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Introduction
The current challenge

All European countries are experiencing rapid demographic transitions,
with an increase in the proportion of over 65-year-olds and the most
rapid increase in people over 80 years of age (Creighton, 2014). This
means that, increasingly, the business of acute hospitals is the care of
older people, often with frailty, dementia or multiple long-term con-
ditions complicating their acute illness. Without a radical shift in care
models, at scale and surpassing anything we have yet seen, this will con-
tinue to be the case for the foreseeable future. There has been a general
reduction in hospital beds and increases in ambulatory and community
treatment but there remain gaps in services that fail to meet the needs
of frail older people, which often result in hospital attendances (NHS
Benchmarking, 2013; Cowling et al., 2014; Radvansky, 2014; Melzer
et al., 2015). Particular challenges arise for those with frailty, chronic
multiple conditions, and those with dementia, adding to the complex-
ity of treatment and care needs of older people (Melzer etv al., 2015).

Some of the key challenges facing hospitals caring for older people
with frailty include unmet care needs, health inequalities, and a lack
of quality service models and integration between services (European
Institute, 2012). There is wide variation in the nature and scope of
services addressing the needs of frail older people, with some countries

such as Austria having recognized geriatric medicine as a subspecialty
of internal medicine only from 2011 (Ekdahl et al., 2012). While
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countries are acknowledging the need for better integration of services,
implementation of more integrated care models has been slow (Curry
& Ham, 2010; Shah et al., 2010).

The challenge of frailty

Frailty is defined as a state of increased vulnerability and a disturbance
in homoeostasis where a stressor event can lead to dramatic changes to
the health status of an individual, which result in increased dependency
levels, mobility problems, a change in cognition, such as delirium, and
marked levels of functional decline (Clegg et al., 2013) (Figure 4.1; Box
4.1). Frailty is also associated with increased mortality and morbidity,
and it is a strong predictor of care home utilization and death (Clegg
et al., 2016). There are two common models for defining frailty as a
clinical entity and these are increasingly important as ways of segmenting
and addressing the needs of hospital patients (Oliver, 2016c). These
rest on an identifiable “frailty phenotype” (Fried model) based on the
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Figure 4.1 Vulnerability of frail older people to a sudden change in health
status following a minor illness

Note: The top line represents a fit older person who, following a minor stress such
as a urinary tract infection, experiences a relatively small deterioration in function
and then returns to homoeostasis. The lower line represents a frail older person who,
following a similar stress, experiences a larger deterioration which may manifest as
functional dependency and who does not return to baseline homoeostasis.

Source: Clegg et al., 2013
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Box 4.1 Common presentations of frail older people

Frailty syndromes (how people with frailty present to services)

e “Non-specific” — e.g. fatigue, weight loss, recurrent infection

e Falls/collapse

e Immobility/worsening mobility

e Delirium (“acute confusion”)

e Incontinence (new or worsening)

¢ Fluctuating disability

e Increased susceptibility to medication side effects —
e.g hypotension, delirium

presence of three or more characteristics or a “frailty index” (Rockwood
& Mitnitski, 2011; Clegg et al., 2016) based on an accumulation of
deficits. There is an overlap between frailty, multiple co-morbidity and
age-related disability (World Health Organization, 2015; National
Institute for Health and Care Excellence, 2016), although it is now
possible to identify people with frailty in community settings using
existing primary care data (Clegg et al., 2016) (Table 4.1), at the hos-
pital emergency front door or on the inpatient wards, where simple
pragmatic case-finding tools are often employed (Royal College of
Physicians, 2013; British Geriatrics Society, 2014a; Health Improvement
Scotland, 2015).

Adequate assessments and interventions for frailty are important.
Survival plots using primary care data in England suggest that those
with severe frailty are at higher risk of dying by a factor of five
(Bates et al., 2014). A ten-year prospective cohort study involving
community-dwelling older people identified frailty to be the leading
cause of death, accounting for 28% of deaths compared to organ
failure (21%), cancer (19%), dementia (14 %) and other causes (15%)
(Clegg et al., 2013).

Falls are a common reason for admission to hospital and have come
to the attention of policy-makers and payers. Frailty is known to be an
independent predictor of falls, and figures over the last five years show
that Ireland had spent an estimated €520 million on falls, while in the
Netherlands fractures were estimated to have led to 80% of fall-related
costs, amounting to approximately €540 million between 2007 and
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Table 4.1 Adjusted 1, 3 and 5 year hazard ratios for outcomes of
mortality, unplanned hospitalization and nursing home admission for
older people with mild, moderate and severe frailty

Outcome Mild frailty Moderate frailty ~ Severe frailty
(HR, 95% CI) (HR, 95% CI) (HR, 95% CI)

1 year mortality 1.92 (1.81-2.04)  3.10 2.91-3.31)  4.52 (4.16-4.91)

3 year mortality 1.77 (1.71-1.83)  2.78 (2.68-2.89) 3.99 (3.79-4.20)

5 year mortality 172 (1.68-1.77)  2.64 (2.57-2.72)  3.83 (3.68-3.99)

1yearunplanned  1.93 (1.86-2.01)  3.04 (2.90-3.19)  4.73 (4.43-5.06)

hospitalization

3yearunplanned 178 (1.74-1.82)  2.63 2.55-2.71)  3.76 (3.60-3.94)

hospitalization

Syearunplanned 171 (1.68-1.74)  2.50 (2.44-2.56)  3.43 (3.31-3.58)

hospitalization

1 year nursing home  1.89 (1.63-2.15)  3.19 (2.73-3.73)  4.76 (3.92-5.77)

admission

3 year nursing home 1.67 (1.56-1.80)  2.60 (2.40-2.82) 3.55 (3.19-3.96)

admission

5 year nursing home 1.59 (1.51-1.67)  2.30 (2.18-2.44) 3.12 (2.88-3.38)

admission

Note: For all outcomes the comparator is fit older people. All data adjusted for age
and sex. NB: Hospitalization outcome for external validation cohort includes only
those practices (n = 158) with Hospital Episode Statistics (HES) linked data. CI:
confidence interval; HR: hazard ratio.

Source: Clegg et al., 2016

2009. In England alone, falls in older people have been estimated to
cost the National Health Service £2 billion annually (Fenton, 2014).
Across Europe and other high income countries, the estimated costs of
falls to health care services are significant.

Minimizing harm in frail older people in hospital

Older people are at significant risk of “harm” often associated with
their care and medicalization of their illnesses. Polypharmacy, falls,
hospital-acquired infections, malnutrition and immobility are some of
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the common problems that arise, which can lead to increased morbidity
and mortality of older patients admitted to hospital (Barber et al., 2009;
Oliver, Foot & Humphries, 2014). Bed rest in itself has also been asso-
ciated with a range of harms where 10 days of bed rest in healthy older
adults can lead to a 14% reduction in leg and hip muscle strength, and a
12% reduction in aerobic capacity (Oliver, Foot & Humphries, 2014).
Older people often already have decreased physical function which
may be negatively affected by hospitalization. They also have poorer
functional outcomes and are less likely to recover from their problems
in hospital (Covinsky et al., 2003; Kleinpell, Fletcher & Jennings, 2008;
Mudge, O’Rourke & Denaro, 2010).

Models of pre-hospital care

The role of primary care in care coordination and urgent
access

Frail older people pose a challenge to primary care although family physi-
cians are ideally posed to incorporate the identification and management
of frailty in their practice (Lacas & Rockwood, 2012). Countries are
increasingly implementing more proactive personalized care planning,
care coordination and case management to enhance primary care services
for (frail older) people with one or more long-term conditions (Coulter et
al., 2015). These care provisions are often provided by specialist nurses
and therapists as well as volunteers in the care sector (Kringos et al.,
2013; Bienkowska-Gibbs et al., 2015). At the same time, when the health
or independence of older people rapidly deteriorates, it is important
to ensure rapid access to urgent care, including effective alternatives
to hospital (Oliver, Foot & Humpbhries, 2014; NHS Benchmarking,
2015). The following sections describe selected models that are being
implemented in different settings to meet this need in particular.

Rapid community response teams

Older people with frailty are at a higher risk of unplanned hospital
admissions (Boutsioli, 2012; Sona et al., 2012; Wittenberg et al., 2014).
In England alone, up to 42% of emergency admissions in 2011 came
from care homes with older people who were within the last six months
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of their life; these patients also often had multiple admissions in the
year leading up to death (Smith et al., 2015).

Rapid response teams can offer specialist advice and improve the
care for frail older people with long-term conditions (Oliver, Foot &
Humphries, 2014; Wittenberg et al., 2014; NHS Benchmarking, 20135).
These services may variously include geriatricians, GPs, specialist nurses,
physiotherapists, occupational therapists, and sometimes others such
as pharmacists, social workers, personal care assistants or generic
rehabilitation assistants to address the complex medical needs of frail
older people where time is of the essence, and without which the epi-
sode may result in hospital admission. These teams can also collaborate
with ambulance organizations to divert patients to the community
rapid response team and towards the community team. They are most
likely to be effective when able to see patients within hours and when
they have a range of skills within the team (NHS Benchmarking, 2016;
Shepperd et al., 2016).

Ambulatory care clinics

Ambulatory care clinics are defined as units that provide preventative
intervention and chronic disease management services for frail older
people who may be at risk of future hospital admission (Oliver, Foot
& Humphries, 2014). Ambulatory care clinics can be located in hospi-
tal outpatient settings or in primary care, and led by GPs or specialist
clinicians with a range of multidisciplinary staff that can include phar-
macists and social workers to optimize care of the frail older patient.
Ambulatory care clinics or “one-stop” frailty clinics are an emerging
service in France that provides assessment, management and support
for older people with the aim of preventing and minimizing disability
among those who are fit enough to attend such services (Tavassoli et al.,
2014) and uses a collaborative approach with primary care and other
allied professionals (Box 4.2). The overall evidence for impact of such
service models remains weak, although a recent randomized controlled
trial in Sweden demonstrated improved survival, and reduced length of
stay in hospital without increasing cost up to three years after assessment
(Ekdahl, Alwin & Eckerblad, 2016). In the United Kingdom, rapid access
ambulatory care clinics in community hospitals have shown that frail
older patients who are referred from primary care, ambulance services
and community teams can be seen more quickly and closer to home,
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Box 4.2 Gerontopole frailty clinic

A geriatric frailty clinic (structured as a day hospital unit) was estab-
lished in 2011 in Toulouse, France, for frail people above the age of
65 years, who were referred by their GP, geriatrician or specialist to
undergo a multidisciplinary evaluation to assess frailty and under-
lying risk factors for disability. During a two-year period the clinic
assessed over 1000 people and a personalized prevention plan was
developed to optimize their care in the community. The unit was
led by a physician with ad hoc training in geriatrics at the university
hospital outpatient clinic. The physician coordinating the evaluation
was supported by other health care professionals (in particular,
nurses, nutritionists, neuropsychologists and physical therapists) in
the development of a personalized plan of intervention. This was
then shared with the person’s GP in order to make them aware of
the recommendations and promote adherence to the preventive pro-
gramme. A month after the assessment at the clinic a nurse would
make a follow-up call to the patient to ensure that the interventions
agreed had been undertaken; if a further deterioration in health was
detected at this time, further action/plans were put in place to remedy
the situation, where possible through the local GP responsible. This
service focuses on secondary prevention for frail older people still
completely autonomous in their basic activities of daily living. It was
found that almost 94% of patients referred to the service were either
frail or pre-frail, according to Fried’s definition of frailty.

Source: Tavassoli et al., 2014

with a MDT addressing complex care needs effectively, and figures
show that only up to 20% of those referred are transferred on to the
nearest acute centre, with 56% discharged home or to their previous
care setting (Koduah et al., 2014).

Community hospitals and intermediate care units

In Europe, community hospitals are increasingly being (re)considered
as a means to address the care needs of older people in particular and
are predominantly staffed by GPs and nurses, with some specialist input
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(Winpenny et al., 2016). These often provide pre- and post-hospital care
and so bridge the gap between care received for an acute illness prior
to discharge to home (Oliver, Foot & Humphries, 2014). One recent
example is the introduction, in 2012, of municipal acute care beds in
Norway, which are organized as part of the municipal health services
together with GPs, local emergency services, long-term care services
and other parts of social care (Swanson & Hagen, 2016). They are
targeted at stable patients who need monitoring or close follow-up
from acute illnesses, often exacerbated by chronic medical conditions.
Evidence from community hospital-type set-ups are mainly observational
in nature, and evaluation of their effectiveness is still lacking (World
Health Organization, 2015).

Models of hospital care

Across Europe frail older people account for approximately 20% of total
attendance to emergency departments (Sona et al., 2012). The majority
of people over 50 years old attending emergency departments have
multiple long-term conditions (Quality Watch, 2015). One important
response is hospital care based on comprehensive geriatric assessment
as the underpinning tenet of assessment and management. The models
described in this section can be found in different European countries,
although we also consider successful models from other developed
health care systems such as the United States.

Comprehensive geriatric assessment for frail older inpatients

Comprehensive geriatric assessment (CGA) is a process of assessing an
older person’s medical, psychological, physical and social functioning to
inform the use of specific interventions and then develop and implement
a plan for ongoing treatment and follow-up. There is good evidence from
meta-analysis of numerous studies from several European countries that
comprehensive interdisciplinary assessment of older people presenting to
hospital delivers long-term benefits in terms of survival and the ability
to remain in their own homes with less cognitive decline (Ellis et al.,
2011). Because this is an iterative process rather than a discrete event,
a CGA initiated in hospital can be continued in a person’s own home
to fully assess the need for support and so enable the frail older person
to remain within their own environment (Ellis et al., 2011).
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CGA is multidisciplinary, although outcomes are best with a specialist
geriatrician leadership or input team on admission of the patient (Ellis
et al., 2011; Oliver, Foot & Humphries, 2014). In the United Kingdom
standards of care and assessment have been set out by national lead-
ership bodies (British Geriatrics Society, 2014b; Health Improvement
Scotland, 2015). Across Europe CGA is gaining momentum and is being
used to assess and optimize frailty for a variety of medical and surgical
conditions, and as a predictor of adverse outcomes. For examples, see
Kristjansson et al. (2010) and Molina-Garrido & Guillén-Ponce (2011).

A recent review of the practice of CGA in high income countries in
Europe, North America and Taiwan showed that only 32% of interdisci-
plinary geriatric consultation teams had used any formal CGA screening
aid in intervention decisions. Also, while nurses formed key members of
teams, their roles and responsibilities tended not to be clearly identified
(Deschodt et al., 2016). There is a need to place implementation barriers
of CGA into local contexts and so effectively address its effectiveness,
culture change, educational needs of practitioners, research and evolving
requirements of service provision (Gladman et al., 2016).

Specialist models of acute hospital care for people with frailty

Acute frailty services are specialist units that focus on specialized and
tailored care for complex frail older people at, or close to, the hospital
front door and with a focus on older people in the first phase of hospital
admission. Where possible, they aim to assess and stabilize patients with
a view to early discharge before they move to “deeper” wards within
the hospital (Acute Frailty Clinical Network, 2015; Royal College of
Physicians, 2015; Oliver, 2016¢). There are different models in vari-
ous acute settings but the most common models include: emergency
department-based models and acute frailty units (Van Craen et al.,
2010; Deschodt et al., 2013; Conroy et al., 2014).

Emergency department-based geriatrics and frailty services provide
specialist geriatric input in decision-making for frail older people who
attend the emergency department; other objectives include providing a
multidisciplinary assessment using CGA and initiatives to reduce admis-
sion rates (Blakemore, 2012). Specialized nurses, who are experienced in
falls, dementia, mental health and continence, are often available within
these teams to provide support in hospital and coordinate better specialist
care in the community at discharge. The overall evidence for emergency

https://doi.org/10.1017/9781108855440.004 Published online by Cambridge University Press


https://doi.org/10.1017/9781108855440.004

94 The Changing Role of the Hospital in European Health Systems

frailty units remains weak, with the majority of care models being trials
of transitional care, which is a relatively novel concept of providing care
for older people (Conroy & Chikura, 2015). Implementation of such
care models in the emergency department remains challenging because
of the complexity involved in identifying frailty, including the lack of
standardized frailty instruments and poor understanding of frailty and
the absence of clinical guidelines of frailty management in the emergency
setting (Dent et al., 2016).

Acute frailty units, also referred to as “acute geriatric evaluation
and management units”, are inpatient wards at or close to the hospital
“front door” that admit frail older people for assessments, treatment,
review and rehabilitation through the use of CGA (Van Craen et al.,
2010). A meta-analysis by Van Craen et al. (2010) of American, Austrian,
German and Norwegian studies found that acute frailty units showed a
significant positive impact on functional decline at discharge and insti-
tutionalization at one year. It also demonstrated that multidisciplinary
CGA added value to those who were admitted to hospital by meeting
the specific needs of frail older people and resulting in higher satisfaction
of care provided to the patient.

European countries are at different stages in the development of
acute frailty or acute geriatric units, which tend to be concentrated in
larger cities, mainly because of the uneven distribution of geriatricians
(Kolb, Topinkova & Michel, 2011; Ekdahl et al., 2012) and poor avail-
ability outside major centres. Whereas geriatric medicine is the largest
internal medical speciality in the United Kingdom (Royal College of
Physicians of London, 2015) and acute frailty units are found in small
and medium-sized hospitals (Acute Frailty Clinical Network, 2015; NHS
Benchmarking, 2016), it is not as well established in many European
countries (EUGMS Survey, in press). For example, in Denmark and
Sweden specialist geriatric units tend to be based at tertiary hospitals
where frail older people undergo assessments that aid further planning
of care. In smaller hospitals, geriatric care is embedded within general
internal medicine departments on the whole (Kolb, Topinkova & Michel,
2011; Ekdahl et al., 2012).

Delirium units and teams

Delirium units often coexist with dementia wards because of the common
coexistence of the two conditions and similar management strategies
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that are employed to support patients (Lam et al., 2014). Delirium is
so widely prevalent among older hospital inpatients that it is unlikely
that specialist delirium units could ever look after all patients or that it
is possible or desirable to cohort them all in one clinical area (National
Institute for Health and Care Excellence, 2010; Oliver, 2016a). And
so, it is equally important to ensure that all staff caring for frail older
people are able to recognize, prevent and manage delirium and that
specialist teams are able to provide support and training of other staff.
One example is the Hospital Elder Life Programme (HELP), which was
developed in the USA in 1993; it involves the use of a “multicomponent
strategy” with multidisciplinary specialist teams who provide structured
support to older people with delirium (Young & Inouye, 2007). HELP
has been implemented in more than 11 countries across more than 100
sites (Steelfisher et al., 2013). It has been shown to be cost- and clinically
effective, with reduced rates of delirium and functional decline, including
the prevention and exacerbation of chronic medical conditions, with
improved satisfaction among providers, patients and family (National
Institute for Health and Care Excellence, 2010). Health Improvement
Scotland is driving a national programme to prevent, recognize and improve
outcomes in people with delirium and to share best practice (Health
Improvement Scotland, 2016). The European Delirium Association now
also has a network to share best practice and research across Europe.

Geriatric—surgical collaboration and liaison for frail older
people

Not all frail older people are admitted under geriatric medicine and
therefore it is crucial to provide CGAs where possible to optimize the
care and health of older people admitted under different specialties. The
more familiar and most widely developed liaison service across Europe
is orthogeriatric collaboration with available evidence demonstrating
cost-effectiveness and significant associations with reduced mortality
rates in frail older people with fragility fractures (Sabharwal & Wilson,
2015; Knobe & Pape, 2016; Ozalp & Aspray, 2016). In Germany
and Austria the explicit implementation of geriatric trauma centres
has been developed where hip fracture patients are co-managed with
common ward rounds between geriatricians, orthopaedic surgeons and
specialized nurses (Kammerlander et al., 2011; Pape et al., 2014). In the
United Kingdom the development of a fracture liaison service has been
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promoted as a “model of best practice” to provide optimum care to
frail older people with hip fractures; a recent analysis of data from 11
hospitals in England points to significant improvements in mortality post
surgery (British Orthopaedic Association, 2007; Hawley et al., 2016).

General surgical liaison is now a growing field in the United Kingdom,
after its initial liaison model was developed specifically to address the
needs of older people undergoing surgery, known as the proactive geri-
atric liaison with older people undergoing surgery (POPS) model (Harari
et al., 2007). A survey of 161 hospitals in the United Kingdom showed
that there are varying levels of geriatric-led perioperative services being
provided across the country, with a combination of preoperative and
postoperative services being offered that covers both acute and elective
surgery, although barriers include funding, workforce issues, and a lack
of inter-specialty collaboration (Partridge et al., 2014).

Other European countries are at different stages of developing medical
liaison services as there is clear recognition of the value of geriatric input
into the management of complex medical issues. Belgium introduced the
“Geriatric Health Care Programme” in 2007 by adopting the develop-
ment of a geriatric unit that also provides internal and external liaison
services to frail older people on non-geriatric wards through similar
tenets of CGA and MDT working (Van Den Noortgate & Petrovic,
2009; Baitar et al., 2015). In Ireland the older person assessment and
liaison service (OPAL) showed that the service model provided timely
CGA, and facilitated effective discharges from hospital, which may be
further enhanced by efficient referrals and assessment processes through
the use of clinical nurse managers (Hayes et al., 2016).

The role of outpatient clinics

Outpatient clinics in secondary care serve to bridge the gap between
hospital care and the community once a patient has been discharged
from hospital. They may also assume the role of “specialist” clinics that
assess and treat specific conditions such as Parkinson’s disease, respira-
tory or cardiology conditions, as well as falls and syncope clinics. Falls
(prevention) clinics have been shown to reduce the incidence of injurious
falls among older people by providing specific interventions around falls
prevention with the support of physiotherapists and occupational ther-
apists (Moore et al., 2010; Palvanen et al., 2014). Outpatient falls and
syncope clinics are sometimes defined as day clinics, where assessments
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involve addressing underlying medical conditions to be treated, which
are followed by further assessments by the physiotherapist and occupa-
tional therapists before an intervention is put into place (Lamb, Gates
& Fisher, 2007). Outpatient clinics may also provide day services such
as blood transfusion and chemotherapy where appropriate to enable
patients to return home without needing inpatient admissions for such
procedures. However, the provision of such assessment and follow-up
does not necessarily have to happen on hospital sites, especially when
travel and repeat attendances could be disruptive and distressing to older
people with frailty. In some cases, hospital specialists and skilled MDTs
can provide outpatient services in community and primary care settings
closer to patients” homes, often in collaboration with primary care teams
(British Geriatrics Society et al., 2012; King’s Fund, 2014; Gordon, 2015).

End of life care

A study examining the place of death in older people with dementia-
related diseases across 14 countries showed that in Europe the proportion
of deaths in hospital ranged from 1.6 % in the Netherlands to 62.3% in
Hungary (31.7% in England, 35.9% in France, 32% in Italy, 33.6% in
Spain, 21.6% in Belgium) (Reyniers et al., 2015). A qualitative systematic
review of integrated palliative care in Europe found that a palliative care
framework is necessary to improve symptom control, lessen care-giver
burden, improve continuity and coordination of care, reduce admissions,
increase cost-effectiveness and enable patients to die in their preferred
place of care (Siouta et al., 2016). In 2010 the National Gold Standards
Framework in End of Life Care Centre, a volunteer sector organization
in the United Kingdom, was formed to provide support, training, and
innovation in delivering better end of life care through advance care
planning, with the goal of improving the quality and coordination of
care, reducing hospitalization, and enabling more people to live and
die at home (Gold Standards Framework, 2012). A 2015 audit on
death and dying by the Royal College of Physicians of London (2016)
found that of the 93% of patients whose death was predictable and
documented, only 54% of case records showed that the needs of the
person were asked about, with only 24% of patients having clinically
assisted (artificial) hydration; 34% of cases had documented evidence
about the need for clinically assisted (artificial) nutrition. Only 67%
of hospitals reported that they implemented change to their service by

https://doi.org/10.1017/9781108855440.004 Published online by Cambridge University Press


https://doi.org/10.1017/9781108855440.004

98 The Changing Role of the Hospital in European Health Systems

taking into account bereaved family and friends’ requests about patient
care in their final days (Royal College of Physicians of London, 2016).
Between 2005 and 2012 improvements in coverage of palliative care
services had been made mostly in western European countries compared
to central and eastern European countries, with still significant gaps
across services (Centeno-Cortes et al., 2016). There is only one chance
to get end of life care right and often this is unfortunately not the case.
With a limited number of hospice beds and palliative care specialists
available, advance care planning and addressing end of life issues earlier
is pivotal, and if the patient does end up in hospital in their final days,
then every effort should be made to get it right from the start (Oliver,
2016d; Royal College of Physicians of London, 2016).

Care of older patients with dementia and mental health prob-
lems in general hospitals

Dementia encompasses a group of organic brain diseases and the most
common forms are Alzheimer’s dementia, vascular dementia, mixed
dementia (having Alzheimer’s and vascular components), Lewy bodies
and fronto-temporal dementia (Hackman et al., 2013). The personal,
social, and economic costs of dementia are substantial, often com-
plicated by multiple co-morbidities or frailty. The global estimate of
older people living with dementia is expected to increase to 81 million
by 2040, of whom 30% will be living in Europe (Kaplan & Berkman,
2011). Hospital patients with dementia are typically more frail, and at
risk of significant complications of hospital-acquired infections, delir-
ium, loss of function and unplanned readmissions (Hermann, Muck &
Nehen, 2015). They can find hospital admission confusing, which can
have a negative impact on their health and well-being both physically
and mentally. Many who present with delirium are subsequently found
to have dementia after discharge from hospital, with the two often
coexisting (Jackson et al., 2016).

Countries across Europe have developed national strategies towards
the diagnosis and management of dementia in hospitals and the com-
munity (Royal College of Psychiatrists et al., 2013). Specialized and
appropriate care in hospital is vital for diagnosis and for supporting
frail older people with dementia and their families towards a life that is
disability-free and productive as far as possible. The main models of care
delivered in acute hospital settings include specialist dementia wards,
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liaison psychiatry teams who provide diagnosis and support to patients,
and dementia specialist nurses who work both in the hospital and in
the community setting. The following discusses each approach in turn.

Specialist dementia wards

Specialist dementia wards have been in development across European
hospitals to cater for the needs of older people with dementia (Wilkinson
& Hendriks, 2015; O’Connor et al., 2016). Although such specialist
units have not demonstrated measurable impact on hospital and primary
care utilization, mainly because patients tend to be at the end of life,
the experience of patients and their carers were reported to be signif-
icantly better compared to care received on general wards (Goldberg
etal.,2013). Goldberg et al. (2013) also demonstrated, in a randomized
controlled trial of specialist and mental health units, that patients had
more positive interactions and engagement with the staff, families per-
ceived the management of confused patients to be more empathetic, and
discharge planning was seen to be more efficient. There is variability
in terms of the number of beds available in these facilities and length
of stay. Components of care include therapy involvement, spaces for
patient interaction, a routine that meets the needs of patients with cog-
nitive deficits, volunteer workers, and specialist staff who provide care
and tailored plans for individual patients that take into account their
social and cultural backgrounds (Hermann, Muck & Nehen, 2015).

Liaison psychiatry for older people

With so many older hospital patients having dementia or mental prob-
lems accompanying their other complaints, there is no prospect of all
patients being admitted to specialist units, so other models of specialist
input matter. Liaison psychiatry or liaison psychological medicine is
defined as a specialty that manages people who present with mental and
physical symptoms concerned with the interplay between physiological,
psychological and social determinants that cause ill health. Liaison
psychiatry teams often consist of a MDT which includes psychiatrists,
nurses, support workers and therapists (Royal College of Psychiatrists
et al., 2013), and liaison psychiatry for older adults is provided either
by psychiatrists with an interest in old age psychiatry or by specialist
nurses. Liaison psychiatry for older adults (LPOA) has become embedded
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in many European hospital settings as part of the routine assessment
to improve the quality of life of older people (Mukaetova-Ladinska,
2006). For example, an LPOA service in a tertiary hospital in Portugal
found that delirium and dementia accounted for more than 60% of
the diagnoses and although the referring complaint was mostly “mood
disturbances”, it was found that only 24 % of these patients had depres-
sion, highlighting the poor diagnostic experience of referring clinicians
(Nogueira et al., 2013).

Evidence on liaison mental health services points to some benefits for
people with dementia, for example increased referral rates for cognitive
assessment, better detection and diagnosis, and greater staff confidence
in caring for patients with dementia. However, a literature review of
dementia care in general hospitals showed that, despite individual case
studies demonstrating local benefit, trial evidence around mental health
liaison is lacking. Quality of inpatient care improves as a result of these
services, but the impact on cost-effectiveness and length of stay remains
uncertain (Dewing & Dijk, 2014).

Specialist dementia nurses

The care delivered by specialist nurses has been identified to be of key
importance in supporting people with dementia. There has been increas-
ing interest in many settings in developing specialist nurse roles as one
approach to improving the care of people with dementia in hospital
(Griffiths, Bridges & Sheldon, 2013), and across European countries
specialist nurses are being widely used to support frail older people with
dementia in acute hospitals and the community (Hermann, Muck &
Nehen, 2015). A scoping review of the role of the dementia specialist
nurse in acute care working directly with people with dementia and
their families for a significant period of time found this model to bene-
fit older people with dementia in hospital and their families (Griffiths,
Bridges & Sheldon, 2013).

Models of post-hospital care

Transitional care arrangements that constitute post-hospital care can
put pressures on frail older people, and need to be timely and safe to
ensure effective and efficient transfers (Allen et al., 2014). Across high
income countries various models of post-hospital care are emerging to
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bridge the gap between hospital and people’s homes, with core elements
including anticipatory care targeting older people, MDTs, and enhanced
interagency working to promote improved outcomes (Philp et al., 2013).
These services aim to allow people to leave hospital sooner, reduce
the chance of readmission and improve their short- and medium-term
health outcomes. This section focuses on a range of models that have
been implemented across European countries and describes discharge-
to-assess and early discharge approaches, while also considering the
role of community geriatricians and of primary care in promoting and
supporting post-hospital care in the community. It is sometimes the
same teams or referral hubs providing pre-hospital or “step up” care
and admission prevention (see Section 2) that are able to provide this
transitional or “step down” care and such an arrangement allows for
simplicity and continuity of care.

Discharge-to-assess models and early supported discharge

In a discharge-to-assess model, a patient whose acute health needs have
been stabilized is subsequently discharged home for rapid assessment of
their needs in their own home environment and follow-up of ongoing
care by community-based clinicians (Andrew & Rockwood, 2014).
An older person who is deemed medically stable for discharge from
the emergency department or acute medical unit ward but still requires
ongoing support is discharged home with a team of multidisciplinary
therapy staff for assessment. A plan of support is put in place immedi-
ately; should the patient fail the assessment at home, they would then
return to hospital (Silvester et al., 2014). In the United Kingdom a
number of local quality improvement studies have shown the benefits
of early senior review linked to these models in terms of reduced admis-
sion rates, reduced bed occupancy, and higher rates of discharge home
within 24 hours of presentation (Fox et al., 2013; Health Foundation,
2013). However, the majority of studies are single case based and there
is little robust evidence from controlled trials. Data from such quality
studies suggest that effective discharge-to-assess models require timely
expert assessment on initial acute presentation to hospital and adequate
capacity for medical and nursing care, therapy support, and social care
for providing assessment and support at home (Silvester et al., 2014).

Early supported discharge (ESD) enables patients to return home
earlier and receive rehabilitation within their own homes. Unlike
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discharge-to-assess, it tends to rely on more traditional assessment of
needs in the hospital setting as the basis for defining ongoing clinical and
care needs after discharge. This service is more commonly provided for
people who have physical disabilities such as post-acute stroke (Fearon
& Langhorne, 2012). In contrast to discharge-to-assess models of care,
ESD follows after completion of assessments in the hospital and the
patient is found to have met the minimum criteria for transfer back to
their own home (Kirk, 2013). EDS is comparatively widely implemented
across European countries, with much of the evidence originating from
northern Europe and a 2012 Cochrane review concluded that among
older patients following stroke, those who were discharged with an
ESD service had improved physical outcomes, reduced lengths of stay in
hospital, lower dependency rates and reported higher satisfaction with
services compared to those receiving conventional services (Fearon &
Langhorne, 2012; Mas & Inzitari, 2015).

Hospital at home schemes

A number of countries in Europe have developed innovative models
of care in the community to bridge the gap between hospital and
home, or to provide extra support at home without hospital admis-
sion (Jones & Carroll, 2014; Vila et al., 2015). Examples include the
“hospital at home” model and the “virtual community ward”, which
enable frail older people to continue to be treated within their familiar
environments.

In a hospital at home setting, care is provided within a patient’s
home, with services similar to those provided in hospital but delivered by
a community-based team or hospital-resourced outreach staff through
domiciliary visits (Shepperd et al., 2010). There is mixed evidence about
the effectiveness of hospital at home services. Systematic reviews of
single chronic disease management, such as COPD and heart failure,
suggest that patients seem to benefit from the service as the readmission
rate is reduced and the system is proving to be more cost-effective. In
contrast, frail older people with multiple co-morbidities seem to have
an increased rate of readmission (Shepperd et al., 2010; Jeppesen &
Jae, 2012; Qaddoura et al., 2015).

End life care seems to be better managed using hospital at home type
models. For example, a programme in Barcelona, Spain, found such a
service to improve end of life care in patients with terminal illnesses,
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with up to 72% choosing to remain at home in their final days with
support from the community teams (Vila et al., 2015). A recent sys-
tematic review of home-based end of life care found this to significantly
increase the likelihood of dying at home compared with usual care, with
some evidence of improved patient satisfaction at one-month follow-up
(Shepperd et al., 2016).

Virtual and community wards

Virtual wards also replicate a hospital ward. However, contrary to the
hospital at home model, which provides acute clinical care, the virtual
ward places emphasis on the integration of medical teams, nursing,
therapists and social care to provide a proactive approach of care to
people at risk of hospital admission (Jones & Carroll, 2014). They
can be used to support discharge (“step down”) as well as preventing
admission. The evidence of the effectiveness of virtual wards in frail
older people with complex multimorbidity remains mixed (Bardsley
et al., 2013; National Institute for Health and Care Excellence, 2016).
Recent evaluations of virtual wards in four parts of England were
unable to demonstrate reductions in cost or hospital bed utilization,
although there were some reductions in elective activity (Lewis et al.,
2013). Similarly, a randomized controlled trial of a virtual ward for
high-risk adult hospital discharge patients in Toronto, Canada, did
not find a statistically significant effect of a virtual ward model of
care on readmissions or death at different points of time after hospital
discharge (Dhalla et al., 2014). Lewis et al. (2013) commented, based
on the English experience, that where virtual or community wards are
developed locally, this should be motivated by patients’ needs and the
need to provide care closer to home for those at highest risk, rather
than because they will deliver savings (Box 4.3).

The role of community geriatricians

We have discussed the role of geriatricians in hospital care but their role
in the community is just as important in providing support to commu-
nity services for frail older people. In some European countries this is
the major part of their work, with acute hospital care being more the

province of internal medicine physicians (Kolb, Topinkova & Michel,
2011; Ekdahl et al., 2012; Gordon, 2015). The role of community
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Box 4.3 “virtual ward hub” services for older patients in
Bradford, England

In order to improve integration of services, and because of the need
to reduce readmission rates, a virtual ward hub was developed
by Bradford Teaching Hospitals NHS Trust in 2012 to provide
support to frail older patients who were discharged from the
elderly admissions unit and general geriatric wards. The service is
geriatrician-led, with typical support involving daily nurse visits
and therapy staff depending on the needs of the patient and a
shared electronic health records system enabling cross-boundary
sharing of information and skills to manage a patient within
their home. The team consists of 3 advanced nurse practitioners,
4 physiotherapists, 6 nursing sisters, 19 nurses, 18 rehabilitation
support workers, and 2 geriatricians. A typical monthly caseload
is approximately 40 patients, with multidisciplinary discussions
held three times a week. Bed occupancy across geriatric medicine
has reduced by 6% (compared to 1.5% across the rest of the hos-
pital), and there has been a perceived reduction of pressure on the
acute hospital. This service is continuing to expand with further
development of the hub to take on more patients, co-location
with social services, and embedding CGA in all their assessments
of frail older patients.

Source: Ryland, 2015

geriatricians includes support for people in nursing and residential facil-
ities, support for community case management teams or virtual wards
or discharge teams, and close work with primary care teams to support
high-risk patients with frailty (Oliver & Burns, 2016). For example, in
the Netherlands and Norway community geriatricians provide specialist
care to frail older people residing in nursing homes through CGA with
a network of multidisciplinary professionals to optimize care (Verenso,
2015). Community geriatrician involvement in care homes has been
linked to a reduction in medications prescribed and optimizing drug
treatment, thereby reducing risks of readmission associated with adverse
drug reactions (Burns & McQuillan, 2011). Evidence suggests that
adverse drug reactions are common in the post-hospitalization period
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and this needs to be addressed effectively across transitions of care in
order to prevent harm and inconvenience.

Intermediate care rebabilitation services

There are several definitions of intermediate care but the common
thread underlying them is the provision of health care services to those
who require support in the transitions between acute care, primary care
and social care. They vary in their provision of support depending on
the needs of the patient to optimize and achieve their baseline function
where possible or to provide an environment for further assessments
such as CGA to take place (Woodford & George, 2010). The following
section discusses each category in turn.

Crisis response teams can take the shape of rapid response teams
(see above) that provide step up or step down services. Step up services
are targeted at older people who require support in their home or in an
intermediate care facility, with the aim of avoiding hospital admission
where possible and appropriate. Step down services provide a bridge
service for transitions from the emergency department or post discharge
from hospital (NHS Benchmarking, 2015).

Home-based intermediate care services are provided within a per-
son’s home by a multidisciplinary professional team. In Finland such
services are provided by a nurse and home-care aid worker, depending
on individualized plans devised by the case manager for a period of time
until independence has been restored or regular home care has been put
in place (Hammar, Rissanen & Perila, 2009).

Bed-based intermediate care services overlap with other community-
based facilities that are situated within nursing homes or local commu-
nity hospitals and more commonly accommodate frail older people who
have been admitted to hospital and require a period of convalescence
and rehabilitation prior to discharge to their home.

Rehabilitation services outside hospital focus on providing a suita-
ble environment to promote functional recovery. Delivered by a MDT,
these services aim to meet the rehabilitative goals of service users by
concentrating on activities that are important to the individual but which
may have been missed in a clinical environment (Pearson et al., 2015).
Rehabilitation primarily includes physical therapy and occupational
therapy to prevent admission to an acute hospital or facilitate a stepped
pathway out of hospital.
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Workforce planning in caring for frail older adults

One of the key workforce challenges in the care of frail older adults
is a shortage of medical and nursing staff within geriatric care (Kolb,
Topinkova & Michel, 2011; Heinen et al., 2013). In the United Kingdom
geriatrics is the largest internal medicine speciality with the highest
number of training posts. But demand for both geriatric medicine posts
and acute internal medicine posts is so high that not all posts are filled
currently (Royal College of Physicians of London, 2015). Guidance
from the Royal College of Physicians recommends a minimum of one
consultant geriatrician per 50 000 population for effective facilitation
of geriatric care (Fisher et al., 2014). France, Spain and Ireland have a
lower number of geriatricians per capita compared to Belgium, Germany
and Switzerland, with vast differences in recruitment and structured
training programmes (Kolb, Topinkova & Michel, 2011).

With shortages of geriatrics specialist doctors, nurses and allied
health professionals, those in other adult clinical areas all commonly
encounter older patients with complex co-morbidities, dementia and
frailty as a big part of their core role (British Geriatrics Society, 2014a;
Oliver, Foot & Humphries, 2014; Quality Watch, 2015). Non-geriatric
trained health care professionals do not always have the competence
or confidence to manage frail older people (Alzheimer’s Society, 2009).
Unfortunately, ageist attitudes persist in parts of the workforce, leading
to age discriminatory treatment and service models (Centre for Policy
on Ageing, 2009; Economist Intelligence Unit, 2012; British Geriatrics
Society, 2014b; World Health Organization, 2015; National Institute
for Health and Care Excellence, 2016).

Surveys from North America and Europe have shown that there are
shortcomings in the undergraduate curriculum of geriatric medicine
for doctors in training, and as a result there are initiatives in place to
ensure that resources are allocated towards specialist teaching around
geriatric medicine, focusing on attitudes towards older patients, and
trying to engage these patients in teaching to enable a broader view of
managing frail older patients in practice (Oakley et al., 2014). There are
now toolkits available that define core requirements for postgraduate
training across Europe in geriatric medicine that can help inform a
structured curriculum at the European Union level (Singler et al., 2016).

Nursing staff shortages and issues such as attitudes to older people
and the lack of training to work with them are also significant problems
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(Capezuti et al., 2012; Heinen et al., 2013). Capezuti et al. (2012) found
that geriatric-specific nurse training can contribute to successful recruit-
ment of nurses and provide the high level nursing input required for
geriatric patients. Staff development in specialist areas such as dementia
is needed to improve their knowledge and competence (Page & Hope,
2013; Hermann, Muck & Nehen, 2015). NHS Education for Scotland
in partnership with the Scottish Social Services Council developed a
framework for all health and social services staff working with people
with dementia, their families and carers in 2011, with four levels of
training depending on the amount of contact staff had with the patients
(Banks et al., 2014).

Advanced nurse practitioners (ANPs) may carry out CGAs and
provide advice about acute care, including managing mental health
illnesses, as well as playing a part in rehabilitative medicine and sup-
porting clinical governance, education and innovation (Goldberg et al.,
2016). A systematic review of the role of ANPs in long-term residential
care concluded that they play a positive role in reducing mental health
illnesses, improving urinary continence and pressure ulcer care, improv-
ing residents’ abilities to meet personal goals and in family satisfaction
with medical services (Donald et al., 2013).

Geriatricians are unable to look after all patients with frailty and,
with an ageing population, frail older people are seen in all specialties
such as surgery, general medicine, and mental health (Bagnall et al.,
2013; Oliver, Foot & Humphries, 2014). European countries clearly need
an increase in the specialist geriatric medicine workforce as increasingly
the core business of acute internal medicine, emergency medicine and
general internal medicine is geriatric medicine (Cesari et al., 2016). At
the same time, there will never be enough geriatricians or specialist
nurses and allied health professionals to look after all older people with
frailty and so other specialists will need greater competencies (Oliver &
Burns, 2016). This has been recognized in plans for European training
curriculums by the European Federation of Internal Medicine (2016
and ongoing).

The challenges facing geriatric medicine call for a new way of col-
laborative and integrated working across disciplines, and key elements
to inform this should include: definition of roles of those managing the
patient, goal setting with the patient, team communication between
geriatricians and the treating team, care planning with relevant guide-
lines in place, and leadership to oversee that the overall care is safe,
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effective and deliverable (Tsakitzidis et al., 2016). The National Institute
for Health and Care Excellence guidelines on managing patients with
multimorbidity has set out similar messages (Farmer et al., 2016).

Barriers to delivering optimal and integrated hospital and
acute care

The quality of geriatric care depends on available resources, structures and
a specialized workforce to deliver acute care, rehabilitation, long-term care
and palliative care services; however, countries across Europe vary in terms
of how well established their geriatric systems are, with some countries
having more developed services compared to others (Kolb, Topinkova &
Michel, 2011; EUGMS, 2016). But all doctors, nurses and allied health
professionals working in acute internal medical and surgical specialties
will care for older people with frailty (Oliver, Foot & Humphries, 2014;
Oliver & Burns, 2016). Geriatric training curriculums need to change and
evolve to reflect the complexities that surround frail older people and the
European Union Geriatric Medicine Society (EUGMS) has now set plans
in place to develop a curriculum for “geriatric emergency medicine” for
this specific purpose (Bellou & Conroy, 2016).

Care for older people is still very much divided into primary care,
secondary care and social care, often with a lack of continuity throughout
the process of an older person’s journey as they transition through any
of these systems (Oliver, Foot & Humphries, 2014). One restructuring
process that distributed funding and developed an integrated model of
health care provision in New Zealand transformed the way older people
were cared for, which subsequently improved waiting times, reduced
unplanned readmissions and increased the availability of social care to
the older population through their “one budget, one system” philosophy
(Timmins & Ham, 2013). The province of Quebec in Canada has also
been successful in integrating health and social care through structural
organizations, contractual agreements, and the sharing of informatics
between these systems of care (Vedel et al., 2011).

Improved information systems will be increasingly important but a
systematic review (Lluch, 2011) demonstrated that health information
technologies are difficult to implement even though evidence suggests
that this does improve exchange of data, and subsequently improves
the safety and quality of care provided to older people and those with
multiple co-morbidities.
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System-level changes are required to deliver quality, coordinated and
economically viable care to an ageing population that have co-morbidities
as the norm rather than the exception (Jeste, 2011). Some authors have
suggested that evidence-based practices need to change from traditional
randomized controlled trials that are costly and time-consuming to a
more pragmatic approach; with quality improvement gaining momen-
tum, implementation research can add great value to innovation and
transferability across systems (Balasubramanian et al., 2015; McGrath
et al., 2016; Thompson & Jones, 2016). Some countries in Europe are
more advanced on their journey to integrated care than others, with
governments prioritizing it on national agendas over the last 20 years,
and others are less worried and more confident about future challenges
(Economist Intelligence Unit, 2012). Finland, for example, has spent the
last 30 years developing centralized integrated care approaches aimed
at optimizing care for older people, as well as those with issues with
mental health or substance misuse and younger children (Mur-Veeman,
van Raak & Paulus, 2008). Integration of long-term care to meet the
needs of ageing populations will remain challenging but will be an
important area for organizational development, training and research
in the future (Leichsenring, 2012).

Geriatricians and other staff groups specializing in coordinated care
for older people need to lead the way by using their expertise to enter
leadership positions and work in partnership with physicians, research-
ers, and other health care professionals, which is crucial to achieving a
critical mass. Together, they can lead a comprehensive national health
agenda for frail older people and advocate ground-breaking policy
changes (Nikolich-Zugich et al., 2015).

Conclusion

Older people are increasingly the main focus of much of hospital
care. Older people with frailty are at high risk of hospital admissions,
increased mortality, and care home utilization, and there is much that
the design of hospital services and their associated community and pri-
mary care services can do to reduce these issues. There are opportunities
from a number of new approaches to the management of care for older
people and from changes in how professionals work and how they come
together in teams more effectively. The acute hospital remains a centre
of care provision to the frail and the vulnerable, but it sits within the
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wider context of the community and social care arrangement, where
integration of care is vital to the provision of holistic care to people with
frailty. There are major challenges from workforce shortages and a need
to equip a wide range of professionals with the skills to help them care
for older people more effectively. A shift in focus is needed in managing
the complex pathway of patients through the health care system and,
in many parts of Europe, reducing their dependence on the hospital.
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