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Satisfaction survey call (control group)

“You were/Mr./Mrs./Ms. was at the Emergency Department yesterday. [ would like to ask how you have
experienced the emergency department visit, so that we can improve our care with that information. Are you
okay with that?”

*Permission to participate with satisfaction survey call: o Yes oNo

[Here the nurse indicates whether or not the patient gives permission to participate. If the nurse clicks “Yes’, the
subsequent questions of the questionnaire will appear.]

[If the nurse clicks “No’; the following text will appear:]

*No consent for participation. Wish the patient a good day and end the conversation.

[Now the nurse has to indicate whether or not he/she notices a language barrier, hearing impairment or other
communication problem while talking to the interviewee.]|

[s there a language barrier, hearing impairment or other problem with communication?
oLanguage barrier o Other communication problem
oHearing impairment o No problems noticed

“I would like to ask you five questions. For each question, please choose from the answers that I mention the
one that fits best with your experience.”

« “Did you receive the care that you expected at the Emergency Department?”
oYes, completely o Mostly o Alittle o No, notatall
« “Did the healthcare provider give you clear information about your treatment during your stay at the
Emergency Department?”
oYes, completely o Alittle o Not applicable
oMostly o No, not atall
« “Did the healthcare provider tell you what signs or symptoms you had to be aware of after leaving the
Emergency Department?”
oYes, completely
oMostly
oA little
oNo, not at all

oNot applicable (my health problem was solved)

« “What score do you give your stay in this Emergency Department of Haaglanden Medical Center (HMC)?”

o1, very bad 04 o7 0 10, excellent
02 05 08
03 06 09

« “To what extent would you recommend this Emergency Department to relatives and friends if they would
need emergency care?”
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o1, certainly not 04 o7 0 10, certainly
02 05 08
o3 06 09

« Remarks [space for free text]

[Here the nurse can explain the interviewee’s score, for instance if he/she has any complaints or problems and
whether these need further action.]

[From September 2018 to March 2019, we asked patients the following question before ending the
conversation:]

“Currently we are conducting a scientific study on healthcare use by patients who have visited our
Emergency Departments. May we call you again about this in one month? The data will be processed
anonymously.”

*Permission to call again in one month o Yes oNo

Thank the patient for his/her time, wish the patient a good day and end the conversation.
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ABSTRACT

Background

As unplanned Emergency Department (ED) return visits (URVs) are associated with
adverse health outcomes in older adults, many EDs have initiated post-discharge
interventions to reduce URVs. Unfortunately, most interventions fail to reduce URVs,
including telephone follow-up after ED discharge, investigated in a recent trial. To
understand why these interventions were not effective, we analyzed patient and ED
visit characteristics and reasons for URVs within 30 days for patients aged = 70 years.

Methods

Data was used from a randomized controlled trial, investigating whether telephone
follow-up after ED discharge reduced URVs compared to a satisfaction survey call.
Only observational data from control group patients were used. Patient and index ED
visit characteristics were compared between patients with and without URVs. Two
independent researchers determined the reasons for URVs and categorized them into:
patient-related, illness-related, new complaints and other reasons. Associations were
examined between the number of URVs per patient and the categories of reasons
for URVs.

Results

Of the 1659 control group patients, 222 (13.4%) had at least one URV within 30 days.
Male sex, ED visit in the 30 days before the index ED visit, triage category “urgent”,
longer length of ED stay, urinary tract problems, and dyspnea were associated with
URVs. Of the 222 patients with an URV, 31 (14%) returned for patient-related reasons,
95 (43%) forillness-related reasons, 76 (34%) for a new complaint and 20 (9%) for other
reasons. URVs of patients who returned =3 times were mostly illness-related (72%).

Conclusion
As the majority of patients had an URV for illness-related reasons or new complaints,
these data fuel the discussion as to whether URVs can or should be prevented.
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INTRODUCTION

With demographic change, there is an increase in Emergency Department (ED)
presentations by patients aged 70 years and older worldwide.! Up to 25% of these
older patients have an unplanned ED return visit (URV) within one month.?® Since
URVs in older adults are associated with adverse health outcomes, they are often
viewed as negative.>’ Therefore, many EDs have initiated post-discharge interventions
in order to reduce URVs.8°

Many post-ED discharge intervention programs are focused on older patients at
high risk for hospital return. However, prediction tools that have been developed to
identify patients at risk have poor predictive accuracy, contain different predictors,
and are often not suitable for clinical use.***!* However, all previous studies
consistently report that the majority of older adults who return to the ED suffer from
chronic and often comorbid health conditions, functional dependency or cognitive
problems.2%1415 |n addition, several (psycho)social factors, such as living alone, lack
of social support and uncertainty about the health condition, as well as insufficient
understanding or provision of discharge information are found to be associated with
URVs in older adults.?®"11:1419

Several of these predicting factors could be addressed through specific interventions,
such as patient education and community follow-up by a geriatric nurse. However,
systematic reviews evaluating the effects of post-discharge interventions initiated
in the ED have found that many were not effective in reducing ED re-attendances.®?
In a pragmatic randomized controlled trial, our research group also failed to find
a beneficial effect of a transitional care program, consisting of post-ED discharge
telephone follow-up for older adults, on the reduction of unplanned hospital
admissions and URVs within 30 days after ED discharge.?

In order to understand why these interventions are not effective in reducing URVs,
more insight is needed into the reasons why older patients return to the ED. Therefore,
we investigated the frequencies, associated patient and ED visit characteristics and
reasons for URVs within 30 days after the index ED visit among patients aged =70
years. In addition, we examined whether specific categories of reasons for URVs were
associated with the number of URVs per patient.

METHODS

Study design and setting

For this study, we used data from a pragmatic randomized controlled trial (RCT).
The research question of this RCT was whether a telephone follow-up call reduces
unplanned hospitalizations and URVs within 30 days of ED discharge, compared to
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a satisfaction survey call. The trial was conducted in the EDs of Haaglanden Medical
Center (HMC), a non-academic teaching hospital in the Netherlands, from February 1,
2018 to July 1,2019. In this RCT, 3175 patients were allocated to either the intervention
(n=1516) or the control (n=1659) group, according to the month of their ED visit;
patients included in odd months received an intervention telephone call to identify
post-discharge problems and to offer additional information, and patients included
in even months received a satisfaction survey telephone call.?* The Medical Ethics
Review Committee of HMC waived the necessity for formal approval of the study as
it closely followed routine care (METC Zuidwest Holland, nr. 17-028).

Participants

For this study, only observational data from control group patients were used to
exclude a possible effect of the intervention telephone follow-up call. Patients
aged =70 years who were discharged from one of the EDs of HMC to an unassisted
living environment were eligible for inclusion. Exclusion criteria were: admission to
the hospital, discharge to a nursing home, another care facility or assisted living
environment, and planned follow-up appointment at an outpatient clinic or at the
ED within 24 hours.?

Data collection and measurements

Unplanned ED return visits (URVs)

Data on ED return visits were collected from the electronic hospital system (EHS).
ED return visits that could not be foreseen were defined as URVs.?! The index ED visit
was the first ED visit during the study period that was followed by a telephone call.

Baseline data

We collected baseline data that were associated with URVs in previous studies,
including demographics (age,***** gender,*>!° whether or not living alone,?*'*2?) and
ED visit characteristics (mode of arrival, Manchester Triage System triage urgency
level,?® chief complaint, ED length of stay>*!:?%), We also used data concerning level
of ED crowding at discharge, measured by the National Emergency Department
OverCrowding Scale (NEDOCS).% Data were abstracted from the EHS by an information
technology specialist, who was not involved in the study.?®

Determination of reasons for URVs

Prior to the start of the study, reasons for URVs were defined and categorized, based
on findings in the literature (see Supplementary file 1).%"1>1%2¢ Two investigators
(MvLVG and IEV), both medical doctors, independently determined and categorized
the reason for each URV by reviewing the emergency medical records (EMRs). In case
of disagreement, the EMR was reviewed and reasons for ED return were discussed
until consensus was achieved. In case of no agreement, the EMR was reviewed by a
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third investigator (MCvdL) for the final decision. This study method has been used in
previous studies on URVs.**%¢28 During analyses, we found that only few URVs were
categorized as physician-related, system-related or not classifiable. Therefore, these
three categories have been merged into the “other reasons” category. This resulted
in the following four main categories: 1. patient-related reasons, 2. illness-related
reasons, 3. new complaints and 4. other reasons (see Supplementary file 1). The study
was conducted in adherence to the Strengthening the Reporting of Observational
Studies in Epidemiology (STROBE) Statement.?

Statistical analysis

Categorical data are presented as numbers and percentages. Continuous data were
skewed and therefore presented as median and interquartile ranges (IQR). Differences
in characteristics of patients with and without URVs were analyzed using X*-tests and
univariable logistic regression.

The X2-test was used to examine the association between number of URVs per patient
and the categories of reasons for URVs. Odds ratios (ORs) were calculated with 95%
confidence intervals (95% Cls). If a patient had multiple URVs during the 30-day follow
up period, only the first URV was included to determine the reason for unplanned
return and to assess associations between patient and index ED visit characteristics
and occurrence of an URV. To investigate whether specific categories of reasons for
URVs were associated with the number of URVs per patient, all URVs within 30 days
after the index ED visit were included in the analysis.

Inter-rater reliability regarding the initial determination of reasons and categories of
URVs was measured with Cohen’s kappa coefficient.

Statistical analyses were performed using the Statistical Package for the Social
Sciences (IBM Corp. Released 2019. IBM SPSS Statistics, Version 26.0. Armonk, New
York, USA).

RESULTS

Of the 1659 control group patients, 222 (13.4%) had at least one URV within 30 days.
The total number of URVs within 30 days was 279.

Patient and ED visit characteristics associated with URVs

Table 1 shows the differences in baseline patient and index ED visit characteristics
between patients with and without an URV. In univariate analysis, the following
factors were associated with an URV within 30 days: male sex, ED visit in the 30 days
before the index ED visit, triage category “urgent”, longer length of ED stay, and the
chief complaints “urinary tract problems” and “dyspnea”.
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Table 1. Baseline patient and index Emergency Department (ED) visit characteristics of patients with
I and without an URV

Unplanned ED return visit (URV) <30 days

Yes (n=222) No (n=1437) OR (95% Cl)
Demographics
Age in years, median (IQR) 78 (73-83) 78 (73-83) 1.0 (1.0-1.0)*
Male sex, n (%) 106 (47.7) 588 (40.9) 1.3(1.0-1.8)
Living without partner, n (%)* 83 (42.3) 413 (37.7) 1.2(0.9-1.7)

Characteristics of index ED visit
Mode of referral, n (%)

- Self-referral 2 (23.4) 307 (21.4) 1.1(0.8-1.6)
- General practitioner 65 (29.3) 485 (33.8) 0.8(0.6-1.1)
- Medical specialist 4(19.8) 246 (17.1) 1.2(0.8-1.7)
ED visit <30 days before index visit,n (%) 45 (20.3) 164 (11.4) 2.0(1.4-2.8)
Arrival by ambulance, n (%) 79 (35.6) 476 (33.1) 1.1(0.8-1.5)
Triage category urgent, n (%)** 168 (76.4) 999 (70.0) 1 4(1.0-1.9)
ED visit at daytime, n (%) 153 (68.9) 1009 (70.2) .9(0.7-1.3)
Length of ED stay (minutes), median (IQR) 179 (128-242) 151 (106-204) .0 (1.0-1.1)%
NEDOCS at discharge = 60, n (%)" 66 (34.6) 425 (32.9) .1(0.8-1.5)
Chief complaint, n (%)

- Urinary tract problems 16 (7.2) 47 (3.3) .3(1.3-4.1)
- Headache or neurological problems 10 (4.5) 55(3.8) .2(0.6-2.4)
- Wounds 11(5.0) 76 (5.3) .9(0.5-1.8)
- Abdominal pain 16 (7.2) 76 (5.3) .4(0.8-2.4)
- Syncope or palpitations 8(3.6) 90 (6.3) .6(0.3-1.2)
- Dyspnea 29 (13.1) 116 (8.1) 7(1.1-2.6)
- Malaise 19 (8.6) 131(9.1) .9(0.6-1.5)
- Chest pain 28(12.6) 177 (12.3) 1.0 (0.7-1.6)
- Limb complaints 37 (16.7) 299 (20.8) 0.8 (0.5-1.1)
- Fall or trauma 48 (10.7) 358 (13.1) 0.8 (0.6-1.1)
- Other complaints 17 (7.7) 152 (10.6) 0.7 (0.4-1.2)

#In univariable logistic regression model

* Living condition unknown in 26 patients with URV and in 341 patients without URV

** Triage category urgent: red, orange and yellow according to Manchester Triage System. Triage
category

missing in 2 patients with URV and in 10 patients without URV
$Per 10 minutes increase in length of stay
A fthe NEDOCS at discharge is = 60, the ED is considered to be busy. NEDOCS at discharge was missing in
31 patients with URV and 144 patients without URV, due to technical malfunction of electronic hospital
system on days that patients were discharged from the ED.

ED Emergency Department, NEDOCS National Emergency Department OverCrowding Scale, /IQR
Interquartile Range, n number, URV unplanned emergency department return visit

Reasons for unplanned ED return

Figure 1 shows the number of URVs per reason for return. Patient-related reasons for
URVs were found in 31 (14%) of the 222 patients with one or more URVs. The two most
frequently occurring patient-related reasons for URVs were non-compliance with
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discharge instructions (n=7), and worrying about health (n=19). Illness-related reasons
for URVs were found in 95 (43%) of the 222 patients, of which recurrent complaints/
disease (n=28) and progression of disease (n=38) were the two largest subgroups. A
new complaint was the reason for URV in 76 (34%) of the 222 patients, and 20 (9%) out
of the 222 patients had an URV for other reasons. Within the latter category, 6 of the
20 patients were misdiagnosed during the index ED visit, resulting in inappropriate
treatment. Other physician-related and system-related reasons occurred in <2%
of the 222 patients. Five URVs could not be classified and were therefore coded as
“undefined”.

Non-compliance - 7

Left without beingseen 0

Patient-related

Patient was instructed to vistownGP [l 4 lliness-related

woryingasouteats Y :s

Patient refuses admission or treatment I 1

New complaint

Other reason

Recurrent complaints/disease _ 28
Compiation [
progssonorssese [
Failure of adequate treatment _ 8

New i |

Treatment error . 2

No painkillers prescribed . 2

Mmisdiagnosis [N 6
Discharged while admissionindication [l 3
Not called for follow-up . 2
Undefined [ s
0 10 20 30 40 50 60 70 80

Number of ED return visits

Figure 1. Reasons for unplanned Emergency Department (ED) return visits (n=222), divided into four
categories. ED, emergency department; GP, general practitioner

Multiple URVs and reasons for ED return

Of the 222 patients with URVs, 176 (79.2%) had one URV, 39 (17.6%) had two URVs and
7 (3.2%) had three or more URVs within 30 days (Table 2). Most URVs in patients with
one or two URVs were illness-related (40.9% and 46.2%, respectively) or because of
a new complaint (38.0% and 30.8%, respectively). Patients with three or more URVs
also returned mainly forillness-related reasons (72.0%), followed by patient-related
reasons (24.0%), while new complaints were less common (4.0%).
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m Table 2. Association between the number of URVs per patient and per category of reasons for URVs

Number of URVs per patient

1 2 >3 Total
Number of patients, n (%) 176 (79.2) 39(17.6) 7(3.2) 222
Total number of URVs, n (%) 176 (63.1) 78 (28.0) 25 (9.0) 279
Category reasons for URV:
Patient-related, n (%) 22(12.5) 10(12.8) 6(24.0) 38
Illness-related, n (%) 72 (40.9) 36 (46.2) 18 (72.0) 126
New complaint, n (%) 67 (38.0) 24 (30.8) 1(4.0) 92
Other, n (%) 15(8.5) 8(10.3) 0(0.0) 23

ED, emergency department; n, number; URV, unplanned emergency department return visit

Inter-rater reliability regarding assessment of reasons for URVs

The inter-rater reliability after initial independent determination and categorization
of the reasons for the URVs, measured with Cohen’s kappa coefficient, was 0.57. All
disagreements concerning the determination of the reasons for URVs were solved
by discussion between the two researchers and hence, the judgement of a third
researcher for the final decision was not needed.

DISCUSSION

In this study, we found that 222 of the 1659 (13.4%) older adults had at least one URV
within 30 days after being discharged from the ED. Of them, 171 (77%) returned for
medical reasons, including 95 (43%) for problems related to the same illness of the
index ED visit and 76 (34%) for a new medical complaint unrelated to the presenting
problem of the index ED visit. URVs for patient-related reasons occurred in only 31
(14%) patients. Also, patients with three or more URVs returned mainly for problems
related to the sameiillness of the index ED visit.

The URV rate in our study was comparable with URV rates among older adults
reported in other studies.?*1%3° We also found that male sex,>*'*1> an ED visit in the
30 days before the index ED visit,>1%: triage category “urgent”, and a longer length
of ED stay?* were more common in patients with an URV. In accordance with other
studies, we found that the chief complaints “urinary tract problems”® and “dyspnea”
15192631 yyere associated with URVs.

Although transitional care programs that focus on patient education and post-
discharge support may have a positive effect on the patient’s capacity for self-care,
disease control, and perceived support,®*34 the limited number of patient-related
URVs found in our study may explain why many of these programs do not reduce URVs.
Our finding that most older adults returned to the ED for illness-related reasons or
new problems indicates that the majority of these patients needed diagnostic work-
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up of their health problem and/or acute care. This fuels the discussion of whether
URVs can and need to be prevented. If the aim is to divert older patients from the
ED, it will have to be sorted out where else diagnostic work-ups can be performed
and patients can receive the necessary (acute) care outside the ED. This will depend
on the organization of the health care system and should therefore be investigated
locally. An example is the organization of an acute geriatric community hospital for
older adults.* On the other hand, as the ED is organized and equipped to conduct
targeted diagnostic work-ups and deliver acute care, it may be more feasible to make
existing EDs more senior-friendly by applying the initiatives already described.?¢3°
Interventions focusing on close collaboration between primary care, hospital care,
and community services may be more successful in reducing unplanned ED visits for
older adults than interventions involving only the ED. Within these collaborations, it
may be easier to deliver the best care for the patient at the most suitable location. It
would be interesting to explore such collaborations in future studies.***

STRENGTHS AND LIMITATIONS

We were able to compare an extensive set of patient and ED visit characteristics
between patients with and without URVs. Although previous studies mentioned
reasons for URVs in older adults, this is one of the few studies that investigated the
frequencies of the different reasons for URVs in older adults.>” Data were prospectively
collected and derived from the hospital database to diminish confounding by recall
bias.

Some limitations, however, could be considered. The reasons for URVs were defined
and categorized prior to the start of the study and based on explicit criteria, used in
previous studies. However, the reasons for URVs were determined retrospectively.
By having the URVs assessed by two independent researchers, we tried to comply
with the classification criteria as much as possible. The Cohen’s kappa coefficient of
0.57, reflecting a moderate inter-rater reliability of the categorization system, may
be a limitation.

Furthermore, not all data about health determinants that are associated with hospital
return were available. Finally, this study was conducted in two EDs of a non-academic
hospital in the Netherlands. The findings may not be generalizable to all EDs. However,
two studies, one conducted in a Dutch academic ED and one in two Australian large
referral hospital EDs, reported comparable percentages of URVs for illness-related
and patient-related reasons,” and for new complaints.?
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CONCLUSION

In this study, most older patients returned unplanned to the ED for medical reasons,
whereas URVs for patient-related reasons, such as uncertainty about health or
misunderstanding of discharge instructions, were less common. These findings
may explain why many transitional care programs that focus on patient education
and post-discharge support are ineffective in reducing URVs. In addition, the results
suggest that most patients who return to the ED require urgent care. This fuels the
discussion as to whether URVs can or need to be prevented.
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I Supplementary file 1. Definitions of reasons used to analyze unplanned emergency department return
visits (URV) and categorization of the reasons.

Reasons for ED return per
category

Definition

Patient-related ED return

Non-compliance

Left without being seen

Left against medical advice
Patient was instructed to visit
own GP

Psychiatric disorder /

substance abuse

Worrying about health

Patient refuses admission or
treatment

Illness-related ED return

Recurrent complaints/disease

Complication

Progression of disease

Failure of adequate treatment

New complaint

Thereis evidence in the medical records that the patient did not follow
instructions. The patient returned to the ED for the same problem.

The patient was registered in the ED but left before being seen by a
physician. The patient returned to the ED for the same problem.

The patient was seen by a physician and left the ED against medical
advice. The patient returned to the ED for the same problem.

The patient was instructed to return to the GP for re-evaluation but did
not go and returned to the ED instead.

The patient has a psychiatric disorder and/or uses drugs or alcohol,
which causes him/her to repeatedly visit the ED for the same or similar
problems. Mentally, the patientis in a chronic stable state.

The patient’s anxiety caused him/her to return to the ED for the same
or similar problem. After re-evaluation in the ED, there was no change
in diagnosis or treatment and medical management consisted of
reassurance only.

The patient refused the treatment advised by the treating physician
during the index ED visit or refused hospital admission. The patient
returned to the ED for the same problem.

The patient was diagnosed and treated appropriately during the index
ED visit, with resolution of symptoms, but later returned with a second
exacerbation of the disease or with recurrence of the same or similar
problem.

The patient was diagnosed and treated appropriately during the
index ED visit, but returned to the ED because of a complication of the
disease or side effect of treatment (e.g., allergic drug reaction).

The medical records reveal that the patient was treated appropriately
at the index ED visit and that admission was not indicated. Appropriate
follow-up was arranged, but the patient’s disease or problem got
worse, and he/she returned to the ED as instructed.

The patient was diagnosed and treated appropriately during the
index ED visit, but the symptoms did not resolve, neither progressed
(e.g., persistent pain due to fracture despite adequate use of pain
medication). The patient returned to the ED because of persistent
complaints.

The patient returned to the ED with a new complaint, which was
different from the disease or complaint presented at the index ED visit
and not determined as a complication or different presentation of the
disease, presented during the index ED visit.
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Other

Physician-related ED return

Treatment error

No painkillers prescribed

Misdiagnosis

Discharged while admission indication

System-related ED return
Not admitted due to lack of
hospital capacity

Not called for follow-up

Undefined ED return

The physician made the right diagnosis during the index ED
visit, but made an error in treatment. The patient returned
to the ED for the same or similar problem or progression of
disease.

The disease or injury warranted pain medication but no
prescription or advice for the use of pain medication was
given. The patient returned primarily because of continued
pain.

Medical record review reveals a diagnosis or problem missed
by the physician who saw the patient during the index ED
visit. The patient returned to the ED for the same problem.

Medical record review reveals a hospital admission
indication, considering the severity of the patient’s
complaints, but the physician judged that admission was
not indicated. The patient returned to the ED because of the
severity of the complaints.

Hospital admission was indicated, but the patient was sent
home due to lack of hospital admission capacity. The patient
returned to the ED for the same problem.

The patient did not receive a follow-up appointment within
the time limit set upon discharge after the index ED visit, due
to system-related reasons (e.g., miscommunication, waiting
list). The patient returned to the ED for the same problem or
progression of disease.

The reason for the patient’s return cannot be classified in
one of the other reasons for an URV.

ED, Emergency Department;e.g., exempli gratia; meaning “for example”; GP, General Practitioner; URVs,
Unplanned emergency department return visits
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SUMMARY OF THE MAIN FINDINGS

In this thesis, we evaluated the effectiveness and feasibility of two proactive care
programs in a large Dutch inner-city ED to contribute to optimization of ED care.

In the first part (chapter 2 and 3), we evaluated a program focusing on screening
and intervention for hazardous alcohol use in ED patients. In chapter 2, the
implementation and effect of routine screening and intervention for hazardous
alcohol use on alcohol consumption in adult ED patients were examined. During the
one-year study period, approximately half of the ED patients were screened during
triage, using the AUDIT-C. Of them, 10% had an elevated AUDIT-C score of whom
less than half received an intervention from an ED nurse or physician: most patients
received an educational leaflet and about a third received both an educational leaflet
and a brief, motivational intervention. In the subset of patients with an elevated
AUDIT-C score available for follow-up, a third either reduced or stopped their alcohol
use. Risk factors for hazardous alcohol use were male sex, alcohol-related ED visit, any
form of intoxication, head injury, gastro-intestinal bleeding and a wound. In chapter
3, screening failures were examined. In this study, only the first ED visit of each patient
during the study period was included. We found that two-thirds of the ED patients was
screened for hazardous alcohol use. Of the unscreened patients, the majority were
not screened for staff-related reasons and only a quarter for patient-related reasons,
(i.e., refusal or not being able to cooperate). Strikingly, patients with risk factors for
hazardous alcohol use were less often screened than patients without risk factors.

In the second part of this thesis (chapter 4, 5 and 6), we examined the effect of post
ED discharge telephone follow-up for community-dwelling older adults on health-
related outcomes. In a systematic literature review, with a limited number of high-
quality studies available (chapter 4), we found no benefits of telephone follow-up
on health services utilization and discharge plan adherence, compared to control
interventions. Subsequently, we conducted a large pragmatic randomized controlled
trial, presented in chapter 5, in which patients received either a telephone follow-
up call (after an ED visit in odd months; intervention group) or a satisfaction survey
call (after an ED visit in even months; control group). Due to shortage of staff, many
eligible patients were not called. Furthermore, about a third could not be reached by
telephone. Finally, only about a third of the eligible patients consented to participate.

In the trial, we found no statistically significant difference in the rate of unplanned
30-day hospitalization and/or ED return visits between patients in the intervention
group and the control group. Additionally, the intervention showed no beneficial
effect within the subgroups (divided by age, sex, living condition, and degree of
crowding in the ED at discharge).
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To understand why many post-ED discharge interventions fail to reduce ED return
visits, we analyzed patient and index ED visit characteristics and reasons for
unplanned ED return visits of control group patients in chapter 6. Of the study
patients, 13% had at least one unplanned ED return visit within 30 days after ED
discharge. Several patient and ED visit characteristics were found to be associated
with unplanned ED return visits. Of the patients with an unplanned ED return visit,
the majority returned for medical reasons, being problems related to the sameillness
of the index ED visit, or a new complaint, whereas returns for patient-related reasons
were less common. In addition, patients with three or more unplanned ED return
visits most often returned for problems related to the same illness of the index ED
visit. The limited number of patient-related reasons for unplanned ED return visits
may explain why transitional care programs that focus on patient education and post-
discharge support, like telephone follow-up, are ineffective in reducing unplanned
ED return visits.

In conclusion, none of the proactive care programs in the ED were effective. Moreover,
feasibility of the programs in the ED was limited, as many eligible patients were not
reached, due to both staff-related and patient-related reasons.

METHODOLOGICAL CONSIDERATIONS

Strengths
In the set-up of our programs, we followed conceptual models of implementation of
healthcare innovations and examples of other successful intervention programs.*®

Pragmatic study design

An important strength is that both programs were integrated into the daily routine
of the ED staff. With this approach, we aimed for the programs to be low-threshold,
easy to apply and available 24/7. During the study periods, no additional personnel
(e.g., research nurses) were deployed to conduct the interventions. This pragmatic
study design, reflecting the current ED practice, made it easier to assess not only the
effectiveness but also the feasibility of the interventions in the daily practice of the ED.

Another strength was the representation of a wide range of professionals in the
coordinating project teams (e.g., ED nurses, an addiction healthcare worker, an EP,
an epidemiologist, a psychiatrist and a gastroenterologist). These multidisciplinary
project teams established the study procedures and trained all nurses involved in the
studies on these procedures and on how to perform the interventions. In the alcohol
screening and intervention program, low-threshold referral appointments were made
with the addiction treatment center in the city.
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For both projects, the questionnaires were integrated in the electronic hospital
system (EHS). The patients’ answers could be entered directly into the EHS, ensuring
secure data storage. For project evaluation, data were abstracted from the EHS by
information technology specialists who were not involved in the studies, which
prevented potential confirmation bias.

Well-defined study populations

For both programs, the target population was clearly defined. In the alcohol project, a
screening instrument (AUDIT-C) that was validated for ED settings was used to detect
patients with hazardous alcohol use. Cut-off values defining a positive screening
result were determined, based on validation studies on the screening instrument and
studies examining the effectiveness of motivationalinterventions.®® In the telephone
follow-up program, patients aged 70 years and older who were discharged home were
asked about their living circumstances during their ED visit to determine whether they
were eligible for the program.

Limitations
The limitations of the individual studies included in this thesis, have been discussed
in the accompanying chapters. The mostimportant limitations are highlighted here.

Controlled studies

The alcohol screening and intervention program was not set up as a controlled
clinical trial. Hence, AUDIT-C scores of patients who had received an intervention
were not compared with AUDIT-C scores of patients in a planned control group who
did not receive an intervention. However, it has been argued that even controlled
clinical trials may not be appropriate for evaluating complex interventions, such as
motivational interventions; a motivational intervention can be viewed as a complex
mix of uncontrollable, independent variables embedded in what is more of a social
conversation than a specific treatment. In other words, the success of motivational
interventions may depend on many factors, such as the ability to build a relationship
with the patient, the patient’s perceived need for care, past experiences with
healthcare, etc. Even with a controlled trial, the influence of these factors on the effect
of the intervention is difficult to measure. Therefore, a negative study result does not
always mean that the study is ineffective.’® On the other hand, the telephone follow-
up study was designed as a pragmatic randomized controlled trial. Semi-structured
questionnaires were used to limit inter-individual variations in communication
between ED nurses.

Many eligible patients did not receive an intervention

According to the protocol, all patients with a positive AUDIT-C score would be offered
a leaflet and a motivational intervention. However, many patients received none or
only one of the interventions. Unfortunately, ED staff generally did not provide an
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explanation in the patients’ emergency medical records why they choose to perform
only one specific intervention or why they decided to leave out an intervention. It is
possible that ED staff did not perform the interventions randomly, which may have
led to bias.

In the telephone follow-up study, only one third of the eligible patients received
a telephone intervention, because many patients were not called by ED staff or
could not be reached by telephone. However, the fact that baseline characteristics
of the patients who were contacted did not differ from those of patients who were
not contacted, suggests that this did not lead to extensive selection bias. For the
telephone follow-up study, the calculated sample size was not obtained. With only
77% of the required sample size, the results tended to show a negative effect of the
intervention. Therefore, it is not likely that we would have demonstrated a benefit
of the intervention with the required sample size.

Limited response at follow-up

In the alcohol screening and intervention study, only a subset of patients with a
positive AUDIT-C score was able and willing to cooperate with follow-up. Cooperating
patients were more often female and of older age than patients who did not cooperate.
As patients were asked again about their alcohol use at follow-up, it is possible that
patients who did not reduce their alcohol use refused to cooperate or gave a socially
desirable response. As patients were counseled to reduce their alcohol consumption,
follow-up questioning on this topic may have resulted in response bias. Therefore,
the positive results of the interventions found in this study should be interpreted
with some caution.

CLINICAL IMPLICATIONS

Target group patients and their receptivity to interventions in the ED
Each of the proactive care programs described in this thesis was aimed at a patient
group that is at an increased risk for adverse events and unplanned ED return. The
presence of these patients in the ED contributes to ED crowding, due to the extra
attention they require from ED staff and their frequently longer lengths of ED stay.!**3
We hypothesized that the programs would reduce the number of ED return visits of
these patients and could therefore be beneficial for both the patients and the level
of crowding in the ED.

Both studies, however, showed no beneficial effects of the interventions. Moreover,
many eligible patients did not receive an intervention. This was mainly due to staff-
related reasons, although a substantial number of patients turned out not to be
receptive for the intervention, because they were not able or willing to cooperate
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(chapter 3), or could not be reached by telephone (chapter 4 and 5). While patients
in the ED may be open to education and initiation of further support, they may
also be distracted by pain, stress, or discomfort, or influenced by medications or
intoxications.!**¢ As a result, many patients may not be receptive to educational or
motivational interventions in the ED. Several studies have reported that trials that
took place in the ED showed less impact than trials based in other settings, like the
general practice, a hospital ward or in the community.*'” Therefore, educational and
motivationalinterventions should preferably be performed in these settings, as there
is more time to assess the patient and the opportunity to create a confidential, quiet
and private setting which may facilitate the conversation.*’

In the telephone follow-up program, patients received the telephone intervention
after discharge from the ED. However, the finding that a third of the eligible patients
could not be reached by telephone suggests that the telephone is not a suitable
medium for interventions for all older adults. Moreover, the finding in chapter 6
that most patients return to the ED for medical and not for patient-related reasons
indicates that lack of education and support does not play a major role in unplanned
return to the ED.

ED staff-related impeding factors for conduction of interventions

The finding that in both programs many eligible patients did not receive an
intervention for staff-related reasons suggests that the conduction of educational and
motivational interventions by ED staff was not feasible in the ED, even when carefully
planned during off-peak hours. It is likely that the continuous time pressure that ED
staff experience and the need to give priority to medically urgent issues were the
most important reasons why the interventions were not performed. Other barriers,
mentioned in the literature concerning the implementation of alcohol screening
programs, are the uncomfortable nature of the topic, doubt about conversation skills
and not feeling responsible for the conduction of the interventions. 82!

Considerations regarding continuation of interventions by ED staff

Considering the aforementioned findings, it is questionable whether these
proactive care programs are worth the invested time, costs, and efforts. Due to the
widespread shortage of ED nurses and increased crowding in the ED, ED staff work
under continuous time pressure. The interventions of the programs described in this
thesis increase the work burden for these professionals as they are time consuming,
require special skills, repeat training, dedication and preparedness to overcome
barriers.?? Moreover, it is possible that an ED professional who is working under time
pressure will provide a suboptimal intervention, which may be less effective and
could even be harmful for the patient involved, for example if it results in feelings
of stigmatization.?>?* Based on the criteria for appraising the validity of a screening
program by Wilson and Jungner, continuing these proactive care programs routinely
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in all target group patients cannot be justified if the interventions are not effective in
patients identified by screening. In contrast, it is valuable to educate ED staff about
patients at risk and how to detect them. In addition, by providing staff with tools to
initiate a dialogue, they will be able to offer assistance when they feel it is necessary
and appropriate.?

FUTURE CLINICAL AND RESEARCH PERSPECTIVES

Considering the complicated social situation of many patients with hazardous alcohol
use and the multiple health problems of older adults with unplanned ED return
visits, it may not be realistic to expect that their situation would be improved by a
single intervention in the ED. Societal and community-based programs and cross-
organizational cooperation within healthcare organizations are likely to be more
effective.

Possible interventions outside the ED

Societal programs and governmental interventions

Education and campaigns about risks of alcohol use could influence social norms
on alcohol consumption. Interventions initiated by the government that limit the
availability of alcoholic beverages and prohibit alcohol consumption in specific
circumstances may also be effective. Examples are the ban on the serving of alcohol on
airplanes and in sports club canteens, prohibiting the sale of alcohol in supermarkets,
and drink-driving penalties. Increasing taxes on and prices of alcoholic beverages
and banning commercials may also be of benefit.?* Several of these measures are
included in the National Prevention Agreement (Nationaal Preventieakkoord) that
was composed in 2018. Apart from governmental measures, this National Prevention
Agreement contains arrangements from more than 70 organizations, including the
healthcare sector, business community and educational organizations, in order to
reduce and prevent smoking, obesity and problematic alcohol use.

More governmental investments in healthcare, specifically for regular primary,
geriatric, and psychiatric care to increase capacity and personnel, would improve
a number of issues.

Governmental education campaigns that point out to citizens that care outside office
hours is only intended for acute health problems may reduce pressure on the acute
healthcare system. These campaigns can refer to applications and websites that help
people assess whether their complaint is urgent and can provide self-management
advice. Strengthening self-management skills appears to be especially useful
in reducing the number of ED visits in older adults. When older adults have more
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control over theirillnesses, they may better recognize possible deterioration and can
anticipate the associated problems.?"?

Cross-organizational cooperation

Collaboration between organizations can also be effective in reducing adverse
events for patients at risk. An example is the development of multidisciplinary
Alcohol Care Teams (ACTs) that offer integrated alcohol treatment pathways across
primary, secondary and community care. These ACTs are mainly developed in acute
hospitals in the United Kingdom and have shown to reduce acute hospital admissions,
readmissions and mortality, but also improve the quality and efficiency of care
for patients with hazardous alcohol use.?® Despite the positive results of the ACT
programs, maintenance and further development of these programs are a challenge,
due to budget cuts and shortage of sufficiently trained addiction and social workers.?

Better detection of patients with risky drinking patterns could also be achieved by
creating more awareness among clinicians in general about the limits for responsible
alcohol consumption and harmful physical and mental health consequences of
hazardous alcohol use. Referral agreements with addiction treatment centers or
deployment of addiction workers in lifestyle outpatient clinics, which are initiated in
an increasing number of hospitals, will facilitate low-threshold referral to specialists
who can provide specific guidance and treatment. Unfortunately, since there is
currently a widespread shortage in all branches of healthcare, it must be carefully
considered whether transferring a health care worker to another location provides
more health benefits for the entire target population.

In a Scottish model, cooperation between primary care, hospital care and community
services reduced the rate of emergency admissions of older adults.*® This program
illustrates that interventions that involve more organizations within the healthcare
system, and not only the ED, are more likely to decrease the pressure on the ED.

However, since many older adults have multiple health problems and mostly return
to the ED for medical reasons,?”3 ED return visits in this patient population may
be difficult to prevent. Reduction of the number of unplanned ED return visits in
these older adults may be achieved if the necessary care can be provided at another
location outside the ED, for instance in an acute geriatric community hospital.?"*
However, striving for a reduction in ED return visit rate without collaboration with
other organizations that can ensure the patient’s chronic care or provide acute care
facilities elsewhere, does not seem realistic and may even be dangerous. Dutch
examples of such collaborations are the “Draaideur” project for older adults who
visit the ED after a fall, and “Pallisupport”, a collaboration project between transmural
palliative care teams and primary and hospital care organizations, aimed at older
adults with palliative care needs.”
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Future proactive care programs in the ED
The described proactive care programs in the ED highlight important points of
consideration when developing new programs in the ED:

Determine aim of the programs, outcome measures and target group patients
Outcome measures of the programs should be well-defined and suitable. Forinstance,
programs that focus on procedures in the ED that could have a direct reducing effect
on crowding may be suitable. An example is the lean-driven radiology project in
which bottlenecks throughout the imaging process at the ED were identified, and
several lean strategies were implemented.** Programs focusing on specific patient
groups to reduce their ED length of stay and to improve their comfort in the ED may
also be feasible. Examples are the acutely presenting older patient (APOP) screening
program,**** and the presence of an acute psychiatric intervention team in the ED.:*
By focusing on a specific patient group, this group should be well detectable, e.g.,
with a short, validated screening instrument, and likely to respond well to the offered
intervention. For these screening programs, the Wilson and Jungner criteria should
also be taken into account.*

Consider the feasibility

When defining the goals of the programs, their feasibility must be carefully considered.
Due to the increased pressure on acute healthcare in the last decade, it is important
that the patients’ ED length of stay is as short as possible in order to retain enough
capacity for all patients who need acute care. Therefore, performing interventions
in the ED that are not necessary in the acute setting are undesirable.

Consider enabling factors

Factors that are likely to enable the implementation of new proactive care programs
are the composition of a multidisciplinary project team, involvement of the
information technology department, adequate funding to cover implementation
costs, and additional resources and personnel. In a project team in which all
involved professionals and organizations are represented, it is more likely that the
project procedures will be feasible for the executing staff. Moreover, it will improve
collaboration between departments and facilitate referral of patients. Ongoing
education of executing staff, motivation by physician and nurse “champions”
and providing regular performance feedback are crucial to keep staff skilled and
motivated. >

Implications for future research and policy

Due to the increased pressure on the Dutch healthcare system in general and on acute
healthcare in particular, there is an ongoing need to optimize the organization and
quality of care in the ED. Objective scientific data is needed for informed future policy
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choices. Therefore, more research concerning ED processes and the characteristics
of ED patients, particularly in Dutch EDs, is needed.®

The results of the two programs in this thesis emphasize the importance of scientific
evaluation of processes and interventions in the ED, including those that appear
favorable. This is illustrated by the fact that the interventions, examined in our
projects, are recommended in several guidelines,*”* while their effectiveness has
not been clearly demonstrated.®3%-4

CONCLUSION

In this thesis, we evaluated two proactive care programs, targeting two groups of ED
patients who are at high risk of adverse outcomes. We found that the interventions
provided no clear benefit to the patients, nor to the ED. Moreover, feasibility of the
programs was limited, as many eligible patients were not reached, due to both staff-
related and patient-related reasons. When developing new proactive care programs
in the ED, the objectives, target groups and feasibility must be carefully considered.
Detection of patients may be feasible in the ED, but given the current pressure on the
ED, interventions should be performed at a later stage outside the ED, if possible. This
requires good collaboration between the involved organizations. Better coordination
of care for patients at risk could be the key to improving the quality of care and
well-being of these patients and could also contribute to reducing the pressure on
emergency care. However, this thesis demonstrates the importance of scientific
evaluation of future programs prior to their implementation as routine care.
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The Emergency Department (ED) is visited by a broad variety of patients of all ages
when they experience an acute health problem. Generally, patients are receptive
to help and education in the ED and may be open to acknowledge their behavior or
their physical impairments as a causative factor for the ED visit. This makes the ED a
potentially suitable setting for the detection of hazardous behavior and physical or
social frailty, and for subsequent patient education and initiation of further support.

In the last decade, an increasing number of Dutch EDs have started programs within
existing ED care to detect patients at risk for certain health problems. These patients
are offered additional care and targeted interventions, aimed at improving their
care in the ED and/or initiating follow-up after discharge. These programs can be
considered as proactive care programs, as patients at risk are proactively detected
and treated. This is in contrast to reactive care, which is provided in response to the
patient’s acute health problem.

In this thesis, the effectiveness and feasibility of two proactive care programs that
were implemented in the EDs of Haaglanden Medical Center (HMC) in The Hague are
evaluated, in order to contribute to the optimization of emergency care.

In the first part of this thesis, we evaluated a program focusing on screening and
intervention for hazardous alcohol use in adult ED patients.

In chapter 2, the implementation and effect of routine screening and subsequent
interventions for hazardous alcohol use on alcohol consumption in ED patients were
examined. During the one-year study period, more than half of the consecutive 41,900
ED patients aged 18 years and older were screened for hazardous alcohol use during
triage, using the Alcohol Use Disorders Identification Test-Consumption (AUDIT-C).
Of the screened patients, 10% had an elevated AUDIT-C score. According to the
study protocol, all these patients should receive an information leaflet and a brief,
motivational intervention from a trained ED nurse or physician. However, less than
half finally received an intervention. Of them, two-thirds received an information
leaflet only and about a third received both a leaflet and a motivational intervention.
Less than half of the patients with an elevated AUDIT-C score were available for
telephone follow-up three months after ED discharge. Of the patients who did not
receive any intervention, a third either reduced or stopped their alcohol consumption
in the three months after ED discharge. These percentages were higher in patients
who had received an information leaflet, a motivational intervention, or both. Male
sex, an alcohol-related ED visit, and ED presentations for any form of intoxication,
head injury, gastro-intestinal bleeding, or a wound were associated with hazardous
alcohol use.
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As we found that almost half of the ED patients were missed with routine screening
for hazardous alcohol use in the ED, we investigated in chapter 3 whether patient-and
staff-related factors caused screening failures. We also examined whether unscreened
patients had risk factors for hazardous alcohol use. For this study, we used data
from the alcohol screening and intervention study in chapter 2. Only the first ED
visit of each patient during the study period was included in this study. Of the 28,019
included ED patients, two-thirds underwent routine screening for hazardous alcohol
use. Of the unscreened patients, the majority were not screened for staff-related
reasons and only a quarter for patient-related reasons, (i.e., refusal or not being able
to cooperate). Strikingly, patients with risk factors for hazardous alcohol use were
less often screened than patients without risk factors. The highest prevalence of risk
factors was found in patients unable or unwilling to cooperate.

In the second part of this thesis, we examined the effect of telephone follow-up after
ED discharge for community-dwelling older patients on health-related outcomes.

In chapter 4, we described a systematic review of the literature to evaluate the
effect of telephone follow-up for patients aged 65 years and older on health-related
outcomes, compared to control interventions or standard care. Only two high-quality,
controlled trials met the review selection criteria, including a total of 2120 patients.
No demonstrable benefits of telephone follow-up were found on ED return visits,
hospitalization, acquisition of prescribed medication, and compliance with follow-
up appointments. However, the majority of the eligible patients were not reached or
refused to participate.

We also conducted a large pragmatic randomized controlled trial, presented in
chapter 5, in which we investigated the effect of telephone follow-up on unplanned
hospitalizations and unplanned ED return visits within 30 days of ED discharge. In this
study, community-dwelling patients aged 70 years and older were divided into two
groups: patients who visited the ED in odd months received a telephone follow-up
call (intervention group), and patients who visited the ED in even months received
a satisfaction survey call (control group) within 24 hours after ED discharge. More
than a third of the eligible patients were not called and a third were not reached by
ED staff after a maximum of three calling attempts, mainly due to a shortage of ED
nurses. Finally, a third of the 9836 eligible patients were reached and consented to
participate. We found no statistically significant difference in the rate of unplanned
30-day hospitalization and/or ED return visits between the intervention group and
the control group. Additionally, the telephone follow-up intervention showed no
beneficial effect within the subgroups, divided by age, sex, living condition, and
degree of crowding in the ED at discharge.
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To understand why many post-ED discharge interventions fail to reduce unplanned
ED return visits, we investigated the association between patient and index ED visit
characteristics and unplanned ED return visits in community-dwelling patients aged
70years and older in chapter 6. In addition, we investigated the reasons for unplanned
ED return visits in these patients. For this study, we used observational data from
control group patients of the pragmatic randomized controlled trial, described in
chapter 5. Of the 1659 control group patients, 222 (13.4%) had at least one unplanned
ED return visit within 30 days after ED discharge. We found several patient and ED visit
characteristics that were associated with unplanned ED return visits. The majority of
patients returned for medical reasons, being either related to the sameiillness of the
index ED visit, or a new complaint. ED return visits for patient-related reasons were
less common. In addition, patients with three or more unplanned ED return visits
returned most often for problems related to the same illness of the index ED visit.

Chapter 7 constitutes the general discussion, methodological considerations, clinical
implications of the main findings and future perspectives. Although we hypothesized
that the two proactive care programs, evaluated in this thesis, would be effective, we
were not able to demonstrate a clear patient benefit. Moreover, feasibility of the pro-
active care programs was limited, as many eligible patients were not reached, due to
both staff-related and patient-related reasons. The findings suggest that detection
of patients at risk may be feasible in the ED, but performing extra interventions by
ED staff in addition to routine care is not feasible and has not been proven effective.
Additional interventions could be better performed outside the ED at a later stage.
This requires good collaboration between the involved organizations. Moreover,
better coordination of care for patients at risk could be the key to improving the
quality of care and well-being of these patients and could also contribute to reducing
the pressure on emergency care.

The findings in this thesis emphasize the value of scientific evaluation of healthcare
intervention programs in the ED, including those that appear clearly favorable from
the outset. More research concerning ED processes, interventions and characteristics
of ED patients is needed in order to optimize the organization and quality of ED care
and to make informed future policy choices.
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De Spoedeisende Hulp (SEH) is een afdeling die wordt bezocht door patiénten
van alle leeftijden en uit alle lagen van de bevolking, wanneer zij een acuut
gezondheidsprobleem hebben. Over het algemeen staan patiénten op de SEH open
voor hulp en voorlichting. Wanneer er een relatie bestaat tussen de reden van het
SEH-bezoek en hun gedrag of fysieke beperkingen, zijn veel patiénten bereid om dit
te erkennen als de oorzaak van hun SEH-bezoek. Dit maakt de SEH een potentieel
geschikte plek voor het signaleren van risicovol gedrag en fysieke of sociale
kwetsbaarheid, en voor daarop aansluitende patiéntenvoorlichting en het initiéren
van verdere ondersteuning.

In de afgelopen tien jaar zijn steeds meer Nederlandse SEHs met programma’s gestart
binnen de reguliere SEH-zorg om patiénten op te sporen die risico lopen op bepaalde
gezondheidsproblemen. Deze patiénten krijgen dan extra zorg en interventies
aangeboden, die gericht zijn op het verbeteren van de kwaliteit van zorg op de SEH
en/of het in gang zetten van nazorg na ontslag. Deze programma’s kunnen worden
beschouwd als proactieve zorgprogramma'’s, aangezien patiénten met een verhoogd
risico proactief worden opgespoord en behandeld. Dit in tegenstelling tot reactieve
zorg, die wordt verleend als reactie op het acute gezondheidsprobleem van de
patiént.

In dit proefschrift zijn de effectiviteit en de haalbaarheid geévalueerd van twee
proactieve zorgprogramma'’s die zijn uitgevoerd op de SEHs van het Haaglanden
Medisch Centrum in Den Haag, met als doel een bijdrage te leveren aan het
optimaliseren van de spoedeisende zorg.

In het eerste deel van dit proefschrift evalueerden we een programma dat was
gericht op screening en interventie voor risicovol alcoholgebruik bij volwassen SEH-
patiénten.

In hoofdstuk 2 werd onderzocht wat het effect was van routine screening op en
het verrichten van interventies bij risicovol alcoholgebruik op de alcoholconsumptie
van SEH-patiénten. Daarnaast werd de haalbaarheid van het programma op de SEH
onderzocht. Gedurende de studieperiode van een jaar werd meer dan de helft van
de 41900 SEH-patiénten van 18 jaar en ouder gescreend op risicovol alcoholgebruik
met behulp van de Alcohol Use Disorders Identification Test-Consumption (AUDIT-C).
Van de gescreende patiénten had 10% een verhoogde AUDIT-C score. Volgens
het onderzoeksprotocol zouden al deze patiénten een informatiefolder moeten
ontvangen en kwamen ze in aanmerking voor een kort, motiverend gesprek met
een daarvoor opgeleide SEH-verpleegkundige of arts. Echter, minder dan de helft
van deze patiénten kreeg uiteindelijk een interventie. Twee derde ontving alleen een
informatiefolder en ongeveer een derde ontving zowel een folder als een motiverend
gesprek. Minder dan de helft van de patiénten met een verhoogde AUDIT-C score

MerelvanLoon_BNW.indd 156 24-2-2023 13:27:50



MerelvanLoon_BNW.indd 157

Nederlandse samenvatting

werd bereikt voor telefonische follow-up drie maanden na het bezoek aan de SEH.
Van de patiénten die geen enkele interventie hadden gekregen, had een derde het
alcoholgebruik verminderd of gestaakt in de drie maanden na ontslag vanaf de SEH.
Deze percentages waren hoger bij de groepen patiénten die een informatiefolder,
een motiverend gesprek, of beide hadden gekregen. Mannelijk geslacht, een alcohol-
gerelateerd SEH-bezoek en SEH-presentaties vanwege een intoxicatie, hoofdletsel,
gastro-intestinale bloeding of een wond bleken geassocieerd met risicovol
alcoholgebruik.

Omdat we ontdekten dat bijna de helft van de SEH-patiénten werd gemist bij het
routinematig screenen op risicovol alcoholgebruik op de SEH, onderzochten we in
hoofdstuk 3 in hoeverre patiént-en personeelsgerelateerde factoren zorgden voor
het falen van de screening. Daarnaast onderzochten we of patiénten die niet waren
gescreend risicofactoren hadden voor risicovol alcoholgebruik. Voor deze studie
gebruikten we gegevens uit de alcohol screening en interventiestudie in hoofdstuk
2. In deze studie werd van elke patiént alleen het eerste SEH-bezoek tijdens de
studieperiode geincludeerd. Van de 28019 SEH-patiénten werd twee derde gescreend
op risicovol alcoholgebruik. Als patiénten niet werden gescreend, was dat meestal
vanwege personeelsgerelateerde redenen en slechts in een kwart van de gevallen
vanwege patiént-gerelateerde redenen (weigeren of niet in staat zijn om mee te
werken). Opvallend was dat patiénten met risicofactoren voor risicovol alcoholgebruik
minder vaak gescreend werden dan patiénten zonder risicofactoren. De hoogste
prevalentie van risicofactoren werd gevonden bij patiénten die niet konden of wilden
meewerken met de screening.

In het tweede deel van dit proefschrift onderzochten we het effect van telefonische
nazorg voor zelfstandig wonende, oudere patiénten na ontslag vanaf de SEH op
gezondheidsgerelateerde uitkomsten.

In hoofdstuk 4 beschreven we een systematisch literatuuronderzoek, waarin het
effect van telefonische nazorg na een bezoek aan de SEH voor patiénten van 65 jaar
en ouder op gezondheidsgerelateerde uitkomsten werd geévalueerd, vergeleken met
controle interventies of standaard zorg. Slechts twee gecontroleerde onderzoeken
van hoge kwaliteit voldeden aan de selectiecriteria, met in totaal 2120 patiénten. Er
werd geen effect gevonden van telefonische nazorg op het aantal herbezoeken op de
SEH, ziekenhuisopnames, het verkrijgen van voorgeschreven medicatie of het naleven
van vervolgafspraken. Echter, de meerderheid van de patiénten die in aanmerking
kwam voor telefonische nazorg kon niet worden bereikt of weigerde deel te nemen
aan het onderzoek.

In hoofdstuk 5 presenteerden we onze eigen pragmatische, gerandomiseerde,
gecontroleerde studie, waarin we het effect van telefonische nazorg op het aantal
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ongeplande ziekenhuisopnames en ongeplande herbezoeken op de SEH binnen 30
dagen na ontslag hebben onderzocht. In deze studie werden zelfstandig wonende
patiénten van 70 jaar en ouder verdeeld in twee groepen: patiénten die in de oneven
maanden de SEH bezochten, kregen een telefonisch nazorggesprek (interventiegroep)
en patiénten die in de even maanden de SEH bezochten kregen een telefonische
tevredenheidsenquéte (controlegroep) binnen 24 uur na ontslag vanaf de SEH. Ruim
een derde van de patiénten die in aanmerking kwam voor een telefoongesprek
werd niet gebeld en een derde werd niet bereikt door het SEH-personeel na
maximaal drie belpogingen, met name door een tekort aan beschikbaarheid
van SEH-verpleegkundigen. Uiteindelijk werd een derde van de 9836 patiénten
telefonisch bereikt en was bereid deel te nemen aan het gesprek. Tussen de twee
patiéntengroepen werd geen statistisch significant verschil gevonden in het aantal
ongeplande ziekenhuisopnames en/of herbezoeken binnen 30 dagen na ontslag vanaf
de SEH. Er werd eveneens geen gunstig effect van telefonische nazorg aangetoond
binnen subgroepen, uitgesplitst naar leeftijd, geslacht, woonsituatie en mate van
drukte op de SEH tijdens ontslag.

Om te begrijpen waarom veel interventies, die worden geinitieerd tijdens of na ontslag
vanaf de SEH geen reductie geven van het aantal ongeplande herbezoeken op de SEH,
onderzochten we in hoofdstuk 6 of er een associatie bestond tussen karakteristieken
van patiénten en het SEH-bezoek van zelfstandig wonende SEH-patiénten van 70
jaar en ouder en ongeplande herbezoeken op de SEH. Daarnaast onderzochten
we de redenen voor de ongeplande herbezoeken op de SEH van deze patiénten.
Voor deze studie werden observationele data van controlegroep patiénten uit de
pragmatische gerandomiseerde gecontroleerde studie gebruikt, die is beschreven
in hoofdstuk 5. Van de 1659 patiénten in de controlegroep hadden er 222 (13,4%)
minstens één ongepland herbezoek binnen 30 dagen na ontslag vanaf de SEH. We
vonden verschillende patiéntkenmerken en karakteristieken van het SEH-bezoek die
geassocieerd waren met ongeplande herbezoeken op de SEH. De meerderheid van de
patiénten die retour kwamen naar de SEH, deden dat om medische redenen, namelijk
vanwege dezelfde ziekte als het voorafgaande SEH-bezoek of vanwege een nieuwe
klacht. Herbezoeken vanwege patiéntgerelateerde redenen kwamen minder vaak
voor. 0ok patiénten met drie of meer ongeplande herbezoeken kwamen het vaakst
terug vanwege dezelfde ziekte als het voorafgaande SEH-bezoek.

Hoofdstuk 7 bevat de algemene discussie, methodologische overwegingen, klinische
implicaties van de belangrijkste bevindingen en een perspectief voor toekomstig
onderzoek en toekomstige interventies en programma’s. Hoewel de hypothese was
dat de twee proactieve zorgprogramma'’s die werden geévalueerd in dit proefschrift
effectief zouden zijn, konden we er geen duidelijke voordelen van aantonen voor
de patiént. Bovendien bleek de haalbaarheid van de proactieve zorgprogramma’s
beperkt, aangezien veel patiénten die ervoor in aanmerking kwamen niet werden
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bereikt, zowel om personeels-als patiéntgerelateerde redenen. De bevindingen
suggereren dat detectie van risicopatiénten mogelijk is op de SEH, maar dat het
uitvoeren van extra interventies door SEH-personeel, naast de reguliere zorg, niet
haalbaar en niet effectief blijkt. Aanvullende interventies kunnen wellicht beter in
een later stadium en op een andere locatie dan de SEH worden uitgevoerd. Dit vraagt
om een goede samenwerking tussen de betrokken zorgorganisaties in de keten.
Daarnaast zou een betere codrdinatie van de zorg voor risicopatiénten de sleutel
kunnen zijn tot het verbeteren van de kwaliteit van de zorg en het welzijn van deze
patiénten. Het zou bovendien kunnen gaan bijdragen aan het verminderen van de
druk op de spoedeisende zorg.

De bevindingen in dit proefschrift benadrukken de waarde van wetenschappelijke
evaluatie van interventieprogramma’s op de SEH, ook van programma’s die bij
aanvang evident zinvol lijken. Meer onderzoek naar SEH-processen, interventies en
karakteristieken van SEH-patiénten is nodig om de organisatie en de kwaliteit van de
zorg op de SEH te optimaliseren en om in de toekomst weloverwogen beleidskeuzes
te maken.
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ABBREVIATIONS

ACT
AUDIT
AUDIT-C
CEN

Cl

CRF

ED

e.g.

EHS
EMR

EP

etal.
GP

GPC
HMC

i.e.

IQR
MCH
METC

Ml

N
NEDOCS
NY

OR
PRISMA

RCT
SBI
SBIRT
SIREN

SPSS
STROBE
TFU

URV
USA
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Alcohol Care Team

Alcohol Use Disorders Identification Test

Alcohol Use Disorders Identification Test-Consumption
Certified emergency nurses

Confidence Interval

Case Report Form

Emergency Department

Exempli gratia, meaning “for example”

Electronic Hospital System

Electronic Medical Records

Emergency Physician

Et alii, meaning “and others”

General Practitioner

General Practitioners Cooperative

Haaglanden Medical Center

Id est, meaning “that is”

Interquartile Range

Medical Centre Haaglanden

Medical Ethics Review Committee

Motivational intervention

Number

National Emergency Department OverCrowding Scale
New York

Odds Ratio

Preferred Reporting Items for Systematic Reviews and
Meta-Analysis

Randomized Controlled Trial

Screening and Brief Intervention

Screening, Brief Intervention and Referral to Treatment
Screening and brief InteRvention for hazardous alcohol
use in an inner-city Emergency department in the
Netherlands

Statistical Package for the Social Sciences
Strengthening the Reporting of Observational Studies in
Epidemiology

Telephone follow-up

Unplanned emergency department return visit

United States of America
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