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: تعدّ مستشفيات الرعاية الطويلة الأجل مرفقاً متخصصاً للمرضى الذين يعانون منالخلاصة
مشكلات صحية خطيرة تتطلب رعاية متواصلة وإن لم تتطلب رعاية مكثفة أو أساليب تشخيص
شاملة. ولا يزال مصطلح الرعاية الوجيزة اللاحقة للحالات الحادة مصطلحاً جديداً في
تركيا، ولا توجد مستشفيات رعاية طويلة الأجل كتلك الموجودة في الولايات المتحدة
الأمريكية. ويمكن مد فترة الإقامة في وحدات العناية المركزة في تركيا لأسابيع أو حتى
أشهر. وتضطلع المستشفيات الجامعية ومستشفيات التدريب والبحوث، التي تضم وحدات عناية
مركزة أكثر كلفة ولكن أفضل تجهيزاً، بتوفير الرعاية للمرضى المصابين بأمراض خطيرة في
البلد. ودخل أول «مركز شامل للرعاية التسكينية/التلطيفية» للبالغين الخدمة في عام
2012 في مستشفي أولوس الحكومي بأنقرة باعتباره مركزاً موحداً للرعاية التلطيفية
المرجحة. وعلى الرغم من تحديد 34 سريراً في وحدة العناية المركزة بمستشفى أولوس
الحكومي، فإن ذلك لا يلبي سوى جزءاً ضئيلاً من الاحتياجات القائمة في تركيا لمستشفيات
الرعاية الطويلة الأجل. ومن شأن إنشاء مستشفى للرعاية الطويلة الأجل في تركيا ونشر
الموارد أن يوفر الفرصة لزيادة الخبرات المتعلقة بالعلاجات المعقدة.

  

ABSTRACT A long-term care hospital (LTCH) is a specialized facility for patients with serious
health problems who require continuous and intensive care but not comprehensive diagnostic
methods. LTCHs provide prolonged complex care and wound care in the period following the
acute stage of disease. When intensive care unit (ICU) stay is prolonged in the United States of
America, the patients may be transferred to an LTCH. Medicare suggests hospitalization > 25
days in LTCHs. The LTC system in Europe differs from that in other non-European countries
and differences are also seen among European countries. In practice, patients who need LTC in
Turkey are hospitalized in ICUs. Long term care is a new concept for the Turkish health system
and there are no studies on LTCHs in Turkey. A significant proportion of intensive care beds in
Turkey are used for long-term hospitalized patients with complex problems. This is a clear
waste of resources. The establishment of LTCHs in Turkey would prevent from this waste and
provide the opportunity to increase experience of complex treatments.

  Centres de long séjour hospitaliers en Turquie : analyse
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Un centre hospitalier de soins de longue durée (CHSLD) est un établissement spécialisé
accueillant des patients qui souffrent de graves problèmes de santé et nécessitent des soins
continus et intensifs sans avoir à recourir à des méthodes diagnostiques complètes. Les
CHLSD fournissent des soins prolongés et complexes ainsi que des soins de plaies dans la
période qui suit la phase aigüe de la maladie. Aux États-Unis, lorsque le séjour en unité des
soins intensifs est prolongé, les patients peuvent être transférés vers un CHSLD. Medicare
recommande une période d’hospitalisation en CHSLD de plus de 25 jours. Le système des
CHSLD en Europe est différent de celui qui est établi dans d’autres pays non-européens. On
note par ailleurs des différences entre les pays européens eux-mêmes. Dans la pratique, les
patients qui ont besoin de soins de longue durée en Turquie sont hospitalisés en unités de
soins intensifs. Le concept des soins de longue durée est nouveau dans le système de santé
turc et il n’y existe pas d’études sur les CHSLD. Une proportion importante des lits réservés aux
unités de soins intensifs en Turquie sont utilisés pour les soins de longue durée aux patients
atteints de problèmes complexes. Il s’agit manifestement d’un gaspillage de ressources. La
création des CHSLD en Turquie permettra d’éviter ce gaspillage et d’approfondir l’expérience
en matière de traitements complexes.
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  Introduction
  

A long-term care hospital (LTCH) provides post-acute care to a small number of medically
complex patients who are more stable than patients in an intensive care unit (ICU), but may still
have unresolved underlying complex medical conditions (1). LTCHs provide prolonged complex
care and wound care in the period following the acute stage of disease (2,3).

  

In the United States of America (USA), LTCHs are defined by the Centers for Medicare and
Medicaid Services as hospitals where care is provided for patients who need ≥ 25 days care[1].
In the USA, the average length of hospitalization in acute care hospitals is about 5 days, and in
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cases of hospitalization > 25 days (4,5). When intensive care unit (ICU) stay is prolonged in the
USA, the patients may be transferred to an LTCH (1,2,4). These patients have usually been
discharged from the ICU but still require more care from a care organization, which can be
taken in an inpatient rehabilitation centre or at home (1,4,6). Chronic critical patients are an
important component of the daily work of every ICU clinician (2). Although chronic critical
patients comprise only 10% of admittances to the ICU in the USA, they use 40% of the IC
resources (2,7). Patients with chronic critical illness those who exhibit complex condition that
often result in ongoing respiratory failure (8). It has been proposed to establish a special care
unit specially designed to meet the needs of patients with chronic critically ill conditions (9). The
care requirements of patients with complex medical problems that continue for a long period are
thought to be better provided by the personnel and resource management in LTCHs in the USA
(3,9,10). The majority of patients in LTCHs require long-term mechanical ventilation following an
acute disease (10). At the same time close airway, monitoring must be applied with continuous
inotropic and vasopressor support (6). In some LTCHs, treatment of advanced pressure wounds
is applied (1,6). In practice, patients who need LTC in Turkey are hospitalized in ICUs. LTC is a
new concept for the Turkish health system and there are no studies on LTC or LTCHs in
Turkey. This review aims to draw attention to the need for and importance of LTCHs in Turkey.

  General features of LTCH
  

Patients in LTCHs are generally defined as chronic critical patients (2,4). This term was first
used in 1985 by Girard and Raffin (11). It is used in the literature to describe patients who have
overcome the first stage of critical disease but continue to require acute intensive care (1,10).
LTCHs were first aimed at patients who needed long-term mechanical ventilation (12). However,
a wide range of patients constitutes those admitted to LTCHs ( Table 1 ) (13). Patients admitted
to LTCHs comprise those with a complex status, multiple comorbidities and acute medical
needs (6). Patients who require mechanical ventilation have comorbidity such as respiratory
failure, recent surgical intervention, gastrostomy tube, total parenteral nutrition, urinary bladder
or central venous catheter, pressure wounds and malnutrition (6,10,14).

  

In some European countries, LTCHs are integrated within the healthcare system for post-acute
care (PAC) and located in healthcare institutions (15,16). The LTC system in Europe differs
from that in other non-European countries and differences are also seen among European
countries (15). Cash-for-care systems were first implemented in Europe in the 1970s and
became widespread in the 1990s, and are programmers by which care services can be
purchased according to the healthcare insurance premiums paid by an individual (16). The
rationale behind cash-for-care systems was that alternative healthcare services could be freely
selected by the individual (16). As the financial costs of the hospital and care institutions were
met by the patient’s insurance, competition to provide the best service started between care
institutions (15,16).
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In Germany, it is mandatory for insurance to include LTC, pay-as-you-go is included in the
national insurance scheme at the rate of 90% and the remainder is covered by private insurance
(17). Patients pay according to the 3-stage definition of dependence of national insurance (18).
In Germany, the term long term specifies a need for > 90 minutes assistance in at least 2 daily
activities for > 6 months (17). Consequently, the higher the level of dependence, the greater the
need for care and the institutional share of the care costs increases (18).

  

In the United Kingdom of Great Britain and Northern Ireland, Italy and Spain, long-term
healthcare services are provided by the National Health Service (19). Social services provided
for elderly people are financed by national and local taxation and charges to the individuals
receiving care (19). Thus, healthcare services are basically financed by central taxation, but
debate about the financing of LTC continues (19).

  

In the United Kingdom, geriatric care is provided by the public and private sectors, with more
than half the geriatric healthcare beds in independent care homes (20). Since the mid-1980s the
number of care homes has increased 7-fold, and all require personnel, monitoring, applications
and finance (20).

  

In Japan, although LTC insurance was originally planned to include the geriatric age group, it
was later extended to the 40–64 years age group (21). It was planned that this age group would
pay double insurance premiums because it was thought that there could be problems with
payments for conditions that are not related to ageing but still require LTC, such as mental
diseases and traffic accidents (21). However, the LTC costs of this age group only constitute 4%
of all LTC costs (21). In 2000, the Japanese Government implemented a new LTC insurance
application and made a series of revisions due to limitations and payment problems in a 5-year
implementation period (21). Revisions to be made later focused on the need for LTC insurance
to include the costs of all age groups and conditions of disability (21). In 2007 there were 25
LTC facilities in Japan and this number increased to 31 in 2008 (22).

  

In Canada, LTC facilities or care homes provide long-term accommodation and care for
dependent individuals who require care because of medical, physical or mental disability
(23,24). As in other western countries, LTC facilities are publicly financed, with the amounts
varying among the provinces (23,24). In recent years, there has been a disproportionate
increase in the number of publicly financed beds and the government has urged more economic
spending of public funds used for nursing homes (24).
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With the currently increasing elderly population and developments in intensive care, there is
expected to be an increase in diseases requiring chronic intensive care and increased
consumption of healthcare resources (25,26). Throughout the world, but especially in the USA,
projects have been developed related to healthcare costs and resource management (25,26).
Despite the rapid growth of LTCHs, little is still known about the quality of results and
cost-effectiveness of the care given in this category (1,2).

  

In the USA, although the treatment of most patients is maintained at home or in short-term
hospitals, the majority of these patients who require complex medical treatment that cannot be
provided at home or in a care home, and patients who require intensive care are transferred to
long-term acute care hospitals (6). With the rapid growth of LTCHs since 1983, the situation has
eased somewhat and these institutions have started to accept patients requiring long-term
mechanical ventilation, and have been able to focus on weaning patients from long-term
mechanical ventilation (2,3). Ideally, the LTCH approach provides the basis for rehabilitation of
patients, with a multidisciplinary approach comprising elements such as LTC specialist nurses,
respiratory therapists, dieticians, physiotherapists, speech therapists, occupational therapists
and experienced discharge planners (27). Some centres include a psychiatrist and clinical
psychologist in the team and are thus helpful in meeting the emotional needs of the patients
families (27).

  History
  

The Medicare System is the National Healthcare Insurance System in the USA and provides
healthcare insurance for employees and those who pay into the system (4). Until the 1980s,
rehabilitation and recovery services following acute care were both inexpensive and less
invasive (28). Historically, postoperative acute care was a small portion of Medicare expenses
(28). In 1981, acute care started to be incorporated into long-term acute care as a result of
extraordinary costs of ~US$ 15 billion for ICU patients (14,29). The main source of these costs
was thought to be the excessively high costs of acute care hospitals related to groups with an
extended hospital stay because of the difficulty of weaning from mechanical ventilation (29).
Therefore research commenced into how costs could be reduced for the care of patients
requiring long-term acute care (28,29). In 1982, with the Tax Equivalence and Financial
Responsibility Agreement (TEFRA) and also LTCHs were designated by Medicare to form a
specific payment method for LTC (28).

  

By providing financial support to Medicare for the care of chronic critical patients since 1983, the
Healthcare Financial Administration in the USA has enabled the opening of many LTCHs (30).
Following the application of prospective payments by Medicare to acute hospitals in 1984, the
payments made to PAC services grew rapidly (28). Most of this growth was to provide nursing
services to care institutions and at home (28). Initially, a small percentage of the total Medicare
expenses was allocated for LTCHs (28). Over time, LTCHs have become one of the most
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rapidly growing segments of the healthcare system (31). The oldest-established LTCH in the
USA was developed from tuberculosis and chronic disease hospitals (28). The money allocated
by Medicare for LTCHs between 1988 and 1996 increased by an average annual growth rate of
31% from US$ 0.2 billion to 1.7 billion and since 1997, 200 hospitals have been licensed as
LTCHs by Medicare (28).

  

In 1997, the primary payment of Medicare at a rate of 71% was for LTC. By exempting LTCHs
from the prospective payment system, TEFRA took the mean payment as the basis of costs
(28). These financial incentives increased the discharge of patients hospitalized in long-term
acute care hospitals to LTCHs (28). By starting the growth of LTCHs as soon as these
incentives became clear, the Medicare Payment Consultation Commission reported that the 90
LTCHs in 1990 had increased to 363 in 2005 (5). In the 2003 financial year, Medicare applied
prospective payments for LTCHs for partial financial control and reorganized LTC diagnosis
groups defined according to diagnosis rather than by costs applied according to TEFRA
payments (5,14). While state hospitals were under pressure to be profit-driven at the start of the
1980s, in 2004 the majority of LTCHs were profitable (5).

  

In the USA, patients who have not fully recovered after acute disease and require care are
provided for by PAC units within nursing care institutions, home healthcare institutions, inpatient
rehabilitation institutions and LTCHs (13,32). PAC expenses rose from US$ 29.3 billion in 2001
to US$ 58.8 billion in 2013; of which, LTCHs were a small part (US$ 5.2 billion) and the largest
portion was for nursing care institutions at US$ 28.8 billion (32).

  

The number of LTCHs rose from 277 in 2003 to 412 in 2010 and during that time, Medicare
expenses increased from US$ 2.7 billion to US$ 5.2 billion (4). Although the reasons for this
increase are complex, the primary factor seems to be an increasing need for mechanical
ventilation because of the increasing ageing population, and with developments in treatment
methods, mortality has decreased but invalidity has increased (31). A secondary reason is that
in the USA, the prospective financial incentives given for LTCHs have increased the financial
burden on the Medicare system and created a significant healthcare policy problem (13,33,34).

  

In Europe, LTC is defined more as care for geriatric patients aged > 65 years, either in their own
home or in a care home, and as in the USA, acute care required for patients after intensive care
is defined as long-term acute care (4,17). In Turkey, elderly care is seen as a religious
obligation, therefore, in the majority of cases the burden is borne by the family. There is a lower
need for geriatric care facilities in Turkey but there is a requirement for LTCHs for monitoring the
elderly population in acute care facilities. To resolve problems related to LTC in Turkey, there is
a need to establish LTCH units, and to achieve this, the USA model would seem to be the most
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appropriate.

  LTCHs in Turkey
  

With the increasing elderly population in Turkey, there has also been an increase in chronic
diseases (35). In recent years, there has been an improvement in the quality of care in ICUs in
Turkey and an increase in the number of units. According to the 2014 statistical data of the
Ministry of Health, the number of ICU beds increased from 2214 in 2002 to 28 572 in 2014; an
increase of ~13-fold ( Figure 1 ) (35).

  

Standardization of ICUs was started in 2005 with quality criteria defined by the Ministry of
Health and in 2007 ICUs were categorized into 3 levels according to the technical equipment
and number of physicians and nurses. According to these criteria, ICUs providing monitoring of
the most serious patients were classified as 3rd level (36). The charges to be paid for services
in the healthcare sector in Turkey are defined by the Social Security Institution (SSI). Payments
to ICUs have been made since 2007 within the Healthcare Application Declaration programmer
created by the SSI (37). Due to contested problems related to repayments over time, various
corrections were made with an additional regulation. In 2008, payment at the fee for service was
started instead of the diagnosis related group (DRG) (38). With later improvements, the system
returned to payment based on the DRG (37). With continuous changes being made by the SSI
to the implementation of payments for ICU charges, the Healthcare Application Declaration is
updated frequently. PAC is still a new term in Turkey and there are no LTCHs as in the USA.
Although the SSI defines the basis of the healthcare system, the difficult conditions related to
the period of stay in ICUs have not been defined. However, prolonged the stay in the ICU, the
charges are paid by the SSI in Turkey (38). Due to the development of ICU conditions, patients
are supported with advanced equipment and medication. As the decisions of “do not
resuscitate” and “terminate treatment” do not yet have a sufficient place within the legal system
and families are not aware of these, ICU stay can be prolonged for several weeks or even
months. The care of patients with serious diseases in Turkey is provided by university and
training and research hospitals, which have costlier, better-equipped ICUs. A study using the
database of DRG in Turkey has reported data related to 5784 patients in the adult 1st, 2nd and
3rd level ICUs of 73 hospitals between June 2014 and May 2015 (39). It showed that 41.5% of
ICU patients were aged > 65 years and 3.5% had an ICU stay > 30 day. It was also seen that
the rate of stay > 30 days in a surgical ICU, which are 3rd level, was 11.4% (39). When the
2014 data are taken as the basis, it can be concluded that of the 18.160 adult intensive care
beds, 2070 (11.4% of 18.160) beds should be in LTCHs.

  

However, it can be estimated that the actual number should be higher, as the data of the
above-mentioned study were not examined according to the level of ICU. As patients with a
prolonged stay gain more benefit from ICU resources than those in acute care, this could
prevent use by potential patients. In addition, ICUs that are organized for acute care remain
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insufficient in complex cases requiring experience such as resistant infections, physiotherapy,
pressure wound care and weaning from prolonged ventilator treatment. The 1st palliative care
service in Turkey started in 2007 at Ankara Oncoloy Hospital, thus placing complex patient care
on the national agenda.

  

Within the scope of the Palya-Turk Project, initiated by the Ministry of Health in 2010 (40) the
1st Comprehensive Palliative Care Centre for adults came into service on 6 December 2012 at
Ankara Ulus State Hospital as a palliative-care-weighted single centre. At the same time, as the
decisions of “do not resuscitate” and “terminate treatment” still do not have a sufficient place
within the legal system and families are not aware of these, continuation of terminal care of PAC
patients is provided in ICUs. Although 34 beds in the Ulus State Hospital ICU have been
designated as the intensive care service, this only meets a small part of the requirement in
Turkey for LTCHs. By transferring critical patients who are not recovering and have a prolonged
treatment period in the better-equipped ICUs of university and training and research hospitals to
the ICU in Ankara Ulus State Hospital, service is provided without shortening the hospitalization
period. Thus, the high-cost ICU beds in better-equipped hospitals can be used more effectively
and lower-cost care can be provided for patients requiring long-term complex care without
transferring to home care or rehabilitation centres. Although the quality and cost-effectiveness of
the care have not yet been fully revealed, that the ICU beds in university and training and
research hospitals in Ankara are not blocked by long-term patients can provide a better chance
of full recovery for acute serious patients with acute intensive care over a short period.

  

In conclusion, the concept of LTCHs is still unknown in Turkey. A significant proportion of
intensive care beds in Turkey are used for long-term hospitalized patients with complex
problems. This is a clear waste of resources. The establishment of LTCHs in Turkey and the
spread of resources would prevent this waste and provide the opportunity to increase
experience of complex treatments. This review is believed to be the first article to determine the
status of LTCHs in Turkey. Thus, the findings can be considered to be of value in the future
establishment of LTCHs, which are widespread globally, and would be useful in providing a
service for both patient comfort and in terms of national socioeconomic welfare.
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