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Ageing Society: 
More care for 

older people and chronic conditions

Population Projections for New Zealand (1996-2051)

What causes death?

• Cancer
• Remain fairly well for a period then a 

sharp decline over few 
weeks/months.

• Heart / Respiratory / Renal Failure
• Slow progressive illness with steep 

dips of acute illness followed by 
periods of wellness – death possible 
in any dip

• Co-morbidity common.

• Dementia
• Slow, steady decline and often a 

prolonged terminal phase.

Cancer
28%

Chronic 
Conditions

37%

Sudden
Unknown 

Others
35%

Cause of Death in New Zealand
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PALLIATIVE CARE MODELS

Lynn and Adamson, 2003

Is a philosophy of care that recognises that quality of 
life, comfort and wellbeing are the right of every 
elderly person facing the last years of life.

It is an approach to care, that accepts that a life limiting 
disease can cause discomfort and pain and that these 
things can be untenable to a person who has lived a 
full and long life. 

Most importantly it provides choice, the right of every 
individual to determine their care and treatment

Australian Palliative Care Approach Guidelines

http://www.health.gov.au/internet/wcms/publishing.nsf/Content/palliativecare-pubs-workf-guide.htm

Length of Stay 
at the time of the OPAL Aged Care Survey

Days  of Stay (65+)  
1988  

RH PH Total  
1998  

RH PH Total  
2008  

RH PH Total  

Median in years  1.84  1.44  1.70  1.82  1.63  1.85  1. 68  1.64  1.69  

 

Days of 1988 1998 2008 

Stay (65+) RH 
% 

PH 
% 

Total 
% 

RH 
% 

PH 
% 

Total 
% 

RH 
% 

PH 
% 

Total 
% 

< 3 months 9.3 14.5 10.9 9.5 12.0 10.2 10.7 15.1 12.5 

3ï6 months 8.8 9.9 9.1 7.9 8.0 8.0 9.1 8.3 8.8 

6ï9 months 8.2 8.4 8.2 6.6 7.8 6.9 6.7 6.6 6.6 

9ï12 months 6.0 6.9 6.3 6.7 7.9 7.0 7.0 5.8 6.5 

1ï2 years 20.5 21.1 20.7 18.9 20.8 19.5 19.7 19.0 19.4 

> 2 years 46.3 38.6 43.9 48.1 42.3 46.3 43.4 42.6 43.1 

Missing 1.0 0.6 0.8 2.4 1.3 2.0 3.4 2.6 3.1 

 

1/5 of residents < 6 month

1/3 of residents < 1 year

8

OPAL: Occupied Beds/1000 Population
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Older Adult Population Changes
1986
total

1988

RH

1988

PH

1996
total

1998

RH

1998

PH

2006
total

2008

RH

2008

PH

>65 yrs 90,860 4,691 2,139 110,898 5,157 2,222 129,864 3,998 3,039

>85 yrs 7,230 1,944 914 10,898 2,700 1,025 15,366 2,406 1,666
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Mobility Changes
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Continence
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Behaviour and Night Care
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Memory, Orientation & Wandering
Memory
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Awareness of surroundings
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Rao-Scott Chi-Square p=<0.0001

Total Composite Dependency
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Medications

Mean Number of Medications Taken in the Last 24 Hours for Each Facility 

Type
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In Conclusion – the data lines up with 
what providers are saying:

· The overall population in aged residential care:
¹ Is Older
¹ Stays less time
¹ Requires more help from staff
¹ Is significantly more dependent than before

· As the population continues to age, the 
proportion of people with cognitive issues will 
increase

· The need for aged residential care will increase as 
these changes occur

· Models of care need to be updated to match the 
population demographic changes

Hospital Utilisation of 
Long Term Care Residents

Top Diagnoses for Hospitalised Residential Aged 
Care Patients + 80 years old

· Pneumonia, unspecified

· Fracture neck of femur

· Chronic obstructive pulmonary disease

· Urinary tract infection, site not specified

· Acute myocardial infarction

· Congestive heart failure

· Syncope and collapse

· Anaemia, unspecified

(WDHB September 2005 to October 2006)

Approximately 

24 acute care beds 
utilised daily by aged 

care residents

Mortality in Nursing Home residents 2 months after mild 
pneumonia diagnosis

Conclusion

·Used specific 
guideline for plan of 
care.

¹ Transfer to Hospital is less 

necessary than thought

¹ Less transfer to hospital may 

reduce mortality of Nursing 
Home residents

Fried, T.R. (1997). JAGS, 45(302)

Caplan, G., Meller, A., Squires, 

B. Chan, S. & Willett, W. (2006) 

Age Ageing, 35(6): 581-5.
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Caplan 2006

Talking the Same Language
24

• CPR and Resuscitation orders

Advanced Directives

• Discussion about ‘what if’ care

Advanced Care Planning

• Liverpool Care Pathway

End of Life Care

What is advance care planning? 

·A communication process rather than a legal 
process

·A way of planning for future medical care

·A mechanism for ensuring that care received 
matches patient’s values and goals
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Common Scenarios when no 
Advanced Care Planning Occurs:

• Death often expected so not really planned for

• Pain & suffering can be accepted as ‘norm’

• Code of silence around the ‘death’ word 

• Low skill mix and sparse medical support

• Illness trajectories uncertain/ unpredictable

• Responsibility for end of life decisions unclear

• Pathogenic / medical model of care 
The Challenges & Opportunities in Providing End-of-Life Care in Nursing Homes; Mary Ersek (2003)

The Absence of Advanced Care Planning can 
Result in:

• Multiple hospital admissions followed by sudden death often 
in hospital.

• Steady decline in health status not recognised as potentially 
‘terminal’ and long sometimes quite uncomfortable terminal 
phase.

• Invasive interventions that can often cause more discomfort 
and pain than disease being treated.

• Last minute urgency in end of life decisions.

• Unresolved issues & guilt within grieving family. 

Principles of Advanced Care Planning within a 
Palliative Approach

• The focus is always be on improving quality of life, ‘comfort’ 
and wellbeing. (Guidelines for a Palliative Approach in Aged Care, Chapter 3)

• Sometimes a curative decision is made for comfort, this is still 
within the overall palliative approach.

• Relief of symptoms is paramount.  (NSW Guidelines for End of Life care & Decision 

Making. P.13)

• The choice to accept or defer treatment must always 

• be re-visited at the time that treatment is required and must 
always be what the person wants or would have wanted if able 
to make that decision.

Advanced Care Planning 
· Advance care planning can reduce family burden

· Family members cannot speak for the older person

· Focus on what kind of care is desired rather than what 
should be withdrawn

· Experience of end-of-life decision-making
¹ Ask if the resident has had any experience with a family 

member or friend who was faced with a decision about 
medical care near the end of life.

¹ (If yes) Ask them if the experience was positive and if they 
wish things could have been different and how.
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5 steps for successful 
advance care planning

1. Introduce the topic

2. Structure the discussion

3. Document resident preferences

4. Review and update when clinical course changes

5. Discuss directives with GP, family and other 
members of MDT when need arises

The EPEC Project, 1999, www.epec.net

Common pitfalls

·Patient reluctant to engage in ACP

·Clinician reluctant to engage in ACP

·Patient preferences are vague or nonspecific

·Directive is applied when patient is still 
communicative

·Family disagrees with patient decisions

Topics to consider

·Pain management

·Artificial nutrition and hydration

·CPR

·Mechanical ventilation

·Blood transfusion

·Dialysis

·Antibiotics, other meds

ENDURING POWER OF ATTORNEY (EPOA)

Give information:

× Aged Concern

× Law Society

× Ministry of Justice

Who is it?

Ensure there is a copy in the notes 

& contact details are correct.

YESNO

EPOA REMAINS INACTIVE

ñMentally Incapableò means:

× In relation to personal care and welfare, being wholly or partly unable to understand the nature and foresee the consequences of decisions, 

or wholly lacking the ability to communicate decisions.

× Determination of inability to make competent decisions for oneself can only be done by a GP or a Geriatrician.

Web links for resources: 

Ministry of Justice (EPOA form)   http://www.justice.govt.nz/familyforms/power-attorney-personal.asp 

NZ Law Society http://www.nz-lawsoc.org.nz/PDFs/LAP/13PowersAttorney.pdf 

Age Concern http://www.ageconcern.org.nz/?/enduringpowersofattorney/doyouhaveanenduringpowerofattorney 

Has the resident been 

deemed incompetent by a 

GP and/or geriatrician?

YES UNSURE

Is the resident competent?

(to make their own 

decisions)

Discuss with 

GP

Does the resident have an 

Enduring Power of 

Attorney?

Discuss with 

GP

× EPOA formally activated

× Ensure this information is 

documented in the clinical notes 

including any exceptions or specific 

instructions

× Ensure the EPOA is aware and 24 

hour contact details are up to date

YES NO

REVOKING Enduring Power of Attorney

The Resident can vary or revoke (cancel) the EPOA at any time they are still mentally capable.

NO

NO
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Capacity

Can the individual understands the following:

·The general nature, consequences, broad 
benefits and burdens of what is being 
discussed;

·That he/she is able to take responsibility for 
making a choice; and 

·That he/she is able to make decisions in the 
context of his/her current medical condition.

Resuscitation Orders

·Only a competent person can say whether 
they want CPR

·If the person does not have the capacity to 
make their wishes known:

¹ The EPOA (or or other legal representative) 
CANNOT decide this for that person

¹ The GP CANNOT decide for that person, but CAN
state whether it is medically advisable for CPR to be 
performed as part of their medical treatment
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CHF Severity Classification
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Cardiac Advanced Care Planning

·Palliative Care Approach Consideration

Pneumonia – To Treat or Not to Treat?

· Pneumonia mortality is higher in people with 
severe dementia (53%) than in cognitively 
intact age-matched controls (13%) in the first 6 
months after hospitalisation for pneumonia 
(Morrison & Siu, 2000).

· Treatment depends on many factors 
¹ Can be a palliative measure
¹ GP intervention in consultation with loved ones

· Systematic palliative measures must be in place 
whether antibiotic are used or not

41

Pneumonia - Referral
ARE 2 OR MORE OF THE FOLLOWING SYMPTOMS PRESENT?

× New or worsening cough.

× Increased or newly purulent sputum, unable to expectorate?

× New crackles or wheezes heard on chest exam.

× Decline in cognitive (see CAM pg xx), physical or functional status.

× New agitation.

× Fever or hypothermia   ï   ąĆ  from baseline. 

× Dyspnoea (difficulty in breathing, SOB).

× Tachypnea (respirations >30/min or 10/min over baseline).

× Chest pain (pleuritic ï worse with breathing?).

× New or worsening hypoxaemia (pulse Ox<90%).

× Systolic BP<20 mm/hg from baseline.

If unarousable call ambulance and GP.

Initiate palliative measure for 

shortness of breath and / or 

anxiety 

Contact GP with new 

onset of symptoms

NOYES
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BASDEC

The tragedy of 
old age is not 

that one is 
old, but that 

one is 
young.

Oscar Wilde, The Picture of 
Dorian Gray, 1891
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