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The role and function of OT in post-acute Care
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Goals of Post-Acute Care

1. Care recipients must be patients not requiring long-term hospitalization or premature placement in
a long-term care facility.

2. The services provided should be based on a comprehensive assessment of the older patient and
individualized treatment plans drafted in accordance with the results of such assessments.

3. As much as possible, such service should seek to enhance patients’ independent, autonomous living
ability and have the ultimate goal of allowing patients to live independently at home.

4. Post-acute care services possess time restrictions, will not exceed 6 weeks as a rule, and will usually
last no more than 2 weeks.

5. Although the content of services must encompass all treatment areas, there must be individual
assessment mechanisms, individual case history records, and case history sharing procedures.
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Natlonal Health Insurance Post Acute Integrated Care Program

Traumatic Neurological Injury PAC
Fracture PAC

Heart Failure PAC
Stoke PAC Frailty PAC

2014/1/1 2015/9/9

Burn PAC
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Purpose

1. Establish Taiwan‘s post-acute care model
> improve the quality of post-acute care

2. Establish integrated transfer system(continuity of patient care )
> acute phase — post-acute phase — chronic phase

3. Completeness and Effectiveness :

> Provide positive and integrated care to patients in the golden period of
treatment

o Restore functions or reduce disability
> Reduce subsequent medical expenses for re-hospitalization
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Inpatient
Post-acute : OPD Care
C : Discharge
are patient DTS- Day care (Refer to social
assessment resource services)
Home
care
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Inpatient model of post-acute care
1. Regional/community hospital

~

yS

2. Rehabilitation treatment

3. Service contents:
1. Personalized treatment plan

2. Interprofessional team integrative
care

3. Rehabilitation treatment
4. Home care skill guidance

5. Prevention and treatment of
comorbidities and complications - o |
Team members: Physician, Nurse, Specialist Nurse , Physical

6. Regular team evaluations Therapist, Occupational Therapist, Speech therapist,
Psychologist, Social worker, Nutritionist, Case megamerger
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1. All day (9:00-17:00)

2. Service contents:
1. Physician diagnosis
2. Outpatient rehabilitation treatment

3. Nursing care: Wound dressing, Urinary
catheter, Constipation

Refer social resources for counseling
Nutrition and dietary guidance
Functional recovery

7. Physical & mental rehabilitation

o s

3. Individual therapy room or sheltered
field



LU?

SRR SIS Tiﬁ_\\
S H &%}E’-\’T%‘I'\ TTIL

Post-acute integrated care hm are model
1. Can not use Inpatient or
Outpatient Model

2. Service contents:

1. 30-50 mins. Home care by PT, OT,
or ST (Home care certification)

2. Education care giver, help patient
ADL function and social
participation

3. Evaluation and plan
. Frequency: 6 times/week

5. Hospital release prescription to
community clinic

N
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Effectiveness evaluation

1. Members: all staffs

e Discharge evaluation to
PAC service hospital

Medical center

Meeting frequency: baseline,
mid-term, discharge, regular

convening rate 98% PAC service . .
_ . recional hospital b Initial evalua.tlon about

3. Meeting record: showed in & [osp each professional tools

medical records, signature form, / clinic

Medical Record Completion Rate :

100% EAC service

dalellbale it o Mid-term evaluation

4. Medical record content: / clinic

inclusive criteria, discharge

criteria, each profession goals, PAC service

discharge planning regional hospital e Discharge planning to long-

term care /home care

/ clinic

2022/12/8
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. Provide consultation hotline

. Home care advice

Rehabilitation treatment suggestions

Community medical resources referral service

Referral to social resource: ex. Long-term care center, Assistive technology rescore center
. Suggestions for psychological counseling services

Referral to the home medical team of the "National Health Insurance Home Medical Care
Integration Plan”

N o us N e

8. Referral to the community medical group of "Family Physician Integrated Care Plan"
9. Other matters related to discharge preparation

2022/12/8 11
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Quality index

ISubmit the implementation results report every six months

» Mortality rate:
The number of cases that died within 1 year after the case was discharged

Number of cases closed by institutions in the current year (excluding dead cases)

»30-days Emergency revisit rate:

The number of emergency cases within 30 days after the case was discharged

Number of cases closed by institutions in the current year (excluding dead cases)

» Average length of hospital stay in post-acute care
»Intubation Removal Rate

»Unplanned NG tube/Urinary catheter slippage rate

2022/12/8 12
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6 Diseases for Post-Acute care program
fik o L/ fipe 2 =1 /Stroke Bl G IR 5/ I MG 44515/ Traumatic Neurological Injury
Wz 5 /%2 (T & /Burn VS /D0 4 /Heart Failure

HegstE s r/Aesatd 5T/ Fracture EygmEbe /R LIz S ln B F/Frailty and Old Aged

2022/12/8 13
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Inclusion and Exclusion criterion

INCLUSION EXCLUSION
1. Basic cognition, learning ability and 1. Severe impairment of consciousness
willingness or cognition, severe mental illness
2. Sufficient physical fitness: 2. Long-term respirator dependence
° Sit on wheelchair at least 1 hour without 3t inal di
support . terminal disease
° Accept at least 1 hour of active 4. Bedridden for a long time, body
rehabilitation treatment every day function cannot recover
3. Active participate in rehabilitation 5. Cancer still requires follow-up
treatment plan hospitalization

4. Good family support
2022/12/8 14
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Stroke

» Modified Rankin Scale (MRS):3-4
»Onset < 30 days

»Neurological sign stable within 72 hrs

»Vital sign: stable
»No complication or under control

»Training 3-6 weeks, max to 12 weeks

2022/12/8 15
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Assessment

CORE ASSESSMENTS PROFESSION SELECTIVITY ASSESSMENTS
1. Modified Rankin Scale (MRS):3-4 1. Berg’s balance Test

2. Barthel Index (ADL function) 2. 6-minute walking test

3. Functional Oral Intake Scale (FOIS) 3. Usual Gait Speed

4. Mini Nutritional Assessment (MNA) 4. Mini-Mental Stage Examination
5. Euro QolL-5D 5. Fugl-Meyer Assessment-motor
6. Instrumental Activities of Daily 6. Motor Activity Log

Living (IADL)

2022/12/8

7. Speech function evaluation(Concise
Chinese Aphasia Test, CCAT
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Burn
: : »6 hours burn continued education in
Inpatient Outpatient 3 years
mOdeI mOdel » Evaluation items:
1. Barthel Index
4 ) 4 ) .
2. Range of Motion
Barthel index After
inpatient 3. Vancouver scar scale
= 80 discharge 4. POSAS (patient and observer scar
N J N y, assessment scale)
5. Burn Specific Dysphagia Severity Rating
" Woundhas : b Scale
recovered for >2 Max 3 months
. 6. Mini Nutrition Assessment (MNA Short
months Evaluation: +1 Form)
. . month for 3 times
_in poor condition

. J

2022/12/8 17
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Traumatic Neurological Injury

» Patients > 18 years old Definition of medically stable :
}Disabled due to traumatic nerve 1. Stable neurological condition
injury

2. Vital signs are stable or controllable
»0Onset: < 60 days in the past 72 hours

»Significant and persistent moderate 3. Complications have been stable or
functional impairment controllable

»Barthel Index: 40-70
» Stable medical conditions
» Positive rehabilitation potential

»Training 3-6 weeks, max to 12 weeks

2022/12/8 18
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Assessment
CORE ASSESSMENTS PROFESSION SELECTIVITY ASSESSMENTS
1. Barthel Index (ADL function) 1. The Galveston Orientation and

Amnesia Test
2. Lawton-Brody Instrumental

Activities of Daily Living (IADL) 2. Rancho Los Amigos Cognitive
3. Euro Qol-5D Functional Grading

3. The Canadian Occupational
Performance Measure

4. Speech therapy evaluation

2022/12/8 19
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Fracture
» Patients > 18 years old » Exclusion: Spinal Cord Injury
»Including: Hip, Spine, Knee, non— »Training 1-2 weeks, max to 3 weeks

stable Pelvic fracture .
» Evaluation items:

»Operation < 30 days 1. Barthel Index
»Barthel Index: 40 - 70 2. Numerical Rating Scale ; NRS
»No complications, or complications 3. Harris Hip Score

but controllable and stable symptoms

»No intensive medical intervention,
testing or oxygen use

» Positive rehabilitation potential

2022/12/8
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eart Failure

INCLUSION

»Heart failure: left ventricular Ejection fraction
= 40%

»ACC/AHA Stage C~D

»Heart failure: Ejection fraction = 40% +
acute decompensation |npat|ent

» Acute myocardial infarction + heart failure:
left ventricular Ejection fraction = 40%

»Training max to 6 months

2022/12/8

EXCLUSION

»Survival period is < 6 months due to non-heart failure-
related diseases

» End stage of severe heart failure and cannot recover within
a short period of time

» Patients or families have no willingness to participate

»Scheduled to undergo coronary artery bypass surgery or
heart valve surgery within one month

» Currently undergoing kidney dialysis or waiting for a kidney
transplant.

»Severe lung disease requires long-term home use of oxygen.

»Inability to agree on treatment with other specialists

21
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Criterion
Cardiologist » Doctor: 6 hours continued education
Cardiac surgeon for heart failure care
Specialist Nurse(Heart failure case »Case manager:18-20 hours continued
manager) education for heart failure care
4. Psychologist »N3 > Cardiology Ward >3 years or Cardiology
, ICU> 2 years
5. Social worker »Each nurse care <50 cases
6. Nutritionist »Case loading = 25 - combine other work
7. Physician medicine and rehabilitation loading
8. Physical therapist »25 = Case loading <50 = only responsible
9.

Occupational therapist
10. Pharmacist

2022/12/8
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Assessment

CORE ASSESSMENTS PROFESSION SELECTIVITY ASSESSMENTS
» Lawton-Brody Instrumental Activities of Daily » Minnesota Living with Heart Failure
Living (IADL) Questionnaires (MLHFQ,)
»Euro QoL-5D »The Kansas City Cardiomyopathy

: : uestionnaire
»6-minute walking test Q

»New York Heart Association functional class | ~IV
» Mini Nutrition Assessment (MNA Short Form)

» Cardiac ultrasound (Echocardiography)

»ACEIl or ARB or ARNI

2022/12/8
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Frailty and Old Aged
» =75 years old

» Diagnosis: Parkinson's disease,
dementia, chronic obstructive
pulmonary disease, Chronic Kidney
Disease (> Stage ll)

» 72 hours <Admission <30 days
»Clinical Frailty Scale » CFS: 5-7
»Training 2-3 weeks, max to 4 weeks

» Doctor need >6 hours Geriatric
Training

2022/12/8 24
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Assessment

1. Barthel Index 6. Confusion Assessment Method

2. IADL (CAM) | |

3. Clinical Frailty Scale / SDLE\?ES! Sﬁ?\?ﬁ'ig%)ﬂderly Accidents,

4. SMPSQ 8. Beers Criteria for Potentially

5. Geriatric Depression Scale-5 item Inappropriate Medication Use in
(GDS-5) Older Adults

5. Mini Nutrition Assessment (MNA
Short Form)

10. EQ-5D

2022/12/8 25
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payment standard

INCLUDED FEE (NO MORE CHARGED) EXCLUDED FEE (EXTRA-CHARGED)

»Hospitalization »Medicine

»Ward »Pharmacy service
»Nursing »treatment and disposal fee
» Examination »Operation

» Rehabilitation treatment »Splint

»N-G tube irrigation and diet

2022/12/8 26
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Fee: bonus for > 75 vyears old

Inpatient Outpatient Burn-PAC HF-PAC

e 1,358~3,729 e 1,338v2,538 e 1,455 e 480~600 e 600

points points points/time points/time points/time
e High dose: e Dose: 2™4 e Dose: 16

3~5 times/day times/week

time/day
e Regular

dose: 1~2

times/day

2022/12/8 27
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Occupational Therapy Program

PACOT1 Z &85l 4R BN —ZV Y Posture training

PACOT2 WEILAIEHES SENLEHOHS cassive Range of Motion
PACOT3 A4 ik 173l 78 FER - YIMIDNT VR ML —Z2 8 Sit-Stand Balance Training
PACOT4 #1134k ST MNL—ZVY Transfer Training

PACOTS5 g Ze 8 5 &) ARES E R Anti-Spasticity Activity
PACOT6 ZEEhEN 25l 4R FroAOS -t -y Kinesiology Training

PACOT7 FNE &8 13/l 4R MERM L —Z=2T Perceptual Cognitive Training
PACOTS8 AL 713l Ah 715816 Muscle Strengthening
PACOTO 1385l AR RN —Z2 Y Coordination Training

Movement Relearning

B8 35 = 22
PACOT10 EMEBEERIT E=0BEEET /=y 7V Techniques

2022/12/8 28
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Occupational Therapy Program

PACOT1T ER(FROMAEIAR | () BoseesIs opertiowen extremity function
PACOT12 HEA/EEENEEIIAR HEEEHEAENRDEH ADL training

PACOT13 INEIEE) A FE Lo )T —> 3 VER)EA  Recreation and sport therapy
PACOT14 jF&16%E mBEA Activity therapy

PACOT15 & E 714 & FIIAR FEEOFME L —=>7 Device evaluation and training
PACOT16 &l RE{F ™A K Splinting

PACOT17 Kgefnia A [EETRITA Prevention disability intervention
PACOT18 L£( MR et aE (M) OBLIEEE Muscle Strengthening

PACOT19 B EINHEEFEFIIAR B DB FI4R Sensory function retraining
PACOT20 EXBEIHENE  AEBEOIELE KIE lome environment evaluation and

I remodeling I
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The role of OT in post-acute Care
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Improve function in ADL and |IADLs
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»Both PAC programs would significantly improve
the physical function and quality of life in

patients with hip fractures. (Lee MC et al. 2022)

Table 3 Comparison of the change of physical impairment, functional performances, and quality of life before and after post-
acute care using GEE models (the controls as reference).
Group x Time Group Time
Home Hospital Home Hospital
Pain * -0.8 -0.9 0.3 0.8 (-0.5~2.2) -1.2
(-1.9~0.4) (-2.2~0.3) (-1.0~1.5) (-2.1 ~ -0.3)*
Hip range of motion 2
Flexion 20.1 (0.8~39.5)* 13.0(-8.0~34.0) —7.6 (-27.0~11.8) 16.8 (-37.9~4.2) 2.9 (-11.9~17.8)
Abduction 3.5(-3.1~10.0) 1.3(-5.8~8.3) 1.3(-5.3~7.8) 3.6 (-3.6~10.7) 2.0 (-3.0~7.0)
Adduction -3.1(-9.6~3.3) 0.5(-6.5~7.5) 2.9(-2.2~8.1) —0.3 (-5.9~5.3) 3.7 (-1.3~8.6)
External rotation 2.5 (-5.2~10.1) 0.5(-7.8~8.8) -0.4(-6.3~5.6) —1.6(-8.0~4.9) 4.4 (-1.5~10.3)
Internal rotation 3.4 (-2.3~9.2) 2.8(-3.4~9.1) -1.1(-7.2~49) -1.3(-7.8~5.2) 0.5 (-3.9~4.9)
30 s sit-to-stand
Times * 1.2 (-0.8~3.3) -0.2(-2.4~2.1) -1.5(-3.7~0.7) -2.3(-4.7~0.2) 1.3 (-0.3~2.8)
Improvement, n (%) ® 0.2 (0.0~1.1) - 5.4 (0.8~34.7) - 0.7 (0.2~2.5)
Barthel Index
Total 10.7 (1.8~19.6)* 5.0 (-4.6~14.6) -2.0(-11.0~6.9) -9.2(-18.9~0.6) 9.6 (2.8~16.4)"
Self-care 1.8 (-2.4~59) 1.3(-3.3~5.8) 0.7(-4.5~5.8) ~4.6 (-10.1~1.0) 5.0 (1.8~8.2)*
Mobility 8.9 (3.3~14.6)* 3.8(-2.3~9.8) -2.7(-7.6~2.2) —4.6(-9.9~0.7) 4.6 (0.3~8.9)"
Harris hip score ?
Total 6.1 (0.6~11.5)* 4.9(-1.0~10.8) 1.0 (-5.4~7.3) ~7.7 (-14.6 ~ —0.8)" 8.3 (4.1~12.5)**
Pain 3.8 (-0.6~8.1) 3.0(-1.7~7.7) -0.5(-4.6~3.6) -2.5(-6.9~1.9) 4.0 (0.6~7.4)"
Non-pain 2.3 (-1.5~6.1) 1.9(-2.2~6.0)0 1.5(-2.4~5.3) -5.2(-9.4 ~ -1.0)* 4.3 (1.4~7.2)"
EQ-5D (No problem) ®
Mobility, n (%) 11.2 (1.0~124.5)* 5.5(0.5~64.4) 0.2 (0.0~2.1) 0.3 (0.0~3.1) 1.0 (0.2~4.4)
Self-care, n (%) 1.2 (0.1~19.6) - 1.5 (0.1~18.3) - 5.5 (0.6~51.7)
Daily activity, n (%) — - 789.1 - -
(63.3~9841.0)**
Pain/discomfort, 7.1 (0.6~83.0) 2.8(0.2~34.6) 0.1(0.0~1.3) 0.2 (0.0-2.0) 2.0 (0.5~8.3)
n (%)
Anxiety/depression, 1.4 (0.4~5.5) 2.8 (0.6~12.1) 0.5 (0.1~2.5) 0.5 (0.1-2.6) 0.7 (0.3~2.0)
n (%)
EQ-index ? 0.209 0.342 -0.182 ~0.467 0.059
(—0.046~0.464) (0.066~0.618)"  (—0.440~0.077) (—0.747 ~ —0.188)*  (—0.136~0.254)

Notes: ® B (95% confidence interval); ® odds ratio (95% confidence interval).
Abbreviations: GEE, generalized estimating equations.

*p < 0.05.

**p < 0.001.

» PAC program significantly promoted recovery of
function in stroke patients and helped them to
return to their home and community. .ici etal 2017)

Table 2 Effect of functional performance and quality of life in

patients with stroke

N Admission Discharge P-value

MRS 168 3.7110.49 3.2610.76 0.000%
B-ADL 168 44.08+23.38 70.24+29.41 0.000%
LB-IADL 168 1.5+1.42 3.0+2.34 0.000%
FOIS 168 5.48+1.86 6.33+1.28 0.000%
MNA 168 10.72+£3.51 12.7045.04  0.000%
EQ-5D:mobility 168 2.1110.42 1.71+£0.57 0.000%
EQ-5D:self-care 168 2.4240.56 1.931+0.69 0.000%
EQ-5D:usual activities 168 2.3340.53 1.89+0.62 0.000%
EQ-5D:pain/discomfort 168 1.1910.48 1.131£0.37 0.203

EQ-5D:anxiety/depression 168 [.32+0.53 1.14+0.38 0.000%
BBS 168 18.48+16.32 35.98+18.08 0.000*
MMSE 161 19.05£9.22 22.1619.84 0.00[%
CCAT 58 8.74+3.88 9.25+3.91 0.823

Notes: “P<<0.05. Data presented as mean + 5D unless otherwise indicated.

Abbreviations: MRS, Medified Ranking Scale; B-ADL, Barthel Activity Daily Living
index; LB-IADL, Lawton—Brody Instrumental Activity Daily Living scale; FOIS,
Functional Oral Intake Scale; MNA, Mini Nutrition Assessment; EQ-5D, EuroQol
Five Dimensions questionnaire; BBS, Berg Balance Scale; MMSE, Mini Mental State

Examination; CCAT, Concise Chinese Aphasia Test.
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Improve function in ADL and IADLs
»PAC data base N=436 > Excluded 102 patients,
> Non-PAC group (N=212, 63%)
o PAC group (N=122, 37%)

»Bl, MNA-SF, EQ-5D, Instrumental ADL, and MMSE PAC group were better than non-PAC group

Measures Non-PAC ES of after admission versus PAC ES of after admission versus Mean difference in ES of PAC versus Non-
before before PAC (95% CI)
(n=212) (n=122)
Before After Before After
Mean * SD Mean # Mean £ SD Mean =
sD sD

Primary outcome

3701+ 250+ 3706+ 6807+ ,
Bl 2355 26.03 0.4 23.96 27.47 1.08 0.54 (0.38-0.71)

Secondary outcome

FOIS 581+2.04 633+x146 023 5.84+£1.93 6.69+1.07 037 0.14 (- 0.01-0.30)
10.67 + 11.43 = 10.38 + 11.74 = N
MMNA-SF 520 200 0.33 157 173 0.59 0.26 (0.10-0.42)
EQ-5D 0.05+0.32 0.21+0.31 036 0.02+0.38 040+0.34 0.86 0.50 (0.33-0.66) *
IADL 433+£296 459x283 012 3.60+£2.03 486+251 0.56 0.44 (0.28-0.60) *
20.02 + 22.02 £ 20.50 £ 2457 = N
MMSE 936 599 0.31 9.06 783 0.65 0.34 (0.17-0.50)

SD standard deviation, Cf confidence interval, £5 effect size, PAC post-acute care, Bl Barthel index, FOIS functional oral intake scale, MNA-SF mini nutrition

assessment-short form, EQ-5D EuroQol-5D, IADL Lawton—Brody instrumental activities of daily living scale, MMSE mini-mental state exam.

*p value < 0.05.
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Improve function in ADL and IADLs

»2014/03-2016/09 > 6839 Scales 2014 2015
consecutive stroke patients Before, After, p" Before, After, p°

. . . mean mean mean mean
>Furlct|onal status had Imp"OVed In Barthel index 398 638 <0.001 393 633 <0.001
87.5% Instrumental activities 1.4 24 <0001 14 23 <0.001

o . of daily living
» Mean modified Rankin Scale score Modified Rankin Scale 3.7 30 <0.001 3.7 31 <0.001

from 3.7to 3.0 EuroQol five dimensions 10.5 8.6 <0.001 103 8.6 <0.001
questionnaire
Functional oral 5.8 6.4 <0.001 5.7 6.4 <0.001
intake scale
Mini nutritional 18.0 19.9 <0.001 18.3 20.2  <0.001
assessment

Note: The data was counted as of December 2015 and released publicly by

Three years of the nationwide post-acute stroke care program in Taiwan Taiwan's administration of national health insurance in a forum for post-acute
Hsieh, Cheng-Yang; Tsao, Wei-Chia; Lin, Ruey-Tay; Chao, A-Chinglournal of the care.
Chinese Medical Association81(1):87-88, January 2018. * Compared with paired t-test.

doi: 10.1016/j,jcma.2017.09.003

2022/12/8 33
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»The functional recovery in patients
with hip fracture was significantly
increased at 2 weeks after
comprehensive rehabilitation relative

to that of the control group. N JrTe—
.911.7

»The improvement in patients with N Pl
hip fracture was better in the PAC B s //
group than in the control group at the E s ~PAC
2-weeks, 3-months, and 6-months F| L ae B
fO”OW'u pS- 200 43 —.\t—nm—r

: - sampling time " -

2022/12/8 34
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Reduce mortality and medical costs

»Hip fractures patients received inhome or
community hospital post-acute care following
surgery, their motor function could be recovered
within a short time and long-term mortality
would drop significantly. peno 1y et al. 2016)

(b)

Cumulative survival

» The home-based PAC program demonstrated the
best cost-effectiveness ratio for BI (NTD 554) and
EQ-5D (NTD 41948)' (Lee MC et al. 2022)

Table 4 Comparison of the costs and cost-effectiveness among three groups.
Control (n = 12) Home (n = 17)

Hospital (n = 12) p

Direct medical cost

0.6+

0.4+

0.2+

0.0

Sevice model

—IHome-based post-acute care
*Institution-hased po-acute care
-+~ 'Conventional home care I

Mean + SD 47,260 + 153,716 11,242 + 4769 46,211 + 25,634

Median (range) 1491 (0 ~ 535,142) 9691 (5313 ~ 23,894) 42,085 (18,434 ~ 123,442)¢ <0.001
Non-direct medical cost

Mean + SD 11,816 + 19,115 16,863 + 18,117 23,554 + 22,161

Median (range) 2725 (290 ~ 65,200) 12,900 (570 ~ 61,000) 24,277 (1000 ~ 68,200) 0.218
Total cost

Mean + SD 59,076 + 151,532 28,105 + 20,755 69,765 + 41,743

Median (range) 9202 (290 ~ 536,427) 23,261 (7873 ~ 73,249) 58,019 (36,034 ~ 191,642)¢ 0.001

Cost-effectiveness ratio °

Barthel Index 4923 554 3165

EQ-index 801,017 41,948 115,239
Incremental cost-effectiveness ratio °

Barthel Index Reference —3366 -210

EQ-index Reference —172,335 —3067
Incremental cost-effectiveness ratio °

Barthel Index Reference 1244 43,304

EQ-index Reference 60,839 160,385

Unit: New Taiwanese Dollars (NTDs).
Abbreviations: SD, standard deviation.
2 The direct medical cost was used in the analysis.
® The direct medical cost was used in the analysis (The patient in the control group with a second hip fracture was excluded).

T T
1000 1500

T
500

o

Survival time (day)

¢ Significant difference between control and Hospital PAC (p < 0.001).

T
2000
9 Significant difference between Home PAC and Hospital PAC (p < 0.05).
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Reduce mortality and medical costs

>2014/03_2018/1O ) 910 patients Table 2. Annual economic burdens of total direct medical cost per patient in PAC and non-PAC cohorts before and after one-year rehabilitation.
with stroke between were separated oot nomenccomn—1om

Differences ) .
i nto : Cost Components Mean s SD Mean s SD (PAC—-non-PAC) Economic Burden
. Diagnosis fee 1089.0+£157.3
* PAC group (at two medical centers)
Examination fee 1619.02373.9

¢ non_PAC group (at 3 regional Medicine and pharmacy service fee Hsss=ITsd 4501 251
hospitals and 1 district hospital) Rehabilitation therapy fes 1103522736

Other fees 1785.9+4309
Total direct medical cost during rehabilitation 41385 £ 17981 80298 £ 18271 -4790.3 £ 1805.7
. L
> Tota I d Irect me d ICa | cost: PAC < nhon- Total direct medical cost after discharge 1187.2+ 11486 1246.0 £ 1203.6 -58.8 356
PAC Total direct medical cost 53267 + 19335 10,175.8 £ 2377.9 ~4849.1 £ 2685.7 ~354,886,232.6

PAC, post-acute care; 5D, standard deviation; ICER, incremental cost-effectiveness ratio. # Mean direct medical cost for the PAC cohort, hospitals will receive a packaged
. and function-related reimbursement by day, that is, a maximal packaged imbursement of US $117.6 per day for high-intensity rehabilitation or US $75.0 per day for general-
> F u n Ct I O n a I Stat u S : PAC > n O n - PAC intensity rehabilitation covering whole medical expenses for stroke care, managing associated comorbidities and complications, and rehabilitation. * Economic burden
during 1 year after rehabilitation is US $4849.1 per patient = 318.2 patients per 100,000 person-year (age-standardized incidence of first-aver stroke) = 23,000,000 persons
(Taiwan nationwide population). Therefore, annual per-patient economic burden of total direct medical cost approximately equals to US $354 .6 million.

»One-year rehabilitation training: PAC
>non-PAC

(Chiu CC et al. 2021, https://doi.org/10.3390/brainsci11020161
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Occupational therapy in Post-Acute Care

» Proactive participation at the discharging planning

» Patients, the families and other health care professionals can all benefit

» Patient-centered

»Improve patient’ s ability to self care

» Enhance the performance of activities of daily life

» Return to normal community life as early as possible (such as fall prevention)
» Shorten hospital stay

»Reduce health care expenses

» Achieve a satisfactory recovery both physically and mentally
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Thanks for listening




