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Denmark Finland Iceland Norway Sweden

Iceland can serve as a prototype




HOPOILION ofrdiffierent agexgrotps ™

Mynd 2.2, Mannfjoldi 4 Nordurlondum eftiv aldrvi 2000, 0.9
Figare 2.2, Popularion in the Novdie Counties By age 3000 %2
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Dynamics of Population Aging in the Mode

WondObserved andiEorecasted™ ™
Percentagesiofithe Elderly (65+ years)
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B Denmark
O Finland
Hl Iceland
B Norway
[0 Sweden

Men

Women

Highest both sexes: Iceland
Lowes both sexes: Denmark — difference 3 years for women, 4 years for men



Deathrrateper 1000, women at ages
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Jeaths per

Japan: black
France: blue
Sweden: green
England: red
Iceland: gray
US: light blue

Vaupel JW et.al.
Science 1998




penditiure; %o GDP_A"EBC-H""'

B Denmark
O Finland
Hl Iceland
B Norway
[0 Sweden

%0 GDP

Highes: Iceland 9,4
Lowest: Finland 6,6




HElBth ex éndture/ca ita in EUrer si

—

3 | B Denmark
=~ 2000C ) O Finland
= L M Iceland
=3 B Norway
[0 Sweden

Highes: Iceland/Norway 3000
Lowest: Finland 1700




NeliBnal expenditure for65:5"2000""

Mynd 7.1 Thgjild vegna aldrabra 4 Noriurlindum 4 thia 65 dra og eldri i jafinirdisgildum 2000
Figuya T 1 Espendinge to the elderly in the Movdio vounties per capita 05 vears apd older tn PPPs 2000
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NEIGICNGEratric RrofessorssEeoperate™

SHVEEROREE A VEeal
SR common projects and publish together
SGeriatric Assessment
= é'eriatric Rehabilitation

e |
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= — Prevention
' — Curriculum







2lcelandic Health Care System; A,

| JrJ nallsed System

SNONENASUFAMNCE) Carrier, eqiial’ access
sliEneed by taxes.Co-payment 25-30%
Lyl gex family spends 2.8% out of pocket
E-‘-'""i'!. e elderly pay 1/3 compared to the young

~ e Nb co-payment for hospitalisation or
rehabilitation

® 85-90 % satisfaction with the system




pDisapility*and LongiTerm; Care,of«
~Elderlyain Icelandss

Past and Future Strategies
& pZmi V. Jonsson, MD, FACP
:—“C*ﬁlef off Geriatrics, Landspitali University Hospital,
Associate Professor of Geriatrics
University of Iceland, School of Medicine




e BEnefits-of Healthy-Aging™

o Lags sabiliw, less Longl Term Care, less cost, happier
pEYUI
o g st vear of life Is the most costly.

SR ‘older the person is at death, the less costly is the
ast Vear of life, as palliation takes over from cure.

= & Individuals and societies need to invest in good health
and compression of morbidity and disability.

--
....--




2 goal- Compression of Morbidity=
R

rmrl |sab|I|ty =
e PIEVAIENCEIONCHIONIC AISEASE ARUDIES

ery Ve years arter 70'years of age.

J .ut, Py delayingl a disease for 5 years, the
Rumer off elderly with the condition at the

age ofi 85 is reduced by 50%.
=== % One medication may affect multiple organs;

E:E'."'_‘-"
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=

such as ACE inhibitors and Statins.

® Current knowledge is not optimally used;
Hypertension, Atherosclerosis, Atrial
Fibrilation, Osteoporosis
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SEVenmryear old Woman with Sereus

—

COIIlpI'GSSlOIl

fracture of a
vertebrae




Clogged blood vessel
(artery) on thigh




Seventy ﬁMear old malept. with high.blood
plesslle, admitted for__ntracerebr—aH@!é'édmg“"'

Bleeding caused
aphasia.




S Eights five %ﬁ r old male"patient witf

IVIEIRENSION andidemential, ==
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S
MIEVENLION - trlple strategy -

SIifie taneously

SRIENEIEVEntion: Nealthy 10od, exercising,
IilRIZations, not to start smoking, prevention
of zlecielples Aqe 15 and for life.

SEC BRBraVention: treat known risk factors: lower
E:f-:-fﬁgh BP, lower cholesterol, maintain bone mass;
” Age 40- 50 and for life.

® 3° Prevention: treat disease, rehabilitate,
geriatrics; Age 70+ and for life.




SeiiEsmportant Icelandic In,trlatrves—-
*F-p Nursm Heme Pre-admission
AGSESSITENL.
SHlierResident: Assessment Instrument.
) eport On Prlorltlzatlon iIn health care.

— CI|n|caI Guideline Development

® [celandic Information Policy and Health
Intranet.

¢ Policy on Quality Development.




PEVEIOpmentrofiClinical GuidElines™

SNIPEIEREISSUES, COMMON, NIgNI risk, exXpensive,
IPIOVEM service tor patients.

\/, ablllty [N practice.
;DSSIblllty to do better.

f: Cost-effective to tackle.
e Need to be financed.




DEVEIOpMENt of Clinical Guidelinesiz
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S RIYSIGIaSHIEVE G ENTIGLIVAEE

BNVIay, Sets off guidelines exist, still important to
Woerkeon them locally.

__Tﬁplementation, monitoring and modification over

= {ime crucial.
=% Need to study the psychology of professional
= practice and health related behavior.

® Better define quality evidence and cost
effectiveness




REpEt-oN Prioritization in I:lgalth —
Celre b ——

SACethical factors
SRBERHioKitization; Including:
SAllfnew medical equipment and methods of treatment

shall meet agreed standards of effectiveness and safety.

examine the cost-effective use of all new technology and
reésearch results.

— The ablility of the health service in making best possible

use of new technology and research shall be ensured. (3-
5% of budget)




REP)LE 0N Prioritization in I:I___,alth —
Calre, 1998 cont t.

J ) ;
=S Ealth-care; services shall meet agreed standards of
apality-
€ Management and Policy Formation, including;

:' " Increased emphasis shall be placed on preventive
E—“E”""—_— medicine.

.-ll.__-‘--.-_
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=

— [he health information system shall be standardized, and
conditions created for linking it to other information
systems and data bases.




IGEIERAIC Ii-lealth Pollcy to 2010:+

'_'/<’]r ples

0 Hacltjge smoklng dmong people 18-69 years of
GEENTOII27 50 IN 1998 to 15% in 2010.

'Re uce cardiovascular deaths in the age group

--=- 5=7/4 years for men by 20% and women by

""-=~“ "100/0 M=131 and F=76/100.000 1991-1995.

~® Reduce strokes by 25%. m=44.1 and F=30.4/100.000 1991-1995.




iGelandic Health Policy to 20108
EXANPIES-2.

—

SIREGNCE RUMDEr of hiprand' vertebral fractures
Y 25%0)
SMOVERS50Y) of people 65 and older should have
gt least 20 healthy teeth in bite.

- " i e —
E—-l__'_-_ -
e,

— % 0ver 75% of people 80 and older should be
able to live in their own homes. In 1997 73%
lived at home.




MOEEPIOCKS to healthy Aging™ ™

Sindividualsareiininfonnedkaboutwhat may,.
mprove likelinood o geod health.
J_ Ageism by professionals and societies.

BEPhVSician s limited motivation to follow
Eﬂ# “guidelines and patients noncompliance with
=~ advice.

e Politicians/Physicians take short term view
instead of long term view in financing/delivery
of health care and do not see the forest for the
trees.




o
JIEElderly indceland e S

) r el ¢ opulatlon i 290.570 witnr 11.5%: older than 65

e e,» PECianCy at birth 82.6 years for females and
wearstfior men in 2001-2

% L xpectancy at age 65 was 20.7 years for females
= d 17,5 years for males in 2001-2 and at the age of

T —
-—'_'

= 80, 9.2 years for women and 7.7 years for men.
== Infant mortality per 1000 live births 5.5

® 9.4% of the Gross Domestic Production is spent on
health care in 2001

® Health care expenditure was 3015 Euros per
inhabitant/yr in 2001




R
SiiIENElderly-and Icelandicaliaw™

SIS HISEL 11 1982 Revised in 1989 and 1999
2 Trigh utonomy shall' be respected

1) lément to services that are needed

___eeds met at a level that is relevant and
= BCONOMIC
= Supported to live at home as long as possible
® Access to a nursing home when such a need
arises

l-l—




ENeraeanisation;of the Elderly Care™

SNEOFONdInNated ffiom the community healths centre;
SHNBMENUSing care and home help
SVIEalsioni wheels

= STRespite care, day care

-~ e Access to geriatric assessment units

® Pre-admission assessment for a nursing home
placement




MBRENADOUE the IcelandicsSysten™

SNEORENRENESRY, Ut less thanr perfect

SRMIPEECt Co-ordination between nursing and home
PEIPE=BUE new: active plans to unite the service

) P "t“of the problem has been that social service is

-**“-:Iﬁ“ anced by the county council but home nursing
= '_: Service, community health, nursing home and hospital

care by the state

o GP. s do not make regular house calls to the elderly in
home care




/le)f it B out the Icelandic System..

2 . e —

SN EIIEEalth Care 1ess developed! than nursing
OIENCANE

) Mrl |'Str|but|on of nursing home beds — least

iberini Reykjavik

rﬁtlents from hospitals are not prioritised to
AUrSing homes

e The Ministry of Health is does not manage and
synchronize the system

I.I_
=




Uﬂﬁé?ﬂty Hospital Reykiavik
Jer artment of\Geriatrics=""

Servings aLpopllation.o 0),0]0]0)

SsEEsiare 1200 — 14 geriatricians trained in US, Britain
awml?_eden

PA@RENaclte care unit for the elderly and a consultation

2 _sg Jlee
== ;wo dementia units

- e

-
":,'..——-"'"'
. ———

~ e One?7 day rehab unit, two 5 day rehab units
—® Palliative care unit
Day hospital
Memory: Clinic and Falls Clinic and General Clinic

Problem: Bed blockers! ? If RUG °S payment system
will solve this issue
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WSEUSHOItNe elderly 1993-2000, Iceland

Mynd 7.6 Vistrymi ferir aldraba i stofiounmum 19932000
Figure 7.0 Beds and places tn refivement homes, nuysing homes and -wards 153‘5'5—2 oo

1.200
1.800
1.400
E B Bjémisturimi 4 : ,
g dralatheimibam Residential
_:%‘ 1.200 - In retirernent homes
L
=
T . 5 O Hytkmnarimi a ;
5 200 - heirubom
E In mirsing homes
e a0 S O Hytkrararrimi & )
E'__ spikraloinum HOSpIta|
5 i Mursing beds in
i M hospitals
200 -

1593 1994 19596

1935 1997 1938 1595

About 1000 beds per 100.000 of population



S
IGIC NURSING IHOMESHms

ool tne elderly live in nursing/residential homes-
oﬂ/y- ielNH beds

HelfeffalliNHIbeds are in Reykjavik, but greater part of
,ff “elderly I30pulat|on — thus still relative shortage there

¢ [he elderly keeps 250%$/month for personal expenditure
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Hbatfsll af aldurshdpi

o

Mynd 7.7 Vistmenn i stofiunum aldradra eftir kyni og aldri 2000
Figure 7.7 Cecupants af refivement Bomes and nursing Bomes/~wards by sex and age E‘G'E'G'

Soafage groups
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S e,

selgelitsSeli Resid. andiNH - 2001=ICelamnas

35
B Earlar Men

A O Eomy Women s
RH's

25 Males 80.5
Females +2

20
NH s

15 : Males 82,7
Females +2

IO

51 - Females
2/3

A Il == - | /

Alls Total a0+ Al-a8 7074
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Ursing Home Pre-admission; o

rla
\sses MEent

—

SMVIEREEEeRY accordingl tor Icelandic law, In' effect
frogp Bk

) ;m ormed by a multidisiplinary geriatric team

SStandardised form - risk factors identified

—
l-l—-___.

” "6 Two levels of care defined: skilled and unskilled
e National nursing home waiting list




o
IENNIISING HomePrieadmissionsAssessinent
SSEnt 1N’ four domains;
BIN(@ABL, Housing, Informal Support)

; sical nealth (Iliness, Medications)

E-:‘.‘-'"':E:'!. ental health (Dementia, Abnormal Behavior,
AnX|ety Depression)

s Functional (Mobility, Eating, Dressing and
Grooming, Continence

C
J=
(2

< 'n U2
., (D

(\.
2 20
I) J
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sEeroiRthEe 12 SUbCategories! IS assessed on a
Jlj 010, maximum of 120 points

chrlevellis predefined

mber Of points predict the level of NH care -
F"—“*u‘“nsknled and skilled.

= number of points correspond to the degree of
urgency. for each level of care

® number of points predict mortality




Predicting a SklIIed_:yrsamg____

rJOJ’J’ 2 PIacemeth
OR @

J Ph\/.u al health . (3.27-14.79)
PRVIEGICation Uuse . (1.50-6.20)

: W,.;,E mentla . (2.70-12.93)
— Moblllty : (2.10-9.81)
e Eating . (3.92-16.86)
® Dressing : (1.89-6.99)
® [ncontinence : (1.21-5.71)

r2=0.631




erfiornaNH bedsinReykjavik

Cognitively
intact

Mild to Mod
Dementia

Severe
Dementia

I Males
[0 Females




e one year arter PNHA |
vik = 10'yeatrebsenvation

I Males
[0 Females

Mors Placed in NH's  Still waiting
after 1 year



Cum Survival

1,04

0,0 4

-2

%
-2

Lifun fra fyrsta mati

Oe|
N qf
& q
(o) ||
(o) ||
o9

vallafter first PNHA

Survival Functions
1,2 &

Kyn

® kona females
+ kona-censored

© Karl males

+ Karl-censored



EaGkors that predict sUrVival =

rrctlon for‘ager— 10 year observatlon

RR/point: @ p-value
~ Moglliy 1,033 1,000 -1,068 0,050
i ;\J]m\_—. feed 1,059 1,011-1,109 0,015
- ro OI o urination 1,027 0,998 -1,057 0,066

_ysu:al nealtn 1,012 0,966 -1,038 0,348

'ﬂ:emales
Viebility 1,046 1,019 - 1,074 0,001
Ability to feed 1,025 0,993 -1,058 0,118
Control of urination 1,007 0,983 - 1,031 0,574
Physical health 1,018 0,998 - 1,038 0,072




" Relationchin.het : Y
Relationshipasetween survivalland age and number e
oSN PNHA f —

| -
M
J . _#

—_—

Midgildislifun [ar]
=

o
O

o

0-25 26-45 46+ 0-25 26-45 46+ 0-25 26-45 46+
Stig



[ESs0MS firom the PNHA -
_ L

SNEIIE tiMESEEMS 10, D€ EXCESSIVE afiter a
sl e OIEEANOINIFFPIcCEMERT NASTDEEN
SEEERPaKtcUlarly in light of high mortality on the
NERVEItRg list.

_fr- ‘offinterest that the relationship between age
=~ 2nd function and survival supports the PNHA and

I.I_
=

that it mirrors well underlying biological factors.

e Prioritization for admission to NH “s should take the
relationship between age and points into account
as It relates to survival.




Impertant Issues in the Ca ﬁ___,of—the
=SV IN_ReyKjavik

SINEEEN e arliospitall based nome care — already.
GdEIEEE ON professionally, but avaits financing.

\rr- Aen to guality of care

INENcing: of the system needs to be reassessed.
= Tthe University hospital uses DRG “s but that
system unfit for geriatrics, rehabilitation and
psychiatric care.
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(ENt inslcelandic Geratie c Care™

SRIENPINIHANS ORErtype off geriatiic assessment

SHIINERENS GNE acute geriatric asssessment unit (24 beds)
2l Zrpestacute/dementia hospitals beds

SRIErMIDS-NHI (RAT) system is now mandatory in all
B NUrsing homes — financing based on MDS-RUGS

| — & Tihe MDS-HC will be implemented in the newly
combined home care service

® The road to successful high quality cost-effective care
IS through assessment.







e Useiof RAT in Ieeland”

Started in 1994

SRy we use it and some interesting

s - =
= e —
oy, -
|

..-:'_;_.::"" -~

= |essons we have learned




IHERAT Family,of Instruments™

SNEIEHIC Care/Mursing sHAcUte Care
OINES™ — RAI-AC
. RAI 2.0
== ® Post-Acute Care-

—

gme Care Rehabilitation
rk ~— RAT-HC2 clatii s

e Palliative Care

e Mental Health T

- RAI-MH




S

App-H’o 1S,0f; D5, Data

- Funding
are Plan Case-Mix Algorithm

Sy

S | valuate
= fBest Practices

-.._

=

Assessment Prevent Gaming

Outcome Measures Quality Indicators

Quality Improvement
Accreditation

(Source: Hirdes et al., Healthcare Management Forum, in press)




S
srossNational-Comparisonsawith*MDS NH®

EESRAT=NHNISed
celand 1994, Greater - Reykjavik
=255 firom all 11 Nursing Homes.
Denmark 1992-93, Copenhagen,
EE”*‘-"’
—  n=3451 from 65 of 75 Nursing Homes.
: U.S.A. 1993, 6 states
(Kan, Mai, S-Da, Neb, Miss, Wis),
n=273491 from all Nursing Homes.




Lricl] uais with the least n_ggj_fer
NOising Home P1acement

Proportion in Nursing Homes
Denmark Iceland U.S.A.

:* 'e definition 43.2 51,6 30,0

.-._._'_-

b 5 o

il . il
"F—-‘-ﬂ-
it _——

e -
e

Intermediate def. 23,5 34,6 14,4

Narrow detf. 3,1 4,6 R
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QuiEltyAlindicators

T

Denmark Iceland

- - % %

.|

—
-

——— =

~

== Pressure ulcers 7,6
—_—

= D_e_p;ression without RX 45,0

-

“Antidepressants 443




Neir -R@‘24

NBIGICIUSE of psycheactive medications in

NEESIRENECRIES

antidepressants
neuroleptics
sedatives

- “lceland




iihe ELropeanADHOC Study in

.
—

&= Homecare

il

= = —
1.._-.--—'-'

- -
At
[ & i
—

_— -

[Lead by Prof. R. Bernabeli, Italy




e _
NOIGIC Charactesistics

SWABRUILE70Y6 lIve alone Vst italy 12%
SADERRESSIVE symptoms seem to be less
;J' SValent: 0.5 vs 2.0 on a MDS Depression scale

:-—~ nellness similar to most European countries —
20 25Y%0. Exception is Italy: 7.5%




Czech Reg

Germ
i

R

Best ADL and Cognitive function is in the Nordic countries and the least caregiver burden




—
Ession— Carer.burden




E S W
Alnfl @ the NOI’dJ'.C_I’MDS-A-C‘gtﬂ_d_\_/ me—

SNEERLIACO-morpidity, fiunctionalland cognitive
IgicELIoNS In Elderly” people admitted acutely to
iEralimedicine services in five Nordic

S coUntres.
— s Compare the MDS-AC tool with conventional

patient records written by doctors and nurses.
® Eighty cases per country, 75+




.
DEENColIECtionand presemtation” =

SYEiPWaS collected within 24 hours of admission
GlENCOPared With doctors and Nurses notes
'fro Within the first 48 hours of admission.

' fhie datalis presented as agreement (A) and
dlsagreement (D) between methods, and
tunknown (U) in the medical record when the
data is only registerde by the MDS-AC.




StimimaRy. off MDS comparison _’_v_glj:h—theﬂ_..._
Viedical Record ™
SREOr the AL |ma|re,t e best

decumentation: in the medical record Is for
lecomotion and eating, where 13-15% of

B the records are missing documentation.

.._.‘ -

il

=== For the other ADL impairments the medical

e -
e

record misses between 28 and 50% of the
deficits.




s

-

ross-Nordic comparison

total % of undocumented Denmark Finland Iceland
records in the impaired or
unimpaired groups.

: Manages medications
Impaired n=150/284 (53%)

Unimpaired n=94/133 (71%)

Short-term memory
Impaired n=32/154 (21%)

Unimpaired n=121/263
(46%)




> I Nordi
\l- C — o
Slimmary of cross-Nordic &
@

SIIPAKISoN _—

SHIERENS considerable variability in
doelinEntation between the Nordic countries

eMAlIReountries can imporve

E=SESeme countries need to improve more than

o, —

—  others!




— S . -
IGEIEd compared with FnRliand

T

.|

SNYBELmeEntation by doctors and nurses




Wakmg medications. s
nd VS FmIaﬂd —
J ,

Tule R
C

- Percent

E Doctors Finland
M Doctors Iceland
[INurses Finland
M Nurses Iceland




'micates Paln

er— nd Vs Einland

" _r-_-'.
- Percent

E Doctors Finland
M Doctors Iceland
[INurses Finland
M Nurses Iceland




_ S
StimImaRY. of Doctors and Nurses,
cofs) anson in Iceland and Einland

SANBISESTare better tham dectors' In documenting
unrw ionalVariables

SRSl nurses could do better

—

=% T} Jere is considerable difference and variability

B —
-—'_'

= Petween Icelandic and Finish
— nurses documentation




-
RESIUENT Assessment Instrument

SVIVABHEValued 1nrlceland?
SHpliiierent reasons for different parties!
SERAINIGIFthE academician:

B hat issues are there in the NH setting? - the epidemiology.

=
—

= Variability of care vs. outcome
— Comparisons between institutions

— Cross national comparisons - by assessing the individual one
can cut through different social systems.




S
YAV Striment

SRR 1 for the institution —
sterrletle eollgetldr] of Iriforlzitos
e adocumentation of problems (triggers)
er carne plans (RAP s)
eMixon individual Wards

— The riesident gets attention during data collection that in itself
can be therapeutic.

— Focus on function and disability; the relevant issues for the
elderly.




e
Ir Je W Instrument —_—

REOIRENVINIStR/AGTRIEEI B
= Qua By ASSUFaNCE
SRESELeEe Use

— S 2res of new instruments in the making: for Home Care, for
_A

I AcuterCare, for Sub-acute Care

E_.:,.;,-..,.w_dDevelopment towards a seamless system of care for the
~—  elderly.

e Forthe Surgeon General

— The prospect of improved quality of care
— Continuing education for all staff involved




—— '
=HGE pCare of the Elderly. necasftopss

J"'fr Eestinlgoedihes th"-_ the triple; strategy. Part of
cliFEnt hEalthr Care cost NEeds to e VIEWEd' as
VEStmMENt in healthy aging.

SRCElinical guidelines; focus on the psychology of

S implémentation and high yield conditions.
.____-—0 Clear Prioritization and Health Paolicy.

—

= — ® [ntegrated information systems with standardized
' data collection (NHPA) and multiple functions (RAI)
for care, quality, funding and cross national
comparisons.







S
story:sMs., Mary»85%/ear ofd™

by wWidoewed, lives alonion third floor In a
POUSENVIEOUL elevator
SRerdaugnters live 500 kilometers away
BWIS|IE ias DM, HTN, small venous ulcer r.leg (x2
e -
———Week dressings)
- " Primary care physician, several medications

® Depressed after husbands death and she eats
less well and neglects the BP and DM control




SHVPREEVAaitErNe0M: a NEIghbour sees that hot water
PBESIOUL of the appartment

—~ \1\' at happens? Neighbour calls who? Are the

E aughters called and involved? What else?

= What happens if Mary is dx "d just as reactive
~depression and in need of medications and in need
of help with doctors visits and food preparation

e \What if she is dx d with mild dementia




>
ScSEIISTOrY Mrs Mary, 85 >_Yedr o))"

— cof) t

SNathappens if she is found with a broken hip
SIIRLIETIO0N?

o Y hathappens after the orthopedic service?

~f- ew:she is walking again. What happens if she

|t
=

IS only depressed? If she is demented?

s 15 50CI0ECONOMIC deprivation relevant to health
and social care programming? Or Who pays?




AGENAG|USted Incidence of Frarc’g_uir:e,s_ef the.

EEfile 50+/100.000%

Peking

| ® Hong Kong
Budapest

' | m Reykjavik

karlar




| S
neidence of Femur Fractures in Iceland” s
SWAUENEnd sex adjusted/1L00:000year

W\ EEYS
B Females

60-69 70-79 80-89 90-99




S Ty
IREIEGENCE Unrecognised mxotgarellal
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Figure 3. Swurvival probahility a0 +
{with respect to coronary heart
discase mortality) of participants 0
in the frst four stages of the
study having had either recog- 20
mized or vnrecognized myocardial
infarction. Also shown ‘are the 10
number of patiénts at risk afier 3, Years
B, 9 and 12 years: Y5% confi- Q f i ¥ t 1 J ' t ? = J ’ ' 1
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