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Résumé 
 
Contexte : La France connaît une augmentation incessante du nombre de résidents vivant en 
établissement d’hébergement pour personnes âgées dépendantes (EHPAD). Chaque année, 
50% de ces résidents sont hospitalisés dont la moitié aux urgences. Une partie de ces 
transferts aux urgences sont injustifiés et non dénués de conséquences. L’objectif principal de 
cette étude est d’évaluer la proportion de transferts inappropriés de résidents d’EHPAD aux 
urgences. 
 
Méthode : Une étude observationnelle, prospective, transversale et multicentrique a été 
menée entre janvier et août 2019 dans les 6 services d’urgence du département d’Indre-et-
Loire durant 3 périodes d’inclusion. Un panel d’experts multidisciplinaires a déterminé le 
caractère approprié ou non de chaque transfert. Les résultats sont exprimés en valeurs brutes 
et en %. La concordance entre expert est évaluée par une mesure statistique Kappa de Fleiss. 
 
Résultats : 836 patients ont été inclus. Les transferts ont été jugés inappropriés dans 12 à 35% 
des cas et appropriés dans 53 à 81% des cas selon les experts. Le score Kappa de Fleiss sur la 
concordance des réponses des différents experts concernant la pertinence des transferts est 
léger avec k = 0.28 (p<0,0001).  
 
Conclusions : Un trop grand nombre de transferts restent encore inappropriés avec une 
disparité des résultats reflétant une limite relative au caractère subjectif de la pertinence. 
Dans une société où les projections démographiques prévoient une poursuite du 
vieillissement de la population et des services d’urgences régulièrement saturés il serait 
intéressant de repérer et prévenir les facteurs prédisposant aux transferts et envisager une 
filière d’urgences gériatriques. 
 
 
 
Mots clés : Résidents d’EHPAD ; Transferts aux urgences ; Pertinence des transferts ; 
Transferts inappropriés ; Transferts potentiellement évitables ; Transferts appropriés. 
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Abstract 
 
Background: France is experiencing a steady increase in the number of residents living in 
nursing homes (NHs). Each year, 50% of these residents are hospitalized. Half of them in 
emergency department (ED). A part of these transfers to EDs are unjustified and not without 
consequences. The first aim of our study is to evaluate the proportion of inappropriate NH 
residents’ transfers to EDs. 
 
Methods/design: An observational, prospective, cross-sectional and multicentric study was 
conducted between January and August 2019 in the 6 EDs of Indre-et-Loire county during 3 
inclusion periods. A multidisciplinary expert panel determined the inappropriateness of each 
transfer to EDs. The results are expressed in gross values and in %. Expert agreement is 
assessed by Fleiss’ kappa statistical measure. 
 
Results: 836 patients were included. Transfers were deemed inappropriate in 12 to 35% of 
cases and appropriate in 53 to 81% of cases according to the experts. Fleiss' Kappa score on 
the concordance of the different experts' answers concerning the relevance of transfers is 
slight with k = 0.28 with a significant p-value (p<0.0001). 
 
Conclusions: Too many transfers of NH residents to EDs remain inappropriate. There is a 
disparity of results among the experts reflecting a limitation of our study related to the 
subjective nature of relevance. In a society where demographic projections predict a 
continuing aging population and where EDs are regularly saturated, it would be interesting to 
identify and prevent factors predisposing to ED transfers and to consider a geriatric 
emergency pathway. 
 
 
 
Keywords: Nursing home resident; Emergency department transfer; Relevance of transfer; 
Inappropriate transfer; Potentially avoidable transfer; Appropriate transfer 
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Abbreviations  
 
CI: Confidence interval  

DGC: Deterioration of general condition 

DREES : Direction de la recherche, des études, de l’évaluation et des statistiques 

ED: Emergency department  

EDs: Emergency departments 

ENT: Ear, nose and throat 
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IRG : Iso-resources group 

NH: Nursing home 

NHs: Nursing homes 

  



 16 

1. Introduction 

In France, as in many European and industrial countries, the population is getting older 
and older each year. In 2020, the over 65 elderly represents 20.5 % of the population 
compared to 16.4 % in 2008 and is projected to increase further to 28.7% in 2070. [1,2] 
This demographic evolution is automatically accompanied by an increase of the dependent 
population. Between 2009 and 2018, the capacity of nursing homes (NHs) in France increased 
by 19.8% with an increase of almost 100 000 in nursing home capacity. In 2050, 4 million 
elderly with autonomy loss are expected. The total health care expenses of elderly in France 
have increased from 7.45 billion euros in 2008 to 11.25 billion euros in 2018, 76.5% of which 
are for elderly in nursing homes. [3]  

Nursing home (NH) residents are, by their high prevalence of diseases (7.9 on average [4]), 
big consumers of health care. In France, about 13.5% of nursing home residents are 
hospitalized every 3 months and around 50% are hospitalized at least once per year [5]. These 
hospitalizations concern for half, transfers to emergency departments (EDs) which means one 
nursing home resident out of four is transferred to emergency department every year [6].  
The emergency department (ED) is the front door of 64% of nursing home residents’ 
hospitalization [7]. Nursing home residents represent 16 to 38% of all emergency department 
admissions in France [8-10]. This intense flow between nursing homes and emergency 
departments has already been described in many works [11-13]. 

Transferring a nursing home resident to an emergency department is not harmless 
because hospitalization exposes to many complications such as stress, confusion, falls [14,15], 
functional decline [16-18], iatrogenic side effects, risk of infection, increase of dependency 
[19] and risk of death [20]. On the other hand, not to transfer a nursing home resident, who 
needs and will benefit of emergency department care is also an unacceptable loss of 
opportunity for the resident. In this specific population, the line between benefits and risks 
for transfers to emergency department is thin and can be unfavorable. Not to mention that 
transferring a resident to the ED is a significant additional health cost [21]. 

For all these reasons, we can wonder about the appropriateness of transferring nursing 
home residents to emergency department. The idea of appropriateness is hard to judge 
because partially subjective [22-25] but interests and worries, as a public health issue, many 
countries in Europe. The Health Foundation, in cooperation with the National Health Service, 
published a recent report on emergency hospital admissions from nursing homes in England 
and found that 43% of all nursing home residents’ emergency admissions were for “potentially 
avoidable conditions”, mostly infections [26]. The FINE pilot study conducted in France had 
the same rate [27]. 

The first aim of our study is to evaluate the proportion of inappropriate nursing home 
residents’ transfers to emergency departments. 
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2. Methods 

2.1 Study design and settings  

 In order to evaluate the appropriateness of NH residents’ transfers to EDs we first 
carried out an observational, prospective, transversal and multicentric study. 
The inclusion period lasted 90 days in each center divided into 3 consecutive one-month 
periods in 3 different seasons (winter, spring and summer) during the year 2019 in order to 
respect the daily, weekly and seasonal variations. To optimize the representativeness of the 
sample, all the hospitals (public and private) equipped with an ED in the Indre-et-Loire county, 
i.e. 6 centers (1 academic center, 3 public general hospitals and 2 private hospitals), 
participated in the recruitment. During the inclusion periods, the administrative secretaries of 
each ED were asked to collect the identity of every patient coming from a nursing home.  
Then, we got access to the medical records and completed an anonymous, medical and non-
medical, collection data table. We collected sex, age, Iso-Resources Group (a score evaluating 
the social disability of elderly in France, scoring from 6 to 1), biometric parameters at 
admission in the ED, number of treatments, medical history, the reason for presentation to 
the ED, the length of stay in the waiting room (defined as the time between the hospital 
admission to the first medical contact) and the length of stay in the ED (defined as the time 
between the hospital admission to the patient’s discharge). As permitted by law, our 
observational study doesn’t need a written consent. Patients and their families were informed 
by a backgrounder (Annex 1) and included in case of non-opposition. The ethical approval was 
obtained the 22nd November 2018 by the Ethic Committee of Centre Val de Loire (number 
2018_100, chairperson Dr B. Birmele). 

2.2 Population  

All patients living in one of the 60 NHs of Indre-et-Loire and admitted directly to one 
of the 6 EDs during the inclusion periods were included in the study. We decided to include 
every NH resident without age restriction. We consider that a NH resident is by definition 
fragile. The non-inclusion criteria were: living in structures other than NH or in the community; 
living in a NH out of the county of Indre-et-Loire; not being transferred directly from NH to ED; 
opposition to participate. Records without any data were also excluded. 

2.3 Study outcomes 

 The primary objective was to evaluate the proportion of inappropriate nursing home 
residents’ transfers to emergency departments. To judge the partially subjective nature of 
relevance and try to have the most global medical vision of each patient we formed an expert 
panel consisting of one general practitioner (with an activity shared between ambulatory 
primary care and hospital medicine), one emergency physician (with a medical call center 
activity) and one geriatrician.  
 We made one summary sheet for each patient by carefully selecting only the variables 
providing an overview of the patient situation at the time of the transfer. Each sheet was 
standard and consisted of the following elements: age, sex, medical history, Iso-Resources 
Group score to judge the fragility of the patient. The exact date with the day of the week and 
hour appeared to judge the accessibility of outpatient care. Some medically relevant variables 
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such as the vital parameters, the presence of a nurse on site, the qualifications of the person 
referring the patient and reason for ED admission allowed the expert to judge the severity and 
urgency. We voluntarily excluded all medical and non-medical exams conducted in the ED as 
well as the diagnosis given and if a hospitalization followed the ED visit in order to not 
influence the expert. Furthermore, these latest data are not available when transfer is 
decided. Each expert had to answer if the patient needed to be hospitalized and if the patient 
required an admission to the ED (Annex 2). The expert can answer “yes”, “no” or “can’t 
conclude”. Each expert answered alone, independently of the other members of the expert 
panel. To judge the relevance of the appropriateness or inappropriateness given to each 
transfer to ED, we analyzed the agreement between the experts using a Fleiss’ kappa 
statistical measure. The experts' responses were not anonymous, which also allows an 
analysis of the results from the point of view of each specialist.  
 
 The secondary objectives were to evaluate the proportion of NH residents transferred 
to EDs who would appear to require hospitalization and to analyze which types of grounds for 
transfer to ED/hospitalization are the most relevant or, on the contrary, impertinent according 
to the whole group of experts. 
 

2.4 Statistical analysis 

 Data were expressed as number and percentage for categorial variables and as mean 
(confidence interval 95%) or median (interquartile range) for continuous variables.  
To analyze the agreement between the experts, we used a Fleiss’ kappa statistical measure. 
The Fleiss kappa is an inter-rater agreement measure that extends the Cohen’s kappa for 
evaluating the level of agreement between two or more raters, when the method of 
assessment is measured on a categorical scale. It expresses the degree to which the observed 
proportion of agreement among raters exceeds what would be expected if all raters made 
their ratings completely randomly. The formula is based on 2 statistical hypotheses: the null 
hypothesis (H0) and the alternative hypothesis (Ha). The null hypothesis is kappa = 0 and 
reflects the fact that the agreement is the same as chance agreement. The alternative 
hypothesis is kappa ¹ 0 and reflects the fact that the agreement is different from chance 
agreement [28,29]. Our Fleiss’ kappa assesses the reliability of agreement between 3 raters 
(each member of our expert panel) who assigned categorial ratings "Yes", "No" and "Can’t 
conclude" to each patient. k values were interpreted using the table of Landis and Koch [30]. 
Statistical analyses were performed using GraphPad Prism v5.0 and R version 3.6.3.  
P values < 0.05 were considered significant. 
 
 

3. Results 

 Among the 39 783 patients presented to the emergency departments during the 
inclusion periods, 885 of them were enrolled. Of these patients, 49 were excluded before 
analysis (Figure 1). We finally included 836 patients. Our population was predominantly 
female with an average age of 88 years old and a median Iso-Resource Group at 2 for half of 
the population. The baseline characteristics of our population is presented in Table 1. 
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Figure 1: Flow chart  

 
       Patients admitted in an emergency  
           department of Indre-et-Loire  
               during the inclusion periods 
                               (n= 39 783) 

 
  

 
    

 
                                                Not  living in a nursing home 

                                                  (n= 38 898) 
 

 
 

 
 
            Patients enrolled 

                                 (n= 885) 
 

 
 

 
 
    Excluded patients                  
    (n = 49)                  
                  

             Living in senior residence (n= 21) 
       Sent by hospital department (n= 10)                                
                                    Out of county (n= 9) 
                                 Erroneous data (n= 6)                                               
                                              No data (n= 3) 

 
 
 
 
Patients included for analysis 
                     (n= 836) 
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Table 1: Population characteristics 
 

Sex ratio (Female/Male) 
N = 836 

530/306 

Average Age (CI95%) 
N=836 

88.35 (87.79-88.91) 

Median IRG (IQR) 
N=421 

2 (2-3) 

Average cardiac frequency  
N = 738 

80.58 (79.21-81.94) 

Average systolic blood pressure  
N = 739 

142.2 (140.2-144.3) 

Average diastolic blood pressure  
N = 737 

73.03 (71.81-74.25) 

Average pulsed oxygen saturation  
N = 691 

94.83 (94.51-95.15) 

Average respiratory rate  
N = 189 

24.14 (23.02-25.26) 

Average Glasgow score  
N = 443 

13.85 (13.65-14.05) 

Average temperature  
N = 687 

36.81 (36.75-36.87) 

Number of current medications 
N = 801 

6.61 (6.36-6.87) 

Average waiting time before ED medical 
care (in minutes) 
N = 807 

191.8 (172.8-210.9) 

Average length of stay in ED (in minutes) 
N = 803 

539.6 (509.7-569.6) 

  
CI: Confidence interval; IQR: Interquartile range; IRG: Iso-Resources Group; ED: Emergency Department 

 The transfer of NH resident to the ED was considered appropriate for 53% to 81% of 
cases (Table 2). The most relevant reasons of presentation to the ED were fall/trauma/wound 
(45%), cardiovascular/pulmonary dysfunction (19%) and neurology dysfunction (11%).  
The most avoidable condition was sepsis (20%) (Table 3). The Fleiss’ kappa score concerning 
the agreement of the responses among the experts for NH residents transfer to EDs is fair with 
k = 0.28 with a significant p-value (p<0.0001). The agreement was a little better when the 
answer was “No” with a Fleiss’ kappa score k = 0.315 or “Yes” with a Fleiss’ kappa score  
k = 0.319 compared to a slight agreement when the experts can’t conclude with a Fleiss’ kappa 
score k = 0.131. 
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Table 2: Appropriateness of NH residents’ transfers to EDs according to the expert group 
 

Emergency department transfer suitable 
                 Expert 

Answer 
General Practitioner Emergency Doctor Geriatrician 

No 294 (35.17%) 156 (18.66%) 101 (12.08%) 

Yes 446 (53.35%) 561 (67.11%) 679 (81.22%) 

Can’t conclude 96 (11.48%) 119 (14.23%) 56 (6.70%) 

 836 (100%) 836 (100%) 836 (100%) 
 
 
Table 3: Characteristics of ED transfer for which the opinion of the panel is unanimous 
 

Emergency department transfer suitable 
Unanimous  

answer 
Nosologic group 

 
No 

(n=54) 

 
Yes 

(n=360) 

 
Can’t conclude 

(n=6) 
Fall, trauma and wound 7 (12.96%) 162 (45%) / 
Sepsis 11 (20.37%) 30 (8.33%) 1 (16.67%) 
Cardiovascular & pulmonary 2 (3.7%) 68 (18.89%) 4 (66.66%) 
Digestive 9 (16.67%) 31 (8.61%) / 
Neurology 3 (5.56%) 43 (11.94%) / 
Uro-nephrology / 4 (1.11%) / 
ENT 1 (1.85%) / / 
Psychiatry 3 (5.56%) 2 (0,56%) / 
Rheumatology 2 (3.7%) 1 (0,28%) 1 (16.67%) 
Biological anomaly 5 (8.93%) 4 (1.11%) / 
Metabolic disorder / 1 (0,28%) / 
Medical device problem 2 (3.7%) 7 (1.94%) / 
DGC 2 (3.7%) 4 (1.11%) / 
End of life / palliative care 3 (5.56%) / / 
State of shock / 2 (0.56%) / 
Social reasons 2 (3.7%) 1 (0.28%) / 
Other 2 (3.7%) / / 
Hospitalized patients 24 (44.44%) 139 (38.61%) 3 (50%) 

 
ENT: Ear, Nose and Throat; DGC: Deterioration of general condition 
  
 According to experts, hospitalization is required for 15% to 25% of cases. They couldn’t 
conclude in 42% to 74% of cases (Table 4). The most relevant reasons of hospitalization were 
sepsis (28%) and cardiovascular/pulmonary dysfunction (28%) (Table 5). The Fleiss’ kappa 
score concerning the agreement between the experts for hospitalization required was fair 
with k = 0.22 with a significant p-value (p<0.0001). 
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The agreement was a little better when a hospitalization was required with a Fleiss’ kappa 
score k = 0.355 compared to a slight agreement for “No” with a Fleiss’ kappa score k = 0.107 
and “Can’t conclude” with a Fleiss’ Kappa score k = 0.132. Among all included patients, 339 
(40.55%) were hospitalized. In approximately a third of cases, the opinion of our experts 
differs from the decision of the emergency physician to hospitalize the patient. 
 
Table 4: NH resident hospitalization required according to the expert group 
 

Hospitalization required 
                 Expert 

Answer 
General Practitioner Emergency Doctor Geriatrician 

No 277 (33.13%) 94 (11.24%) 53 (6.34%) 
Yes 212 (25.36%) 126 (15.07%) 209 (25%) 

Can’t conclude 347 (41.51%) 616 (73.69%) 574 (68.66%) 
 836 (100%) 836 (100%) 836 (100%) 

 
 
Table 5: Characteristics of NH residents transfer to ED for which the opinion of the panel is 
unanimous about the need of hospitalization  
 

Hospitalization required 
Unanimous  

answer 
Nosologic group 

 
No 

(n= 16) 

 
Yes 

(n= 50) 

 
Can’t conclude 

(n= 250) 
Fall, trauma and wound 7 (43.75%) 9 (18%) 99 (39.6%) 
Sepsis 1 (12.5%) 12 (28%) 19 (7.6%) 
Cardiovascular & pulmonary 2 (12.5%) 14 (28%) 41 (16.4%) 
Digestive 2 (12.5%) 2 (4%) 29 (11.6%) 
Neurology 1 (6.25%) 3 (6%) 31 (12.4%) 
Uro-nephrology / 1 (2%) 9 (3.6%) 
ENT / / 2 (0.8%) 
Psychiatry / 1 (2%) / 
Rheumatology / 1 (2%) 6 (2.4%) 
Dermatology / Anaphylaxis / / 2 (0.8%) 
Biological anomaly 1 (6.25%) 2 (4%) 3 (1.2%) 
Metabolic disorder / 1 (2%) / 
Medical device problem 1 (6.25%) / 4 (1.6%) 
DGC / 4 (8%) 1 (0.4%) 
End of life / palliative care / / / 
State of shock / / 2 (0.8%) 
Social reasons / / / 
Other 1 (6.25%) / 2 (0.8%) 
Hospitalized patients 5 (31.25%) 32 (64%) 90 (36%) 

 
ENT: Ear, Nose and Throat; DGC: Deterioration of general condition  
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4. Discussion  

4.1 Strengths, weaknesses and result analysis 

 Our study showed that 12 to 35% of NH residents’ transfers to EDs are considered 
inappropriate with a fair agreement of the experts’ responses (k = 0.315). On the other hand, 
53 to 81% of NH residents’ transfers to EDs are considered relevant with a fair agreement of 
the experts’ responses (k = 0.319). 
 
 The disparity in responses among practitioners reflects an essential element in the 
analysis of our study which is the subjective nature of the emergency felt and therefore the 
relevance of a transfer to the ED. In our study, subjectivity seems to be conditioned in part by 
the expert's specialty. Indeed, we noticed that the later in the care pathway according to 
Kaiser's pyramid (Annex 3) the expert intervenes, the more relevant the transfers to EDs seem 
to be. The gravity cursor logically seems to vary between a general practitioner who sees 
patients coming and going with few additional resources and a geriatrician who works in a 
hospital with a lot of additional tests available to take care of serious, polypathological 
patients who are potentially at risk of aggravation. The gravity cursor of the emergency 
physician naturally makes the link between the two others. The first 2 lines of Table 2 give a 
good account of this gravity cursor phenomenon according to the specialty. It would have 
been interesting to form pairs of each specialty in order to analyze the concordance of 
responses within each pair of specialists and to assess in a more representative way the 
relevance by specialty. Subjectivity of relevance is source of many definitions for 
inappropriateness of NH residents transfer to EDs. Some authors used emergency criteria and 
emergency physician opinion to judge the appropriateness [31]. Some others considered that 
only ED transfers leading to hospitalization were appropriate [32]. The lack of consensual 
definition of appropriateness of transfers to ED of NH resident is a potential limitation of our 
study.  
 
 Concerning hospitalization, experts seem to be more in agreement when it is indicated 
with 15 to 25% of transfers requiring hospitalization and a kappa score approaching moderate 
agreement (k = 0.355). On the contrary, the absence of indication for hospitalization varies 
from 6 to 33% with a kappa score reflecting a slight agreement (k = 0.107). Once again, we 
note a disparity by specialty. And again, it seems to be easier for a general practitioner to 
judge if a hospitalization isn’t required than for a geriatrician (Table 5). 
We notice that for the majority of patients transferred to the EDs, the experts could not decide 
whether hospitalization was necessary or not. This can be explained by the need for additional 
examination available in ED. But also, by the fact that data are often missing with a significant 
proportion of uncertainty. It therefore seems important to have well-filled files, whether in 
NHs for liaison files or on arrival at the ED. For example, none of the ED files mentioned any 
advance healthcare directives. 
 
 If we are interested in the NH patients' grounds for recourse of ED, we note that 45% 
of justified transfers according to the entire panel of experts concern fall, trauma and wounds. 
And these same grounds for recourse account for 40% of transfers when the entire panel of 
experts cannot pronounce on the need for hospitalization. Evaluation in EDs makes sense for 
trauma management and appears to be beneficial for NH patients. 
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Other justified transfers for the expert panel are mostly for cardiovascular and pulmonary 
failure. Some sepsis and digestive trouble were not appropriate according to the expert panel 
and could avoid the adverse effects of waiting in ED to which NH residents are sensitive. 
 
 Our study has some strengths. It was a prospective and multicenter study, carried out 
on 3 monthly inclusion periods in 3 different seasons allowing us to have a population as 
representative as possible by eliminating the center effect and other selection biases related 
to seasons or days of the week. We recruited a large number of patients, with more than 800 
inclusions, allowing a good sampling of our target population. Nevertheless, our sample 
underestimated our actual population, the limit being our recruitment method was based on 
the voluntary participation of administrative secretaries who received patients in the EDs and 
not on a systematic review of all patients who have visited the EDs. Another limit was the lack 
of data in records. It is a reminder for all emergency physicians and nurses in charge of elderly 
concerning the importance of completing records. All information could be important to 
correctly take care of our patient, and probably more when this patient is elderly. 
 
 
4.2 Perspectives 
 
 A DREES survey has shown that the care of elderly patients is longer, more complex 
and more often leads to hospitalization after the age of 75 [33]. We already mentioned that 
hospitalization and even more ED visits are source of many complications such as stress, 
confusion, falls, functional decline, risk of infection and can increase dependency and risk of 
death. 
 
 In a society where the flow of patients in EDs is exploding with annual growth averaging 
43% between 1990 and 1998 and 4.5% between 1999 and 2002 [34], we may ask ourselves 
what is the place of elderly people in the current care pathway and especially NH residents 
who are a more frail population. It would be interesting to identify factors predisposing this 
population to transfers to ED and see what measures could be put in place upstream to 
prevent them. 
 
The proportion of NH residents’ transfers to EDs deemed irrelevant remains high in our study 
despite disparities among specialists. Other European and North American studies find an 
even higher rate of inappropriate NH residents’ transfers to EDs, around 43% [26,27,35]. 
In order to reduce the number of these inappropriate transfers and thus improve the care of 
our elderly people living in NHs, we believe it is important to focus our efforts on anticipation. 
For that, advance healthcare directives should be made mandatory for each institutionalized 
patient and should be an integral part of each emergency liaison file. NHs are by definition 
living places but also end-of-life places. It seems important to de-responsibilize and de-
medicalize the end of life. At the time of personalized medicine, we can question ourselves 
about the implementation for each NH resident of a personalized protocol of management in 
case of deterioration of health status in accordance with the Iso-Resources Group and the 
advance healthcare directives. This guideline could allow the immediate implementation of 
comfort care in NH with protocols adapted to the patient's comfort. This would involve nurses 
present day and night or additional training for health care aides. 
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In this same approach of anticipation, we could imagine developing the role of certain players, 
such as mobile geriatric teams that would crisscross NHs in order to correct factors 
predisposing to hospitalization and limit inappropriate transfers to ED by organizing direct 
hospitalizations. We can imagine the development of a geriatric ED pathway like the one that 
exists for pediatrics. This restructuring of the care system for the elderly would relieve 
congestion in conventional EDs and would probably improve the care of NH residents. 
The savings achieved by reducing hospitalizations and inappropriate transfers to the EDs 
would make it possible to finance these new devices. 
 
 

5. Conclusion 
 
 Too many transfers of NH residents to EDs still remain inappropriate despite a disparity 
of results according to specialists and studies mainly explained by the subjective nature of the 
notion of relevance. This issue remains a major public health factor due to its economic, health 
and social impacts. Demographic forecasts predict a certain amplification of this phenomenon 
as the population continues to age. It therefore seems necessary to think as of today about 
solutions to reduce irrelevant transfers of NH residents to EDs, in order to improve their care 
but also to help reduce pressure on EDs. 
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Annexes  
 
Annex 1: Standard backgrounder 
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Lettre d’information : 
 
Titre du programme de recherche : 
Recours aux soins d’urgences des patients résidant en EHPAD. 
 
Responsable de la recherche 
 
 
 
 
 
 

 
Madame, monsieur 

 
Nous réalisons actuellement une recherche sur le parcours de soins des personnes résidant en 
EHPAD nécessitant un recours aux soins d’urgences. 
 
Les soins d’urgences comportent plusieurs axes. Les appels d’urgence au centre 15 (SAMU) sont 
effectués pour une demande de conseil ou de soins en service hospitalier à la demande du patient, de 
ses proches ou le plus souvent des soignants. Les consultations aux services d’urgence représentent 
un accès facile et rapide pour la réalisation de certains examens complémentaires (biologie, 
radiologie) et assurer une prise en charge thérapeutique. 
L’accès aux services d’urgence n’est toutefois pas toujours bénéfique pour les patients résidant en 
EHPAD qui sont souvent polypathologiques et plus fragiles que la population générale. Certains 
soins peuvent ainsi être mis en place au sein de leur institution par les soignants sur place ou 
attendre la consultation de leur médecin traitant. 
De plus, les services d’urgences sont de plus en plus saturés avec des difficultés d’accès aux lits 
d’hospitalisation. Cette situation est à risque d’allonger les délais de prise en charge aux urgences 
avec une attente sur un brancard avant le premier contact avec le médecin et avant d’avoir accès à un 
lit. Le tout peut ainsi être délétère pour le patient à risque de se surinfecter ou de développer des 
lésions cutanées (par exemple apparition d’escarre). 

 
Dans ce contexte et afin de pouvoir améliorer la prise en charge de nos aînés, nous 

souhaitons observer les motifs d’appel au centre 15 de notre département, les motifs de 
consultation aux services d’urgences du département, les examens pratiqués et le devenir de ses 
patients. 

 
Ce recueil ne modifie strictement rien à votre prise en charge habituelle. Votre identité et 

vos données seront anonymisées et ces données seront gardées à la discrétion des médecins 
analysant les dossiers. Vos données personnelles seront détruites dès la fin des analyses 
statistiques et ne seront jamais publiées. 

 
Les résultats qui seront issus de cette recherche ne permettront pas d’apporter des 

informations pertinentes sur votre santé en particulier. Ils favorisent le développement des 
connaissances dans le domaine de la santé. 

 
 Conformément à la loi, vous êtes libres d’accepter ou de refuser de participer à la 

recherche qui vous est présentée. Votre opposition est applicable à tout moment, sur simple 
demande de votre part. Si vous acceptez, vous êtes libre de changer d’avis à tout moment sans 
avoir à vous justifier. Votre décision ne portera aucun préjudice à la qualité de votre prise en 
charge. 

        
   Merci de conserver cette notice d’information. 
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Annex 2: Example of standard sheet under Google form presentation 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  



 28 

Annex 3: Kaiser's pyramid representing the risk profile of patients with chronic 
pathologies by integrating the level of care required for each profile 
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Résumé : Évaluation de la pertinence des transferts aux services d’urgences des 
personnes résidant en établissement d’hébergement pour personnes âgées 
dépendantes 
 
Contexte : La France connaît une augmentation incessante du nombre de résidents vivant en 
établissement d’hébergement pour personnes âgées dépendantes (EHPAD). Chaque année, 
50% de ces résidents sont hospitalisés dont la moitié aux urgences. Une partie de ces transferts 
aux urgences sont injustifiés et non dénués de conséquences. L’objectif principal de cette étude 
est d’évaluer la proportion de transferts inappropriés de résidents d’EHPAD aux urgences. 
Méthode : Une étude observationnelle, prospective, transversale et multicentrique a été menée 
entre janvier et août 2019 dans les 6 services d’urgence du département d’Indre-et-Loire durant 
3 périodes d’inclusion. Un panel d’expert multidisciplinaire a déterminé le caractère approprié 
ou non de chaque transfert. Les résultats sont exprimés en valeurs brutes et en %. La 
concordance entre expert est évaluée par une mesure statistique Kappa de Fleiss. 
Résultats : 836 patients ont été inclus. Les transferts ont été jugés inappropriés dans 12 à 35% 
des cas et appropriés dans 53 à 81% des cas selon les experts. Le score Kappa de Fleiss sur la 
concordance des réponses des différents experts concernant la pertinence des transferts est léger 
avec k = 0.28 (p<0,0001).  
Conclusions : Un trop grand nombre de transferts restent encore inappropriés avec une 
disparité des résultats reflétant une limite relative au caractère subjectif de la pertinence. Dans 
une société où les projections démographiques prévoient une poursuite du vieillissement de la 
population et des services d’urgences régulièrement saturés il serait intéressant de repérer et 
prévenir les facteurs prédisposant aux transferts et envisager une filière d’urgences gériatriques. 
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