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ABSTRACT. Our objective was to identify pa-
tient characteristics associated with inappropriate
hospital days in a cohort of elderly medical in-
patients. This prospective cohort study included
a total of 196 patients aged 75 years and older,
who were consecutively admitted over eight
months to the internal medicine service of a re-
gional, non-academic public hospital located in a
rural area of Western Switzerland. Patients with
severe cognitive impairment, terminal disease,
or previously living in a nursing home were ex-
cluded. Data on demographics, medical, physical,
social and mental status were collected at ad-
mission. A blinded hospitalization review was
performed concurrently using a modified ver-
sion of the Appropriateness Evaluation Proto-
col (AEP). Subjects’ mean age was 82.4 years;
63.3% were women. Median length of stay was 8
days. Overall, 68 patients (34.7%) had at least
one inappropriate day during their stay, including
18 patients (9.2%) whose hospital admission and
entire stay were considered inappropriate. Most
inappropriate days were due to discharge delays
(87.1%), primarily to nursing homes (59.3%).
Univariate analysis showed that subjects with in-
appropriate days were more likely to be living
alone (69.1 vs 48.4%, p=0.006), and receiving
formal in-home help (48.5 vs 32.8%, p=0.031). In
addition, they were more impaired in basic and

instrumental activities of daily living (BADLs,
and IADLs, p<0.001 and p=0.015, respectively),
and more frequently had a depressed mood [29.4
vs 10.9%, p=0.001 with a score ≥ 6 at the Geri-
atric Depression Scale (GDS), short form]. Us-
ing multivariate analysis, independent associa-
tions remained for patients living alone (OR 2.6,
95%CI 1.2-5.8, p=0.016), those with a depressed
mood (OR 2.8, 95%CI 1.1-7.3, p=0.032), with
BADL dependencies (OR 1.5, 95%CI 1.2-1.8,
p=0.001), and IADL dependencies (OR 1.3,
95%CI 1.0-1.6, p=0.032). Cardiovascular (OR
0.2, 95%CI 0.1-0.7, p=0.008) and pulmonary
admission diagnoses (OR 0.1, 95%CI 0.0-0.7,
p=0.022) were inversely associated with inap-
propriate hospital days. In conclusion, patients
living alone, functionally impaired and showing
depressive symptoms were at increased risk for in-
appropriate hospital days. These characteristics
might permit better targeting for early discharge
planning in these at-risk subjects, and contribute
to avoiding premature discharge of other vul-
nerable elderly patients. Whether these inter-
ventions for at-risk patients will also result in
prevention of hospitalization hazards, such as
deconditioning and related functional decline,
will require further study.
(Aging Clin. Exp. Res. 12: 430-438, 2000)
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INTRODUCTION

Several studies of elderly hospitalized persons have
found an association between long hospital stays and
adverse outcomes such as functional decline, in-hospital
mortality, and nursing home admission (1-4). Studies of
the appropriateness of hospital use have also shown
that long hospital stays are associated with the occur-
rence of inappropriate hospital days (5-7). Inappropriate
hospital days were defined by Gertmann and Restuccia
(8) as days from which patients get no significant ben-
efit, or get services that could have been provided at a
lower level of care than the acute hospital setting.
Utilization review instruments using explicit criteria
such as the Appropriateness Evaluation Protocol (AEP)
(8), or the Delay Tool (9) have been developed to
identify inappropriate hospital days, and determine
reasons for inappropriate hospital use (9-25). In most
studies, delay due to discharge to places other than
home (rehabilitation facilities or nursing homes) was the
most frequent cause of inappropriate days (9-16).
While the characteristics of elderly inpatients that pre-
dict length of stay, functional decline, nursing home ad-
mission, rehospitalizations or short-term mortality have
been examined extensively (1-3, 26-33), few studies
have addressed patients’ characteristics associated with
inappropriate hospital days (6, 14, 15, 20, 34), and
none have specifically considered elderly patients.
Moreover, the interpretation of the results of these stud-
ies is limited by methodological problems. For example,
advanced age has been associated with an increased
risk for inappropriate hospital days in several studies (5,
6, 14, 15, 20, 24, 34), but it is not clear whether age
would remain an independent risk factor after con-
trolling for confounding factors such as functional sta-
tus or comorbidities. In addition, little information is
available about other important factors such as the
living situation, socioeconomic, affective or cognitive sta-
tus, as well as the presence of comorbidities.

Some of the patient characteristics associated with the
occurrence of inappropriate days might be similar to
those associated with in-hospital functional decline, or dis-
charge to a nursing home. Although prolonged stays are
likely to be a consequence rather than a cause of func-
tional impairments, the inverse might also be true for
some elderly patients. Previous studies have shown
that hospitalization is frequently followed by an often ir-
reversible functional decline that cannot be attributed sole-
ly to the acute problem itself, or to complications of its
treatment (2, 4). During hospitalization in the acute
care setting, the deconditioning effect of bed immobi-
lization and lack of physical activity is probably the
most preventable cause of functional loss in the elder-
ly (35, 36). Additional days spent in the hospital envi-
ronment while awaiting a bed in a rehabilitation or

nursing home are likely to increase this risk of functional
loss. Therefore, early identification of patients at risk for
prolonged stay due to inappropriate days would not on-
ly be of economic interest, but might also possibly con-
tribute to reducing the incidence of these adverse out-
comes. Moreover, if it were shown that the risk of in-
appropriate use is not uniform within the elderly inpatient
population, identifying those at greatest risk might help
to prevent premature discharge of all elderly inpatients
in an attempt to reduce inappropriate days.

Our aim was to identify which characteristics of el-
derly medical inpatients were associated with the pres-
ence of inappropriate hospital days during an index stay.
We hypothesized that subjects with functional impair-
ments in basic and instrumental activities of daily living
(BADL and IADL, respectively), as well as in cognitive,
and affective functions, would have an increased likeli-
hood of spending inappropriate days in the hospital.

SUBJECTS AND METHODS
Study population and setting
The potential participants in this study were pa-

tients aged 75 years and over, consecutively admitted to
the internal medicine service of a non-academic medi-
cal center located in a rural area of western, French-
speaking Switzerland. From July 1995 to February
1996, 240 eligible patients were screened. Thirty-four
(14.8%) were excluded because of inability to answer
questions due to severe cognitive impairment (defined
as the inability to give his/her name and date of birth,
N=16), aphasia (N=5), terminal illness, unstable med-
ical condition or coma (N=13). In addition, 10 pa-
tients (4.3%) refused to participate in the study. Thus,
a total of 196 patients were eventually recruited. This
study was approved by the institutional Review Board
of the Faculty of Medicine, University of Lausanne. Writ-
ten informed consent was obtained from each patient.

Data collection
Within 48 hours of admission, a trained research

nurse interviewed the patients at bedside. Data collection
included demographics, living situation, educational lev-
el, self-rated income (on a 5-point Likert scale, from no
difficulties at all to many difficulties), as well as basic ac-
tivities of daily living (BADL) (37) and instrumental ac-
tivities of daily living (IADL) (38) prior to hospitalization.
Self-perceived health status, cognitive status [Folstein’s Mi-
ni Mental State Exam (MMSE), (39)] and affective status
[Yesavage’s Geriatric Depression Scale, short form
(GDS), (40)] were also assessed. Home care services
were systematically contacted to collect data on for-
mal help received at home prior to hospitalization. In ad-
dition, in-hospital BADL performance was obtained
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from the ward nurse in charge of the patient. Main
admission diagnosis, Charlson’s comorbidity index (41)
and data on medication prescribed at home were col-
lected from the medical chart. Information about length
of stay and destination after discharge were collected
from the administrative files.

Another trained nurse independently performed
a concurrent chart review to identify inappropriate
days. The modified version of the AEP currently used
in this hospital has been described previously (16, 17),
and includes a single list of 24 criteria to assess both
the day of admission and subsequent days (see Ap-
pendix). Its reliability has been evaluated in the same
setting, and found to be good (kappa 0.80) (16, 17).
According to this protocol, a day was considered in-
appropriate if it did not meet at least one of the 24 cri-
teria. “Override” options were possible, allowing the
reviewer to consider a day appropriate even in the ab-
sence of one criterion and vice-versa. Use of an over-
ride option had to be approved by a senior physician.
It was never used during the study. For each inap-
propriate day, the reviewer selected a cause from
the Delay Tool’s causes of delay (9, 17).

Statistical analysis
Characteristics of subjects with and without inap-

propriate days were first compared by bivariate analysis
using χ2 or Fischer exact tests, depending on the dis-
tribution, for categorical variables. Student’s t-test was
used for continuous variables. A multivariate logistic re-
gression analysis was performed to identify baseline
characteristics independently associated with the pres-
ence of inappropriate days. The dependent variable
was dichotomized according to the presence or absence
of at least one inappropriate day. To be included in the
model, variables had to show a statistically significant
association in bivariate analysis. Although age, gender
and Charlson comorbidity index had a borderline or
non-significant association with the presence of inap-
propriate days in bivariate analysis, we included these
variables in the model to control for their confounding
effects. Because of high correlation, we had to exclude
several variables from the final model. The perfor-
mance-based measure of in-hospital BADL was pre-
ferred to the self-reported pre-admission BADL (Spear-
man’s rho 0.41, p<0.001), because it was a more ob-
jective measure. Similarly, the pre-admission IADL
and the measure of mobility (going out of home < 1
time / week) had a high negative correlation (Spear-
man’s rho - 0.41, p<0.001). We decided to include the
more commonly used IADL measure in the final mod-
el. A similar analysis was performed for the subgroup
of subjects whose admission was considered inappro-
priate. Because of the very small number, non-para-

metric tests (Kruskall-Wallis and Fisher’s exact test)
were performed. Statistical analyses were performed us-
ing Stata 5.0 (Stata Corp, College Station, TX).

RESULTS

Baseline characteristics of the entire study popu-
lation are shown in the first column of Table 1. The
typical subject was an 82.4-year-old woman, living
alone, with less than a high school education, and no
financial difficulties. The most frequent admitting di-
agnoses were non-specific geriatric syndromes (29.1%)
[i.e., falls (17.4%), malaise (3.5%), and failure to
thrive (8.2%)], and cardiovascular diseases (19.4%). At
the time of admission, more than two-thirds had at
least one comorbidity, and about 16% had three or
more comorbidities according to Charlson’s index.
Self-perceived health was rated fair or poor by 60.2 %
of the patients. Whereas the mean number of pre-
scription drugs was 4.5 (range 0 to 13), 5% of the pa-
tients were not taking any medication. Dependency in
one or more BADL and IADL prior to hospital ad-
mission was reported by 46.4% and 93.9% of the
population, respectively. Using the commonly rec-
ommended cut-offs (39, 40, 42), abnormal MMSE
(<24) and GDS (≥ 6) scores were observed in 41.3%
and 17.4% of the patients, respectively.

Median length of stay was 8.0 days (mean 10.7,
range 1-84). Overall, 9 patients (4.6%) died during the
index stay, and none had inappropriate hospital days.
Sixty-eight (34.7%) patients had a stay considered
partially or totally inappropriate. Eighteen (9.2%) of the
196 admissions, and 550 (26.2%) of the 2098 hospital
days were considered inappropriate. The number of in-
appropriate days ranged from 1 to 73 (median 5), rep-
resenting on average 50% of the patient stay. All 18
patients with inappropriate admission had their entire
stay considered inappropriate. The majority of inap-
propriate days (87.1%) were due to discharge delays,
that were largely attributable to delays in admission to
nursing homes (59.3%) and rehabilitation facilities
(6.5%). Patients and/or their family were deemed re-
sponsible for discharge delays accounting for 14.6% of
inappropriate days (e.g., because they were undecided
regarding a test or treatment), while hospital staff was
deemed responsible for 5.8% of inappropriate days
(e.g., because the physician in charge was undecided
regarding discharge disposition).

Bivariate analysis (Table 1) showed that patients
with inappropriate days lived alone, and received
formal help from in-home care services more fre-
quently, and were less mobile. They more often had
an admitting diagnosis of falls, malaise or failure to
thrive. Cardiovascular and pulmonary diagnoses were

B.B. Ingold, B. Yersin, V. Wietlisbach, et al.

432 Aging Clin. Exp. Res., Vol. 12, No. 6



less frequent. However, there was no difference in co-
morbidity (mean Charlson comorbidity score 1.3 ± 0.2
vs 1.5 ± 0.2, p=0.310 for patients with and without
inappropriate days, respectively).

Figures 1 and 2 compare physical and mental sta-
tus of patients with and without inappropriate hospi-
tal days. Patients with inappropriate days were more
impaired in basic and instrumental ADL before hos-
pitalization, and in basic ADL at admission. In addition,
they had an abnormal GDS score (≥6) more fre-
quently, and tended to have an abnormal MMSE
score (<24) more frequently.

Results of multivariate analysis (Table 2) showed that
an independent association remained for patients liv-
ing alone, and those with an abnormal GDS score;
these patients had a 2.6 and 2.8-fold greater likeli-
hood, respectively, to have inappropriate hospital
days. This likelihood also increased with an increased
dependency in basic as well as instrumental ADL.
In contrast, a cardiovascular or a pulmonary admission
diagnosis was inversely associated with the presence
of inappropriate hospital days. Interaction terms be-
tween living arrangement, age, gender and function-
al status were tested, but were not significant and
did not improve the model. Repeated multivariate
analysis using a higher GDS cut-off (≥8) to increase its
specificity gave similar results (OR 6.4, 95%CI 1.6 -
24.8, p=0.008).

In addition to these analyses, we also examined the
subgroup of patients (N=18) whose admission was
considered inappropriate. Due to the very small sam-
ple size, analysis was limited to bivariate compar-
isons, and results have to be interpreted with caution.
Compared to the other patients, those with inap-
propriate admission had greater impairments in IADL
(median score 3.5 vs 5.0, p=0.022 Kruskall-Wallis
rank sum test), and tended to have an abnormal
MMSE more frequently (11/18 vs 70/178, p=0.084
Fisher’s exact test). In addition, they were more like-
ly to have an admitting diagnosis of falls, malaise or
failure to thrive (10/18 vs 47/178, p=0.014 Fisher’s
exact test). Although patients with inappropriate ad-
mission had higher GDS scores than the other patients
(median score 4.0 vs 3.0, p=0.010 Kruskall-Wallis
rank sum test), the difference in proportion with an ab-
normal GDS did not reach statistical significance
(27.8% vs 16.3, p=0.208 Fisher’s exact test). As a
sensitivity analysis, we repeated a multivariate analy-
sis predicting the occurrence of inappropriate days af-
ter excluding this subgroup of patients; the results were
essentially the same (Table 2).

DISCUSSION

This study identified several patient characteristics
associated with inappropriate hospital days in a cohort
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Table 1 - Baseline characteristics of the total population and univariate comparisons in patients with and without inappropriate hos-
pital days.

Inappropriate days

Total population Yes No p*
N=196 N=68 N=128

Age (mean ± SD), years 82.4 (± 4.6) 83.2 (± 4.4) 82.0 (± 4.7) 0.072
Women, % 63.3 72.1 58.6 0.063
Living alone, % 55.6 69.1 48.4 0.006
High school education, % 34.2 29.4 36.7 0.305
Comfortable income †, % 59.7 52.9 63.3 0.160
Going out of home < 1 time / week, % 21.9 33.8 15.6 0.003
In- home help prior to hospitalization
Informal (i.e., family), % 52.0 57.4 49.2 0.278
Formal (i.e., in-home care), % 38.3 48.5 32.8 0.031

Major admitting diagnosis:
Falls / malaise / failure to thrive, % 29.1 42.7 21.9 0.002
Cardiovascular disease, % 19.4 8.8 25.0 0.006
Pulmonary disease, % 6.6 1.5 9.4 0.034

One or more comorbidities ‡, % 69.4 70.6 68.8 0.790
Polypharmacy (> 4 drugs), % 49.0 52.9 46.9 0.419

* Chi-square test (categorical variables) or Student’s t-test (continuous variables) comparing patients with and without inappropriate days.
† Self-rated income on a 5-point Likert scale (no financial difficulties at all to many difficulties).
‡ Charlson comorbidity index (41).



of elderly medical inpatients. These findings demon-
strate that, contrary to a widespread belief, all elder-
ly patients do not carry the same risk of inappropriate
hospital use. In addition, these results extend previous
knowledge on patient characteristics proposed in tar-
geting hospital utilization review (24), and suggest
several interventional pathways that might decrease in-
appropriate hospital use.

Our initial hypothesis of an association between in-
appropriate days and an abnormal GDS score was
confirmed. This finding has potential implications,
because depression is frequently unrecognized in el-
derly persons (43, 44), and might therefore be a
modifiable risk factor were it identified. The relation-
ship between depressive symptoms and inappropriate
days is probably complex. Possibly, these patients’ ab-
normal GDS might just be reactive to their hospital ad-
mission, and related to their increased likelihood to be
discharged to a nursing home (45), the most fre-
quent cause of discharge delay. Alternatively, a causal
relationship might exist between depressive symp-
toms and inappropriate days, and at least 2 different
mechanisms can be hypothesized to explain discharge
delays. First, some patients might have been directly
responsible for delays because they refused treat-
ments, or modified discharge disposition, as previously
described (43). Second, physician and/or hospital
staff might be responsible for delays because they
adopted a more cautious attitude resulting from the
amplification of physical complaints, or difficulties in

disentangling somatic from depressive complaints in
these patients. These hypotheses are supported by our
finding that 20.4% of inappropriate days were due to
delays caused directly by the patient, or the hospital
staff. However, due to the small sample size, the
subgroup analysis comparing these subjects to those
with other causes of delay failed to show differences in
the proportion of abnormal GDS scores. Nevertheless,
these results suggest that better identification of de-
pression might help hospital staff become sooner
aware of discharge problems in these patients. In
addition, treatment of depression during the hospital
stay could theoretically have some impact on inap-
propriate days. However, this effect is likely to be small
given the delay between treatment initiation and full ef-
fectiveness, although patients with depressive symp-
toms tended to have longer median hospital stay
than those without depressive symptoms (10.0 vs
8.0 days, p=0.051, Kruskall-Wallis rank sum test). Ad-
ditional interventions such as enhancement of de-
pression detection, and treatment by community pri-
mary care physicians will be necessary to achieve
further reduction of inappropriate days. From this
perspective, managed care organizations could play a
significant role, but the best model to achieve this ob-
jective is still unknown (46).

Our results also confirm the hypothesized association
between inappropriate days and functional impairment
in BADL and IADL, and reveal an association with liv-
ing situation (living alone). These associations likely reflect
the increased risk of patients with ADL impairments and
those living alone of either requiring a transfer to another
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level of care (rehabilitation, nursing home), or receiving
post-discharge in-home care services (14, 15, 42, 47).
This interpretation is supported by the finding that
most inappropriate days were due to delays in dis-
charge to a nursing home, as described in other studies
(6, 9, 14, 15, 17). From a quality management per-
spective, some of these characteristics (e.g., living alone)
could be used for targeting utilization review. Earlier
identification of these patients might help to better an-
ticipate and avoid some delays in discharge planning, re-
sulting in earlier access to services that are more ap-
propriate to their needs, such as occupational therapy or
recreational activities.

Contrary to our initial hypothesis, we did not find an
independent association between cognitive impairment
and the occurrence of inappropriate hospital days. Sev-
eral explanations can be advanced. Most likely this is due
to the exclusion of patients with severe cognitive im-
pairment from the study. Inclusion of these subjects

would probably have resulted in an increase in both in-
appropriate admissions and days. A type II error seems
unlikely given the high prevalence of an abnormal
MMSE, and the significant associations found for other
functional characteristics. Finally, the MMSE psycho-
metric properties might have been altered because the
patients were tested in less than ideal conditions (i.e.,
acute medical conditions, emergency room environ-
ment), resulting in a high false-positive rate. Some sub-
jects with an abnormal MMSE may have suffered from
delirium that required, in itself or because of underlying
acute illnesses, high intensity care that satisfied AEP cri-
teria. However, to limit this problem we excluded subjects
with unstable medical conditions, and those admitted to
intensive care.

The negative association between cardiovascular or
pulmonary admitting diagnoses, and inappropriate
days is not unexpected because these conditions re-
quire technical interventions (e.g., intravenous
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Table 2 - Results of the multivariate analyses predicting the occurrence of inappropriate hospital days.

Entire population Excluding subjects with
inappropriate admission

Characteristics Adj OR * p Adj OR * p
(95% CI) (95% CI)

Living alone 2.6 0.016 2.9 0.018
(1.2 - 5.8) (1.2-7.0)

In-hospital BADL dependency † 1.5 0.001 1.7 <0.001
(1.2-1.8) (1.3-2.3)

Pre-hospital IADL dependency † 1.3 0.032 1.2 0.253
(1.0-1.6) (0.9-1.4)

Abnormal GDS score ‡ 2.8 0.031 2.9 0.047
(1.1-7.3) (1.0-8.1)

Abnormal MMSE score § 0.8 0.580 0.7 0.445
(0.4-1.8) (0.3-1.7)

Cardiovascular diagnosis 0.2 0.008 0.3 0.029
(0.1-0.7) (0.1-0.9)

Pulmonary diagnosis 0.1 0.022 0.1 0.044
(0.01-0.7) (0.01-0.9)

Age # 1.0 0.515 1.0 0.771
(0.9 - 1.1) (0.9 - 1.1)

Female gender 1.4 0.466 1.0 0.964
(0.6 - 3.1) (0.4 - 2.5)

* Odds ratio adjusted for Charlson comorbidity index in addition to above variables.
† For each point lost.
‡ Geriatric Depression Scale score ≥6.
§ Mini Mental State Exam score <24.
# For each additional year.



catheters, monitoring) that easily fulfill the AEP criteria
(19). More interesting is our finding that a less specific
admitting diagnosis (falls, malaise and failure to thrive)
was not independently associated with inappropri-
ate days, contrary to results of other studies (15, 19).
Similarly, increasing age was not significantly associ-
ated with inappropriate days in this sample of elder-
ly inpatients. The adjustment for functional impair-
ments in the multivariate analysis, and the exclusion of
patients under 75 years may explain these differ-
ences with the results of studies that included pa-
tients of all ages (5, 6, 14, 15, 20, 24). These findings
underscore the need to adjust for confounders such as
functional status when studying elderly populations.

This study has several limitations. First, the AEP
might not be the ideal instrument since it was not
specifically designed for elderly patients. For example, or-
ganizing a family conference is not an AEP criteria for
appropriateness, but can be a crucial intervention that
leads to substantial benefits in the quality of care of an el-
derly patient. A day where such a conference takes
place should not be considered inappropriate. Similar-
ly, an additional day spent in the hospital to make sure
that a new medication is well tolerated should not be con-
sidered inappropriate, if such an observation cannot take
place out of the hospital because the patient has no in-
formal support, and no available primary care physician.
However, one might argue that utilization review in-
struments such as the AEP are not designed to de-
scribe the specific needs of any one group of patients,
but rather to characterize the level of care provided
specifically in the acute care setting. In addition, only a
quarter of inappropriate days secondary to discharge de-
lays were due to reasons other than a transfer to nursing
home or rehabilitation. Finally, most studies have demon-
strated fair to good correlations between AEP results and
clinicians’ judgment, including geriatricians’ judgment in
a specific study of geriatric patients (23). An additional
limitation of the AEP is that although it might be a
valid tool to detect inappropriate use due to overuti-
lization in the acute care setting, it does not address un-
derutilization, which could be at least as important an is-
sue in the care of acutely ill elderly patients. A second
limitation is the small sample size that might have limited
our statistical power to identify other characteristics of in-
terest, and precluded subgroup analyses of the reasons
for inappropriate days, as well as the characteristics
associated with inappropriate admissions. Finally, this
study took place in a specific setting and health care en-
vironment. Although our figures for inappropriate ad-
mission and days are within the ranges of other study re-
sults (5-7, 11, 12, 17-25), including those focusing on
geriatric patients (11, 23), and although the Swiss
health care system shares many characteristics with

health care systems of other developed countries, the
generalization of our findings to other settings should be
made with extreme caution. The availability of nursing
home and rehabilitation beds, access to in-home services,
or specificities of payment systems are some but a few
of the characteristics likely to influence these findings. In
particular, the absence of a prospective payment in
Switzerland might explain the longer hospital stays ob-
served in this study (median 8.0 days). For example, in
1996, the average length of stay of US Medicare en-
rollees aged 75 to 84 years, and 85 years and over was
only 7.0 and 7.3 days, respectively (47). However, this
difference might also be partially explained by the fact
that our sample did not include surgical patients, who
have shorter average stays.

Despite these limitations, we believe that our results
have important implications. First, as they challenge the
common view that all elderly are at increased risk for in-
appropriate hospital use, our results underscore the
need for careful targeting when trying to reduce inap-
propriate days because of financial constraints due to
prospective payment systems. In this regard, the patient
characteristics identified in this study might permit bet-
ter targeting for early discharge planning in these at-risk
elderly subjects, and contribute to avoiding premature dis-
charge of other vulnerable elderly patients. Second,
from a health service perspective, the proportion of in-
appropriate days found in this study raises the question
of whether the transfer of some resources actually in-
vested in the acute care of these elderly patients to re-
habilitation or long-term care would result in a better
overall quality of care. Finally, it should be determined in
future studies whether interventions designed to modify
specific risk factors, such as depressive symptoms, will
not only reduce inappropriate hospital use, but also
contribute to the prevention of functional decline asso-
ciated with prolonged stays.
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APPENDIX
Revised Appropriateness Evaluation Protocol (16, 17)

(Commentary available upon written request to author)

List of criteria:

Criteria linked to medical procedures

1. Surgical procedure fulfilling at least one of the conditions
listed in commentary.

2. Paramedical investigation fulfilling at least one of the conditions
listed in commentary.

3. Treatment requiring frequent dose adjustments under direct
medical supervision.

4. Patient requiring close medical monitoring by a doctor at
least twice a day.

Criteria linked to paramedical services

5. Admission to intensive care unit (including cardiac monitoring
and artificial respiration).

6. Respiratory care, administration of oxygen, CPPB, IPPB and
intensive respiratory therapy.

7. Parenteral therapy (medication, electrolytes, fluids, protein).

8. Chemotherapy lasting more than one day.

9. Intramuscular and/or subcutaneous injections at least three
times a day when ambulatory care or transfer to another
type of establishment is impossible.

10. Treatment of major surgical or traumatic wound, including care

of surgical site, and/or presence of drains or catheters (except
permanent urinary catheters).

11. Fluid balance assessment.
12. Patient requiring close clinical monitoring by a nurse at least

three times a day, according to written medical prescription.
13. Intensive physiotherapy at least b.i.d. with daily medical mon-

itoring, including strict bedrest and progressive mobilization
when ambulatory care or transfer to another type of estab-
lishment is impossible.

Criteria linked to health status of patient

14. Cardiac frequency <50/min or >140/min.
15. Blood pressure: systolic <90 or >200 mmHg and/or diastolic

<60 or >120 mmHg.
16. Severe and/or symptomatic abnormality of a blood test, elec-

trolytes or blood gases; symptomatic acute metabolic disorder,
acute aggravation of chronic metabolic disorder.

17. Persistent fever with a minimum 38°C axillary temperature of
at least 5 days duration, or with onset during hospitaliza-
tion.

18. Recent acute confusional state.
19. Other acute, or recently aggravated neurological disorder.
20. Documented, new acute myocardial infarction.
21. Acute abdominal pain of undetermined origin.
22. Active blood loss.

23. Attempted suicide (until condition allows psychiatric treatment).




