Two European examples of acute geriatric units in intermediate care
facilities, for older adults with exacerbated chronic conditions
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Demand for acute care is
increasing and care outcomes
can be poor for those 70y>
30-days post-discharge:
- 15-20% readmitted
Three months post-discharge
- 30% functional decline
- 20% died
Can acute care be provided
outside of the general acute
hospital, whilst focusing on
improving outcomes for older
persons?
(Boyd et al. 2008, Buurman et al. 2011,
Kansagara et al. 2011)

Different
models of
care

Providing acute care within an intermediate care hospital:
Subacute Care Unit –Parc Sanitari Pere Virgili – Barcelona, Spain- opened 2012
Marco Inzitari, professor of geriatrics
RE-FIT Barcelona research group, Parc Sanitari Pere Virgili. Barcelona

Shifting hospital care to the community:
The Acute Geriatric Community
Hospital- Eben Haezer, Amsterdam, the
Netherlands - opened July 2018
Bianca Buurman
Professor of acute geriatric care
University of Amsterdam, The Netherlands

Acute geriatric units in intermediate care
Acute geriatric unit providing acute care for selected older patients in
an intermediate care facility, bed-based, led by a geriatrician
• Not a ‘common’ model of care
• No comparison with other countries

Research questions
• 1) What patients are amendable to transfer to these two units ? What
are the baseline characteristics of patients who have been transferred
to these units?

• 2) What are the outcomes at discharge, regarding return to a general
acute hospital, length of stay, mortality during admission and return
to original living situation?

Methods- admission criteria
We admit patients who would normally be
admitted to a general hospital
Criteria:
1) Acute medical problems in older patients that
require hospitalization
2) Hemodynamic stability
3) No need for complex diagnostic testing
4) Return to previous living situation in 10-14 days

➔ Direct admission from the emergency
department or primary care
➔ Geriatrician-led

Methods- care and adaptations:
• Comprehensive Geriatric
Assessment (CGA)
• Advance care planning
• Physiotherapy
• Reduced noise levels
• Family involvement
• Transitional care
(Ellis et al. 2011, Lum et al. 2015, Brown et
al. 2014, NICE guideline delirium 2010)

Results – baseline characteristics (1)

Age, mean (SD)
Men, n (%)
Living independently alone, n (%)
Nursing home resident, n (%)
ISAR score, mean (SD)
ISAR ≥ 2 , n (%)
Activities of Daily Living (ADL)
Barthel index, mean (SD)
Katz index, mean (SD)
Number of usual drugs, mean (SD)
Delirium upon admission , n (%)*
Previous hospitalization, n (%)**

Subacute Care Unit
Barcelona (SCU)
n= 909

Acute Geriatric
Community Hospital
Amsterdam (AGCH) n=
174

p-value

85.8 (6.7)
363 (40.0)
180 (19.8)
220 (24.4)
3.4 (1.4)
822 (90.5)

81.9 (8.5)
84 (48.3)
85 (48.9)
15 (8.6)
3.1 (1.5)
126 (80.3)

<.001
.04
<.001
<.001
.02
<.001

45.4 (30.1)
8.5 (3.8)
352 (38.7)
370 (45.8)

3.0 (2.1)
7.2 (4.0)
38 (22.4)
51 (31.5)

<.001
<.001
<.001

Results – baseline characteristics (2)

Primary admission diagnosis
Respiratory infections1, n (%)
Urinary tract infection, n (%)
Other infection2 , n (%)
Cardiovascular, n (%)
Neurological, n (%)
Gastrointestinal/dehydration/electroly
te disturbance, n (%)
Other3, n (%)

Subacute Care Unit
Barcelona (SCU)
n= 909

Acute Geriatric
Community Hospital
Amsterdam (AGCH)
n= 174

p-value

431 (47.4)
102 (11.2)
208 (22.9)
-

45 (25.9)
29 (16.7)
18 (10.3)
14 (8.0)
14 (8.0)
12 (6.9)

<.001
.04
<.001
-

169 (18.5)

42 (24.1)

.09

Results – outcomes

Outcomes at discharge
Mean length of stay, mean (SD),
target <10/14 days
Return to usual living situation, n (%),
target >70 %
Discharge to other intermediate care
unit, n (%), target < 15 %
Admission to acute hospital, n (%),
target < 5%
Death during admission, n (%)

Subacute Care Unit
Barcelona (SCU)
n= 909

Acute Geriatric Community p-value
Hospital Amsterdam (AGCH)
n= 174

8.8 (4.4)

9.9 (7.5)

.08

692 (76.1)

139 (84.2)

.28

136 (14.9)

18 (10.3)

.11

22 (2.4)

9 (5.2)

.044

60 (6.6)

9 (5.2)

.48

Discussion – lessons learned
A distinct model of care for older adults
that can help strengthen the delivery of
acute care closer to home.
• Possible cost reduction compared to
admission to a general hospital.
• Scale-up model for Covid-19
(Inzitari et al. 2020)

Future reseach
• Comparison with hospital-based units
• Multi-center studies
• Evaluation of economic outcomes

Conclusion- acute geriatric units in intermediate care
Similar models of care:
1.

Selected older adults with respiratory infections, urinary tract
infections, and exacerbations of heart failure or chronic
obstructive pulmonry disease (COPD) could be admitted.

2.

Outcomes were similar: length of stay, return to previous living
situation and mortality. Return to general acute hospital< 5%
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