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Prevention in acute care for seniors

days are related to the care of older

people, based on US data.! More-
over, one-third of older persons admit-
ted to acute care will be discharged
at a significantly reduced level of
functional ability, and most will never
recover to their previous level of inde-
pendence.? While hospitalization of-
fers older patients the benefits of high-
level care during episodes of acute
illness, it also exposes them to the
risks of iatrogenic illness (i.e., adverse
events) and functional decline. With-
out swift and appropriate clinical
interventions, the general functional
ability of older patients can decline
rapidly. The repercussions can be cost-
ly: for hospitals, the cost of avoidable
complications associated with hospi-
tal care, prolonged lengths of stay, and
access and flow issues in the system
due to bed shortages; for patients,
recurrent admissions, premature ad-
mission to residential care homes, and
permanent loss of independence and
diminished quality of life.

Based on Canadian census data,
Canada is undergoing an unprece-
dented demographic shift: in 2000,
12.5% of the population of British
Columbia was aged 65 years, and by
2026 itis estimated to increase to 21%.
Aging is thus at the forefront of the
health and social policy agenda. Pa-
tients aged 65 and older now account
for 37% of inpatient discharges and
over 50% of inpatient days.'

Despite the high utilization of the
health care system by older adults, the
care that many frail older adults re-
ceive is ineffective and often harmful
because we are unable to assess the

I t is estimated that 50% of hospital
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risk-benefit of different treatment
options. We believe that both patient
and hospital factors are related to the
risk of adverse outcomes.

Part of the formal insouciance
about hospital care of older adults aris-
es because physical and mental dete-
rioration is seen as inevitable and thus
neglected. In fact, older adults have
an innate capacity for rehabilitation;3
at almost any given level of frailty,
some improvement remains possible.*

In a study by Lang and colleagues,
researchers attempted to identify
markers of prolonged hospital stay in
patients with dementia. Multifactor
analysis demonstrated that demogra-
phic variables had no influence on the
length of stay, while diagnosis of del-
irium, walking difficulties, and report
by the informal caregiver of moderate
or severe burden or low caregiver
social quality-of-life score were iden-
tified as early markers for prolonged
hospital stays. Other variables in the
analysis included level of disability in
regard to activities of daily living,
gender, age, living situation, marital
status, type of caregiver, mood dis-
orders, gait and balance disorders,
malnutrition risk, bedridden status,
pressure sores risk, incontinence, and
comorbidity index level.’

Researchers suggested that deliri-
um may increase hospital stay by con-
tributing to a functional decline and
by preventing the patient from partic-
ipating in rehabilitation. Patients who
develop delirium are also more likely
to be transferred to a nursing home
and therefore may remain in hospital
longer as they wait for a bed to become
available.

In the study walking difficulties
were also associated with increased
length of stay. Prevention or early de-
tection and management of delirium,
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as well as early rehabilitation and
mobilization, may reduce length of
stay. During hospital stays, fasting in
connection with certain tests, inade-
quate help with feeding, and the anor-
exic effect of certain types of medica-
tions may lead to decreased protein
and caloric intake. This may further
contribute to muscle loss and decreas-
ed mobility and function. Therefore,
monitoring caloric intake and weight
may help to maintain strength and
mobility.’

As well, the increased burden of
care on caregivers was identified as a
marker of prolonged hospital stays.
This burden of care may contribute to
increased length of stay in a variety of
ways. [t may lead to more frequent cri-
sis situations requiring visits to the
emergency department and hospital
admissions. It may also make caregiv-
ers more reluctant toward patient dis-
charge. A multidisciplinary approach
to care of patients with dementia in
the community, involving the primary
care physician, nurses, and care aids
that can visit the patient at home, as
well as access to respite programs, is
recommended to decrease the burden
of care on family members. Commu-
nication between the hospital care
team and community care teams may
also facilitate the discharge process.’

To say that it is “timely” to focus
on the implementation of interventions
for older patients in the acute care set-
ting is a huge understatement due to
the increasing number of seniors in
the general population and utilization
rates of hospital-based services. On
the eve of a demographic shift, the
appropriateness and quality of hospi-
tal care for older adults remains gross-
ly inadequate. We cannot accept that
loss of independence following acute
care is just a part of normal aging. The



common cascade of both physical
and cognitive decline is frequently
preventable. However, an extensively
researched strategy will be needed to
provide evidence to challenge deeply
ingrained traditional ways of provid-
ing care.’ At no other point in the his-
tory of Canada has there ever been
such an urgent demographic impera-
tive to step up to the challenge of
improving acute care for older adults.
Dorothy’s Story, as told by a
daughter, puts a face to the challenge
of setting appropriate goals of care.
Video online at bemj.org. www.vch.ca
/your_health/seniors/.
—Janet E. McElhaney, MD,
FRCPC, FACP
Co-chair, Geriatrics and
Palliative Care Committee

—Sonia Murray,

UBC Medical School, Class 2012
—Martha Donnelly, MD,

CCFP, FRCPC

Associate Professor at UBC
—David Thompson,

Corporate Director, Seniors Care,
Providence Health Care
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Canadian content for

anadian resources for drug

therapy information is sparse

compared to the voluminous
material available from the United
States. The relative brevity of Canadi-
an content listed in the Dalhousie Uni-
versity College of Pharmacy’s online
directory of drug information resources
(http://dir.pharmacy.dal.ca/canadian
resources.php) attests to this limited
selection.

Concordance between Canadian,
US, and other jurisdictions is not con-
sistent; for example, important differ-
ences in diabetes drug therapy have
been noted between the Canadian
guideline and US/European consen-
sus statement.! Thus, access to Cana-
da-specific information is essential.
The book Therapeutic Choices, edit-
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college library

the Canadian context

ed by Jean Gray, provides evidence-
based therapeutic information meant
to complement the monographs in
Compendium of Pharmaceutical Spe-
cialties (CPS). This text has a disease-
oriented approach and is focused on
the needs of primary care, community-
based practitioners. First published in
1995 and currently in its fifth edition,
Therapeutic Choices now has an elec-
tronic presence and is bundled with the
CPS as e-Therapeutics. E-Therapeutics
is available to all College-registered
physicians through the College’s web-
site (www.cpsbc.ca). An especially
useful feature of e-Therapeutics is the
inclusion of Canadian trade names for
drugs. Also, the Canadian reality of
the use of a drug is apparent in Thera-
peutic Choices; for example, if a drug
is no longer available in the US and
possibly dropped from mention in
United States Pharmacopeia but re-
mains appropriate therapy in Canada,
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e-Therapeutics will provide therapeu-
tic information. Pharmacoeconomic
considerations, sometimes not that
easy to locate in Canadian dollars, are
a unique aspect of e-Therapeutics,
which presents cost of illness and drug
cost data. Additional useful features
such as a drug interaction checker and
patient information handouts make £-
Therapeutics a valuable, at-the-point-
of-care tool for Canadian physicians.
—Karen MacDonell & Judy Neill
Librarians/Co-managers

College of Physicians and
Surgeons of BC Library
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