a2 demande du mécecin pénéralste, ' un médecin spécialiste ou | patién sebeuttop vetzoek van de huiart, een geneeshegt-specalso
s ineconslion et L’objechf td organier, de maniéte | naeen pecitrsch consult, Dl doelteling Destaat ein om de diagns:
pluicisciplinaie évaluation diagnostique, lamise au peint thérapeu- | tiche evaluate, de thevapeuisce oppuntseling en de tevaldatie op

ique e a 1éadaptaton fonctionnelle lurdiscplinaie wige e organiseten,

i
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Art. 13. In afdeling 1ll van hoofdstuk V van hetzelfde Art. 13. En section Il du chapitre V du méme arréte

besluit worden de artikelen 15/1 tot 15/4 ingevoeqgd, sont insérés les articles 15/1 a 15/4, libellés comme
luidende: Sult:
“Art. 15/1. De pluridisciplinaire geriatrische evaluatie “Art. 15/1. L'evaluation geriatrique pluridisciplinaire
gebeurt aan de hand vanfwetenschappelijk s'effectue au[moyen d'instruments scientifiguement

| gevalideerde mstrumenteIrTlmmWerd door [validesiet est realisée par un medecin spécialiste visé

een in artikel 12, 1°, bedoelde geneesheer-specialist, a l'article 12, 1°, un infirmier visé a l'article 12, 2° et

een verpleegkundige zoals bedoeld in artikel 12, 2°, en encore au moins un autre dispensateur de soins visé a
nog minstens een andere zorgverlener zoals bedoeld  [l'article 12, 4°, 5°, 6°, 7° ou 8°.
In artikel 12, 4°, 5°, 6°, 7° of 8°.

N
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Art. 15/2. Een eindverslag van de geneesheer- Art. 15/2. Un rapport final] établi par le médecin

specialist van de pluridisciplinaire geriatrische specialiste, de I'eévaluation gériatrique

evaluatie zoals bedoeld in artikel 15/1, met de pluridisciplinaire visée a l'article 15/1 comprenant
anamnese, de diagnose, de ziektegeschiedenis, de [|'anamnese, le diagnostic, I'historique de la
resultaten van de wetenschappelijk gevalideerde maladie, le resultats des echelles d'evaluation
evaluatieschalen, de conclusies en het voorstel van scientifiguement validées, les conclusions et la
zorgplan worden overgemaakt aan de proposition de plan de soins est transmis au
behandelende huisarts en desgevallend de medecin géenéraliste traitant et, le cas echéant, au
doorverwijzende geneesheer-specialist en de medecin spécialiste qui a envoye le patient et aux
andere zorgverleners die de patiént aanduidt. Dit autres dispensateurs de soins que le patient
eindverslag wordt opgenomen in het désigne. Ce rapport final est repris dans le dossier
patiéntendossier en de patiént wordt geinformeerd du patient et le patient est informeé de cette
omtrent deze overmaking van informatie. transmission d'information.

: Iy 2
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Art. 15/3. De pluridisciplinaire geriatrische

revalidatie is gericht op he
moeilijkheden op vlak van
evenwicht en slikken|die e
benadering nodig hebben.

t behandelen van de

cognitie, continentie,

en pluridisciplinaire

Art. 15/4. Een pluridisciplinaire revalidatie door

het pluridisciplinair geriatri
de volgende voorwaarden
1° ze is gebaseerd op een
pluridisciplinaire geriatrisc
hand van wetenschappeli

sch team voldoet aan
voorafgaandelijke
ne evaluatie aan de

K gevalideerde

Instrumenten die een reva
aantoont:

N
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Idatie-behoefte

Art. 15/3. La readaptation fonctionnelle
geriatrigue pluridisciplinaire est axee sur le
traitement des difficultés au niveau fognitif ainsi
|_qu'au niveau de la continence, de I'équilibre et
de la deglutition|qui nécessitent une approche
pluridisciplinaire

Art. 15/4. Une réadaptation fonctionnelle
pluridisciplinaire par I'équipe gériatrique
pluridisciplinaire repond aux conditions
suivantes:

1° elle repose sur une évaluation gériatrique
pluridisciplinaire préalable au moyen
d'instruments scientifiguement validés qui
déemontre un besoin de réadaptation
fonctionnelle;

U4 &



2° voorafgaandelijk aan de 2° en préalable a la readaptation

pluridisciplinaire revalidatie wordt een fonctionnelle plur|d|SC|pI|na|re un jplan|

individueel revalidatieplan opgesteld, dat  |individuel de ré lon fonctionnell

wordt opgenomen in het patiéntendossier; est établi, qui est repris dans le dossier du
patient;

3° de revalidatie gebeurt doorminstens 2 | 3° la readaptation fonctionnelle est
zorgverleners per geriatrische patiént die  assurée par|au moins 2 dispensateurs de

elk een verschillende kwalificatie S0ins par patient gériatrique representant
vertegenwoordigen zoals bedoeld in chacun une qualification differente telle
artikel 12, 4°, 5°, 6° en 8°; gue visee a l'article 12, 4°, 5°, 6° et 8°,;

4° een! wekelijkse teamvergadering\om de 4° une!réunion d'équipe hebdomadaire fst
voortg V i vallueren en organi arevalu U

om eventueel het individuele patient et adapter eventuellement le plan
revalidatieplan aan te passen; individuel de réadaptation fonctionnelle;

: 172
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5° na de revalidatie wordt een|verslag opgesteld
waarin de evolutie van de patiént is beschreven en
waarin een opvolgingsplan voor verdere thuiszorg
IS vervat. Deze documenten worden opgenomen
In het patiéntendossier en bezorgd aan de
behandelende huisarts en desgevallend de
doorverwijzende geneesheer-specialist en de
andere zorgverleners die de patiént aanduidt. De
patiént wordt geinformeerd omtrent deze
overmaking van informatie;

6° de pluridisciplinaire geriatrische revalidatie is
hppprkt tofl maximaal 40 sessieslbinnen een

periode van 12 weken.| De geriatrische revalidatie

kan jaarlijks slechts 1 keer plaatsvinden.”.

5° apres la réadaptation fonctionnelle, ui1 rapport
est etabli déecrivant I'évolution du patient et
comprenant un plan de suivi pour la poursuite des
soins a domicile. Ces documents sont repris dans
le dossier du patient et transmis au medecin
generaliste traitant et, le cas échéant, au médecin
specialiste qui a envoyé le patient et aux autres
dispensateurs de soins que le patient désigne. Le
patient est informé de cette transmission
d'information;

6° la readaptation fonctionnelle gériatrique
pluridisciplinaire est limitée élun maximum de 40
sessions sur line péeriode de 12 semaines.|La
readaptation fonctionnelle gériatrique ne peut avoir
lieu qu'1 fois par an.”.
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ARCHITECTURAL STANDARDS

Art. 27. Artikel 30 van hetzelfde besluit wordt
vervangen als volgt:

“Art. 30. De daghospitalisatie voor de geriatrische
patiént vindt plaats in een herkenbare en
aanwijsbare entiteit. Deze entiteit omvat minimaal
het volgende:

1° voldoende onderzoekslokalen voor medische,
verpleegkundige en andere zorgverleners;

2° een verzorgingslokaal,

3° een rustlokaal met aangepaste zetels;

4° een eetkamer;

5° voldoende sanitaire installaties voor de
patiénten.

De lokalen bedoeld in 3° en 4° mogen in een
zelfde ruimte worden ingericht.

N
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Art. 27. L'article 30 du méme arrété est remplacé
comme Suit:

“Art. 30. L'nospitalisation de jour pour le patient
gériatrique s'effectue dans une entité
reconnaissable et distincte. Cette entité comprend
au minimum les élements suivants:

1° suffisamment de locaux d'examen pour les
dispensateurs de soins médicaux, infirmiers et
autres;

2° un local de soins;

3° un local de repos pourvu de fauteuils adaptés;
4° une salle a manger,

5° suffisamment d'installations sanitaires pour les
patients.

Les locaux visés en 3° et 4° peuvent étre

ameéenages dans un méme espace.
GEN
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STRUCTURAL FINANCING OF GDH
SINCE 07/2014

— Costs for hospitalisation (beds, food, rooms, cleaning) are cashed through the
B2 budgets

— Avyearly calculated fixed amount is payed by government through the B4
budget for personal means

— depending on the amount of day hospitalisations during the last year (re-

evaluated every 2 years)
— <520 :81.900€

— 521-1040: 136.500€

— 1041-1560: 227.500€

— 1561-2080: 318.500€

— > 2080: 409.500€

: Iy 2
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STRUCTURAL FINANCING OF GDH
SINCE 07/2014

— Conditions to count as GDH
— The presence (continuously) of a nurse with the
special professional title of geriatric nursing
— Pluridisciplinary evaluation with standardized
Instruments by a geriatrician, nurse and at least one
other discipline
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RIZIV/IINAMI CODE GERIATRICIAN

— Consultation 102911
— Also for transfusion, IV medication
— Pt< 75]
— ~40€
— Multidisciplinary geriatric evaluation 102233:
— Only patients 279j
— Note of the General physician
— ~10€
— Diagnostic for dementia (only once)
— Special diagnostic bilan 102992 ~ 68 €
— Neuropsychologic investigation 477573 ~107 €
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GDH UZGENT

— 2 days/week ; ~ 10 pts/ w
— Activities

— Diagnostic/therapeutic programme

— Psychosocial programme for patients with cognitive disorders
— Team

— Nurse, occupational therapist, psychologist and physician

— On demand: physiotherapist, speech therapist, dietician,

soclal werker and ...
— Nurse Is coordinating — administrative back-up

I Uz
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GDH UZGENT

— Day programme

— Preparation of the patients by nurse and physician the day
before

— Written applicationform

— Different programs defined depending on the reason of
admission

— Everyone Is seen by nurse coordinator, occupational therapist,
the physician and most by psychologist

— 14h00: multidisciplinary team meeting

— Report and discharge letter are prepared
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THE FUTURE OF THE GDH..??
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THE FUTURE OF GERIATRIC DAY HOSPITALS ...

AGE AND AGEING, 2009

GHENT
UNIVERSITY

The future of genatric day hospital 1s bright provided 1ts
role changes with the changing needs of the elderly popula-

fion. 1t should maintain 1ts tradinional role but should ofter
new flexible services for frail elderly patients; the possibilinies

are endless. As the working of the genatric day hospital 1s
changing, 1t may be prudent to rename this facihity. Elderly
Medical Assessment Unit will be more reahistic and will help
to change 1ts image.

5. AL KHAN

Department of Elderly Care, Lister Hospital, Stevenage
Herts 5GI 4AB, UK

Email: shahidkhan(@nhs.net
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THOM'S

— GDH is still developing

— The existing literature Is too heterogenous to
give us a good and fundamental advice
concerning structures of GDH, effectivity etc...

— Geriatric assessment is a fundamental part of
treating a person in GDH.
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