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The need for developing age-friendly healtl
care
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The world Is rapidly aging

m The world’s number of persons aged 60 or over
will double by 2025 compared to 2006.

m By 2050, this number will reach 2 billion or
higher ancexceed the number of children under

135.

m About30%of the European population will be
65 or over in 2050he old age dependency
ratiowill be 1 elderly to only 2 people of
working age by then.
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Within 12 years, 1 In every 3 Cltlzens Wil

Table 1. Countries with more than 10 million inhabitants (in 2002) with the
highest proportion of persons above age 60

2002 2025
Italy 24.5% Japan 35.1%
Japan 24.3% ltaly 34.0%
Germany 24.0% Germany 33.2%
Greece 23.9% Greece 31.6%
Belgium 22.3% Spain 31.4%
Spain 22.1% Belgium 31.2%
Portugal 21.1% _Jni_te_dT(iEg_dan; ] 294%
United Kingdom 20.8% Netherlands 29.4%
Ukraine 20.7% France 28.7%
France 20.5% Canada 21.9%
Source: UN, 2001



Unaffordable future?
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m New technologies/ new drugs
m Growing demand for disabllity care

m Can the healthcare expenditure grow
proportionately as wel
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Functional State at 70 Years of Age

Figure 3. Expected Expenditures for Health Care from 70 Years of Age
until Death According to Functional State at the Age of 70.
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In healthcare sector...

m In 2009,96.3%elders had at least 1NHI visit, in average
each elderly ha@d7.8 visits per yealGeneral population:
91.8%; 15 visits).

m Healthcare utilization (including all types of hial

Institutions):
Ambulatory Hospitalizatiol
Care
65+ % of visits s 3218
% of payment 2l 44.8
50+ % of visits 45.0 53.8
% of payment 59.9 67.6
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Source: 2009 NHI Statistics Information, Taiwan
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Older persons have unigue needs

m Chronic conditions and co-morbidity
m Different manifestations

m High utilization of healthcare, but vulnerable to
nospitalization and healthcare (may imp
risks to older persons)

m Older persons said they suffered from
unfriendliness of healthcare.

=> Can we turn challenges into opportunities?
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Chronic diseases among 65+ elderly

Gender, Age 1 disease| 2 diseasges 3 diseases
65+ 88.7% 71.7% 51.3%
75+ 90.9% 76.8% 56.4%
65+ 85.8% 65.6% 43.9%
Male
75+ 89.1% 71.2% 50.2%
65+ 91.7% 77.8% 58.8%
Female
75+ 92.8% 82.8% 63.0%

Note: 1. Sample: 2,699Male 1,362, Female 1,337Chronic diseases mentioned above including the
following 17 diseases: hypertension, diabetes,thpablems, stroke, lung or breathing problems
(bronchitis, emphysema, pneumonia, lung diseaiemnas , arthritis / rheumatism, stomach ulcer_or
stomach disease, liver and gall disease, hip fractataract, kidney disease, gout, vertebral éytep n H
osteoporosis, cancer, hyperlipidemia, anemia (péage is weighted calculated) e

2. Source: (6th) Survey of health and living staitithe middle aged and elderly in Taiwan survey
report, Bureau of Health Promotion, 2007



The system Is not designed for chronic™"
conditions....

vV V VYV VY

Hospitals and other acute care settingshaike
ideally designed to care for older personmany
aspects.

highly specialized professionals

working individually

at rapid pace

services are delivered in a fragmented and reactive
manner.
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Different manifestations 1

i Em

0 ‘_I
© World Health Organization 2004

Problem in elder health care: Eldeérslder adults

Multiple unclear or atypical symptoms. busy or untrained
medical staff

Unclear symptomg less seriousex. infection without
fever, painless acute myocardial infarction,

Frontline healthcare staff not familiar with common elderly
problems, ex. fall, incontinence, immobility and confusion.

Sometimes health and medical problems are not perceived
as the most urgent by patients if they have family or social
problems unsolved
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The comEIaintS from frontline
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WHO organized focus groups in 5 developed & devalppountries
to consult older people and their health care gieng about improving

care in 2002 (WHO, 2004a):

1.Attitudes (no listening, no respect, no discussions withrfde
Inadequate autonomy);

2. The lack ofTraining and education;

3. Gender issue; unpleasant experience
4. Language may result in lack of
5. Obstructive management systems; Intention to visit again

6. Cost (too high)

Unfriendly environment &

~

/

7. Waiting time too long;

8. Inadequate time for complete assessment and treatmie
9. Lack of continuity and fragmentation of services

10. No pecial clinic or consultation hours for older persas,

11.Physical environment(distance, transportation, barrier-free
facilities, signs, cleanliness)
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Health Service: Opportunity or Risk?

Elderly are likely to haveomplicationsduring
hospitalization: infection, pressure sore, dehydration and
malnutrition, falls, adverse drug events, depression and
anxiety, cognitive dysfunction, etc..

Hospitalization may causeeversible functional decline,
admission to institutions;

Rehabilitative services & interventionduring hospitalization
or after discharge help recover and return home

Health promotion: Elder AMI patients received smoking-
cessation advice or counseling improved 5-year survival by
22%

Prevention of falls and adverse events
Adequate control of chronic conditions
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We can make a difference...

m Health promotion, disease management and
patient safety interventions delivered in and by
clinical settings have been shown to improve health
outcomes.

m However, it can only happen if there are sc
redesigns of the healthcare system to allow these
Interventions being provided in a mayeactive,
coordinated and well-organized whyachieve
predictable and equitable health gains

= O =



Shu-Ti

How do we become agé&iendly?
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The Age-friendly Health Care Initiative

B AIms:

O innovate and apply state-of-the-mntowledge and best
practicesand

O help hospitals and health services develge-friendly
culture, structures, decisions, and processanprove
health gain for older persons in and by healthcare settings.

m Objectives:
1. To develop an organizationahmework both for internal
Implementation and for external recognition
2. To developoolsfor clinical quality improvement
3. To developndicators for monitoring and benchmarking
4. To launchorganizational plan of CQI for age-friendly care

® Who can join: hospitals, primary care centers, long-tefi:care

faclilities, etc. P
il




Initlal Sources of Standards
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Published in: Archives of Gerontology and Geriad® Suppl. 2 (2009) S3-S6

m Basedon

O WHO age-friendly principles

O WHO Standards of Health Promoting Hospitals

m  World’s first government-driven, nationwide Age-&indly Hospitals
and Health Services Recognition

Figure 6. Developing Age-friendly PHC Centres

PHC Centre Objectives

Availability
Accessibility

Age-friendly Principles Age-friendly PHC Centre

Information, education
and trainin

Communit: y-based health e

care management systems

Physical environment and @
accessibility

eing and Life Course, WHO, 2004

Archives of Geromology anc Gerlamics 45 Suppl 2 (2009) 53-56

implementing health promotion in hospitals:
Manual and

self-assessment
forms

Centents lists available st Scienceliract

Archives of Gerontology and Geriatrics

journal hamepage: waw.elsevier.com/locate/archge-

Towards age-friendly hospitals and health services

Shu-Ti Chiou*"*, Liang-Kung Chen>¢*
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The AF module

W o

The AF framework;

Toolsfor clinical practice;

Indicatorsfor monitoring and benchmarking
Organizational plan ch:
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1. AF Framework
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m Vision, values and missions

m Strategies:——4 standards, 11 sub—standards,

60 measurable items
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Vision, Values & Missions of Taiwan’s Age-"T"

friendlx Health Care

m Vision: An age-friendly hospital (or health service) is an
organization promotingealth, dignity andparticipation of
senior people

m Values: Health, Humanity, Human Rights

m  Missions:

OTo create a friendly, supportive, respectful aockasibldealing
environmentailored to the unigue needs of senior persons;

OTo facilitate safe, health promoting, effectivelitoc, patient-
centered and coordinatedrein a planned manner to the older
persons;

OTo empowelder persons and their familiesincrease contral
over their health and care.
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Strategies

--4 standards, 11 sub-standards, 60 measurable item

1. Management Policy(12)
1.1 Developing an age-friendly policy (3)
1.2 Organizational support (7)
1.3 Continuous monitoring and improvement (2)

2. Communication and Service$9)
2.1 Communication (£
2.2 Services (4)
3. Care Processe5)
3.1 Patient assessment (7)
3.2 Intervention and management (9)
3.3 Community partnership and continuity of cé9¢

4. Physical Environment(14)
4.1 general environment and equipment (7)
4.2 transportation and accessibility (4)
4.3 signage and identification (3)
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2. Toolsfor clinical practice

Lifestyle assessment and intervention
Stepwise fall risk screening

Frailty screening

Medication safety che:

High risk screening and geriatric assessment for
hospitalized patients

Clinical pathways for major NCDs

m elc.
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3. Indicators for monitoring and benchmarking

Awareness
Satisfaction
Inequity

Completion of risk factor assessment .
Intervention

Quality performance on major NCDs
~alls

Readmission

~unctional deterioration
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4, Organizational Elan chart

1. High level support > 2. Team Up
; P I
SEee 10. Reassessment ShlEERElEEady
| Organization: i i Patienis. | | i Staff: ! | community: |
| standards 1 | M.R.+Survey! |survey] | Vvital statistics + survey |
/ A !
11.Recognition 4. |dentification of weaknesses and resources
/ }
_ 5. Quality plan and role assignment
12. Best practice,
sustaining and sharing D l
6. Kickoff of the quality plan
A with announcement of targets
9. Improvement, revision, diffusion | | ©f Improvement; training;
promotion
| C l

8. Monitoring, feedback, reward, communication| «<—| 7. implementation
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The framework, standards &
examples
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ISQua’s International Accreditation Programme

m By Charles D
and WHO

JOUIKITHOT;
AGLTEUITanorn
JOYTUIS

Some issues in the design and redesign
of external health care assessment
and improvement systems

SA&ue

by Charles D Shaw

International Society for Quality in Health Care

Foreword:
THE WORLD BANK

Modernizing and improving health systems lics at the heart of fforts by the international development
community to help poor countries reach their 2015 Millennium Development Goals (MDGs)—with their
promse of vastly improved human sad ceonomis welfare, Despite broad agresment on the umgency of such
an gverhaul, the practical difficaltics invoived in zrappling with the complex and multi-disciplinary naturc
of health systems. and resolving widespread concerns about their quality. cannot be underestimated.

It is widely recognized that good governance is required in the health care sector. The general public.
organizations of patients and disabled persons, and thind party pavers want to have more objective
assessments of health seivice guality. Countries have taken different approaches te maintaining quality
and improving stendards. In some countries. ional organizations and provider iations try to
exercise quality control over members to improve standards for carc, ofien without input from government
or soviety. In other countrics, the staic exercises nigid control over the health secior, leaving slmost no
scape for professional judgment - resulting in defensive medicine and unnecessary referrals to higher
Jevels of care. The challenge is to balance the roles of health professionals, government policymakers,
members of the public, and other stakeholders in enhancing the quality of. and seuting the standards for,
the health sector.

g

Acoreditation is therefare an important contribution 1o this process. It is proposed as an ohjcctive method
{0 verify the status of health service providers and their compliznce with scoepted standards. This Toolkit
for Accreditation Programs is timely. It provides guidance for government afficials, health servioes
providers, and technical staff of donor and sid arganizations on how to develop, maintain, and improve
external assessment systems over lime. The Toolkit reviews international expenience and brings together
Blishing or upgrading an d system for health services

uscful sourees on options for

providers.

As standards and guality of health care cvolve, and expericnce with accreditation systems develop,
50 should this Toolkit. Therefore, users ure encouraged to provide regular feedback 1o 18Qua, The
International Society for Quality in Heslth Care, which has endorsed the Toolkit, in order that it be
adapted over fime to mect changing needs:

e ~

& ,

Jacques F. Baudouy
Director

Health, Nutrition and Population Network
Waorld Bank, Washington, D.C.

THE WORLD BANK

Shaw, ISQua, supported by World Bank

Toolkit for scereditstion programs

Foreword:
THE WORLD HEALTH ORGANIZATION

Less than @ decade ago, acereditation was still waiting o be included in the agendas of many countries
and health institutions. New, in every region of the world there arc established accreditation bodies and
agencics. Some cxperience has been built on how o implement acereditation and on how to improve the
quality of the services, knowledge and products that are provided to the population. This experience is
primarily framed in developed ceonomics

During the last decade., the health care systcms in many countrics were refermed with respect 1o
orasnization and forms of administration. From having been a system based on ‘trust” in the professions,
health systems are now closer to other types of organizations, services and industries, including private
industry. Appropriate *slandards’ of care have hecome an issue not only for local managers and political
bodies, hut also for patients, who arc increasingly referred to as ‘consumers’

1f we look af the map of acereditation sdoption, it appears that countrics with developed ceonomics were
the heginners during the fifties until the nineties, And if we look at speed this adoption happened, it is
possible 1o recognize a stow beginning elong the first thres decades with a very smull number of countries
adopting the innovation Only in the ninctics. a significant increase of countrics adopting acereditation
operations begins to change the curve (Fig. 1), In 2002, scoreditation systems were clearly identified in
ever 39 countnies which means that there is huge work to be done m order to promete similer commitment
in countrics where there is not yet an accredilation system in place.

The toolkit for acoreditation programs provides a broad audience of health managers, rescarchers, decision
makers_ health professionals in general, with the very conerete resources needed to build an acereditation
system. As it is a process that should be designed according to each country’s profile of reguirements

and expectations, the tools are based in the presentation of experiences and lessons learned. Duning the
building stage of s national system of accreditation, each country has expericnced different ways to bring
together & diversity of players, interest and political approaches. This diversity is reflected in the wey the
teols are presented i this book; not as ngid gusdelines but as goed practices to be discussed and improved
in every new utilization.

The next stage tn the adoption of accreditation practices i ng to be of greater expansion. Many
countrics are interested in providing better health services to their population. In this sensc. the contents

s Toolkit are the sppropriate pnes for the process of building an accreditation system, First, the
definition of the purpose of an accreditation policy and which are the best types of institutions for the

i s ners, will later face the difficult task of

y the agency composition, financing and social participation models. Again, the Toolkit will bea
spurce and a critical mirror en where to compare the choices sdopted by a country. The toolkit covers the
concrete way an agency works, its staffing and the interaction with health system stakeholders, The Toolkit
provides, in this sense, & mature discussion zbout the knowledge needed to define the agency structure;
how to develop the acereditation standards; how to train the staff and pilot testing its progress, Finally, to
assure the stebility of the accreditation system, the Toolkit offers orientation on the costs of the services
the agency provides, and experience on the types of financial i

During the nent decade, a greater increase in the establishment of national health accreditation systems is
expocted, This Toolkit arrives precisely when it is needed and will be & significant contribution far both the
aircady ‘exporicnced” systens and s1so for the oncs that are joining the challenge of improving the quatity
every day. The Toalkit is 2 relevant contribufion of the International Society for Quality in Healthcare 2nd
the World Bank. The WHO has been a permancnt partner in the promotion of accreditation systems, and

with this Toolkit for Accreditation Programs, our activitics will benefit,
Mr Orvill Adams
Director

Deparment of Human Resources for Health (EIP/HRH)
World Health Organization, Geneva




Timeline of development of ag-friendly swr
framework for health care

&
e Jul. 2011
/”ﬂpr. 2011 Pilot testin 8 A%eec_ﬂ?enr:g?; of
P d recognitio :

P HPHs, 7 passe Hospital and Health
Nov. 201(: Content validity by 11 a%rr\]/(':%ee%iorfﬂc'a”y
experts, recognition standards set (4 hospitals
standards, 11 sub-standards, 60
items)

// 2009 Based on WHO Age-friendly Principles and WHO
Standards of Health Promoting Hospitals, Director-
General Dr. Shu-Ti Chiou developed Taiwan’s
Framework of Age-friendly Hospitals and Health
Services while working at the National Yang Ming
University
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Contents and Analysis of Surveyors’

RE O

Shu-Ti

® Implementation of each measurable item:
0%, 25%, 50%, 75%, 100%
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Standard 1: Management Policy (12)

1.1 Developing an age-friendlyolicy (3)
1.2 Organizational Support {7

1.3 Continuousmonitoring and improveme(2)

u-Ti

» D =



Shu-Ti

1.1 Developing an age-friendlyolicy (3)

Standards, Sub-standards, Measurable It&fyg Middle | High
Score | 80=score | 90
<80 <90 =score

Management Policy 85.6
1|1| | Developing an age-friendlypolicy 94.2
1/1| 1| The hospital’'s curremfuality and business
plansidentify agefriendliness as one of tt 93.2
priority issues.
1| 1| 2| The hospital developsnaitten age-friendly
policy that values and promotes older 92 5
persons’ health, dignity and participation in
care.

1| 1| 3| The hospitadentifies personnel and
functionsfor coordination and 9.8 |l
Implementation of the age-friendly policy.
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1.2 Organizational Support (7)

Shu-Ti

Standards, Sub-standards, Measurable It&pyyg Middie | High
Score | 80=score | 90
<80 | <90 =score

1|2| |Organizational support

1| 2| 1| The hospital identifidsudgetfor age- 82.8

friendly services and materials. 91.2
1| 2| 2| The hospital improves the function of

Information systemto support

Implementation, coordination and 831

evaluation of the age-friendly policy.

1| 2| 3| The hospital recruigaff knowledgeablm

the care of older adults and their families) 455

®» D=
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Standards, Sub-standards, Measurable I1&fyyg Middle | High
Score | 80=score | 90

<80 <90 <score

1| 2| 4| All staff receiveddasic trainingn age,
gender, and culturally sensitive practices
that address knowledge, attitude and skills.

78.0

1|25 All clinical staflwho provide care to oldt
persons receive basic trainingdore
competences of elder care.

78.2

1| 2| 6| The hospitahonorsage-friendlybest 89.1
practices and innovations.

1| 2| 7| Staff are involved irage-friendly policy- 90.4
making, audit and reviews.

» 9 =
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A driver innovated a stepper for the bus

S~ B

.-__'_- e ..“

R

Buddhist Tzu Chi General H., Taipei Branch,
honors age-friendly best practice and innovati
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More agefriendly innovations

Ophthalmologist uses portable device Handrail for body weigh
exam patients, En Chu Kong H. scale, Lukang Branch,

Changhua Christian H.

‘aflg N
Ladder for Patients can sit for Heating equipment for e P
examination bed  examination blood test, YuanSheng H. 8
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1.3 Continuous Monitoring & Improvement (2)

Standards, Sub-standards, Measurable [t&ftig Middle | High
Score | 80=score | 90
<80 <90 =score
1/3| | Continuousmonitoring and improvement 82.9
1| 3| 1| Thehospital includes sex- and age-specific
analysis in its measurememtfsquality, safety P
and patient satisfactiiwhenever appropriat :
These data are available to staff for evaluation.

1| 3| 2| A program for quality assessmafitthe age-
friendly policy and its related activities is
established. The assessment addresses 8011

development obrganizational culture and
perspectives of the seniors and the providers
well as development of resources, performan
of practices and outcome of care.

as
Ce
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Performance indicators for age-friendly

healthcare ( 1/4 )

Shu-Ti

Indicators Definition
Staff Question:
awarenes<f | Are you aware or have heard about the promotion of Age
. .. .., | Friendly Hospital?

the |ns_t|tut|on S [ ](1)Yes- [ |(2)somewhat [ |(3)Not really-> [ ](4)No
age'f”endly Numerato : number of employees that answered “yes”
policy “somewhat”

Denominator: number of employees that answered
Theoverall Question:
satisfaction of Soesr;ﬁ;%lly speakingyow satisfied are you with the services of g
pgtlents of [ 1(1)Very satisfied [ ](2) satisfied> [ ](3) Normal>
different age | 4)not satisfied [J(5)Very dissatisfied
and gender Numerator: number of “Very satisfied” and “Yes” answers

ur

Denominator: number of all answers
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Performance indicators for age-friendly
nealthcare (2/4

Shu-Ti

Indicators

Definition

Patient
experience on
age-friendliness
& HP services

Questions: in what area(s) are you satisfied withrmspital’s
services?

(1) Short waiting time

(2) Health education

(3) Intervention on unhealthy behaviors

(4) Actively reminds cancer screening

(5) Actively recommends smoke cessation
(6) Attitude of services

(7) Detailed explanation on your conditions
(8) Emphasize patient rights and interests
(9) Excellent medical practice

(10) High quality equipment
(11) Clean and comfortable environment

(12) Others

Options: [ ](1)Very satisfied [ ](2)Satisfied> [ ](3)Normal-
[_1(4)Not satisfied [ |(5)Very dissatisfied

Numerator: number of “Very satisfied” and “Satisfied” answers

Denominator: number of all answers

= O =



Performance indicators for age-friendly "

healthcare ( 34 )

Indicators Definition
Rate ofre- (sub-indicator 1) | Numerator: number of unplanned re-hospitalized patieits,
Unplanned re- due to disease-related reasons, within 14 daysoharge.

hospltallzatl hospitalization Excluding:

on within 14 | within 14 days of | eRe-hospitalized for childbirth

days of g:zggzgfe?;zéo ePlanned re-hospitalization

discharge reasons eDue to disease-unrelated reasons

Denominator: number of discharged patients from ac
care unit

Excluding:
eNumber of patient death
eAutomatic discharge for dying patients

(sub-indicator 2) | Numerator: number of unplanned re-hospitalized patiefts
re-hospita”zation within 14 dayS of diSCharge

within 14 days of
discharge

Denominator: number of total discharged patients
(including automatic discharge and referral) i

Excluding:
eNumber of patient death
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Performance indicators for age-friendly

healthcare ( 4/4 )

Indicators Definition

Prevalence offall- | Numerator: number of patients hospitalized due|to
related injuries fall injuries in the denominator.

among patients in Denorglnfgtor: number of surveyed patients age p5
rs and above.
recentoneye |7

Fall incidence in | Numerator: recorded cases of fall incidents
hospitalized Denominator: numbers of hospitalized patients gnd

patients days

D=



Shu-Ti

Standard 2: Communication and Services (9)

2.1 Communication (5)
2.2 Services (4)

D=



2.1 Communication (5)

Shu-Ti

Standards, Sub-standards, Measurable I

Hbpyg Middle | High
<80 80~<90 | >=90

2 Communication and Services 93.5
2|1| | Communication 92.5
2| 1| 1| Hospital staff speak to older persons in a

respectful manner using understandable 96.2

language and worc
2| 1| 2| Provide information on the operatiofthe

hospital, such as opening hours, fee

94.2

schedules, medication and investigation
charges, and registration procedurean

age-appropriate way

Ex. Verbal communications;
Easily understandable pictures
or instructions.

D=



Standards, Sub-standards, Measurable [}&pyyg Middle | High
Score | 80=score | 90

<80 | <90 =score

2| 1| 3| Printed educational materiadse designed

In an age-appropriate way. 89.9

2| 1| 4| The hospital providesdequate information
andinvolvesthe older persons and their 90.4
familiesat all stages of care

2| 1| 5| The hospital respects older persatslity

and right to make decisic on their care 92.1
_ ABE A A LB TR
v The right to know; WA B2 4B S
v" The right to choose; i ﬁ

v' The right to refuse (ex."DNR” . ., TEeY
ML ™

iy ¥ @

-+3
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Easily understandable HE materials

Use models to explain to seniors, En Chu
Kong H.

Lo, (- RbThRsR

Doprmres

Ay lm
o rRhRERL R ¥Rk ERaFa ey
(TR ET RN BLAR - woTHA .

o -

EREFRAED SRR DL

GELEREEE RS S5 AL St
LERE E R hEATEHR AT REER HELFAANEHE

£{ ) Fabhnid -

VA
SHEAERASHA  (AOHT) LEXEE TS DEF TR eI 4 S SRR AR

TR RS | A ERE TR SR Wi

AR R I Ead) it e lray e YA
FHUTA 7R b e | RLCENEA Ch (A 4
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Steps to take insulin, Taichung H.
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2.2 Services (4)

Shu-Ti

Standards, Sub-standards, Measurable I

Hbpyg Middle | High
<80 80~<90 | >=90

2|2

Services

2|2

The hospital makes every effort to adapt |

administrative procedurde the special
needs of older persons, including ol

persons with low educational levels or wit
cognitive impairments.

The hospital identifies and supports older

persons withinancial difficultiesto receive
appropriate care.

94.7
ItS

93.0
h

94.9
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Standards, Sub-standards, Measurable [}&pyyg Middle | High
Score | 80=score | 90

<80 | <90 =score

2| 2| 3| The hospital hasolunteer programt

support patients and visitoirs reception,
navigation, transport, reading, writing,
accompanying, or other helps as approprjate
In outpatient and inpatient services.

95.3

2|2|4| The hospital encourages older pers: 95.k
Including community seniors, patients and
their families,to participate in hospital’s
volunteer services.

s Older persons as
i \/olunteers

Cross-generation
volunteers
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Standard 3: Care Processes (25)

3.1 Patient assessmeim)

3.2 Intervention and managemgSX)
3.3 Community partnership and continuity of care (9)

» D=



3.1 Patient Assessment (7)

Shu-Ti

Standards, Sub-standards, Measurable I

&Py g Middle | High
Score | 80=score | 90

<80 <90 =score
3 Care Processes 90.8
31| | Patient assessment 90.2
31111 The hospital haage- and gendeappropriate
guidelines on assessment of patient’s needs for
87.6

promotion and disease prevention, including
lifestyles, nutritional statugisycho-social-economic
statusfall prevention, etc.

3| 1| 2| The hospital has guidelines on assessmepaént’s

management and rehabilitati@ach as needs akthma
patientsdiabetegatients strokepatients, patients witheart
failure, patients with chronic obstructive pulmonary dseal
patients with coronary artery disease, patient®rgaing
arthroplasty, patients undergoing other surgenies o
procedures, patients with terminal illness, etc.

condition-relatedcheeds fohealth promotion, disease

85.9




Standards, Sub-standards, Measurable [f&ftig Middle | High
Score | 80=score | 90
<80 <90 =score

3| 1| 3| The hospital has guidelines loigh-risk

screeningfor the seniors 90.7
3| 1| 4| Use ofmedicationsis reviewedat

admission and regularly at outpatient

services. ——
3| 1| 5| The assessment of a patient's needs is dbne

first contac with the hospital and ikept

under review and adjust@s necessary 87.3

according to changes in the patient's clinical

condition or on request.

3| 1| 6] The assessmentdscumentedn the 91.0

patients’ record.

3| 1| 7| Informationfrom referring physician or el

other relevant sources available in the

patient’s record.

50



General Condition Assessment
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3.2 Intervention & Management (9)

Shu-Ti

Standards, Sub-standards, Measurable |

té¥p71s Middle

<80 80~ <90

High
>=90

3|2

Intervention and management

88.4

3|2

The patien{and the caregiver, as
appropriate)s informedof factors
Impacting on their health anih, partnership
with the patier (and the caregiver ¢
appropriate), a plan for relevant interventi
IS agreed.

88.¢

on

Information given to the patient (and the
caregiver) igecorded in the patient’s
record.

The intervention and the expected resaftts
documented and evaluated in the records.

89.4

92.8




Standards, Sub-standards, Measurable Ite

<80

Middle
80~ <90

High
>=90

3

2

4

Information onhealthy agein@nd information
on specific risks or conditions @&vailable to
patients, families, visitors and staff.

Clinical departments incorporate health
promotion, rehabilitation and risk manageme
into their clinical practice guidelines or
pathwaysas appropriate.

Diagnostic investigations and procedures sh
takeage-related changes and level of toleran
Into consideration.

Guidelines onmultidisciplinary geriatric
assessment and interventiamshigh-risk
seniorsare available.

Thedischarge plannintg initiated as early as
appropriate.

The right length ohospital stayshould be

achieved.

83.4

85.7

81.4

88.1

90.7

95.0

$3




Shu-Ti

Intelligent Reminding System
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Computer-integrated medication
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overdose, and interactions
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3.2.5 COPD pathway
STai-chung Veterans’ General HosEitaI, Chia-xi Branch
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3.3 Community Partnership and Continuity s

of Care (9)

Standards, Sub-standards, Measurable [1&pyig Middle | High
Score | 80=score | 90
<80 | <90 =score

3| 3| | Community partnership and continuity g

of care '
3| 3| 1| Information orpatient organizationis o8 -

available to patient: =
3| 3| 2| Alist of health and social care providers

working in partnershipvith the hospital is 96.2

available.

3| 3| 3| An operation procedure for referral serviges 576

IS In place with assigned personnel.

® D=



Standards, Sub-standards, Measurable Ite

<80

Middle
80~ <90

High
>=90

3

3

4

There is avritten plan for collaboratiowith

partners to improve the patients’ continuity ofece..

There is an agreed-upon procedurerié@rmation
exchanggpractices between organizations for al
relevant patient information.

Patients (and their families, as appropriate) are
givenunderstandable follow-up instructioasout-
patient consultation, referral or dischar

The receiving organization ggvenin timely
mannera written summargf the patient’s
condition and health needs, and interventions
provided by the referring organization.

If appropriate, alan for rehabilitatiordescribing
the role of the organization and the cooperating
partners islocumenteadn the patient’s record.

The hospital provides care services$ie

community elders.

88.8

89.2

92.6

93.C

92.8

97.3

b9




Rehabilitation and community HP Shu-T
activities
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Community Service

Volunteers cutting hair
_for communlty elderly

Free transportatlon to hospltal
for seniors health chec [

Meal delivery service Buddhist Tzu Chi General H., Taipei Branch P
i
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Standard 4: Physical Environment (14)

4.1 General environment and equipment (7)
4.2 Transportation and accessibility (4)
4.3 Signage and identification (3)

® D=
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4.1 General Environment and equipment (7)

Standards, Sub-standards, Measurable [t&pyyg Middle | High
Score | 80=score | 90

<80 <90 =score
4 Physical Environment 94.4
4|11| | General environment and equipment 93.8

4|1| 1| The hospital applies the common principles
of Universal Desigr to its physica
environment whenever practical, affordab 88.0

and possible.

4| 1| 2| Thefaclilities, including waiting areas, are
clean and comfortable throughout. 98.3

4| 1| 3| The facilities are equipped wilood
lighting, non-slip floor surfaces, stab
furniture and clear walkways.




Shu-Ti

Standards, Sub-standards, Measurable It&fyg Middle | High
Score | 80=score | 90
<80 <90 =score

4| 1| 4| The toilet, bathing facilities and hospital

beds are equipped withmergency alarm 96.4
systems.

411|5| The hospital habarrie-free washroon

. . . . - 92.5
equipped withbasic washing facilities

4| 1| 6| There ar@and railings on both sides of e

hallways. '

4| 1| 7| Bed heightsare appropriate for older o4

persons. '

® D=
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Examples of 4.1

Washroom renovation

.

armrest

Chair with

Befor

Senior examination rooms,
independent and privacy protected,
Taichung H. DOH

After
Taichung Hospital, DOH

After
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4.2 Transportation and accessibility (4)

Standards, Sub-standards, Measurable [1&pyyg Middle | High
Score | 80=score | 90

<80 | <90 =score

412| | Transportation and accessibility 96.7

4|2| 1| The main hospital premise has conveniept

transportation connections. 97.0

4|2|2| The hospital with larger premises offt

shuttle van. 210

4|2| 3| The hospital’snain entranc@as a
passenger drop off / pick up awih staff 97.4
on site to provide assistance.

4|2| 4| For people witllisabilities,there is enough
space for them to get on / off and mobility 96.4
aids are provided. (ex. wheelchair) L'
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Transportation and accessibility

-

Shuttle van between two branches,
Tri-Service General H.

— et e |

Assistance at the main entrance,
St. Martin De Porres H.
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4.3 signage and identification (3)

Standards, Sub-standards, Measurable I

F&pyyg Middle | High

Score | 80=score | 90
<80 | <90 =score

Signhage and identification

Simple and easily readalsignagesare

posted throughout the hospital to facilitate

orientation and personalize providers :
services.

| ~4

The hospital appliesommon signangdsr
directions and makes it easy for older
persons to identify.

Key health care staére easily identifiable

using name badges and name boards.

92.9

91.7

89.5

97.4

P D=
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Sighage and identification

Orientation Markers on Floor




Weaknesses: items scored < 85

Shu-Ti

> |IT support for implementation and evaluation of age-
friendly policy (1.2.2, 83.1);

» Staffing and capacity building

staffing in geriatric care (1.2.3, 69.2),

basic training for all staff (1.2.4, 78),

trainingin core competence for clinicstaff(1.2.5, 78.)
> EXxistence ofjuality assessment progran{1.3.1, 80.1),

> Incorporating health promotion intalinical practice
guidelines(3.2.5, 83.4), and

> Existence ofjuidelines onmultidisciplinarygeriatric
assessment and interventionshogh-risk seniors(3.2.7,
81.4).

= O =
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:12 Substandards

Surveyors’ Score

Sub-standard Score

Score

96

Signage and identificatis

4:3

99

Transportation and accessib

4-2

97

General environment and equiprr

4-1

95

Community partnership and continuity of ¢

3-3

92

Intervention and managem

3-2

Standard 3. Care Process

95

Patient assessmi

3-1

96

Service

2-2

95

Communicatio

2-1

Continuous monitoring and improvem

87

1-3

88

Organizational suppc

1-2

97

Developing an age-friendly poli

1-1

100 -

90
80
70
60
50
40

30

20

10

P
i

Standard 4. Physical Eimeir

Standard 1. Management Policy

|

Standard 2. Commiomnicat
and Services



Surveyors’ Score: 4 Standards

Shu-Ti

average Surveyors' review

score
100 - 93.5 90.8 94.4
75

50 -

25

1. Management 2.Communication 3.Care Processes 4.Physical

Policy and Services Environment

“Management
Policy” still has
rooms for
Improvement

D=



Hosptials' Sco

Shu-Ti

Reliability: Hospitals’ & Surveyors’ Score

100
90
80
7C
60
50
40
30
20
10

Red dots indicate
surveyors'’ score
are higher than
hospitals’.

0 10 20 30 40 50 60 70 80 90 100

Surveyors' Score

D D=



Surveyors’ Comments on organizational sw

Eregaredness -1

Resource allocation and %

Leadership support % role assignments
High 96.6 Good 84.6
Moderatt 3.4 Adequate 15.4
Low 0 Inadequate 0

74

D=



Surveyors’ Comments on organizational su

Qregaredness -2

pﬁggiree\;z(ejs % Future development %
High 62 £ Promising and optimist  92.:
Moderate 342 Somewhat promising 7./
Low 3.4 Pessimistic 0

D=
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Collaborative learning and the
recognition process

D D=
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Training Program for Surveyors

m “Age-friendly Healthcare On-Site Visit Surveyors
Consensus Camp”

O Standards’ interpretation

O Survey process

O Interviewing and observation sk
Documentation review

O O

Report-writing techniques
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Evaluation for Surveyors

m systematic appraisal on surveyor each year:

O

O O 000 O

Participation
Performance
Enthusiasr

Suitability

Reliability

Hospitals’ Satisfaction
Audit Report Quality

= O =



[ steps of learning & recognition

N o 0o kw0 DdhPE

Leadership & tearup
Coordinator training
Self assessment
Improvement pla

Site visit

Feedback & recognition
Award competition

Shu-Ti

= O =



Core Training Course for Hospitals s

who intend to agelx for Recognition

Time Content

30 min | (Visit) An Age-friendly Hospital
and its Achievements

50 min | Promoting Age-friendly Health
Care

50 min | How to draft your own Age-
friendly Health Care Plan

10 min | Break

50 min | How to Prepare and Implement
Age-friendly Health Care Self-
assessment

20 min | Discussion




Hospital Self-Assessment (Overall)

Shu-Ti

0%

25%

50% 75% 100%

Standard 1: Management Policy

Standard 2: Communication and

Services =

Standard 3: Care Processes

Standard 4: Physical Environment

Sum

12 12 12 12 12
9 5 9 9
25 25 25 25 25
14 14 14 14 14
60 60 60 60 60

Overall Action

(Item)

(Item)

(Item)

(Item)

(Item)

Actions and Time Table

Coordinator

= O =
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Agenda for site visit

Time | Content

5 Introduction of personnel
min | 1.Superintendenntroduces hospital staff (usually department doe)
2. Surveying team leader introduces surveyors

50 Hospital presentation:

min | 1.Basic Informatiorand background

2.Report on self-assessment

(Including policies and preparation for resourc@laovement]

60 On-site visit and verification of documents

min | Note: Planned route
(Basic route: entrance, registration, pharmacyiaiory, examination rooms and wards)

40 Interactions and discussions

min | Note: Interactions between hospital and on-site sigveyors

10 Discussion and consensus-formation by the on-stesurveyors

min | Note: Closed-door consensus meeting

(Retrieving surveyors’ total evaluation forms armm$pital’s self-assessment (Suryeyors
will go through each item of the self-assessment)
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Site visit: 3 surveyors + 1 senior

-?.’3'/ /“‘ )
Examining barrie-free
washroom

o

Visiting hospital
facility

o

Verification of
documents Experiencing elders’
world
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Overall Evaluation by Surveyors

m High-level support;_|High > [ [Moderate> | |Low -

m Resource, allocation and taskihgGood: [ JAdequate
Inadequate

Concrete results: JAbundant: a few> still need work

Future prospect: |Positive and optimistiec | |somewhat
positive - | _|hardship odoldrun

Features:
Assistance from BHP:
Summary and recommendation:

Overall Evaluation;_] Outstanding (95) | | Excellent (90)
Great (80) | |Good (70)’ || Satisfactory(60)

Need Improvement (<60)

= O =
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38 recognized as age-friendly hospitals

m An honorable board for each of the AF healthcare
organizations

O 2012. 11.20: recognition awarded by Dr. Wen-Ta Chiu
Minister of Health & Welfare
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Annual selection of outstanding organizations

m  Age-friendly Hospitals Model Competition

O ModelAward: 1 hospital, awarded medal & 5,000USD.

O OutstandindAwards: 8 hospitals, awarded certificate &
2,667USD.

O Best Practice Awards in 3 areas, each awarded a medal &
1,667USD.
v" Process ReengineeriPrize
v Age-friendly Service®rize
v Age-friendly EnvironmenPrize Model Award

m 15 Hospitals participated in 2012
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Annual selection of outstanding frontline
workers

® Innovation in AF Healthcare
O 6 selected from 44 submitted innovations in 2012
O each winner was awarded 33~100USD

m Best articles on AF healthcare

O 3 selected from 55 submitted articles from hossita#f or volunteers in
2012;

O each winner was awarded 33~100 U§D

T T 9

Innovation by the bus driver: pedestal forDG. Chiou honors the innovation on
vehicle boarding Award Ceremony, 2012

® D=
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Engaging the leaders

m Emphasize on organizational changes and
management policy

m Site visits with leaders sitting Iin
m National recognition and annual aw
m Benchmarking and positive competition

= O =
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The way forward

® D=



Task Force on HPH and Age-Friendly  swT
Health Care

m After 1 year operation of tH&Vorking Group on HPH
and Age-Friendly Health Care”,

m the“Task Force on HPH and Age-Friendly Health Care”
was approved by General Assembly of the Intl. Network of
HPH & HS in May 2013.

m Chair: DG Chiou S

@ Members: 17 members from 13 nations

O Prof. Jurgen Pelikan, Dr. Ulrike Sommereggaurstria),Dr.
Belinda Parke, Dr. Barbara Licéanada)Mr. Jeff Svane
(Denmark),Dr. Tiiu Harm Estonia),Dr. Heli Hatonen Einland),
Ms. loanna Petroulia@reece)Ms. Anne Harrislfeland),Mr.
Raffaele Zorattilfaly), Herbert Habet@Netherlands)Mrs.

Kjersti Johanne FlottemNorway),Dr. Shu-Ti Chiou, Dr. Yu-

Chen Chang, Prof. Nicole Huanta{wan),Dr. Somsak il

PattarakulwaniThailand),Prof. (Marie Boltz)USA P
8o
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Content Validity of Tailwan’s Framework

Developing annternationallyapplicable
framework on age-friendly health care

Time: Jan. — March 2013

Method: 3 criteria for each measurable item
O Importance, Suitability, Clarity
O Rating from 1 to 5, with 5 represents highest

Response: 12 members rated 60 measurable items; 1
replied with feedbacks

Result: 51 measurable items scored 4 or abové & al
criteria

9 items: reworded or added description after 1st TE .
meeting in May, 2013 P
B



International Pilot Test Recruitment

Shu-Ti

@ \Welcome!
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Price of Becoming Agefriendly?

m Price of “not” becoming age-friendly

O Patient and fami
to seek medical

O Employees—Ilac
burnout, error

y member—dissatisfied, unwilling
nelp, poor control of conditions;

kK of skills and confidence =>

O Hospital managers—risks (misdiagnosis,
malpractice, adverse events, loss of trust, negativ

social image)

O Society—unhealthy and unaffordable future
m Price of positive attitude=> Priceless

B Consequencesf positive attitude: mutually
productive partnerships

= 9



Let health, dignity & equity

be the only products of health care.

With Evidence, Love & Collaboration,
we will get there!

Health Promotion Administration,
Ministry of Health and Welfare

94



