Minimising deconditioning in
acute care

A true geriatric syndrome

- "0 muscle tone, endurance or
function due to ac. or chr. disease,
immobility and hospitalisation.”

+ Multifactorial
- Tllness




Overlaps

\ « Delirium

‘ - Dementia

Overlapping pieces of the
puzzle




Risk factors

Hoogerduijn JG. J Clin Nursing 2007; 16: 46-57

Non-modifiable Potentially modifiable

\ Age Length of stay
ADL disability Depression
TADL disability Bedrest
Cognitive Impairment/ Delirium
Dementia
Cancer Decubitus ulcer

Low social activity

Components
Hoenig HM. JAGS 1991; 39: 220-2
Kortebein P. J Gerontol Med Sci 2008; 63: 1076-81
Coker RH. J Gerontol Med Sci 2014; 69: 363-70.

A » Cardiovascular: | total body water
‘ - | cardiac output
\ - | cardiorespiratory conditioning, incl. 02




Outcomes of deconditioning

e L ADL and cognitive function
| - Need for rehabilitation/ TNLOS

Interventions

1. Comprehensive Geriatric
| Assessment




Effect of CGA on ADLs

Ellis G. CGA for older adults. Cochrane 2011; 7: Art No.: CD006211

Study or subgroup Treatment Control Std. Mean Difference Weight Std. Mean Difference
N Mean(SD) N Mean(SD) IVFixed 95% Cl IV, Fixed,95% Cl
| Ward
Applegate 1990 78 1.1 (1.9) 77 0.64 (2.3) i 127 % 022[-0.10,053]
Harris 1991 i I'1.5 (4.9) 170 11 (5.2) = 203 % 0.10[-0.15,035]
Nikolaus 1999 plus ESD 181 91.8 (144) 92 91.1 (15.9) . 200 % 0.05[-0.20,0.30]
Nikolaus 1999 Ward 179 92.6 (14.3) 93 911 (15.9) * 20,1 % 0.10[-0.15,035]
Subtotal (95% CI) 535 432 ’ 73.1 % 0.11 [ -0.03, 0.24 |
Heterogeneity: Chi> = 070, df = 3 (P = 0.87); I =0.0%
Test for overall effect: Z = 1.57 (P =0.12)
2 Team
Thomas 1993 68 143 (3.5) 64 14 (3) § 108 % 0.09 [-0.25, 043 ]
Winograd 1993 99 36(2) 98 4(21) = 16.1 % 0.19[-0.47,009]
Subtotal (95% CI) 167 162 * 26.9 % -0.08 [ -0.30, 0.14 ]
Heterogeneity: Chi® = 1.61,df = | (P =0.20); I =38%
Test for overall effect: Z = 0.72 (P = 047)
Total (95% CI) 702 594 ' 100.0 % 0.06 [ -0.06, 0.17 ]
Heterogeneity: Chi® = 4.35, df = 5 (P = 0.50); I* =0.0%
Test for overall effect: Z = 0.97 (P = 033)
Test for subgroup differences: Chi? = 205, df = | (P = 0.15), P =51%
4 2 0 2 4

Favours Control

Favours Treatment

1 ‘ . =
Study or subgroun Experimeanal Coreral Odds Ratic weight Odds Ratio
e g R P b et b
I WWards (direct admission)
Asplund 2000 1217190 124223 - o1 5 Lis[o7e. 17471
Collard 1985 163218 3190477 = 106 % 147 [ 1.02. 2101
Counsall 2000 53&sTET 5310764 - 32.6 9 102 [0.82, 1.27 ]
Fretwsll 1990 104221 s2/215 — 104 92 Lis[osl, L73]
Harris 1991 asear reest s T o s Lose, 2 )
Landefeid 1995 2c0r327 233324 = 101 % 152 [ 106. 2101
Subrotal (95%0 CIy 1820 2173 f* F9.0 %o 1.20 [ 1.05. 1.38 ]
Total avents: 1251 (Exparmemtal), 1415 (Contral)
Heteropeneiny: Thi® — 5.20,. df — 5 (P — 0.39% 17 —a9
A4 (P = D.ODR?Y
2 WWards (stepdowr ad o)
Applegate | 990 ezve ATITT 20 % 247 F 121, 506 1
Ky 1992 1esz0 1729 — 17 % oel [029 2261
Rubenstsin 1984 2arez 32/60 — L9 9s ZIF[ 12 5037
Satruech 2007 1017137 79137 s x4 9 FREL 135 414 ]
Wihite 1994 1420 7r20 — 049 433[ 115, 1632 ]
Subrtotal (25%%0 CI) 318 315 e D4 Vo 220 1.56. 3.09 ]
Total cverts: 239 (Exqpor rtal), 192 (Cortrol)
i of — 4 (P — G30% F —18%
2 (P < 0.0DCOTY
3 Tearms (direst admission
Naughton 1994 39r51 aare0 === zo % 18 [ 050 2801
Subtotal (95%6 C1) s1 a0 ——_—— 2.0 2o 1.18 | 0O.50, 2.80 |
Toral events: 39 (Experimental), 44 (Conrol)
Heterhgeneity: net applicable
Test for overall offecs Z — 0.38 (P — 0.70)
4 Tearms (acute admission)
Moy 1989 elraz saro2 —r a0 ©0.83 [ 045, 155 ]
Subiowal (95% CI) 23 o2 — w6 v ©0.83 [ 0.45, 1.55 1
Total events: 61 (Experimental). 64 (Control)
¥ reity: not i
Test for overall effect: Z — 0.58 (P — 0.56)
5 Tearns (stepdown admission)

Winograd 1993 &8/99 Fares - 49 9% o7 [038. 1.33]
Subtotal (95% CI} 99 98 - 4.9 %o 0.71 [ 0.38, 1.33 ]
Total events: 68 (Experimental). 74 (Controf)

+ r not i

Test for overall effect Z — 1.07 (P — 0.29)

Total (95% CI) 2381 2736 * 100.0 %o 1.25 [ 1.11, 1.42 ]
Total events: | 658 (Experimental), 1779 (Controf)

Heteroganaity: Chi® = 2557, df = 13 (P = 0.02) B =499

Test for overall effect Z — 2.70 (P — 0.00021)

Test for subgroup differences: Chi® = 15.60, df = 4 (P = 0.00), 7 =74%




Effect of CGA on living at home
@6/12

Ellis 6. CGA for older adults. Cochrane 2011; 7: Art No.:
CD006211

Type of intervention Odds Ratio (95% CT)

Wards (direct admission) 1.20 (1.05-1.38)
Wards (stepdown admission) 2.20 (1.56-3.09)
Teams (direct admission) 1.18 (0.50-2.80)
Teams (acute admission) 0.83 (0.45-155)
Teams (stepdown admission) 0.71(0.38-1.33)
Overall 1.25 (1.11-1.42)

Exercise for acutely hospitalised
older medical patients
de Morton N. Cochrane 2007, Issue 1. Art. No.: CD005955

i - Exercise intervention varied
i considerably

- 6 trials multidisciplinary

o 2 a a o o




\

Effect on ADL scores

1
Study or subgroup  \/] DT +Treatment

Control Risk Ratio Weight Risk Ratio
n/N n/N M-H Fixed 95% Cl M-H Fixed 35% CI
Counsell 2000 498/714 464/705 . 71.3% 1067099, 1.14]
Landefeld 1995 2071297 184/285 L 287 % 1.08 096, 1.21]
Total (95% CI) 1011 990 * 100.0 % 1.07 [ 1.00, 1.13 ]
Total events: 705 (Treatment), 648 (Control)
| Heterogeneity: Chi2 = 0.07, df = | (P = 0.79); 12 =0.0%
Test for overall effect: Z = 2.04 (P = 0.041)
05 07 | 15 2
Exercise On |y Favours control Favours treatment
Study or subgroup Treatment Control Std. Mean Difference Weight Std. Mean Difference
N Mean(SD) N Mean(SD) IVFixed 95% Cl [VFixed95% Cl
de Morton 2006 80 11.9 (15.9) 87 9.7 (14) I 570% 0.I5[-0.16,045]
Jones 2006 63 I1(9.5) 63 9(10) T 430% 020[-0.15,055]
Total (95% CI) 143 150 T 100.0 % 0.17 [ -0.06, 0.40 ]
Heterogeneity: Chi> = 0.06, df = | (P =0.81); I =0.0%
est for overall effect: Z = .46 (P =0.14)
-l 05 0 05 |
Favours control Favours treatment

* No effect on mortality, ICU
admission, adverse events




. D/C to preadmission residence

Study or subgroup M DT+ Treatment Control Risk Ratio Weight Risk Ratio
n/N n/N M-H,Fixed,25% Cl M-H,Fixed,25% Cl
Asplund 2000 1527182 1667217 - 253 % 102099, 120]
Collard (C) 1985 66/90 1367202 I 140 % 109093, 127]
\
‘ Collard (S) 1985 96/120 2047261 - 21.5% 1020092, 1.14]
{ Landefeld 1995 260/303 233/300 - 392 % 110 1.02, 1.19]
Total (95% CI) 695 280 - 100.0 % 1.08 [ 1.03, 1.14 ]
Total events: 574 (Treatment), 739 (Control)
Heterogeneity: Chi = 1.31, df = 3 (P = 0.73); I1> =0.0%
Test for overall effect: Z = 3.06 (P = 0.0022)

X 05 07 | 15 2
EXG rcise on Iy Favours control Favours treatment
Study or subgroup Treatrment Control Risk Ratio Weight Risk Ratio
n/N n/N M-H,Random,95% CI M-H,Random,95% Cl
de Morton 2006 85/108 98/124 i 577 % 1.00[ 087, 1.14]
Jones 2006 43771 33777 el 423% 141103, 1.94]
Total (95% CI) 179 201 sl 100.0 % 1.15 [ 0.80, 1.66 ]
Total events: 128 (Treatment), 131 (Centrel)
Heterogeneity: Tau> = 0.0&; Chi> = 457, df = | (P = 0.03); > =78%
Test for overall effect: 7 = 0.77 (P = 0.44)
010z o5 1 2 5 10
Favours control Favours treatment

Nutritional interventions

A * Malnutrition a common problem for
i older patients and those with chronic
diseases




Nutritional screening for improving
professional practice for patient outcomes in

hospital and primary care settings
Omidvari AH. Cochrane 2013; 6

! - Found three studies of nutrition
i screening, but no significant
\ outcomes at all.

Nutritional supplementation for hip

fracture aftercare in older people
Avenell A. Cochrane 2010; 1.

* Included 24 studies of nutritional

| intervention (multicomponent/ high

| protein/ vitamins/ peptides/

A dietitian) by various routes (oral, NG,




Nutritional supplements for hip

# patients

Avenell A. Cochrane Issue 1, 2010.

Table 3. Length of hospital stay data used for significance testing

Study 1D Intervention
(n, mean, sd)

Oral supplements

Brown 1992 g 27.00
I Bruce 2003 a0 17.70
Madigan 1994 18 16.00
Nasogastric tube feeding
| Sullivan 1998 8 38.20
High protein supplements
Espaulella 2000 il 16.40
Meumann 2004 18 2320
Vitamin B1
Day 1588 2 35.00

"

10.00

5.40

8.00

36.90

f.60

552

34.00

Control
{n, mean, sd)

58

86

20

30

48.00

16.60

15.00

2370

17.20

28.00

28.00

3roo

§.20

11.00

2000

770

11.63

30.00

Mean difference
(9% confidence
interval)

21,00 days (6515 to
7119

110 days (-3.53t0
£73)

1,00 day (-8.51to
10.51)

14.50 days (-24. 34 to
£3.34)

-0.80 days (-36210
2.02)

-4.80 days (-12.28 10
2.69)

6,00 days (15,75 1o
27778)
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MALNUTRITION SCREENING AND EARLY NUTRITION INTERVENTION
IN HOSPITALISED PATIENTS IN ACUTE AGED CARE: A RANDOMISED

CONTROLLED TRIAL

M. HOLYDAY", §. DANIELLS', M. BARE', G.A. CAPLAN* P. PETOCZ’, T. BOLIN*
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Abstract: Objectives: High rates of malnutrition have been reported in the older hospitalized patient population.
This is recognised to impact on patient outcomes and health costs. This study aimed to assess the impact of
nutrition screening and infervention on these parameters. Design: Randomised controlled prospective study.
Setting: The study was performed in the acute geriatric medicine wards of the Prince of Wales Hospital, Sydney
Avstralia. Participants: All patients admitted o these wards under a gentatrician with an expected length of stay




Nutritional status

on Mini Nutritional Assessment
Holyday M. J Nutrition Health Aging 2012; 16: 562-8.

Intervention Control
N (%) N(%)

Well nourished 12 (17%) 12 (17%)

At-risk of malnutrition 47 (66%) 40 (56%)
Malnourished 12 (17%) 20 (28%)

Length of stay

Holyday M. J Nutrition Health Aging 2012; 16: 562-8.

S rr——e Gy e

A Well nourished 11.7 0.48
( At risk of malnutrition 13.8 11.0 0.20
Malnourished 10.6 195 0.013




Hospital in the Home

- If part of the cause of
deconditioning is due to"being in

hos

ital”, treatment at home ma
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A meta-analysis of “hospital in the home”

ospital in the home” (HITH) provides acute
or subacute treatment in a patient’s residence
for a condition that would normally require
admission to hospital.! It is also known as “hospital at
home”, “home hospitalisation” and “early supported dis-
charge",z'é and it has been speculated that HITH improves
outcomes. The key is substituting for inhospital care. HITH
includes admission avoidance (ie, full substitution for
hospitalisation) and early discharge followed by care at
home (ie, shortened hospite‘;llisaljc)n).7’8
Most HITH services are nurse based, but they may include
doctors and allied health professionals.”!¥ Some focus on
specialties (eg, surgical spedialties,'’"* medical specialties,*'
rehabilitation medicine,™** geriatrics,**7 psychiatry,*-?
infectious diseases,*>** respiratory diseases** ™ or
orthopaedics™), diagnostic groups (eg, hip fracture®”*" or
stroke® ") or a mixture.”" The literature is confusing because
many studies on HITH do not use the term HITH (or any
similar terms) and some studies use the term HITH but do
not involve substitution for inhospital care.

Objective: To assess the effect of “hospital in the home”

(HITH) services that significantly substitute for inhospital

time on mortality, readmission rates, patient and carer

satisfaction, and costs.

Data sources: MEDLINE, Embase, Social Sciences Citation

Index, CINAHL, EconLit, PsycINFO and the Cochrane

Database of Systematic Reviews, from the earliest date

in each database to 1 February 2012.

Study selection: Randomised controlled trials (RCTs)

comparing HITH care with inhospital treatment for

patientsaged >16 years.

Data extraction: Potentially relevant studies were

reviewed independently by two assessors, and data were

extracted using a collection template and checklist.

Data synthesis: 61 RCTs met the inclusion criteria. HITH

care led to reduced mortality (odds ratio [OR], 0.81; 95%

Cl, 0.69 to 0.95; P=0.008; 42 RCTs with 6992 patients),

readmission rates (OR, 0.75; 95% Cl, 0.59 to 0.95;

P=0.02; 41 RCTs with 5372 patients) and cost (mean

difference, -1567.11; 95% Cl, - 2069.53 to-1064.69;

P < 0.001; 11 RCTs with 1215 patients). The number needed
t death wa . No
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Effect of Hospital in the Home Treatment
on Physical and Cognitive Function:
A Randomized Controlled Trial

Gideon A. Caplan,"2 Janis Coconis.' and Jan Woods'

'Post Acute Care Services, Prince of Wales Hospital, Sydney. Australia.
2School of Public Health and Community Medicine,
University of New South Wales, Sydney., Australia.

sidity. as well as

(HITH) results in

Admission Discharge P

fu

Group Mean (SEM) Mean (SEM) Value

HITH
Barthel 15.18 (0.98) 1543 (1.00) NS
Instrumental Activities of Daily Living 6.76 (0.69) 7.39 (0.73) .007
Mental Status Questionnaire 7.08 (0.51) 745 (0.51) .04

Hospital group
Barthel 14,78 (1.04) 1473 (1.04) NS
Instrumental Activities of Daily Living 6.22 (0.74) 6.14 (0.73) NS
Mental Status Questionnaire 6.88 (0.56) 7.14 (0.56) .031

Note: SEM = standard error of the mean: HITH = Hospital in the Home:
NS = not significant.

Intensive Care

! » Survivors of ICU of any age suffer
i new, long term
- Cognitive impairment




Multicomponent liberation +
animation strategy

- Liberation - \ exposure to mechanical
ventilation + sedatives

- Spontaneous awakening trials

Results of ABCDE

Jackson JC. Crit Care Med 2012; 40: 1088-97.
Balas MC. Crit Care Med 2014; 42: 1024-1036.

| e | Time on ventilator
‘ e | Delirium incidence
e N Cognitive function




Link between ABCDE + HITH?

| - Overall attempts to reduce the
i “heavy hand" of medicine

Conclusion

. - Deconditioning is a common side
i effect of illness and hospitalisation
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An Introduction




