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Nursing	  PracJce	  1905	  

“A	  sJmulaJng	  and	  nutrient	  enema:	  
black	  coffee…for	  shock	  during	  an	  
operaJon.”	  
	  
SJmulaJng	  enemas:	  
	  
“whiskey,	  ammonium	  carbonate	  &	  
beef	  tea”	  
	  
“brandy,	  digitalis	  and	  milk”	  
	  
	  



What	  are	  the	  trends	  in	  older	  
adult	  care?	  



NZ	  Life	  Expectancy	  Changes	  

81.2 yrs 

85.1 yrs 

h]p://www.treasury.govt.nz/publicaJons/research-‐policy/ppp/2006/06-‐01/07.htm	  



New	  Zealand	  Herald	  –	  1	  October	  2013	  

•  5%	  of	  workforce	  is	  over	  65	  years	  old	  now	  
•  By	  2031	  -‐	  12%	  of	  workforce	  will	  be	  over	  65	  
years	  old	  

In	  2009	  Hamilton	  real	  estate	  agent	  Bobbie	  Jarvis	  con7nued	  to	  work	  
full-‐7me	  at	  age	  80	  through	  choice	  



Old age is Always 15 years older 
than you are now! 



Increasing life expectancy is one of the 
greatest achievements of the last 
century. 
 



Being	  Mortal	  
•  “Our	  reverence	  for	  independence	  

takes	  no	  account	  of	  the	  reality	  of	  

what	  happens	  in	  life:	  sooner	  or	  

later,	  independence	  will	  become	  

impossible.	  Serious	  illness	  or	  

infirmity	  will	  strike.	  	  It	  is	  as	  

inevitable	  as	  sunset.”	  

–  Atul	  Gawande	  



Clinical	  Frailty	  Score	  



Clinical	  Frailty	  Score	  (cont)	  



Frailty	  Risk	  Factors	  

Sociodemographic	  and	  
Psychological	  

A.	  Female	  gender	  
B.	  Low	  socioeconomic	  status	  
C.	  Race/ethnicity	  
D.	  Depression	  
	  

Disability	  
A.	  AcJvity	  of	  daily	  living	  disability	  
	  

Frailty	  is	  defined	  as	  3	  or	  5	  
Components	  (Fried	  2001):	  	  
	  
• 	  unintenJonal	  weight	  Loss	  
	  
• 	  slow	  walking	  speed	  
	  
• 	  self-‐reported	  exhausJon	  
	  
• 	  low	  energy	  expenditure	  
	  
• 	  	  weakness	  

Espinoza and Fried, 2007, Clinical Geriatrics,15(6).  



Frailty	  Risk	  Factors	  
Physiologic	  
	  
A.	  AcJvated	  inflammaJon	  
B.	  Immune	  system	  dysfuncJon	  
C.	  Anaemia	  
D.	  Endocrine	  system	  alteraJon	  
E.	  Underweight	  or	  overweight	  
F.	  Age	  

Medical	  Illness	  &/or	  
Comorbidity	  

A.	  Cardiovascular	  disease	  
B.	  Diabetes	  
C.	  Stroke	  
D.	  ArthriJs	  
E.	  Chronic	  obstrucJve	  
pulmonary	  disease	  

F.	  CogniJve	  impairment/
cerebral	  changes	  

Espinoza and Fried, 2007, Clinical Geriatrics,15(6).  



HospitalisaJon	  Before	  and	  Aier	  	  
ARC	  Admission	  
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CARE Project includes 
•  A	  comprehensive	  assessment	  
	  
•  Care	  planning	  	  session	  (GP,	  nurse	  and	  paJent)	  
	  
•  DHB	  Gerontology	  Nurse	  Specialist	  support	  
	  
•  Treatment	  resources	  –	  to	  enhance	  	  
comprehensive	  care	  and	  self	  management	  	  

	  	  
•  Clear	  referral	  opJons	  and	  criteria	  



The	  Ageing	  Brain	  
	  From	  age	  45-‐49	  the	  ability	  to	  reason	  declined	  3.6%	  	  in	  10	  years	  

	  
	  

Singh-Manoux A et al. BMJ 2012;344:bmj.d7622 



IOM	  Report	  2015	  
PromoJng	  Brain	  Health	  

Good	  Evidence	  For:	  
Be	  physically	  acJve	  
	  
Reduce	  and	  manage	  
cardiovascular	  disease	  risk	  	  

	  high	  blood	  pressure,	  
	  diabetes,	  and	  smoking.	  

	  
•  Management	  of	  condiJons	  

and	  medicaJons	  that	  might	  
have	  a	  negaJve	  effect	  on	  
cogniJve	  funcJon	  

Some	  Evidence	  or	  Mixed:	  
•  Being	  socially	  and	  
intellectually	  acJve	  	  

	  
•  Gekng	  adequate	  sleep	  	  
•  Avoid	  delirium	  
	  
•  medicaJons,	  nutriJonal	  
supplements,	  and	  cogniJve	  
training	  are	  mixed	  



Falling	  rates	  of	  demenJa	  in	  UK	  and	  USA	  

UK	  (1989-‐2004)	   USA	  

11	  

Matthews et al. Lancet 2013; 382(9902): 1405–1412 Satizabal et al., NEJM, February 2016 





CogniJve	  Impairment	  Pathway	  
          

	  
Diagnosis	   Number	  of	  

Participants	  
No	  cognitive	  impairment	   4	  
Depression	   2	  
Alcohol	  issues/depression	   1	  
Parkinson’s	  disease	   1	  
Seizure	  disorder/	  inconclusive	  diagnosis	  	   1	  
Stroke	  -‐	  admitted	  to	  *ARC	  	  (died)	   1	  
Brain	  metastasis	  (died)	   1	  
Moved	  out	  of	  area/subsequent	  ARC	  admit	   1	  

	   *ARC	  =	  Aged	  Residential	  Care	  

•  61	  people	  enrolled	  in	  
CIP	  	  

•  (60	  carers)	  

•  5%	  dropped	  out	  early	  
•  20%	  ‘other	  diagnosis’	  
•  34%	  demen7a	  

diagnosis	  
•  41%	  mild	  cogni7ve	  

impairment	  diagnosis	  



ReJrement	  Villages	  in	  	  New	  Zealand	  

•  ~30,000	  people	  across	  New	  Zealand	  	  	  
•  ~5%	  proporJon	  of	  those	  over	  65	  years	  reside	  in	  villages	  	  	  
	  
ReJrement	  Village	  Dwellings:	  
•  1998	  –	  10,000	  
•  2010	  –	  17,250	  
•  Annual	  increase	  of	  800-‐1200	  dwellings	  

Currently	  more	  people	  reside	  in	  reQrement	  villages	  than	  
residenQal	  aged	  care.	  	  	  	  
	  
	  
	  
	  



Grant	  Thornton	  Report	  2010	  



ResidenJal	  Aged	  Care:	  Two	  Emerging	  Trends	  

Decreased	  Rest	  Home	  Beds	  

22%	  decrease	  in	  the	  rest	  home	  
populaJon	  1998-‐2008	  possibly	  
due	  to:	  
–  Increased	  Home	  Care	  
–  Increased	  Villages	  

	  
•  DemenJa	  Care	  is	  dominant	  in	  

rest	  homes	  
	  
•  Increasing	  complexity	  of	  

residents	  

•  More	  	  ‘swing’	  beds	  

More	  Private	  Hospital	  Beds	  

•  Shorter	  Length	  of	  Stay	  
	  
•  More	  End	  of	  Life	  Care	  

•  More	  Complex	  Care	  

•  Increasing	  TransiJonal	  Care	  
Schemes	  

	  
•  More	  younger	  people?	  

	  
	  

22	  
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Korea	  2009	  

Singapore	  2006	  

Japan	  (Kyushu)	  2000-‐04	  

France	  2005	  	  

Ireland	  2000-‐10	  

Czech	  Republic	  2009	  	  

Austria	  2009-‐10	  

England	  and	  Wales	  2008	  

Belgium	  2001	  

USA	  2005	  

Canada	  (Manitoba)	  2006	  

Australia	  2005	  

New	  Zealand	  2003-‐07	  

InternaQonal	  Comparison	  of	  Place	  of	  Death	  for	  those	  >65	  
JB	  Broad,	  et	  al.	  2012	  

ResidenJal	  	  aged	  care	  %	   Hospital	  %	   Other#	  incl.	  own	  home	  %	  



DemenJa	  Mortality	  
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Years	  of	  Life	  Lost	  

Connors, M. H., Ames, D., Boundy, K., Clarnette, R., Kurrle, S., Mander, A., . . . Brodaty, H. (2016). Predictors 
of Mortality in Dementia: The PRIME Study. J Alzheimer's Dis. 



Leading	  Causes	  of	  Death	  in	  	  
New	  Zealand	  

19%	  

9%	  

6%	   6%	   6%	  

Coronary	  Heart	  
Disease	  

Stroke	   Lung	  cancer	   DemenJa	   Lung	  Disease	  



Historic	  Deaths	  and	  Future	  ProjecJons	  
by	  Age	  Band	  

Heather McLeod, Palliative Care Council, July 2013. Drawn using data from Statistics New Zealand; personal 
communication Joanna Broad.  



Deaths	  in	  New	  Zealand	  by	  Age	  Band	  
Comparing	  1979,	  2012	  and	  2061	  

The expected increase in deaths over age 85 will be more than 30,000 
deaths. This is almost equivalent to all the deaths experienced in New 
Zealand each year at present.  

Source:	  PalliaJve	  Care	  Council,	  Working	  Paper	  No.	  1,	  July	  2013.	  Drawn	  using	  data	  
from	  StaJsJcs	  New	  Zealand;	  personal	  communicaJon	  Joanna	  Broad.	  	  
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ROC	  (C	  StaJsJc)	  Primer	  
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•  SensiJvity:	  
True	  PosiQves	  

(True	  PosiQves)	  +	  (False	  NegaQves)	  

•  Specificity:	  	  
False	  PosiQves	  

(False	  PosiQves)	  +	  (True	  NegaQves)	  

	  



PredicJng	  Death	  In	  ResidenJal	  Aged	  Care	  
Study Year	  

 
Sedng Tool Predictors Area	  Under	  the	  

Curve 
Porock	  et	  al	  
1	  
MMRI 

2005	  
6	  months 

Nursing	  homes	  US MDS ADL	  funcJon	  SOB,	  loss	  appeJte,	  gender,	  weight	  loss,	  CHF,	  
CRF,	  cogniJon	  (CPS),	  	  dehydrated,	  cancer,	  age,	  recent	  
admission,	  deterioraJng	  condiJon,	  
InteracJon	  terms 

0.75	  
	   

Porock	  2	  
MMRI-‐R 

2010	  
6	  months 

Nursing	  homes	  US MDS Gender,	  hospitalisaJon,	  SOB,	  appeJte,	  weight	  loss,	  CHF,	  
CRF,	  dehydrated,	  cancer,	  age,	  ADL	  funcJon,	  cogniJve	  
deterioraJon,	  interacJon	  terms 

0.76 

Flacker	  
Kiely	  3 

1998	  
1	  year 

Long-‐term	  care	  
homes	  US 

MDS FuncJonal	  impairment,	  weight	  loss,	  SOB,	  male,	  BMI	  <22,	  
swallowing	  problems,	  CCF,	  age 0.77 

Flacker	  
Kiely	  4 

2003	  
1	  year 

Nursing	  homes	  US	  
Newly	  admi]ed	  and	  
long-‐stay	  groups 

MDS 32.1%	  1y	  mortality	  
Newly	  admi]ed	  cohort	  
Cancer,	  SOB,	  CCF,	  bedfast,	  unstable	  condiJons,	  male,	  >25%	  
food	  lei,	  poor	  funcJon,	  swallowing	  prob,	  	  BMI<23,	  bowel	  
inconJnence	  
Long	  stay	  cohort	  
SOB,	  feeding	  tube,	  unstable	  condiJons,	  male,	  >25%	  food	  
uneaten	  
CCF,	  poor	  funcJon,	  weight	  loss,	  BMI<23,	  DM,	  age 

	  	  
0.73	  

(new)	  
	  

0.71	  
(long-‐stay) 

Mitchell	  et	  
al5	  
ADEPT 

2010	  
6	  month 

Nursing	  homes	  US	  
Advanced	  demenJa 

MDS Recent	  admission,	  age,	  male,	  SOB,	  pressure	  ulcers,	  bedfast,	  
poor	  ADL	  funcJon,	  insufficient	  intake,	  bowel	  inconJnence,	  
BMI<18.5,	  weight	  loss,	  CCF 

0.67 



InterRAI	  CHESS	  
Medical	  complexity	  and	  health	  instability	  scores	  range	  from	  0	  to	  5.	  
Items:	  	  
•  VomiJng	  
•  DehydraJon	  
•  leaving	  food	  uneaten	  
• weight	  loss	  
•  shortness	  of	  breath	  
•  oedema	  
•  end-‐stage	  disease	  
•  decline	  in	  cogniJon	  and	  ADL	  

	  
Hirdes	  JP,	  Frijters	  D,	  Teare	  G.	  (2003)	  The	  MDS	  CHESS	  Scale:	  A	  New	  Measure	  to	  

Predict	  Mortality	  in	  the	  InsJtuJonalized	  Elderly.	  Journal	  of	  the	  American	  
Geriatrics	  Society	  51(1):	  96-‐100.	  



CHESS	  and	  Mortality	  



New	  Zealand	  InterRAI	  CHESS	  Scores	  



SPICT	  TOOL	  



SPICT	  Tool	  



REVIEW AND ASSESSMENT OF GOALS OF CARE 

RECIPROCAL CLINICAL COACHING AND ROLE 
MODELLING 

EDUCATION PLANNING 

ROLE MODELLING OF ADVANCE CARE PLANNING 
CONVERSATIONS 

DEBRIEFING  AND REFLECTION 

SupporJve	  Hospice	  &	  Aged	  ResidenJal	  Care	  
Exchange:	  SHARE	  



ARC	  Staff	  Reported	  
Formal	  PalliaJve	  Care	  EducaJon	  

18.5%%%

81.5%%%
Yes%
No%

Frey	  2016	  



SHARES	  Outcomes	  

6.63	  

7.63	  

Self	  Confidence	  Pre	  
Share	  

Self	  Confidence	  Post	  
Share	  

Self	  Confidence	  	  

15.00	  

7.58	  

Pre	  IntervenJon	   Post	  IntervenJon	  

Brief	  Screen	  for	  
Depression	  



Where	  to	  From	  Here?	  

PalliaQve	  Care	  

Gerontology 

Specialist	  or	  Generalist?	  



Aged	  ResidenJal	  Care	  Health	  
UJlisaJon	  Study	  -‐	  Big	  5	  

 

archus
 

Connolly,	  Broad,	  Boyd	  et	  al.	  2015	  JAMDA	  



ARC	  ImplementaJon	  Project:	  ARCHIP	  

rate	  raJo	  0.75	  (95%	  C.I.	  0.63,	  0.89,	  p-‐value=0.0008),	  	  
25%	  reducJon	  	  

Connolly	  et	  al.	  2016	  Under	  review	  



NPs	  in	  ARC	  
Comparison	  of	  Emergency	  Dept.	  Visits	  
l NP	  FaciliJes	  decreased	  by	  28%	  	  
l No	  NP	  FaciliJes	  increased	  21%	  

p=0.001 



Where	  are	  we	  going?	  
•  Increased	  longevity	  has	  changed	  the	  way	  we	  will	  live	  in	  	  the	  
last	  stage	  of	  our	  life	  

•  The	  majority	  of	  healthcare	  is	  now	  gerontology	  care	  

•  More	  people	  will	  require	  ARC	  care	  at	  the	  end	  of	  life	  

•  Primary	  Health	  Care,	  community	  care	  and	  ARC	  will	  be	  
pivotal	  in	  caring	  for	  older	  people	  

•  ARC	  needs	  to	  be	  more	  integrated	  into	  the	  conJnuum	  of	  
care	  and	  more	  public	  funding	  for:	  rehabilitaJon,	  social	  care,	  
mental	  health	  care	  and	  palliaJve	  care.	  

	  I	  have	  said	  nothing	  about	  robots	  or	  telehealth!	  	  	  



Thank	  You.	  

Michal.boyd@auckland.ac.nz 


