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Geriatrician-led care model in frail
cardiology patients reduces re-admissions
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Background

As the population admitted under cardiology is likely to
become frailer, a geriatrician-led model of post-procedural care
similar to that used in orthopaedic surgery may be beneficial.

Methods

In 2016, a new geriatrician-led ward was created in
Hammersmith Hospital where frail cardiology patients could
be transferred post-treatment. Using diagnostic coding,
patients over the age of 65 years between 01 April and the
31 August for both 2016 and 2019 were identified, and data
collected retrospectively from electronic patient records.

An anonymised staff survey was completed following the
introduction of the new service.

Results

Patients discharged from the geriatrician-led ward had fewer
re-admissions than both cardiology-led wards in 2019 (chi-
squared 5.46; p=0.02), and overall re-admissions in 2016 (chi-
squared 4.34; p=0.037). The majority of surveyed respondents
felt that this level of geriatrician input was useful.

Conclusion
Geriatrician-led post-procedural care in cardiology reduced
30-day re-admissions in an elderly cohort.
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Introduction

Managing older people in acute hospitals poses specific
challenges requiring multidisciplinary and holistic care. Older
patients have higher rates of complications during their hospital
stay and often have preventable hospital re-admissions.” The
importance of a multidisciplinary approach in orthopaedic surgery
is well established, with a geriatric liaison service or shared care
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model recommended in the National Institute for Health and Care
Excellence (NICE) guidelines for hip fractures in the older pcltient.3
Improvements in minimally invasive cardiology procedures mean
that they are suitable for an increasingly frail population.” We
present a novel geriatrician-led model for cardiology patients at a
large tertiary centre (Hammersmith Hospital).

In September 2016, a new ward was created to provide
geriatrician-led post-procedural care for cardiology patients. This
ward is led by geriatricians with a multidisciplinary team, tailored
to meet the needs of the frailer patient. Once patients have
received definitive cardiac treatment under the cardiology team,
those who would benefit from geriatrician-led care can have their
suitability recorded in the notes during the cardiology ward round.
Patients are identified by the cardiology consultant as having
complex discharge requirements, requiring further physical or
occupational therapy input, or as being more frail and comorbid.
These identified patients can then be highlighted at daily bed-flow
meetings within the department, facilitating transfer. Patients still
requiring definitive cardiac intervention or procedures, or requiring
telemetry, are kept on the cardiology ward.

Methodology

Using procedural coding, all patients over the age of 65 years
undergoing emergency angiography (with or without coronary
intervention) or emergency pacing at Hammersmith Hospital
between the 01 April and the 31 August for both 2016 and 2019
were identified. Baseline characteristics, length of stay and re-
admission within 30 days were then extracted retrospectively from
patient records. For re-admission analysis, planned re-admissions
for another procedure were not included. A ‘cardiology’ re-
admission was classed as one where the primary issue causing
re-admission required either cardiology review, or a re-admission
to the acute cardiology assessment unit. Length of stay was
calculated from index procedure rather than from admission date
to reduce the confounding effect of other improvements to the
efficiency of the emergency treatment pathway. The staff survey
data were performed in May 2017 following the implementation
of the service, and was a voluntary, anonymised survey open to
any team-member primarily working within the cardiology team.
Statistical analysis was performed using R 4.0.1 (R Foundation for
Statistical Computing, Vienna, Austria). Age and length of stay
are presented as median (interquartile range (IQR)) as they are
not normally distributed. Differences between re-admission rates
and extended length of stay rates were tested for significance
using a chi-squared test, and difference in median length of stay
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Table 1. Demographic and clinical characteristics of patients

Characteristic 2016 2019

Cardiology-led discharge Geriatrician-led discharge 2019 total
Age, years, median (IQR) 80 (77-84) 80 (77-83.5) 84 (80-88)
Male, n (%) 147 (60.0) 101 (66.0) 31 (36.9) 132
Female, n (%) 98 (40.0) 52 (34.0) 53 (63.1) 105
PCI, n (%) 80 (32.7) 71 (46.4) 24 (28.6) 95
Pacemaker insertion, n (%) 74(30.2) 33(21.6) 36 (42.9) 69
Angiography without intervention, n (%) 89 (36.3) 47 (30.7) 24(28.6) 71
ICD insertion, n (%) 2(0.8) 2(1.3) 0 (0.0) 2
Death while inpatient or within 30 days 9(3.7) 12 (7.5) 1(1.2) 13
of discharge, n (%)
Total, n (%) 245 (100.0) 153 (64.6) 84 (35.4) 237

ICD = implantable cardioverter-defibrillator; IQR = interquartile range; PCI = percutaneous coronary intervention.

was tested using a two-tailed Mann-Whitney U test. A p-value of
<0.05 was considered statistically significant.

In 2019, there were a total of 237 discharges of patients over 65
years; 84 (35.4%) patients were discharged from the geriatrician-
led ward following an emergency procedure, compared with 153
(64.6%) discharged directly from the cardiology-led ward. In

the same period in 2016, there were 245 discharges, prior to the
introduction of the geriatrician-led pathway. Table 1 presents

a comparison of the patients’ demographic and admission
characteristics between 2016 and 2019, with 2019 being divided
into two subgroups by the ward they were discharged from. For
analysis of re-admissions and length of stay, patients who were
transferred to a different team or to their local hospital (23 in
2016 and six in 2019), underwent a second procedure or planned
re-admission (45 and 25), were treated privately (two and three)
or died during their admission (nine and 13) were excluded from
analysis, leaving 166 and 190 in total.

Mortality

In 2016, nine patients (3.7%) died as an inpatient or within

30 days of admission, in comparison with 13 (5.4%) in 2019, a
non-significant difference (chi-squared 0.54; p=0.46). Of those
patients discharged from a geriatrician-led ward in 2019, one

(1.2%) patient died as an inpatient or within 30 days of admission,

and of those discharged from a cardiology-led ward 12 (7.5%)
died as an inpatient or within 30 days of admission. There was no
significant difference in the mortality rate between the patients
who were discharged from a geriatrician-led ward and either the
cardiology-led wards (chi-squared 3.44; p=0.06), or all patients in
2016 (chi-squared 0.60; p=0.44).

Re-admissions

Following the introduction of this model of care, the rate of
re-admission from the geriatrician-led ward was significantly
less than those discharged directly from a cardiology-led ward
in 2019 (chi-squared 6.16; p=0.01), and overall re-admissions

prior to the implementation of this pathway in 2016 (chi-squared
4.16; p=0.041). Of the 82 included patients discharged from

the geriatrician-led ward in 2019, only two (2.4%) patients were
re-admitted within 30 days, compared with 15/108 (13.9%) from
the cardiology-led wards and 18/166 overall (10.8%) in 2016. This
is despite the geriatrician-led ward actively selecting the most
complex and multimorbid patients.

Both re-admissions from the geriatrician-led ward in 2019 were
for cardiological reasons, while seven re-admissions following
direct discharge from the cardiology wards were due to general
medical issues (with the remaining eight being for cardiological
reasons). In 2016, four re-admissions were for general medical
reasons, 13 were cardiological re-admissions and one was a re-
admission with pancreatitis which was managed by the surgical
team.

Length of stay

Overall, despite the improvement in re-admissions rates, there was
no increase in overall length of stay following the introduction of
the pathway, with medians of 2 days (IQR 1-2) in 2016 vs 2 days
(IQR 1-4) in 2019 (p=0.25). In 2019, the median length of stay
on the geriatrician-led ward was 2 days (IQR 1-4) in comparison
with a median length of stay of 1 day (IQR 1-2) on the cardiology-
led wards. As would be expected with a frailer and more complex
population, the median length of stay on the geriatrician-led ward
was significantly greater than both the cardiology-led ward in 2019
(p<<0.0001), and all patients in 2016 (p<<0.0001).

Six patients (4%) in 2016, and four in 2019 (2%) had an
extended length of stay beyond 20 days which was not
statistically different (chi-squared 0.290; p=0.59).

Staff survey results

There were 33 respondents in total to the anonymised staff
survey: 15 nurses (45%), eight cardiology consultants (24%), five
junior doctors (18%), three occupational or physical therapists
(10%), and one healthcare assistant (3%). Twenty-five (75.8%)
respondents agreed or strongly agreed with the statement: ‘MoE
[medicine of the elderly] input on A7 [cardiology ward] is beneficial
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to overall patient care and flow.” Twenty-four (72.7 %) respondents
agreed or strongly agreed with the statement: ‘Geriatrician-led
input on C8 [geriatrician-led ward] is beneficial to frail/older
cardiology patients.’

We present a collaborative service in the care of older patients
with cardiac issues. Our model of geriatrician-led care significantly
reduced re-admissions within 30 days when compared with

the cardiologist-led wards. There was no significant increase in
mortality within 30 days of discharge or length of stay following
the introduction of this service. The trend towards higher mortality
on the cardiology-led ward was likely due to the fact that patients
who were more unwell were kept on the cardiology-led ward due
to the greater availability of monitoring, and to facilitate further
intervention if required. The fact that there were no ‘general
medical’ re-admissions from the geriatrician-led ward implies there
may be preventable re-admissions which can be avoided with

the skills and expertise available in the multidisciplinary geriatric
team. This is also reflected in some of the diagnoses prompting
re-admission following discharge from the cardiology ward, which
included ‘constipation’, ‘reduced mobility’ and ‘fall” as the primary
diagnoses underlying re-admission.

Although geriatric liaison consultation on complex patients
was routine practice before the introduction of this new service,
the switch to geriatrician-led care provides a new paradigm for
their hospital journey. The model presented here was conceived
and implemented based on strong informal positive feedback
on our liaison service, combined with a belief within both teams
that care could be improved for older patients by introducing a
holistic model of care. This service change was received positively
within the wider cardiology team, with the majority of surveyed
staff agreeing or strongly agreeing that geriatrician-led care is
beneficial to frail patients.

It may not be possible to implement this model in centres
that lack the appropriate staffing or resources, who may wish
instead to replicate some features within a liaison service. We
would propose that the benefit in re-admissions presented here
is derived mainly from the regular, structured multidisciplinary
working that forms the basis of geriatric medicine practice. In our
experience, frailty syndromes rarely improve following a single
intervention or suggestion from a liaison service and are best
managed with continuing care, surveillance and iteration from
anamed geriatrician. We would suggest, however, that regular
multidisciplinary meetings incorporating some elements of the
comprehensive geriatric assessment would be reproducible within
a liaison model. Additionally, training of junior doctors and nurses
to recognise and manage frailty-related issues such as delirium,
polypharmacy and anticholinergic burden may help optimise
patient care.

As longevity continues to improve across the globe, the
population in Europe over the age of 70 is expected to increase by
1% by 2035 from the levels seen in 2015.> Cardiovascular disease
is primarily a disease of ageing, and with new interventions for
older adults, including valve replacements and left ventricular
assist devices, there will be increasing overlap between geriatric
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medicine and cardiology.*®~® Managing cardiac issues in this age
group is fraught with challenges, including lack of relevant clinical
guidelines, ‘ageist’ attitudes and a high prevalence of frailty

and cognitive impairment.’™" There have been increasing calls
for ‘geriatric cardiology’ to be recognised as a cardiology sub-
specialisation in itself, however, it is also important to recognise
the vast depth of experience and knowledge that already exists
within the field of geriatric medicine.'?

Geriatrician-led care of patients over the age of 65 years following
an emergency cardiac procedure significantly reduced 30-day re-
admission rates. We propose that this collaborative model of care
is the optimal model for managing frail older patients with cardiac
issues.
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