
Emergency - where aged care policy 
meets reality

Assoc Professor David Mountain 
MB BS FACEM

President AMA Western Australia, University of WA 



Perth WA- home
● 2.2 M
● Great ED's/ hospitals
● My ED 65000/ 35% > 65



Important issues for  Aged care policy and  EDs

● Overcrowded hospitals kill

● Demography is destiny

● Canaries-Policy  manifests in  ED's

● Scrimping on aged-  poor policy

● GPs  work and  need support

● ED are aged  advocates

● ED care effects outcomes

● End of life decisions vital

● Good deaths

● Avoiding hospitals/ procedures

● Senior decision makers 



  Major ED issues
● Overcrowding
● Access block/ ramping 
● High demand
● High acuity
● High complexity
● Why important for aged? 



  

THE DATA:  
   BEDS v Access BLOCK (delay of > 8 hrs for a bed)
 1999 to 2006 WA

WA’s public beds have reduced 18%                 % of admitted patients 
 Australian public beds have reduced 10            Access  Blocked%                          
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The true effects of overcrowding

Delayed discharge 
costing operations- 
Qld Courier Mail

RIP 
1200-3000pa

Nurses resign, 8 beds closed- WA 
News

'Demoralised' doctors 
leaving NSW hospitals- 
ABC



Overcrowded hospitals kill patients 
Sprivulis MJA 2006 / Richardson MJA 2006, Schull BMJ 2011 (OP ), Geelhoed 2012 MJA

● Moderately overcrowded hospitals –          
excess mortality of 30% for overcrowded days

● 120 deaths - 3 hospitals, 1 year:  mainly aged
● More elderly die ( but in expected ratios)
● Effect also seen in discharged (Schull et al)
● Reduced overcrowding reduces mortality??



Demographics:
Australias’ aging- not so bad!



Ageing- it’s not going away



80:  the new 70!
Age of first admission to residential aged care

•The age of entry for both sexes has also been increasing (Figure 13). 
Figure 13: Average age at entry, by sex and year
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A little bit of age has some 
remarkable effects- normally good!



MY hospitals data- EDIS data set
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ED aged populations
● Aged always over represented (SCGH)
● Getting older (quickly)
● Higher:

– Ambulance use (1.5-2 x)
– Admissions (2.5 -4.5x)
– Higher acuity/ severity
– Resource use > BUT  diagnosis <
– More follow up - > loss of  function



 The number of patients in each decade of life who attended the emergency department in 
1990 is compared with the number of patients in each decade of life who attended the 

emergency department in 2004. 

George G et al. Emerg Med J 2006;23:379-383

Copyright © BMJ Publishing Group Ltd and the College of Emergency Medicine. All rights reserved.



Over 70s – 
filling ED/ wards? 



Policies driving ED attendance/ crowding
● Acute medicine 100 years success - <death  > illness 

– Infectious disease -1950,acute illness - 2000, Chronic?
● Poorly co-ordinated/ integrated chronic care

– Poor remuneration for chronic disease
● Poor funding of residential aged care (RACF)

– Lack of places in RACF
– Poor staffing ratios
– Poor medical facilities

● Poor remuneration for RACF care for GPs
● Hospital capacity- deliberate run down bedstock



 D Holman (WA)
● Life expectancy >by 
● 2.3 yrs
●

● Time with disabling/ limiting 
chronic disease > by

● 9.4 yrs



ED attendance: a defining event in >65
● Mortality 10% (by 3/12)
●

● Return to ED  24% at 3/12 (40% - 6/12)
●

● Re-Hospitalisation 20-25% (6/12)
●

● Loss of  functional independence (25-40%)



Anything that reduces these events?
● Evidence base small – a few RCTs
● Things with  evidence are

– ID at risk pts  to Gps- others
– Good communication – GP interventions
– Increased services post d/c(1:12 benefit)

● Need major studies in this area
● Need to support/ enhance role of GPs



Team based care  in ED: ? Evidence 

● Social work
● OT/Physio
● Pharmacists
● Discharge co-ordinators
● RAC liaison nurses
● Liaison psych
● Drug and alcohol



ED management- something working



Elders discriminated against in 
EDs?

• Little evidence
– Admitted more often, 

– No < in admission rates when overcrowded

– No >ED  LOS (adjusted for admission/diagnosis)

– Investigated more frequently

– Major additional services in last 10 years

• HITH

• Allied health/ assessments/ home services

• Follow up services, diversion services



Older patients - longer EDLOS  
when admitted?

Gardner RL, Sarkar U, Maselli JH, Gonzales R. Factors associated with longer 
ED lengths of stay. The American Journal of Emergency Medicine. 2007 
Jul;25(6):643–50. 



Age not associated with LOS in admitted pts



EoL – a major problem

● Over 50% all deaths acute hospitals
● Many multiple attendances
● Poor deaths- traumatic
● Major costs- societal / economic
● Poor services for palliation in Eds
● Advanced directives / discussions rare



Aged care – need for end of life 
decisions

• Dementia – a terminal disease

• 4 yrs median ( much < for older/ frail:co-morbid) 
● Xie J, Brayne C, Matthews FE, and the Medical Research Council Cognitive Function and Ageing Study collaborators. Survival times in 

people with dementia: analysis from population based cohort study with 14 year follow-up. BMJ. 2008 Feb 2;336(7638):258–62. 

• 8% pa additional mortality (independent) 
● Johnson, Elizabeth; Brookmeyer, Ron; and Ziegler-Graham, Kathryn (2007) "Modeling the Effect of Alzheimer's Disease on 

Mortality," The International Journal of Biostatistics: Vol. 3 : Iss. 1, Article 13

• Approximately 3 (2-4) x mortality pa

• High level care- median < 1 year



Advanced care planning- 
Important/useful/vital in the ED?

• RCT evidence
– Improves care/ decision making

– Patients wishes followed 90% (v 30%)

– Reduces familial stress 

– Anxiety/ depression

– Better deaths



Conclusions
● Policy failures seen quickly in ED
● Lack of capacity kills/maims (older pts more freq)
● Need much more research re interventions that work
● Screen for problems, intervene in ED, link to community
● Must support Primary care/ GPs

– Better supports/ co-ordination
– Proper remuneration- reward complexity/ chronicity

● Fund RACF for beds/ staff properly
● WE must have policies that promote EoL planning earlier
● Emergency not the enemy – bad policy is!



Loss of bed capacity- deliberate policy 
(graph)



Hospitals – managing RACF pts well?
• RAC pts v community aged:

• RAC – multidisciplinary, managed intervention v 
“normal care”

– RACpt –died 13 v 6% in hospital and 35 v 17% at 
6/12

– Intervention arm reduced RACpt deaths from 

• 22  v 4% in hospital

• 44 v 28% at 6/12

• Mudge AM, Denaro CP, O’Rourke P. Improving hospital outcomes in patients admitted from residential aged care: results from a controlled trial. Age 
and ageing [Internet]. 2012 Apr 2 [cited 2012 May 20]; Available from: http://www.ncbi.nlm.nih.gov/pubmed/22470133



Spending on health v years of life



Life expectancy- policy keeping up



Ambulance ramping- for older 
patients?

• West Australian 
news

• May 2012



Likelihood of needing any RAC by 
age
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RACF: 5  Year survival -20% high care
>50% mortality 1.5 years

Figure 17: Survival curve for admission into permanent residential aged care by ACAT level
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Aging dynamics



Age v survival in RACF 
Technical Paper on the changing dynamics of residential aged careprepared to assist

 the Productivity Commission Inquiry Caring for Older Australiansby the Department of Health and Ageing April 2011

Figure 21: Survival curve for admission into permanent residential aged care by age at entry
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Middle age spread and the 
Baby Boomer Bulge
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Effect of age on ED attendances



Age effects on ambulance use, Ix, 
time to be assessed and 
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