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Background: Acute care for elders (ACE) units can main-
tain or promote function of acutely ill, older hospitalized
patients. Our goal was to optimize interdisciplinary health
services for frail elderly patients in a Canadian ACE unit.

Methods: A co-management physician practice model
was adopted, which encourages collaboration between pri-
mary care providers (internists and family physicians) and
consultants (specialists in geriatric medicine and geriatric
psychiatry). Nursing practice was redesigned to focus on
the functional, environmental and cognitive requirements
of older patients, in addition to addressing acute nursing
needs. Clinical pharmacists routinely monitor all ACE
patients for adverse drug reactions and educate patients
and families. Automatic physiotherapy screening assess-
ment, and intervention when indicated, has been provided
to all patients immediately upon admission, to prevent
functional decline. Mobilization is a team effort with partic-
ipation of patients, families and staff. Occupational thera-
pists provide proactive interventions by routinely screen-
ing patients and intervening early when indicated. This
includes providing appropriate equipment and liaising with
community therapists. Social workers apply systems theo-
ry and use the genogram when dealing with families and
patients, to help with effective discharge planning. There is
enhanced collaboration with continuing care workers from
the community.

Results and Conclusion: Early, routine assessment and
intervention by different health disciplines in an ACE unit
can preserve independence and function of older patients.
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INTRODUCTION

Traditionally, acute care for older patients in most
hospitals is undifferentiated from younger adults.
Even when older patients with acute illnesses are
placed geographically together in the same hospi-
tal ward, their care-plans are often extrapolated
from the biomedical model used in younger adults,
which focuses on the treatment of single system
diseases that immediately precede hospitalization.
However, many frail older persons present with
multiple illnesses at hospital admission, which
often marks the beginning of a downward trajecto-
ry characterized by further exacerbation of their
underlying chronic diseases, significant functional
loss, facility placement, and not uncommonly,
death. Frailty refers to the vulnerability of older
persons to adverse outcomes, such as cognitive
impairment, polypharmacy, immobilization, and
iatrogenesis, all of which are common complica-
tions that arise during hospitalization. These result
in a vicious cycle of further physical, mental and
functional decline, which in turn results in social
dependency and higher institutionalization rates.!
In-hospital geriatric units are not new. Geriatric
evaluation and management units (GEMU) have
been successful in improving functional outcomes
of older patients with multiple medical and func-
tional problems. However, GEMUs target patients
with sub-acute medical illnesses, or at least when
patients’ acute illnesses have stabilized. Many frail
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older patients start a vicious cycle of decline in the
initial days of their acute illnesses, ie. at the time of
admission. Recent studies showed that acute care
for elders (ACE) units could improve the activities
of daily living in older patients when discharged
from an academic health sciences centre, as well as
reduce admission to long-term care institutions.?
The same kinds of benefit were reproduced in an
ACE unit in a community hospital.’

Ideally, the ACE principles of care should set the
benchmark for elder care in all hospitals that look
after acutely ill older adults. Unfortunately, practi-
cal challenges such as limited human and/or finan-
cial resources often become barriers to implemen-
tation. So far, most of the published literature on
ACE units has originated from the USA.*> There is
no published Canadian data on how existing inter-
disciplinary expertise and acute care resources can
be modified and optimized to implement ACE
principles. We report our experience in the plan-
ning and implementation of a new ACE unit.
Specifically, we created our ACE unit within the
constraints of existing resources at a health sci-
ences center with minimal injection of new fund-
ing.

OPERATIONALIZING ACE PRINCIPLES

Before creation of our ACE unit, older patients
with acute medical needs were admitted with their
younger counterparts to three family practice (FP)
and two internal medicine (IMD) patient-care units
that were geographically separate. Patients in these
units were of all ages and had a variety of medical
diagnoses with different acuity and functional lev-
els. It was difficult to target specialized services for
frail, acutely ill, elderly patients. We therefore con-
structed an interdisciplinary team (ACE
Committee) comprising representatives from med-
icine (FP, IMD, geriatric medicine), nursing, phar-
macy, physiotherapy, occupational therapy, social
work, and dietary service, to convert one of the FP
units into an ACE unit. We intended to place older
medical patients with common care requirements
in a single geographic area where customized and
specialized health services could be provided to
improve access and the quality of clinical care,
which in turn would minimize functional decline
associated with hospitalization. The creation of our
ACE unit is part of the hospital-wide patient aggre-
gation initiative, and we were well supported by
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the hospital administration team.

The ACE bed map (21 beds) was created based
on utilization data from a year prior to implemen-
tation and the amount of pre-existing resources
available (without any increase in the total bed
number or staffing requirement). During the patient
aggregation process, the remaining two former FP
units were converted to a 42-bed sub-acute medical
(SAM) unit to allow for prolonged convalescence,
and the two former IMD units were converted to a
46-bed acute medical unit (AMU) for younger
patients with acute medical illnesses.

The admission criteria of the ACE unit include:
age 275, presence of acute medical illnesses, pres-
ence and/or potential of functional decline. We use
the age cut-off of 75 years as a surrogate marker of
frailty for convenience, although we recognize that
there can be other equally good or superior criteria
to define frailty clinically. In the absence of avail-
able beds, some ACE eligible patients are admitted
to other wards as off-service patients. Details of
patient flow into and out of the ACE unit are shown
in Figure 1.

Previous studies have shown that the care
processes in an ACE unit are different from the
usual ward and are crucial for producing desirable
clinical outcomes. These ACE principles include
patient-centred care, frequent medical review, pre-
pared environment, early rehabilitation, and
enhanced discharge planning.>* We adopt all these
principles and translate them into specific ACE
routines (Table 1). These routines are developed
and implemented by all members of the inter-disci-
plinary team. Unfortunately, these principles are
not universally applied in all hospital wards, and
many barriers to geriatric care exist outside of
ACE. For instance, rehabilitation and discharge
planning are often started late and have lower pri-
orities in the non-ACE setting. Although IMD
patients are spread between ACE and AMU, only
those located in ACE receive the full complement
of services outlined in Table 1. The format of our
twice weekly, inter-disciplinary rounds (unique to
ACE as team rounds occurring only once per week
in AMU) is summarized in Table 2. Staff members
of the ACE unit receive special education on ACE
principles and other pertinent areas of geriatric care
(such as avoiding physical restraint use) to help
implement the unit philosophy of elder-friendly
care, which is unique to ACE. In addition, our ACE
unit serves as a clinical teaching unit for the depart-
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Figure 1. Patient flow diagram. VCHA = Vancouver coastal health authority, VGH = Vancouver general hospital,
GVMHS = greater Vancouver mental health services, ER = emergency room, IMD = internal medicine physician ser-
vice, FP = family practice service, LTC = long-term care, DPU = discharge planning unit, SAM = subacute medical unit,
STATC = short stay assessment and treatment centre, PCU = palliative care unit.

ments of medicine, nursing and other allied health
areas.

Table 3 shows a sample description of the patient
make-up in the ACE unit. The utilization outcomes
of our ACE unit have been reported previously.®

PHYSICIAN SERVICES IN ACE

A collaborative model of physician practice was
implemented. ACE-eligible patients are admitted
to our unit irrespective of their attending physician
services. This means both family practitioners (FP)
and internal medicine (IMD) specialist physicians
can have patients in the unit, thus encouraging
increased cooperation and collaboration. When
ACE-eligible patients are referred from the emer-
gency department, those with a higher degree of
medical complexity and/or acuity are admitted to
the IMD service (clinical teaching unit or CTU),
whereas those with lower complexity and acuity
are admitted to the FP service.

Under the IMD service, there are four CTU
teams that admit patients to ACE at any given time,
each comprising one attending staff, one senior
medical resident, one or two junior residents and
two medical students. The attending staff consists
of specialists in internal medicine and sub-special-
ists, and they rotate on a monthly basis, as do the
residents. Most residents come from the core inter-
nal medicine training program, although there is a
smaller number from other departments, such as
physical medicine and rehabilitation, anesthesia,
and orthopedics. Medical students rotate through

ACE every 2 months. On-call coverage for ACE is
shared with the AMU. Our model also stipulates
the involvement of a designated group of hospital-
based FPs who function as ‘hospitalists’ to accept
and manage primary care for patients who present
without an assigned FP. There are two hospitalists
who admit ACE patients at any time, and they pro-
vide separate call coverage.

The roles and responsibilities of physicians who
practice in ACE are clearly defined, including the
expected frequency of patient rounds and response
time when called by the unit staff (Table 4).
Clinical practice guidelines are developed to
ensure specialty consultation with geriatric medi-
cine (Table 5), and geriatric psychiatry (Table 6) is
readily available and utilized appropriately.

The medical manager of the ACE unit is a geri-
atric medicine sub-specialist. In addition to the
administrative duties (program planning, mainte-
nance and evaluation), the geriatrician provides
leadership to encourage collaboration of physi-
cians who work in ACE with the rest of the inter-
disciplinary team. He is involved in the proactive
screening of newly admitted ACE patients, eg. to
identify those at risk of further functional and/or
cognitive decline during the twice-weekly inter-
disciplinary rounds. There is ongoing informal and
formal communication with attending physicians,
to ensure the overall quality of medical care on the
unit. The geriatrician also ensures a proper educa-
tional milieu for medical housestaff through close
liaison with the department of medicine.

GERIATRICS Today: J CAN GERIATR SOC 179



Wong et al

Table 1. Service-patient matrix for the ACE unit

ACE-eligible  ACE-eligible ACE-eligible  Off-service
patients
Services Service Components IMD patients ~ Community Hospitalist
FP patients FP patients
Patient-centred ~ Admission nursing care X X X X
care assessment (database,
Kardex)
Screening for: dementia, X X X
delirium, depression
Screening for: incontinence, X X X X
skin problems
Elimination of physical X X X X
restraint use
Reduction of indwelling urinary X X X X
catheter use
Goals identification: X X X X
patient’s & team’s
Discussion of advance directives X X X
Organization of family conferences X X X X
Patient & family education X X X X
Frequent Twice weekly inter-disciplinary X X X X
medical review team rounds
Comprehensive geriatric X X X
assessment & treatment
(Geriatric Medicine)
Consultation with Geriatric Psychiatry X X X
Reduction of high-risk X X X X
medication use
Prepared Continual removal of X X X X
environment environmental clutter & hazards
Early Admission PT & OT database X X X X
rehabilitation within initial 24-48 hours in unit
Screening for: mobility failure, X X X
impaired ADL, impaired IADL,
dysphagia
PT & OT treatment X X X
Provision of equipment & aids X X X X
Liaison with community PT & OT X X X
Enhanced Admission SW database X X X X
discharge
planning
Liaison with / counseling patient X X X X
& family regarding discharge
expectations
Liaison with: Continuing Care, X X X
GVMHS
Academic Support for CTU X
& research
Support for: nursing & X X X X
allied health students
Support for: health outcome X X X

research, clinical trials

IMD = internal medicine, FP = family practice, PT =physical therapy, OT = occupational therapy, SW = social work, ADL = activi-
ties of daily living, IADL = instrumental activities of daily living, GVMHS = Greater Vancouver mental health services, CTU = clini-

cal teaching unit.
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Table 2. Reporting format of the twice weekly, ACE
inter-disciplinary rounds for each patient. The primary
discipline responsible for reporting each data field is
included in parentheses.

Demographics: age, gender, primary language spoken
(RN)

Medical data: admission diagnoses, relevant past
medical history, synopsis of medical plans (RN)

Advanced directives: code status, level of intervention
(RN)

List of current medications, with emphasis of high-risk
medication use (RN, pharmacy)

General function: mobility and transfer, continence,
skin integrity, cognition, behavioral disturbance,
sleep, feeding (RN)

Specific basic and instrumental activities of daily
living: baseline abilities, limiting factors, potential for
improvement, functional goal setting (OT, PT)

Social data: pre-morbid living arrangement, health
care decision maker, support system, level of care
(SW)

RN = nursing, OT = occupational therapy, PT = physiothera-
py, SW = social work.

NURSING PRACTICE IN ACE

Nurses, who are accessible to patients 24 hours
daily, are an essential resource in a patient-centred
care model for older adults and their families.
However, the model of nursing care in traditional
units places little emphasis on the specialized
issues of acutely-ill older adults. In settings with-
out geriatric knowledge, hospitalization can pro-
duce adverse outcomes by initiating a cascade of
iatrogenic complications.” Issues associated with

Interdisciplinary Approach in Acute Care Elders Unit

aging are then further compounded by the hospital
environment, where high noise levels, light levels,
overwhelming equipment, and the restrictions
imposed by various procedures (such as intra-
venous and indwelling urinary catheters) limit
function and mobility. For patients with cognitive
impairment, a hospital environment that fails to
provide orientation cues, such as large clocks and
calendars, may promote disorientation and deliri-
um. Patients with mobility impairments may
decline in an environment that inhibits walking
(such as side-rails on beds, hallway clutter or shin-
ing floors). Thus, nurses on the ACE unit play a
crucial role in providing a therapeutic environment
that limits dependence and promotes functional
and cognitive abilities in hospitalized older adults.

Nursing services in the ACE unit are based on
primary nursing and patient-centred models of
care. In addition to the presenting health problem,
assessment of baseline functional and cognitive
abilities is a critical component of the admission
process. In collaboration with the interdisciplinary
team, nursing interventions are provided to prevent
functional decline and to encourage self-care and
independence. These nursing activities are as val-
ued as the provision of treatments that address the
patient’s underlying medical condition. For exam-
ple, from a traditional perspective, urinary
catheters are often inserted to monitor fluid bal-
ance in congestive heart failure. However, in older
adults, this approach can increase the risk of immo-
bilization, infection and patient self-removal. To
prevent the latter, restraints may be applied, which,
in older adults, contribute significantly towards

Table 3. Patient segmentation matrix for the ACE unit. Data shown was obtained from 312 patients (479 consecu-
tive visits) admitted to the ACE unit from January 5, 2001 to April 26, 2001. All values expressed as patient visits

and percentages per row in parentheses

ACE Patients Off-service
Patients
IMD Patients Community Hospitalist Total
FP Patients FP Patients
Age >75 years 169 (36.6) 110 (23.8) 180 (39.0) 3 (0.6) 462
< 75 years 5 (29.4) 3(17.6) 6 (35.3) 3(17.6) 17
Gender Female 103 (35.3) 76 (26.0) 111 (38.0) 2(0.7) 292
Male 71 (38.0) 37 (19.8) 75 (40.1) 4(2.1) 187
Readmission Yes 48 (28.7) 34 (20.4) 85 (50.9) 0 (0) 167
No 126 (40.4) 79 (25.3) 101 (32.4) 6 (1.9) 312

IMD = internal medicine, FP = family practice.
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Table 4. The roles and responsibilities of physicians
who provide care in the ACE unit

ACE eligible patients who present to ED will be
referred to the one of the following for admission to
ACE: IMD specialist (CTU) on call for the day, the
patient’s family physician, or the hospitalist for unat-
tached patients.

Patients admitted to ACE may involve geriatric medi-
cine and/or geriatric psychiatry consultation.

All physicians caring for ACE patients will be expected
to respond to ED or the ACE unit by telephone within
30 minutes, and when necessary, will be available to
see patients within 1 hour.

All physicians will be expected to round on ACE
patients daily.

In some cases, ACE patients will remain under IMD
(CTU) during their entire stay in ACE. In other cases,
patients will be transferred to the care of their family
physician or the hospitalist (for unattached patients)
when mutually agreed upon by the parties involved.

ED = emergency department, IMD = internal medi-
cine, CTU = clinical teaching unit.

functional decline. Thus, traditional care can unin-
tentionally precipitate a cascade of iatrogenesis,
resulting in loss of mobility, longer lengths of stay,
and facility placement. To reduce this cascade,
nursing staff on ACE play an important role in
maintaining a therapeutic elder-friendly environ-
ment, by questioning the need for invasive tubing
through advocacy, collaboration with the interdis-
ciplinary team, consultation with nursing experts,

Table 5. Referral guidelines to geriatric medicine

Geriatric medicine consultations will be available to

patients in ACE who present with, but not limited to,

the following:

* Cognitive impairment: dementia, delirium or combi-

nation

* Recurrent falls, poor mobility and balance

* Polypharmacy

e Incontinence: urinary, fecal or combination

¢ Malnutrition and/or weight loss

¢ Pressure ulcer and skin breakdown

¢ Unexplained or acute functional decline

¢ “Failure to thrive”

* Multiple and/or complex medical illness with
functional sequelae

* Management of acute pain (for instance, from severe
osteoporosis)

e Issues arising from advanced directives (for instance,
enteral feeding, do not resuscitate orders)

* Discharge planning and need for institutionalization

182 GERIATRICS Today: J CAN GERIATR SOC

Table 6. Referral guidelines to geriatric psychiatry

Automatic referrals to geriatric psychiatry will be made
for all patients who:

* have an attempted suicide

e are a danger to themselves, family, and/or staff (for
instance, aggressive behavior)

* have activated a “code white” (behavioral disturbance
requiring hospital security personnel)

e require financial competency assessment

Geriatric psychiatry consultations will be available to
patients in ACE unit who present with, but not limited
to, the following:

e Dementia with psychiatric features (such as
delusions, paranoia)

* Dementia with behavioral features (such as agitation,
self-neglect)

e Delirium

* Chemical dependency and/or withdrawal

¢ Active mental health issues (for instance, depression,
schizophrenia)

e Chronic, stable psychiatric conditions where there is
potential for decompensation due to medical
condition

e Discharge planning for patients where psychiatric
follow up is indicated (for instance, community
mental health teams)

* Other competency assessments

and seeking alternative methods of care.

In the ACE unit, the empowerment of the prima-
ry nurse is essential to improve functional and cog-
nitive outcomes in acutely ill older adults and the
success of the interdisciplinary team.’> The nurse is
in the best position to assess the patient’s function-
al progress and response to the treatment of the
health problem. Thus, the nurse is actively involved
in interdisciplinary rounds, developing plans of
care, initiating and implementing team recommen-
dations, and communicating with a variety of
physicians as well as the family and interdiscipli-
nary team. In addition, the advocacy role of the pri-
mary nurse is optimized during “mini-rounds”,
where interventions are initiated for patients who
are newly admitted or have developed a new prob-
lem overnight. Using the primary nurse in clinical
management has provided a valuable opportunity
to improve interdisciplinary team communication
and patient outcomes such as reducing the length
of stay.

With similar staffing to an acute medical unit, the
ACE nursing staff consists of all registered nurses
(RN) working 12-hour shifts. To operate at 21-bed
capacity, there are six staff on days and four on



night shifts, thus providing nursing-to-patient
ratios of 1-to-3.5 and 1-to-5.3 respectively. Nursing
unit clerk coverage is available for 13.5 hours
every weekday and 7.5 hours daily on weekends
and holidays. There is usually one multi-skilled,
patient-care aide present for 7.5 hours daily, to
assist with patient-care activities such as bathing,
feeding, and mobilization.

ROLE OF PHARMACY IN ACE

While older adults represent about 12% of the
Canadian population, they consume 20-30% of all
prescribed drugs.® Previous studies have shown
that as frequently as one-quarter of all geriatric
hospital admissions can be attributed to medica-
tion-related problems.” Moreover, patients who are
admitted to the ACE unit often have multiple co-
morbid illnesses that require use of several pre-
scription medications, which increase their risk of
experiencing adverse drug effects. Clinical phar-
macists who work on the ACE unit are in a unique
position to collaborate with patients, their families,
and the inter-disciplinary team to optimize drug-
related outcomes.

At any time, there are one or two clinical phar-
macists who rotate through the ACE unit to rou-
tinely review every patient’s medications pre-
scribed in the community prior to hospitalization.
They also assess non-prescription drug use by con-
ducting patient and family interviews. This infor-
mation is then verified against the patient’s med-
ication profile on the provincial computerized drug
database. These background reviews are essential
to help pharmacists streamline drug therapy and
avert complications associated with abrupt drug
withdrawal, by ensuring that appropriate medica-
tions are continued on hospital admission.

Pharmacists frequently make recommendations
to the prescribing physicians in ACE. They partici-
pate in the CTU physician ward rounds on a regu-
lar basis, and actively monitor the efficacy of drug
therapy throughout the patient’s stay in ACE.
Common examples of pharmacy recommendations
include appropriate medication use for secondary
prevention of stroke, adjustment of anti-hyperten-
sive therapy, reassessment of sedative hypnotic
medication use, re-evaluation of pain control med-
ications, and implementation of risk modifying
therapy like calcium and vitamin D use in osteo-
porosis. These recommendations often include spe-
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cial consideration of the altered pharmacokinetics
(absorption, distribution, metabolism, elimination)
and pharmacodynamics (intensity of effect) of
medications in older adults, therefore reducing the
potential for drug toxicity.!°

Clinical pharmacists in ACE proactively reduce
the likelihood of adverse drug effects by close
monitoring of possible drug-drug and drug-disease
interactions. Specifically, medication-induced
delirium and/or impaired function in the frail elder-
ly may be overlooked and mistaken for symptoms
associated with the natural history of pre-existing
diseases such as dementia syndromes. The use of
additional drugs to treat the symptoms of an under-
lying disease may produce additional problems.
Clinical pharmacists in ACE are actively involved
in recommending drug dosage adjustments, espe-
cially in the setting of renal or hepatic insufficien-
cy.

Prior to discharge from the ACE unit, clinical
pharmacists screen all patients for sensory or cog-
nitive deficits, to determine whether they require
additional supportive intervention (for instance,
home nursing care for medication management,
blister packaging of medications, written drug
administration calendars, pill boxes, etc.)
Complicated drug regimens are simplified to help
improve medication adherence.

Finally, clinical pharmacists are active in staff
education on issues of geriatric drug therapy. They
are involved in original research, including charac-
terizing sedative hypnotic use among ACE patients
and a pilot project to enhance medication discharge
counseling activities.

PHYSIOTHERAPY SERVICES IN ACE

Time is precious in the functional preservation of
acutely ill older adults. There are many negative
effects of immobilization. The less amount of time
spent immobilized or in bed, the better the overall
functional outcomes at the time of discharge.!' In
the ACE unit, most of the physician orders include
an order for activity as tolerated. A bed-rest order
is written in only exceptional circumstances when
medically indicated.

There is 1.0 full-time-equivalent (FTE) physio-
therapy coverage for 21 beds, with some augmen-
tation from another part-time physiotherapist who
also covers the hospital-wide geriatric consultation
team. Referral to physiotherapy in the ACE unit is
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automatic (ie. a “blanket referral” policy.) The
ACE physiotherapist conducts proactive screening
of all newly admitted patients daily. Common indi-
cations for physiotherapy assessment and interven-
tions include: history of falls, fractures, osteoporo-
sis, generalized weakness, mobility failure,
unsteady gait patterns and other musculoskeletal
conditions, as well as cardiopulmonary compro-
mise and neurological problems. The physiothera-
pist contributes during the twice-weekly interdisci-
plinary team conferences and participates actively
in the discharge planning process including making
referrals to community resources and arranging
necessary equipment such as walking aids.

The physiotherapy standard of practice in the
ACE unit is to initiate assessment and treatment,
when indicated, within 24 to 48 hours of hospital
admission. For the acutely ill, frail, older adult
whose premorbid function is borderline, there is a
narrow window of opportunity to prevent further
loss of muscle strength as well as general decondi-
tioning, both of which can result in further func-
tional decline. The overall rehabilitative philoso-
phy in the ACE unit is to enable the older patient to
use what functional ability they have at admission
and to progress or optimize their functional capac-
ity as is medically feasible. Physiotherapy inter-
ventions in the ACE unit have a strong focus on
mobility and function. Special attention is given to
improving muscle strength, exercise tolerance,
dynamic balance and safety strategies including the
use of appropriate walking aids. While mobiliza-
tion is designated as a team effort with participa-
tion of the patient, family and all ACE staff, the
physiotherapist often makes recommendations
about how a patient mobilizes, the equipment or
amount of assistance that is required, activity toler-
ance, how to progress mobility and overall progno-
sis.

The physiotherapy-staff work regularly with
patients in the ACE unit and are well positioned to
look for subtle changes in terms of their exercise
tolerance, balance coordination, risk of falling, as
well as overall cognitive status and level of pain.
These observations often represent indications for
adjustment to medical interventions. Therefore,
communication between physiotherapy staff and
other health disciplines in ACE is an integral part
of patient-centered care.

There is a small physiotherapy treatment room
located within the ACE unit. It is equipped with a
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Bobath plinth and a set of parallel bars. This is
especially useful with patients who may be anxious
and fearful of moving. The space is quiet and
allows for discussions of patients’ or families’ con-
cerns. These discussions are especially helpful in
gaining more insight into the patients’ premorbid
level of functioning at their prior domecile.

OCCUPATIONAL THERAPY SERVICES IN
ACE

The types of intervention delivered by occupation-
al therapy within the ACE unit focus on addressing
function and potential limitations of frail older
patients. This mandate is congruent with the theo-
ry and practice of the occupational performance
process model.'>!3 All patients admitted to the ACE
unit are screened for possible occupational perfor-
mance issues within 24 to 48 hours of hospital
admission. A blanket referral system is again
adopted, which means all patients receive proactive
occupational therapy screening without the neces-
sity of a physician order being written.

There is 1.2 FTE occupational therapy coverage
for 21 beds, with some augmentation from another
part-time occupational therapist who also covers
the hospital-wide geriatric consultation team.
Together, the occupational therapy staff performs
baseline assessments on specific issues and diffi-
culties in occupational performance. All ACE
patients are requested to indicate functional areas
that are of the most concern and/or with the most
important implication from their own perspectives.
Function in frail older adults can be significantly
reduced even in a short length of time. Therefore,
if these functional deficits are not reversed at least
to the level prior to hospital admission, they com-
monly become the main limiting factors for older
patients to return to their living situation.

Having identified the functional deficits, occupa-
tional therapists in ACE specifically assess which
occupational performance component and environ-
mental conditions require modifications to improve
functional independence. Data from the functional
assessment is then communicated to other mem-
bers of the interdisciplinary team during twice-
weekly inter-disciplinary conferences when care-
plans are established and implemented.
Specifically, implementation can involve continual
occupation (doing daily activities), maintenance of
activity tolerance, and re-establishment of self-



confidence. These aspects help to prevent further
functional decline of patients while in the ACE
unit.

In addition to optimizing function, the ACE
occupational therapists participate in the discharge
planning process. This involves respecting the
expectations of patients, families and friends.
Referral to community occupational therapy for
follow-up is common, which can also implement
adaptations of the home environment.

The physical environment of the ACE unit pro-
vides a therapeutic milieu that allows for establish-
ment of function-focused routines. The occupa-
tional therapy staff is involved in deciding on many
aspects of preparing the environment in ACE.
Some examples are listed in Table 7, and many of
these are implemented in close collaboration with
nursing and physiotherapy. Whereas the full com-
plement of these adaptations is implemented in
ACE, the same is not true for other units in the hos-
pital. In addition, the occupational therapists pro-

Table 7. Interventions that contribute to the elder-
friendly environment in the ACE unit

Placement of elevated toilet seats in all washrooms

Installation of safety grab bars in all washrooms

Placement of commodes by bedside when indicated

Placement of gait aids by bedside when indicated

Use of electronic beds with split side rails

Use of appropriate mattresses to prevent skin break-
down

Removal of hallway clutter

Removal of chairs with wheels

Reduction of ambient noise

Re-painting of walls (non-glare)

Matte finish of flooring

Installation of handrail in hallways

Enlargement of all signage

Large fonts in all signage

Placement of signage at appropriate eye level

Location of main desk in centre

Location of social work office across from main desk to
emphasize enhanced discharge planning

Creation of in-unit physiotherapy treatment room (with
equipment)

Creation of in-unit clinical teaching room

Creation of activity/dining room

Creation of patient and family lounge

Creation of telephone room

Creation of patient & family quiet room

Placement of bulletin board for ACE educational
display

All disciplines to remove clutter

Housekeeping to maintain environmental cleanliness

Interdisciplinary Approach in Acute Care Elders Unit

vide the necessary adaptive equipment, such as
wheelchairs and cushions, for patients during their
stay in ACE.

SOCIAL WORK INTERVENTIONS IN ACE

In order to optimize the possibility of re-integrating
ACE patients into the community after hospitaliza-
tion, discharge planning in the ACE unit is
enhanced with early social work intervention that
begins immediately at the time of admission to the
unit. There is 1.0 FTE social work coverage for the
21 ACE beds. This is a relatively low ratio and we
have requested additional coverage (up to a total of
1.2-1.4 FTE) from time to time.

The ACE social work staff uses systems theory
and genograms to provide a framework of system-
atic thinking about how events and relationships in
the patients’ lives are related to patterns of health
and illness.'* Families of ACE patients are viewed
as systems consisting of many other smaller sys-
tems that are interconnected and interdependent to
each other. When changes occur in one system, a
ripple effect occurs and affects the rest of the sys-
tems. In situations of problems or crises within the
family, this can be a reflection of the family system
trying to adapt to its overall contacts.” This
approach can be helpful for the social worker to
revisit with ACE patients their painful experiences
in an attempt to reframe, detoxify and/or normalize
emotion-laden issues. Because ACE patients typi-
cally stay for a relatively brief period of time in the
unit, it is important for the social worker to quick-
ly identify the component within the family sys-
tems that is the most likely to benefit from inter-
vention within a short time-frame and can bring
about the maximal change in overall functioning of
the patient and family.

Patients in the ACE unit often experience numer-
ous psychosocial difficulties during their acute
medical illnesses. Common examples include
issues of losses (health, function, independence),
advanced directives, goals of care, end of life
issues, relocation stress, etc. To address these
issues, the ACE social work staff uses the systems
theory to identify and assess power systems within
the patients’ families, so that appropriate interven-
tions can be devised. Communication with the
interdisciplinary team is important, so that all team
members can understand the relationships within
the family system as well as their interaction with
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the hospital environment. This allows the health-
team to interact with the ACE patients and families,
using the systems’ own players, rules, norms and
values.

In the ACE unit, the social work staff also
arranges for family conferences and provides coun-
seling for families and staff when indicated. Our
staff coordinates with long-term care facilities in
the community to facilitate transfers of those
patients to the most appropriate care setting. This
often involves re-assessment of the care level that
is originally designated by the community teams.
Together with community liaison nurses, the ACE
social work staff organizes community services
(such as home-making) that support ACE patients
in the immediate post-discharge period.

FUTURE DIRECTIONS

Our model of the ACE unit involves re-deployment
of existing resources and enhanced collaboration
among different health disciplines. A pilot study of
our ACE unit revealed that the average length-of-
stay of our ACE patients was short, with most of
the discharged patients returning home.® In the
same study, patients’ age, gender and attending
physician service did not independently or signifi-
cantly predict their length of hospitalization. A
more comprehensive study is now underway to
investigate the various clinical outcomes in our
ACE patients.

With only 21 beds available, our ACE unit con-
stantly operates at its full capacity. However, the
number of ACE-eligible patients far outnumbers
the available ACE beds. This results in a significant
number of off-service elderly patients in other
wards. We recently increased the number of beds to
24, and will likely soon implement a further
increase in capacity to handle the tremendous
demand for our service. This has implications on
our interdisciplinary staff workload and resource
utilization as a whole, both of which require close
monitoring.

Our ACE unit is currently located in a building
that is physically separate from the other hospital
buildings that house the emergency department and
other acute diagnostic and clinical support ser-
vices. The increased geographic distance presents a
challenge to staff who work elsewhere in the hos-
pital, especially the medical consultants and hous-
estaff. We are now in the process of re-locating the
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ACE unit into the same physical area as the other
acute medical services within the hospital premise.

In conclusion, increased collaboration among
various health disciplines in the ACE unit is essen-
tial to deliver patient-centred care with an empha-
sis on preserving independence and function.
Interdisciplinary involvement in pooling expertise
and resources is crucial in the implementation of a
successful ACE unit.

Part of the funding for the ACE unit is by a generous grant from
the Phyllis Howard Endowment Fund for Geriatric Medicine.

The authors thank Dr. Amanda Hill and Ms. Lynda McCloy for
support of the ACE unit program.
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