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Dear Editors

Cataract and stroke are two common pathologies in the elderly population.
The need of cataract surgery in UK approximates 200,000 a year, and more than 2.4
million of people aged over 65 suffered from cataract with visual impairment in one
eye or two. This number increases by 1.1 million over the 5-year period." About
5% of patients undertaking cataract surgery reported a past history of stroke.”> Most
stroke patients suffer from various levels of functional impairment which may on the
one hand limit them from having cataract surgery, but on the other hand, they may
have a stronger drive to improve their visual acuity after stroke.

Oxford Radcliffe Hospital (ORH) Trust is the only general hospital providing
acute stroke care, so the vast majority of patients in Oxfordshire contracting acute
stroke would be sent to ORH for treatment. A retrospective chart survey of acute
stroke inpatients in ORH Trust in 2003-2004 was done to explore the relationship
between stroke and cataract surgery. In 2003, 735 acute stroke inpatient records (mean
age=77.3%£13.4 years, 47.9% males) were sorted by ICD-10 (1619, 1639, 164X) and
were followed through 2004 with the mean follow-up of 377.8 days. At discharge,
213 (28.9%) died at the stroke events, 281 (53.8%) went back home with care
package, 15 returned to nursing homes (2.9%), and 226 (43.3%) were transferred for

intermediate care. In 2004, 20 patients (3.8%) died, mostly due to infectious
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complications and recurrent cardiovascular events. Among the 522 stroke survivors,
138 (26.4%) of them were re-admitted, and 11 cataract surgeries were performed
during the follow-up period. Four hundred and sixteen stroke survivors in
2003-2004 aged over 64. Patients undertaking cataract surgery after stroke were
aged (median age=77 years, range: 65-87 years) and none of them had been
transferred to any form of intermediate care, implying that they perhaps recovered
better from stroke events. In 1999-2000, approximately 164,000 cataract surgeries
were performed for patients aged over 64 in England and Wales, and the cataract
surgery rate of people aged over 64 was 1.9% in England and Wales.™  Cataract
surgery rate in stroke survivors aged over 64 was 2.6% (11/416) in our study, which
was higher than the national survey.

Is this discovery merely a coincidence between common pathology in the
elderly?  Maybe yes and maybe no.  Hu, et al. reported that cataract extraction
surgery was positively related to coronary heart diseases, and oxidative damages were
considered the cause of both conditions.” In addition, does head CT scans done
during acute stroke events predispose cataract? Previous studies indicated that
radiation exposure (diagnostic X-ray and CT scan) was not related to cataract in the
middle-aged and the elderly.®” It is still premature to conclude a causal relationship

between stroke and cataract surgery. A large-scaled longitudinal study is needed to
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ascertain this phenomenon. However, from the patient’s perspective, a stroke

survivor with relatively preserved functional status may have a stronger drive to

enhance their visual acuity. And, from clinician’s perspective, cataract with visual

impairment should be treated more aggressively in order to prevent falls following a

stroke. This may be a coincidence following a larger-scale investigation, the attempt

to explore the need for stroke survivors should continue.
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Guy’s and St Thomas’ NHS Foundation Trust

General Description of the Department of Ageing and Health
at Guy’s and St Thomas’ NHS Foundation Trust

Services managed by the GSTT Trust

These are managed as part of the Medicine SDU (service delivery unit) of the Acute Patient

Services Division (one of four clinical divisions in the trust). The clinical lead for Elderly

Care services is Dr Danielle Harari and the SDU head is Dr Adrian Hopper (also a

geriatrician). The service includes acute elderly care and rehabilitation, stroke rehabilitation,

and specialist geriatric medicine input into other departments of the trust and to community

health services run by Lambeth and Southwark PCT.

Three elderly care wards (28 beds each) at St Thomas Hospital

Inpatient acute stroke care and rehabilitation Unit (22 beds)

Guy’s Elderly Care Day Hospital (the venue for a number of the specialist services
described below)

Ortho-geriatric liaison and step down rehabilitation in IC

Older Persons Assessment and Liaison team (‘OPAL’) — assesses all acute medical
inpatients aged 70+

Proactive care for Older People undergoing Surgery service (‘POPS’)

Inpatient and outpatient Continence Service for Older People

Falls service

Consultant input to the Lambeth and Southwark Domiciliary Intermediate Care teams.
Various general geriatric, GIM and specialist clinics at Guy’s, St Thomas’, Whittington
Centre, and Pulross Intermediate Care Centre

Consultant MDMs and ward-rounds at Pulross Intermediate Care Centre and Lambeth
Community Care Centre (PHC managed, bed-based, GP-supervised IC beds)

Continuing Care Assessments for all frail older adults inpatient in GSTT OR at home
resident in Lambeth  or North Southwark .

Medical care of residents of the NHS nursing home, Minnie Kidd House.

Ward referrals and domiciliary visits on request

The consultants also provide 3 of the Trust’s 12 acute admitting general medicine teams, and

junior medical staff at SHO and specialist registrar grade share these responsibilities with

those in the elderly care service. There are separate pre-registration house officers for the

general medicine duties.
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Consultant Medical Saff appointed

Dr Frances Dockery MRCP (LOCUM)
Dr Jugdeep Dhesi PhD MRCP 2005
Dr Rebekah Schiff MRCP 2005
Dr Thomas Ernst MRCP (Acute Physician) 2005
Dr Danielle Harari FRCP 2000
Dr Mark Kinirons BSc MRCPI FRCP

1996

Dr Adrian H Hopper MA MD FRCP 1989
Dr Antony G Rudd MA FRCP 1988
Dr Finbarr C Martin MSc MD FRCP 1984
Dr Roger R Lewis  MD FRCP 1978

Junior Medical Staff.
There are 5 Specialist Registrars, all receiving joint geriatric and general medicine training.
There are 4 SHOs (3 GPVTS and 1 General Medicine rotation, and 6 pre-registration house

officers (3 month attachments).

Community based Elderly Care Services

A service level agreement (with recharge for 12 consultant sessions) exists between GSST
and Lambeth PCT describing the work done in the community by consultant medical staff
based in and employed by GSST. Consultants are also expected to contribute to community
service development work in an advisory capacity. Dr Harari is the lead geriatrician for older
peoples’ services in Lambeth PCT. No explicit such arrangement exists with Southwark PCT

but Dr Kinirons is the partnership board consultant member.

The Whittington Centre (Lambeth PCT)

This is a purpose built (1986) facility in Streatham, at the southern tip of Lambeth and
provides a service mainly for the residents of the southern part of Lambeth It combines a
small core of traditional day hospital functions with a range of condition specific
rehabilitation programmes and out-patient activities, a community dental service, chiropody,
hairdressing, self-help groups, health promotion activities. The out-patients include general
elderly care medicine, movement disorders, diabetes, and a multi-disciplinary falls clinic. The
centre also receives referrals from social services for community care assessments. Dr Martin

is the department’s lead consultant for clinical governance and service development here.
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The Pulross I ntermediate Care Centre— PICC (Lambeth PCT)

This is an Intermediate Care facility in Brixton, providing care primarily for Middle and
South Lambeth residents, but also including some GP practices in North Southwark. It has 16
beds with GP medical cover. There is consultant input into assessment, sub-acute care, and
rehabilitation. Outpatient services include general elderly care medicine, stroke, therapy led
falls clinic, and nurse-led continence clinic. The lead consultant here is Dr Schiff, who

consults on inpatients and collaborates in clinical governance..

The Lambeth Community Care Centre, LCCC (Lambeth PCT)

This is a 20 bedded intermediate care facility in Kennington, primarily for residents in North
Lambeth and NW Southwark. The beds include a 6 bed ortho-geriatric rehabilitation service.
GPs provide medical cover. Dr Ernst does a falls clinic. The lead consultant here is Dr Schiff,

who consults on inpatients and collaborates in clinical governance.

Lambeth Supported Dischar ge and Rapid Response Team (Lambeth PCT)

This provides nurse-led hospital discharge support or hospital admission avoidance services,
incorporating domiciliary rehabilitation functions, carried out by rehabilitation support
workers (akin to health care assistants) in collaboration with community therapists. The teams
are designed for selected elderly patients (from all wards at St Thomas’, Guy’s and
neighbouring hospitals) at risk of failing to resettle at home or failing to reach their optimum
independence after illness or injury. The team is based at the Whittington Centre. This is the

longest standing team if its kind (established 1988). Dr Martin provides consultant liaison.

Timely access and case management and tracking (TACT) team (Lambeth PCT)

This PCT-funded multidisciplinary team provides is single point of access (including
assessment) service for patients entering intermediate or transitional care for Lambeth from
hospital or the community. They also manage delayed discharge at the Pulross and LCCC. Dr

Schiff is the consultant to this team.

Southwark Intermediate Care Team — ICT (Southwark Care Trust)

The Southwark team is now part of a combined service with Southwark Social services home
care but also works in close collaboration with community therapists and the staff of the
Guy’s day hospital. Drs Kinirons and Lewis provide weekly consultant input to the MDM for
case management and clinical governance, and service development with the Care Trust

management.

Minnie Kidd House— MKH (Lambeth PCT)
This purpose-built 28 place NHS nursing home opened in 1993. It has 2 respite care places,
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the remainder being for continuing care of severely disabled elderly people (NHS funded
Category 1) and usually referred from the Elderly Care Unit at St Thomas’ or King’s. The

medical care, including out of hours cover, is by consultants.

Care Home Support Team —CHST (Southwark PCT)

A specialist multidisciplinary team, established in 2002, funded by the three local primary
care trusts, is responsible for joint working with local nursing homes for clinical review,
improvement of clinical standards and support for management of patients. Our department
provides 2 consultant sessions weekly. Dr Martin is the lead geriatrician on the CHST

Advisory Group.

GERIATRIC LIAISON SERVICES

Proactive Carefor Older People undergoing Surgery - POPS (GSTT)

The POPS multi-disciplinary team provides proactive comprehensive geriatric assessment and
care to at risk older people undergoing surgery within the Trust. The team provide acute and
community care up until the patient is recovered post-operatively. This was funded initially by
the Guys and St Thomas’ Charity, but after successful evaluation, obtained on-going GSTT
funding from 2005, which enabled the recruitment of Dr Dhesi who is the lead consultant

with Dr Harari.

Older Persons Assessment and Liaison Team - OPAL (GSTT)

The OPAL team assesses all medical admissions aged 70+ on acute medical wards or the
CDU and triages them to receive a) fast-track to elderly care wards, b) case management by
OPAL team on general medical ward, or c) facilitated discharge with elderly care service
support. A post-acute clinic providing comprehensive geriatric assessment at the Day Hospital

links with this service, and optimise rapid and appropriate hospital discharge.

SPECIALIST SERVICES

Falls Service for Lambeth and Southwark -SLIPS (GSTT)

The department has developed a care pathway to develop consistent and integrated falls
assessment and prevention strategies for older people across the 2 boroughs. This major
inter-agency development was funded by the Guys and St Thomas’ Charity and is currently
seeking on-going NHS funding from GSTT and the PCTs. The integrated service has 4 falls
clinics (Guy’s DH, LCCC, WC and Dulwich (managed by King’s).The project manager is Dr
Kinirons, project leader is Dr Hopper. There is also a Syncope clinic at STH (Dr Ernst) and
two weekly Tilt Table sessions (Drs Ernst/Dockery)
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Continence Service (GSTT)
This service is led by Dr Harari and is supported by a fulltime continence nurse specialist. It

provides inpatient and outpatient treatment for bladder and bowel problems.

Sroke Service (GSTT and Lambeth PCT)

There is an acute and rehabilitation service at STH. An integrated multi-specialty
Neurovascular clinic is held weekly at STH, and a stroke follow-up clinic at PICC. With
funds from the Guys and St Thomas’ Charity, a major modernisation initiative is underway

which will include development of stroke risk reduction strategies in PHC. Lead consultant is
Dr Rudd.

M ovement Disorder s clinic and rehabilitation service at the Whittington centre
Heart Failure Clinic is soon to begin at Guys DH.

Teaching and Training

KCL School of Medicine

The consultants and junior medical staff are all involved in teaching students at GSTT.
This includes:

Year 4: seminars and modular clinical attachments of 3 weeks per student group in
conjunction with Old Age Psychiatry.

Year 3: General medicine clinical skills and Neurology (Stroke)

Year s 2-5: Clinical communication skills (a vertical course).

KCL Institute of Gerontology
We teach, examine (and co-ordinate the Health option) on the MSc in Gerontology.

South Thames (East) Specialist GER/GIM SpR Training

Dr Lewis chairs the training committee and Dr Hopper is programme joint

co-ordinator.

Research and Development
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There are no KCL funded academic sessions in the department but several consultants have
one or more academic sessions in current NHS job-plans. The department has several strands
of research activity in collaboration with academic departments of KCL or elsewhere. We are
currently involved in supervision of 5 post-graduate research degrees students. The main

areas of interest are:

Stroke - epidemiology and natural history, standard setting, audit, rehabilitation techniques.
Falls - risk stratification, exercise rehabilitation, fear of falling, service development.
Bowel Function — management of constipation

Delirium - diagnostic assessment, natural history, biomedical risk factors

Frailty - ageing endocrinology, conceptual models

Comprehensive Geriatric Assessment - evaluation of targeted interventions

End of life Care - including attitudes and clinical decision making.

Vascular medicine — with relevance to neurovascular instability.

The department actively supports wide involvement in audit and research activity among

medical and therapy staff, and a departmental clinical governance programme.
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NHS Framewor k

Purchaser Provider
Primary Care Trust (PCT) q Hospital Trust «—| Teaching
\\\\’:;:. X Mental Health Trust
\\:\:::.\\\\ Learning Disability Trust
\\\\\\\\\\ General Practitioners (GP)
\\‘\ Community Hospitals

- Central government will have the annual budget calculated and distribute it to
the PCTs

- PCTs will negotiate their contrast with individual Trust for the annual medical
expenditure and it is local PCT’s responsibility to project their health needs

- Traditional paying system done by a specialty formula by inputting the
estimated patient number, length of stay, A&E services, day care, OPD (1*
time), OPD (follow-up). If served patients exceed the amount of the contract,
hospital Trust will be paid by the marginal cost (about 40%)

- Payment by result done by similar formula but under HRG coding, generating
a national tariff for each code. If hospital serves more cases, they will get paid
according to the national tariff, but it will impair the management of the whole

system.
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Care for the Elderly

Department of Health (DOH)

Acute Hospital Trust Primary Care Trust (PCT)

Community Hospitals

geratologists

GPs

Elderly population

Pooled Pocket of
Elderly Care

Social Services

Oxfordshire County Council

Through demographic elections

- Hospitals are not allowed to run social services by law

- Social services pay for the home care, care home, assistive devices and so on.

- If patients are medically unwell, hospital may charge the PCTs, but if patients
are just waiting for social services, then hospital will charge social services
into the pooled pocket of PCT and social services. Hospitals are allowed to

take that money back.
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I npatient Survey of Hospitalsin Oxfordshire

A census survey in 2003 showed that 74% of adult admissions in Oxfordshire
aged over 65 and 29% of them aged over 85 (Table 1). Reasons for acute hospital
admissions were mainly collapse/fall, pain, breathlessness, surgery, confusion, etc
(Table 2). Among them, 24.6% or more acute hospital inpatients may be referred to
“geriatric syndrome” (collapse/fall, confusion, mobility problems) that may translate
into 2952 admissions per year. However, among these admissions, 230 (21.8%) may
have alternatives other than admission to have their problems treated. In particular,
39.1% (90/230) admissions with alternatives happened in acute hospitals, and 7.8%
(7/90) of them were resulted from the lack of rapid access (Table 3). In other words,
about 20 admissions on a single day may be avoidable if rapid access is available.
Therefore, the establishment of a rapid access for the elderly, the majority of

inpatients, would approximately reduce 5402 hospital bed-day a year.

Table 1. The age distribution of hospital inpatients in Oxfordshire in 2003.

Ages of Patients Surveyed
N=1054

Not known
6% Under 65
20%

85+
29%

65t0 74
13%

7510 84
32%
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Table 2. Reasons for admission for hospital inpatients in Oxfordshire in 2003.

Reasons for Admission (65% of patients)

200 4
180

160

140

120 +
100 +

No. of patients

O Community

W Non-acute
mAcute

Table 3. Hospital admissions with possible alternatives.

First Preference Alternatives to Admission
N=230
60
50 1 ]
2 -
§ 40
8 30
5 ]
5 20
pd
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I Non-acute
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10.

TIA

Current Servicesto TIA/Sroke Patients

. TIA admissions to ORH increased gradually from 2003, reaching 17.9 cases

per month in 2005. The mean length of stay was relatively steady, which was
3.9 days in 2005 (Table 4).

The mean age of TIA cases were gradually decreased but not statistically
significant (from 73.7 to 71.4 years) with the female predominance (47.5% to
44.4%) (Table 5).

. Most TIA cases were treated in JR (11.3 cases/month in 2005) but Horton also

treated a bout a half of cases in JR (4.7 cases/month) (Table 6).
The mean length of stay for TIA admissions were significantly lower in JR
than Horton in 2005 (3.6 vs. 5.7 days, P<0.05) (Table 7).

. 2803 acute stroke cases were admitted to ORH from 2003 to 2005. Among

them, and 57% (1576) in JR, 22% (620) in RI, 19% (544) in Horton, and 63
(2%) in Churchill (Table 8).

The mean age of acute stroke admission was similar in JR (77.7 years), Horton
(77.0 years) and Churchill (74.6 years), but younger in RI (67.3 years) (Table
9).

In average, JR treated 47.7 acute stroke cases per month in 2005 and Horton
treated 13.3 cases per month. RI treated about 10 cases per month in 2005,
which was about a half of the services in 2004. This may be related to the
establishment of stroke unit in 2005 (Table 10).

The mean length of stay for acute stroke among 4 sites was relatively similar,
about 18-21 says (Table 11), but cases receiving following rehabilitation
(geratology beds in RI) may be missed in this analysis because the sorting
criterion were the “acute” stroke.

The treatment results of acute stroke were as followed: 27.0-37.2% cases
discharged to home, 15.6-34.2% cases discharged to other hospitals,
9.0-38.1% cases died at that admission (Table 12).

Among 272 admissions to JR + RI (50.5% of transferrals to all hospitals from
JR), mean LOS at JR=18.2 days, following LOS at RI=43.1 days. Discharge
destinations from RI: 8.2% died, 56.4% home, 27.3% other hospitals, 8.2%
care homes. 5 transferral from JR to RI per month with following LOS=43.1
days, we need 5x44=220 patient-day/month, which means RI has to have 8

beds available for acute stroke patients transferred from JR
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Table 4. Monthly TIA admissions to ORH between 2003-2005 (Jan —Sep) and the

mean length of admission stay (days)

17.89

2003 2004 2005

O TIA admissions / month @ LOS/TIA

Table 5. Demography of TIA admissions to ORH between 2003-2005 (Jan —Sep)

75.0 51%
+ 50%
74.0 +
- 49%
73.0 4 48%
- 47%
72.0 + S
% T46% 3
o \\l + 45%
4%
70.0 + s 44%
4 43%
69.0 +
< 42%
68.0 | | 41%
2003 2004 2005
Year
—Age —e— Male%
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Table 6. TIA admissions to ORH between 2003-2005 (Jan —Sep) across 4 sites

11.33

12.0

10.0+

8.0

6.0

4.0

2.0+

0.0-
JR RI Churchill Horton

@ 2003 m 2004 0 2005

Table 7. Comparisons of mean length of stay among TIA admissions in John Radcliffe
Hospital and Horton between 2003 to 2005 (Jan to Sep)

6 566 1 S
5+ 438 4.29
3.71 359

- ]
37 :
2,
1,
O—M

2003 2004 2005

‘ OJR  OHorton ‘

Length of stay in JR is significantly shorter than Horton in treating TIA patients in 2005
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Table 8. Acute stroke admissions in ORH (2003-2005 Sep)

63, 2%

620, 22%

Acute stroke patients in ORH (2003-2005 Sep)

544, 19%

576, 57%

@ JR mRI OCH OHO

Table 9. Demography of acute stroke admissions in ORH (2003-2005 Sep)

85

Demography of acute stroke pateints in ORH

60%

80
75
70
65
60 -
55
50 -
45 +

Age

40

54,006
T49 6% ’

2% + 50%
% | 40%
+ 30%

+ 20%

+ 10%

1 0%

HO

= Age — — Sex

Male%
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Table 10. Acute stroke admissions across 4 sites

Monthly acute stroke pateint number in 4 sites

48.4 455 477

JR RI CH HO

O 2003 m 2004 O 2005

Table 11. Mean length of stay of acute stroke admissions across 4 sites

Mean length of stay of acute stroke patientsin 4 sites

70.00 63.16

o 2003 m 2004 0 2005
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Table 12. Treatment results of acute stroke admissions in ORH (2003-2005 Sep)

15.6%

JR RI CH HO

@ Home M Hospital O Care Home O Death
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Services of Acute Geriatric Centre

Components of our services

acute wards (stroke unit, cognitive unit, mobility unit)

geratology referral unit (GRU)

linkage with community hospitals, intermediate care and GPs

Features of our services

rapid approach, rapid assessment, rapid examinations, and rapid management

comprehensive geratology services

redistribute healthcare cost for the elderly with cost-efficiency

active discharge planning implantation

clear admission indication for different units

best operating model under payment-by-result

Acute Geratology Services

1. GRU

1.1 Who do we serve?

Referrals from GPs due to specific conditions, multiple comorbid
diseases, or with geriatric syndrome (frailty, collapse, fall, cognitive
decline, functional decline, incontinence, weight loss, etc)
Outpatient services

Consultations from Emergency Department and all inpatients in need.

1.2 Who provides services?

Geratology specialists, other specialists (eg. Neurologists) geratology
registrar, SHO, house officer

Multidisciplinary team: nurses, physiotherapists, occupational
therapists, social workers with supporting members like pharmacist,
dietitian, speech therapist, etc.

Administrative personnel: secretary, volunteers, etc

1.3 How good will it be?

Rapid diagnosis by immediate laboratory/imaging/assessment services
Reduce unwanted waiting and avoidable hospitalizations
Provide immediate comprehensive individualized management plans

Immediate referrals to all possible care resources
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- Reduce medical expenditure and provide better distribution of
healthcare resources
1.4 Best financial model
- Outpatient basis and day care basis is the most profitable
- Outpatient service first visit: £267, follow-up: £122
- Day care tariff (example)
o TIA: £1047 (age>69 w cc), £753 otherwise
e Discase of balance: £2862 (age>69 w cc), £810 otherwise
e Cerebral degeneration: £2008 (age>69 w cc), £778 otherwise
e Alzheimer’s disease: £1213
e Complex elderly with a nervous system primary diagnosis: £5987
1.5 Current operation
- No GRU to date
- Atleast, 24.6% of all acute hospital inpatients may be referred to
“geriatric syndrome” (collapse/fall, TIA/minor stroke, confusion,
mobility problems), which may translate into 2952 admissions per

year in ORH which may need prior assessment before admissions
- Lack of rapid access cost 20 hospital beds everyday. Rapid access
provided by GRU will save 20x365=7300 hospital daysevery year.
(ie. 20 inpatient beds)
Stroke Unit
2.1 Who do we serve?

- Patients with acute stroke, TIA & minor stroke

(a) Patients with potential to restore functional independence
(b) Patients with unstable high risk of disabling stroke syndrome
(ie. 1/3 of TIA & minor stroke patients)
2.2 Who provides services?
- Stroke neurologists, stroke specialists, geratology specialists,
geratology registrar, SHO, house officer
- Multidisciplinary team: nurses, physiotherapists, occupational
therapists, social workers with supporting members like pharmacist,
dietician, speech therapist, etc.
- Administrative personnel: secretary, volunteers, etc
2.3 How good will it be?
- Best quality of acute stroke care
- Active intervention to prevent following disability to the largest extent
- Early implementation of multidisciplinary team for active

rehabilitation program and nutrition maintenance
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Active discharge planning after admission and shorten the mean length
of stay

2.4 Best financial model

Early hyperacute assessment, imaging and stroke unit admission with
comprehensive acute care and short length of stay (2-3 days for TIA
and 7-10 days for disabling stroke)

Early implementation of rehab in the stroke unit and transfer to rehab
beds as soon as possible (1/3 to OCE, 1/3 to community hospitals, 1/3
to stroke rehab)

Each acute stroke, the national tariff is £4170 (age>69 w cc) and £2838
(age<70 w/o cc)

Target mean length of stay for each patient: 15 days and then transfer
to rehab bed which is paid by bed-day basis (fee for service) or to
cognitive unit which may be paid by Mental Health Trust (may be local
tarift)
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Service Volume Projection

12 TIA cases a month with the mean length of stay of 4 days.

a. 12x4+30=1.6 beds
. 60 stroke patients (JR+RI) a month with mean length of stay of 15 days, 80%
admitted to stroke unit

a. 60x15%x80%+30=24 beds
. 34.2% of acute stroke patients need longer rehabilitation program with the
average bed-days of 43.

a. 60x34.2%x43+30=29.4 beds for rehab

. GRU

a. Survey of geriatric syndrome: 12.3 cases per day (2952 admissions per
year. 2952+12 month+20 working day= 12.3 cases per day)

b. Rapid access: 10 cases per day (20 admissions with mean length of
stay of 3 days, 20 admission/day*30 day+3 day (LOS) +20 (working

days a month)=10 cases per working day)
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