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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 motivational interventions.®* 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

139



140

Chapter 7

(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
motivational interventions 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. %2

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. For instance,
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 theirimplementation as routine care.



REFERENCES

Bernstein E, Topp D, Shaw E, et al.
A preliminary report of knowledge
translation: lessons from taking screening
and brief intervention techniques from the
research setting into regional systems of
care. Acad Emerg Med 2009;16:1225-1233.

Johnson JA, Woychek A, Vaughan D, Seale
JP. Screening for at-risk alcohol use and
drug use in an emergency department:
integration of screening questions
into electronic triage forms achieves
high screening rates. Ann Emerg Med
2013;62:262-266.

Vendetti JA, McRee BG, Del Boca FK.
Development of the SBIRT checklist for
observation in real-time (SCORe). Addiction
2017;112 Suppl 2:34-42.

Barnard S. Implementing an SBIRT
(Screening, Brief Intervention, and Referral
to Treatment) program in the emergency
department: challenges and rewards. J
Emerg Nurs 2009;35:561-563.

APOP-screeningsprogramma. Handboek
voor het optimaliseren van zorg voor de
Acuut Presenterende Oudere Patiént op de
Spoedeisende Hulp. Leiden, LUMC, 2018
(online). Available at: https://apop.eu/wp-
content/uploads/2021/02/apop-handboek-
web.pdf. Accessed June 27, 2022.

Rodriguez-Martos A, Santamarifia E. Does
the short form of the Alcohol Use Disorders
Identification Test (AUDIT-C) work at a
trauma emergency department? Subst Use
Misuse 2007;42:923-932.

Selin KH. Alcohol Use Disorder Identification
Test (AUDIT): what does it screen?
Performance of the AUDIT against four
different criteria in a Swedish population
sample. Subst Use Misuse 2006;41:1881-
1899.

8.

10.

11.

12.

13.

14.

15.

General discussion

Bush K, Kivlahan DR, McDonell MB,
Fihn SD, Bradley KA. The AUDIT alcohol
consumption questions (AUDIT-C): an
effective brief screening test for problem
drinking. Ambulatory Care Quality
Improvement Project (ACQUIP). Alcohol Use
Disorders Identification Test. Arch Intern
Med 1998;158:1789-1795.

Kaner EF, Beyer FR, Muirhead C, et al.
Effectiveness of brief alcohol interventions
in primary care populations. Cochrane
Database Syst Rev 2018;2:Cd004148.

Clark J. Preventive home visits to elderly
people. Their effectiveness cannot be
judged by randomised controlled trials.
Bmj 2001;323:708.

Mérelle SYM, Boerema |, van der Linden
MC, Gilissen R. Issues in emergency care
for people who attempted suicide. Ned
Tijdschr Geneeskd 2018;162.

Atzema CL, Schull MJ, Kurdyak P, et al.
Wait times in the emergency department
for patients with mental illness. Cmaj
2012;184:E969-976.

Van Der Linden MC, Balk FJE, Van Der
Hoeven BJH, Van Loon M, De Voeght FJ, Van
Der Linden N. Emergency department care
for patients with mental health problems,
a longitudinal registry study and a before
and afterintervention study. Int Emerg Nurs
2019;44:14-19.

Engel KG, Heisler M, Smith DM, Robinson
CH, Forman JH, Ubel PA. Patient
comprehension of emergency department
care and instructions: are patients aware of
when they do not understand? Ann Emerg
Med 2009;53:454-461 e415.

Hastings SN, Barrett A, Weinberger M,
et al. Older patients’ understanding
of emergency department discharge
information and its relationship with
adverse outcomes. J Patient Saf 2011;7:19-
25.



146

Chapter7

16.

17.

18.

19.

20.

21.

22.

Zavala S, Shaffer C. Do Patients Understand
Discharge Instructions? Journal of
Emergency Nursing 2011;37:138-140.

Crede SH, O’Keeffe C, Mason S, et al. What
is the evidence for the management of
patients along the pathway from the
emergency department to acute admission
to reduce unplanned attendance and
admission? An evidence synthesis. BMC
Health Serv Res 2017;17:355.

Kools N, van de Goor |, Bovens R, van
de Mheen D, Rozema AD. Impeding and
facilitating factors for the implementation
of alcohol interventions in hospitals: a
qualitative and exploratory study among
Dutch healthcare professionals. BMC Health
Serv Res 2022;22:6.

Bernstein E, Bernstein J, Feldman J, et al.
An evidence based alcohol screening, brief
intervention and referral to treatment
(SBIRT) curriculum for emergency
department (ED) providers improves skills
and utilization. Subst Abus 2007;28:79-92.

Nordqvist C, Johansson K, Lindqvist K,
Bendtsen P. Attitude changes among
emergency department triage staff after
conducting routine alcohol screening.
Addict Behav 2006;31:191-202.

Gargaritano KL, Murphy C, Auyeung AB,
Doyle F. Systematic Review of Clinician-
Reported Barriers to Provision of Brief
Advice for Alcohol Intake in Hospital
Inpatient and Emergency Settings. Alcohol
Clin Exp Res 2020;44:2386-2400.

Glass JE, Andréasson S, Bradley KA, et
al. Rethinking alcohol interventions
in health care: a thematic meeting of
the International Network on Brief
Interventions for Alcohol & Other Drugs
(INEBRIA). Addict Sci Clin Pract 2017;12:14.

23.

24.

25.

26.

27.

28.

29.

30.

Bruguera P, Barrio P, Oliveras C, et al.
Effectiveness of a Specialized Brief
Intervention for At-risk Drinkers in an
Emergency Department: Short-term
Results of a Randomized Controlled Trial.
Acad Emerg Med 2018;25:517-525.

Wilson JM, Jungner YG. Principles and
practice of mass screening for disease. Bol
Oficina Sanit Panam 1968;65:281-393.

WHO team Alcohol, Drugs and Addictive
Behaviors. Global status report on alcohol
and health 2018. Geneva, World Health
Organization, 2018.

Government of the Netherlands. The
national Prevention Agreement, a
healthier Netherlands. Ministry of Health,
Welfare and Sport, 2019. Available at:
https://www.government.nl/documents/
reports/2019/06/30/the-national-
prevention-agreement. Accessed June 27,
2022.

Buurman-van Es BM. Kortdurende zorg
bij ouderen als antwoord op spoedzorg.
Huisarts en Wetenschap. 2019;62. Available
at: https://www.henw.org/artikelen/
kortdurende-zorg-bij-ouderen-als-
antwoord-op-spoedzorg. Accessed June
27,2022.

Jonkman NH, Westland H, Trappenburg JC,
et al. Do self-management interventionsin
COPD patients work and which patients
benefit most? An individual patient data
meta-analysis. Int J Chron Obstruct Pulmon
Dis 2016;11:2063-2074.

Moriarty KJ. Alcohol care teams: where
are we now? Frontline Gastroenterol
2020;11:293-302.

Hendry A. Creating an Enabling Political
Environment for Health and Social Care
Integration. Int J Integr Care 2016;16:7.



31.

32.

33.

34,

35.

36.

37.

38.

Driesen B, Merten H, Wagner C, Bonjer
HJ, Nanayakkara PWB. Unplanned return
presentations of older patients to the
emergency department: a root cause
analysis. BMC Geriatr 2020;20:365.

Ribbink ME, Macneil-Vroomen JL, van Seben
R, Oudejans |, Buurman BM. Investigating
the effectiveness of care delivery at an
acute geriatric community hospital for
older adults in the Netherlands: a protocol
for a prospective controlled observational
study. BMJ Open 2020;10:€033802.

de Kok BM, Eijlers B, van der Linden MC,
Quarles van Ufford HME. Lean-driven
interventions, including a dedicated
radiologist, improve diagnostic imaging
turnaround time and radiology report
time at the emergency department. Emerg
Radiol 2021;28:23-29.

Blomaard LC, de Groot B, Lucke JA, et al.
Implementation of the acutely presenting
older patient (APOP) screening program
in routine emergency department care:
A before-after study. Z Gerontol Geriatr
2021;54:113-121.

Blomaard LC, Olthof M, Meuleman Y,
de Groot B, Gussekloo J, Mooijaart SP.
Experiences with and attitudes towards
geriatric screening among older emergency
department patients: a qualitative study.
BMC Geriatr 2021;21:198.

Gaakeer MI, Lameijer H, Stuart P, de Groot
B. Minder SEH’s geen garantie voor meer
kwaliteit. Medisch Contact 2022 (online).
Available at: https://www.medischcontact.
nl/nieuws/laatste-nieuws/artikel/minder-
sehs-geen-garantie-voor-meer-kwaliteit.
htm. Accessed June 27, 2022.

Statement on Insurance, Alcohol-Related
Injuries, and Trauma Centers. Bulletin of the
American College of Surgeons 2006;91(9).

Geriatric emergency department
guidelines. Ann Emerg Med 2014;63:e7-25.

39.

40.

41.

General discussion

Schmidt CS, Schulte B, Seo HN, et al.
Meta-analysis on the effectiveness of
alcohol screening with brief interventions
for patients in emergency care settings.
Addiction 2016;111:783-794.

Barata IA, Shandro JR, Montgomery M, et
al. Effectiveness of SBIRT for Alcohol Use
Disorders in the Emergency Department:
A Systematic Review. West J Emerg Med
2017;18:1143-1152.

Nasser L, Stratton T. BET 1: Follow-up
phone calls and compliance with discharge
instructions in elderly patients discharged
from the emergency department. Emerg
Med J 2019;36:126-127.

147





