1 & & The gridlock in Canadian Hospitals: Canada
which patients are overstaying to what extent, and why?
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Introduction

A Key health care system challenge:

I How to avoid/reduce delayed discharges from acute hospitals of patients for
whom acute care i s not requh)eded’? E
blocker® or I n mor ealtdrnate lavaelbfcartei.r c | e s, n

A In Canada, the issue has been recognized sincé 98i0ks.

A What is the issue?

I Lack of sustainable solutions to the-going challenge of how to keep people
moving throughout the health care system towards the services and provide
they need rather than relying on hospitals

A Whatarethe consequences?

Cancelled surgeries

Longer waiting time in Emergency Department
Blockedhospital beds for thosegho need acute treatment

Greater health declines while waitimgthe ALC (e.g, lowered cognition,
signs of depression, behavioural problgms

I Poorer health outcomes for patients from accelerated functional decline, soc
Isolation and loss of independené&®(ch 2012).
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Objectives

The objectives the research were:

1. to study the characteristics Afternate Level of CarfALC) patients i.e.,
those who are staying in hospitals wlaenite caras no longer needed
(overstaying);

2. theextent ofoverstayingand

3. if suchoverstayings due to the lack of timely availability of home care

program services and bedsciare facilities such as lonterm care and
hospices.
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Data source

A Cl HI 6s DRbssactbatabage(DAD), 20008 and 20141, wasused
for theanalysisThe DAD is an administrative dataset which contains the
demographic, clinical, and administrative information on all discharged acul
care patients (among other types of patients) in all provinces except Quebe

A Only Canadian residents (except Quebec and Territories) who were
discharged from whospital care (receiving either only acute care or both
acute care and ALC) were selected for this analysis

A 190 broad categories of diseases were created from th& 0CDA codes to
identify the top 7 most responsildegnose$MRDs) for admission and
death.

A DAD does not include information about marital status, income and the
family, which are important regarding ALC use, as well as the use of care
facilities. These are some of the limitations of the data

A In 200708, out of 2.653 million patients discharged, only 2.67% were ALC
patients. In 20141, out of 2.749 million patients, only 3% were ALC
patients.
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Approach

1. Patienté char acter i st iacute cavand ALC patenipby r e
demographics, length of stay, morbidity, comorbidity, and mortality

2. To understand the extent@¥erstayingwe calculated thehare oALC
bedyears to totabedyears:

Shareof ALC bedyear =[(Total length of stay in ALC by ALC patients)/(Total
lengthof stay by patients from acute care and ALC in hospital)] tibo€s

3. Wecompared the discharge disposition (destination from hospitals) of the
patients &cute careALC) to see if significantly more ALC patients were
eventuallytransferred t@arefacilities/home care, implying that readily
availablecarefacilities/home care would have preventeddklierstay
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Results
What are the characteristics of the patients that areverstayin@
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Figure 1: Distribution (in percentage) of the discharged patients,
by group and province (2007, 2010)
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Figure 2: Admission category(in percentagg, by group and
province, 2010
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Figure 3: Gender of the discharged patients (in percentagehy

group and province (2007and 2010)
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Figure 4. Mean age on dischargeby group and province (2007,
2010
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Figure 5: Average length of stay (in dayg by group and province
(2007, 2010
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Table 2: Average comorbidity, by group and province (2007, 2010

_ Group 1 (Acute Care) Group 2 (ALC)

2007 2010 2007 2010
Newfoundland and Labrador 0.95 1.2 4.93 5.65
Prince Edward Island 1.49 1.78 4.95 6.41
Nova Scotia 1.59 1.87 6.45 7.01
New Brunswick 1.51 1.43 5.57 5.06
Ontario 2.62 2.87 6.54 7.14
Manitoba 1.65 2.03 5.91 6.27
Saskatchewan 1.73 1.61 5.07 5.23
Alberta 3.25 3.47 9.36 9.39
British Columbia 1.4 1.47 5.57 5.89
Canada 2.03 2.18 6.4 6.86

Note:We define comorbidity asum of all the diagnosed type 1 (preadmit comorbidity diagnosis) or type 2
(postadmit comorbidity diagnosis) noted duridigcharggexcludingthe most responsible diagnosis).
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Table 3: Top seven diagnosefroad categories, by group
(Canada 2010)

- Group 1 (Acute Care) Group 2 (ALC)

1

Digestive diseasesxcept,for peptic ulcer disease, cirrhosis of the Symptoms, signs and-tlefined conditions (not included in other categorie
liver, and appendicitis (13.94) (19.6%0)

Symptoms, signs and-tlefined conditions (not included in other

categories) (11.12) Alzheimer and other dementias (6786

Maternalconditions,except for maternal haemorrhage, maternal
sepsis, and hypertensive disorders of pregnancy, obstructed lablschemic Stroke (4.82)
and abortion (9.4%)

Genitourinary systerdisorderexcept for acute renal failure, chror _. L . . . . .
renal failure unspecified renal failure. other nephritis . Digestivediseasesexcept for peptic ulcer disease, cirrhosis of the liver, and
’ P . P I appendicitis (4.6%)

and benign prostrate hypertrophy (8%)1

Cardiovasculadiseasesgxcept for myocardial infarction, other

ischemicheart diseases, essential(primary) hypertension, other

hypertensive diseases, heart failusehemicstroke, subarachnoid Chronic obstructive pulmonary disease (4.10%)
haemorrhage, intracerebral haemorrhage, acute lulgfitied stroke

other cerebrovascular disease, tmagsient ischemiattack (5.300)

Cataracts (3.5%) Heart failure (4.0%)

Neuropsychiatridisordersexcept for mood disorders, unipolar depressive
disorder, bipolar affective disorder, schizophrenia, epilepsy, alcohol abu
Musculoskeletatlisorders, excegor rheumatoid arthritis, disordersmultiple sclerosis, drug use disorders, ptvaumatic stress disord:
osteoarthritis, gout, low back pain, and osteoporosis J3.29 obsessive compulsive disorder, panic disorder, insomnia, anxiety disord
migraine, mental retardation attributable to lead exposure, and infantile
cerebralpalsy 3.83%)
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Results
What is the extent ofoverstayin@
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Results:What is the extent ofoverstayin@

C In 201011, 3% of the discharges constituted 14% of Ah€ctyears.

C In 201011, approximately 300,000 (11%) more discharges could have
been provided acute care with the Ab€dyears (given no other
constraints), if the beds in care facilities/nome care were readily available
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Results:
Are the ALC patients overwhelmingly discharged to a home
care or placed in a care facility?
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Figure 6: Percentage of (selected) dischargispositions, by group
and province (2010
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Concluding Remarks

C Compared to the acute care patie®®EC patients ar@redominantly older with
more comorbid diseasemd higherisk of mortality. andrequired special care upon
discharge.

C What is the extent adverstaying?In 201011, approximately 300,000 (11%) more
discharges could have been provided acute care with theb&d@ears (given no
other constraints), if the beds in care facilities/home care were readily available.

C Lack of available cartacilitiessuch as longermcare, home care, old age home,
psychiatric facilities etc., which are required upon discharge for some patients, i
cause of delayed discharge.

C What is the PT response?

x Address ALC through expanded home care programming (ON, NB, and BC)

x ALC bed as chargeable hospital service (policies and payment regulation enacte
ON (LHIN specific), and provincgvide in NB, AB, and NS.
x Some research and innovation projest®N, AB, and MB.

A Seems like no comprehensive and meaningful approach to handle the problem of
bover6taying
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Concluding remarks (Continued)

A A lot of thepressure on acute care hospitals causeavbgstayingcouldbe
reduced by focussing anrelatively small subset of patierfigaiting for
nursinghomeadmission or home carelrougha proper expansioof home

care, complexontinuing care, nursing homes, and disease specific care
facilities.

A Building more beds in long term care facilities would not solve the problem.
I Need for differentypes of care facilities specializimg differentkind of patients.
A Thereare many unanswered questions as well:

V Are some patients iacutecarebeds alsavaiting for the care facilities (e.g., long
term care) like many patients in the ALC?

V To what extentvould anincrease in the number of beds in the care facilities
increasehe discharges from the acute care and/or the ALC?
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