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“Coordination of care means defining
responsibility for, assuring access to and use
of, and assuring information sharing of
medical and non-medical activities across
time, persons, and settings”
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Medical approach
One time

One condition
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Holistic approach

FC
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Continuous

- Multiple conditions

Care plan (-) Care plan (+)
Low High -
Communication of Providers Team Care

Mailing of information

Phone calls

Care Complex
Case Management

Mg HEo HEXN St
Satisf | Funct | Utiliz | Cost | Mort
action [ ion | ation ] ality
Interdisciplinary home care + + + +
Self management + + +
Group care + + +
Home hospital + + + =
Disease management + +
Professional dyads in nursing home + =
Acute care for the elderly hospital wards + + = = =
Geriatric evaluation and management + + - - =
Transitional care = = + + =
Case management = = = =
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» Assessment of multiple domains of health
— Medical, functional, psychosocial, environmental

» Provisions for multidisciplinary care

 Settings
— Inpatient
— Specialized units or consultations
— Inpatient/outpatient transition models, home visits,
outpatient, clinic-based setting

- 2B A2 CGAE el = -

* Objectives
— Evaluate of RCTs with outpatient CGA or
geriatric team care performed in the U.S.
— Identify the characteristics of CGA
interventions associated with improved
outcomes
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Methods

Eligibility of Studies

— RCT

— Comprehensive geriatric intervention
— Qutpatient setting

— Clinical or economic outcomes

— U.S. Studies

MEDLINE and Cochrane dbase

NEHE 2 H 2t
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» Quality Assessment, Six criteria (7 point)
— Quality of randomization 2

— Description of drop-outs
— Blindness

— Equal treatment

— Intention-to-treat analysis

S N " S W S —Y

— Comparability of subjects
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* Analysis
— Rates of mortality, hospitalization, nursing
home admissions (Per-month rate)

— Physical functioning outcomes (Dichotomous
scale)

— Logistic regression, Fisher’s exact test

Nzl A =it
-2l AS] CGAE AL =2 -

* Results
* Yield of Search
— 1,771 citations
— 26 reports referring to 13 unique RCTs
* 11 from MEDLINE
» 2 from bibliographies

— 1,852 patients to intervention
— 1,789 patients to control
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+ Characteristics of Interventions (1)
— Type of Intervention

« CGA 4 (32)

¢ CGA and Management 8 (62)

e Geriatric Team Management 1 (8)
— Setting

* Outpatient clinic 8 (62)

* Home 2 (15)

« Hospital-to-outpatient/home 3(23)

Mg A AN =i
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« Characteristics of Interventions (2)
— Team members
« All type of physician
* Geriatrician
* Nurse/N. Specialist/N. practitioner
« Social worker
* Psychologist or psychiatrist
« Occupational/physical therapist
* Nutritionist
* Pharmacist

13 (100)
7( 54)
13 (100)
11( 85)
4( 32)
3(23)
2( 15)
2( 15)
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« Characteristics of Interventions (3)

— Duration of Intervention

6 months or less 5(38)
* 12 months 3(23)
* 15 months or more 4(31)
— Duration of follow-up
« 2 months 1(8)
* 12 months 7 (54)
* 15 months 5(38)
MNIZHASS AH =1
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» Clinical Targeting Strategies (1)

— Inclusion Criteria

» Age
» Functional limitation

» Unstable medical conditions

¢ Chronic illness
* High utilization

12 (92)
6 (46)
4 (32)
4 (32)
3(23)
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* Clinical Targeting Strategies (2)

— Exclusion Criteria

» Cognitive impairment 8 (62)

* Nursing home resident 7 (54)

* Terminal illness 6 (42)

» Medically unstable 4 (32)
severe functional impairment

* Psychiatric condition 3(23)

» Medically stable 1(8)

* QOutcomes (1)

— Mortality 1/13( 8%)
*+ (8 mo.) =>- (24 mo.)
— Physical functioning 6/ 13 (46%)
— Hospitalizations 0/13( 0%)
— Nursing home admissions 1/13 ( 8%)
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Outcomes (2) - Mortality

igure 1A, Mortality Rate Per Month
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* Qutcomes (3) - Nursing Home Admission

Figure 1B Nursing Home Admission Rate Per Month
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* Outcomes (4) - Hospitalization

Figure 1C. Hospitalization Rate Per Month
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* Outcomes (5)
— Cost and cost-effectiveness (7)
* Reduced cost of CGA $273
* Reduced cost of CGA with 6 mo. FU $1,350
» Reduction of overall costs but non-significant
* $6,000 per Disability-free year of life
« $10,600 per QALY
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« Outcomes (6)

— QOther outcomes

« Mental health outcomes 4 /9 (44%)
« Patient satisfaction 2/ 8(25%)
* Perceived health status 1/8(13%)
« Cognitive functioning 1/5 (20%)
» Medication outcomes 2/3(67%)

Xzoigol AN &t
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« Association btn trials & physical functioning(1)

— Targeting OR
+ Impaired cognition excluded (8) > 100
» Medical instability excluded (8) > 100
» Chronic condition (4) 6.0 (0.4-85.2)
* High utilization (3) 3.0 (0.2-45.2)
+ Functional limitation (6) 0.4 (0.0- 3.6)
— Setting
+ Inpatient initiated (3) 0.5 (0.0- 7.5)
— Number of subjects OR
« >201(8) 6.7 (0.5-91.3)
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« Association btn trials and physical functioning(2)

— Team member OR

» Geriatrician (7) 2.7 (0.3-25.6)

» Number of team > 4 (7) 0.8 (0.1- 6.7)
— Population recruitment -

» Veteran’s administration (5) 2.5(0.3-24.7)
— Duration

+ Intervention > 2 mo. (8) 5.0 (0.3-72.8)

- Follow-up > 12 mo. (6) 30(1.5-611.8)
— Quality Assessment

« Score 25 2.7 (0.3-25.6)

» Conclusion
— CGA and geriatric team care intervention in outpatient

setting
— No effect mortality
hospitalization
nursing home admission
— Effect physical functioning

(longer duration, appropriate targeting)
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