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RESUME 

 

Titre : Aspects clinico-sociaux des patients admis aux Urgences dans un contexte de Maintien à 

Domicile Difficile 

 

Introduction : Le maintien à domicile est une problématique médico-sociale importante en France. 

Celui-ci peut être décrit comme « difficile » (MADD), notamment dans les Services d’Accueil des 

Urgences (SAU) qui sont bien souvent le point de chute des patients pour lesquels le maintien à 

domicile ne peut se faire dans de bonnes conditions. Notre objectif est de décrire et d’identifier le 

profil clinique et l’environnement social de la population décrite comme étant en situation de MADD 

par le personnel soignant des urgences.  

Méthode : Il s’agit d’une étude rétrospective multicentrique française menée dans le Centre 

Hospitalier Universitaire de Tours et le Centre Hospitalier Régional d’Orléans. Ont été inclus les 

patients admis aux urgences pour lesquels le  terme « MADD » et ses dérivés ont été employés dans 

l’observation médicale et/ou dans la feuille de triage des urgences, chez les patients âgés de 18 ans et 

plus. Nous avons recueilli les données démographiques, les antécédents médicaux, les informations 

relatives au SAU, les données relatives à l’hospitalisation et celles concernant le devenir du patient à 

sa sortie immédiate et à 3 mois. 

Résultats : Entre le 1er janvier 2022 et le 31 décembre 2022, nous avons analysé 672 admissions au 

SAU en situation décrite comme un MADD, représentant un total de 615 patients. On observait une 

population majoritairement féminine (n = 359 ; 56,7%), d’âge moyen (± Déviation standard) de 80,9 (± 

11,0) ans. Les comorbidités prédominantes étaient les troubles neurocognitifs (n = 217 ; 35,3%), les 

pathologies psychiatriques (n = 152 ; 24,7%), et les accidents vasculaires cérébraux (n = 119 ; 19,3%). 

Plus de la moitié des patients vivaient seuls (n = 343 ; 55,8%), à domicile (n = 594 ; 91,7%), nécessitaient 

une aide technique pour la marche (n = 268 ; 43,6%) et une aide pour les activités de la vie quotidienne 

(n = 319 ; 51,9%). Parmi les 672 admissions analysées au SAU, 256 (38,1%) faisaient suite à un 

adressage par les proches des patients, 489 (72,8%) conduisaient à une hospitalisation après un 

passage au SAU dans ce contexte et 93 (13,8%) conduisaient à une institutionnalisation à 3 mois du 

passage au SAU. Il était retrouvé 40 admissions aux urgences (5,9 %) sur les 672 admissions qui ne 

présentaient aucun autre motif de consultation que le motif de MADD. 

Conclusion : Le MADD est un terme sur-employé pluri-quotidiennement au SAU pour une population 

plutôt âgée, présentant des troubles neurocognitifs et/ou des pathologies psychiatriques, pour 

lesquels une prise en charge sociale adaptée en amont d’une prise en charge hospitalière semblerait 

le plus adéquat pour cette population.  

 

Mots clés : Maintien à domicile difficile, Service d’accueil des urgences  
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ABSTRACT 

 

Title: Patients Investigating Key Aspects of Clinical admissions with Home Uncertainty (PIKACHU) 

 

Background: Home care is a significant medical and social issue in France. Home care could be 

“difficult” (HU), particularly in the Emergency Department (ED), when the ED become the last resort 

for patients for whom prior arrangements could not be made to facilitate appropriate home care. Our 

aim is to provide an initial assessment of patients consulting the ED with HU statue, offering a 

description of their clinical presentation and social environment.  

Methods: This is a French retrospective multicentric study conducted in the University Hospital Center 

of Tours and Regional Hospital Center of Orléans. The study focused on admissions to the ED for 

patients aged 18 and older, where the French terms for HU (MADD) and its variants were documented 

in the medical and/or emergency triage records. We extracted comprehensive data: demographic 

information, medical comorbidities, details about the ED admission, hospitalization records, as well as 

information pertaining to the immediate patient discharge status and their outcomes at three-month.                           

Results: Between January 1, 2022, and December 31, 2022, we studied 672 ED admissions for HU, 

involving a total of 615 participants. We observed a majority of female (n=359; 56.7%), with an average 

age (± Standard Deviation) of 80.9 (± 11.0) years. The predominant comorbidities were cognitive 

disorders (n = 217; 35.3%), psychiatric illnesses (n = 152; 24.7%) and strokes (n = 119; 19.3%). More 

than half of these participants lived alone (n = 343; 55.8%), in their own homes (n = 594; 91.7%), using 

walking aids (n = 268; 43.6%), and requiring home help with activities of daily living (n = 319; 51.9%). 

Among the 672 admissions in ED, 256 (38.1%) were initiated by the patients' family members, 489 

(72.8%) participants were hospitalized following their visit to the ED and 93 (13.8%) were admitted to 

nursing homes within 3 months after their ED visit. Out of the 672 ED admissions, 5.9% (n=40) were 

admitted to the ED solely due to HU, without any other reasons for consultation. 

Conclusions: HU is an overuse term in the ED, predominantly employed for an older population with 

neurocognitive disorders and/or with psychiatric illnesses. For this population, appropriate pre-

hospitalization care seems to be the most suitable approach. 

 

Key words: Home Uncertainty, Emergency Department  
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ABBREVIATIONS 

GP: General Practitioner 

ED: Emergency Department 

MADD: Maintien A Domicile Difficile 

HU: Home Uncertainty 

EP: Emergency Physician 

NT: Nurse Triage 

EA: Emergency Admissions 

UHCT: University Hospital Center of Tours 

RHCO: Regional Hospital Center of Orléans  

AP: Admitting Physician 

SD: Standard Deviation 

IQR: InterQuartile Range 

AIDS: Acquired ImmunoDeficiency Syndrome 

TIA: Transient Ischemic Attack 
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I. INTRODUCTION 

 Approximately 85% of French people expresses a desire to age in the comfort of their 

own homes [1]. In line with the "Grand Âge" project [2], French government policies advocate 

for home-based care, offering several solutions (financial support, caregiver assistance, 

environmental adaptations) [3]. Personal life and care project of older people can be 

coordinated by the General Practitioner (GP), the patients and their family. However, despite 

availability of such support, achieving the goal living at home is not always possible.  

 One of the primary obstacles to aging at home is the loss of functional independence, 

which has diverse origins and can significantly impact an individual’s ability to maintain 

independent living. In 2019, 21% of people over 85 years old lived in institutions in France 

[26]. The aging demographic stands as a prominent contributor to this process. The 20th 

century witnessed remarkable and exponential advancements in medicine [13], resulting in a 

substantial increase in the average lifespan of the population. According to the National 

Institute of Statistics and Economic Studies, it estimated that the number of individuals aged 

60 and over, will increase by approximately 80% by 2060, reaching a total of 23.6 million 

people, compared to 13.2 million people in 2007 [4,5]. Additionally, other factors such as 

disabilities, socioeconomic instability and psychiatric disorders play a role in the loss of 

functional independence.  

 In situations where maintaining functional independence becomes challenging due to 

the loss of autonomy, caregivers often resort to referring their loved ones to the Emergency 

Department (ED), sometimes without a clear medical justification. In France, this situation is 

commonly referred as "Maintien à Domicile Difficile" (MADD). This term is unique to the 
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country and less recognized on the international stage. A more suitable translation is “Home 

Uncertainty” (HU). 

 Among the patients identified as “HU” and referred to the ED, their underlying social 

issues may sometimes overshadow acute medical conditions (such as decompensation of 

comorbidities). Left undetected and untreated, these medical conditions could have 

detrimental consequences for both the patient's evolution and their healthcare. 

 ED have witnessed unprecedented overcrowding in recent years, in 2010, there were 

17.5 million annual visits for only 696 EDs; fast forward to 2021, the number of annual visits 

had increased to 20.4 million, even though the total number of ED had decreased to 606 [6,7]. 

This has resulted in a time constraints for emergency physicians (EP) to address social issues. 

A better comprehensive of population in the context of HU could help identify solutions and 

appropriate care, potentially reducing the number of ED visits.  

 The challenge of aging at home has been the subject of several studies. Some have 

investigated patients in HU hospitalized in acute geriatric unit [8, 10], post-ED units [16] or in 

their own homes [9]. Most of these studies have primarily concentrated on older individuals, 

with most aged 75 years and over [8-11, 17]. The main finding of these studies was a lack of 

knowledge of geriatric care and the resources available outside hospital, before and after 

hospitalization, particularly among young doctors working in geriatric care. In contrast, other 

studies assessed patients in HU within ED, but their focus is typically on admission and the 

subsequent redirection of patients [15], or those referred by their General Practitioner, again 

primarily within the older population [12]. Another study looked at the non-medical obstacles 

as identified by GPs to home care for patients aged over 75 years who entered in Nursing 
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home and found a multi-factorial cause, with caregiver burnout and/or loss of the main 

caregiver at the top of the list [18]. 

 The objectives of our study are to provide a clinical description and social environment 

of patients consulting the ED with a HU statue. Secondly, we aim to determine whether these 

patients present acute pathologies, in addition to their HU status, to quantify the length of 

their stay in the ED, and to document their post-ED care pathways.  
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II. MATERIAL AND METHODS 

Eligibility criteria and data collection 

In this multicenter retrospective observational study, datas were collected between January 

1, 2022, and December 31, 2022, from the EDs of both the University Hospital Center of Tours 

(UHCT) and the Regional Hospital Center of Orléans (RHCO). Participants were required to 

meet specific eligibility criteria.  

Inclusion criteria were as follows: 

• Age of 18 years or older 

• Participants seen at the ED of UHCT or of RHCO during the inclusion period. 

• Documentation of HU status upon admission to the ED by the Nurse Triage (NT) and/or 

documented by EPs.  

Non-inclusion criteria were as follows: 

• Participants who exercised their right to object to the use of their medical data. 

• Emergency Admissions (EA) where the HU term was either not mentioned or was 

extracted incorrectly (e.g., antecedent issues, use of the term "no HU", extraction 

errors, etc). 

• EA with missing data: some medical records could not be found in the database, 

despite the information provided, limiting the available data and making it impossible 

to include them in our study. 

Data were extracted from electronic patient medical records using software from the UHCT 

(Dossier Médical Partagé®) and the RHCO (Easily®). The search terms included expressions 

such as "maintien à domicile difficile", "maintien à domicile impossible", "MADD" or "perte 
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d’autonomie brutale", which corresponded in English respectively as i. difficult to maintain at 

home, ii. home maintenance impossible, iii. French abbreviation for HU and iiii. sudden loss of 

independence, whether explicitly mentioned or coded in the medical records. 

It’s noteworthy that due to a software changes at RHCO on March 15, 2022, participants who 

consulted this institution's ED and met the inclusion criteria could not be included for the 

period from January 1, 2022, to March 14, 2022. 

Sample Size 

Determining the required number of subjects was not applicable given the observational 

design of our study. We analyzed all patients screened over the inclusion period available for 

RHCO. However, for patients who consulted the ED of UHCT, we opted to conduct a stratified 

sampling approach to ensure a representative sample due to the high number of consultation 

related to HU during the inclusion period.  

Study Objectives and Variables 

The primary objective of our study is to provide an initial description of patients presenting 

with HU in the ED by describing their clinical profile and social environment. Additionally, we 

aim to assess whether these patients presented acute medical conditions that could have 

justified an ED’s visit in addition to their HU status. We also intend to quantify the length of 

their ED stay and document their post-ED care pathways. 

Data Collected 

The data collected include the following: 

• Participants and Environment: Age, sex, Charlson Comorbidity Index and detail without 

taking account of age [12], psychiatric history, chronic alcohol consumption, presence 

http://www.med.univ-tours.fr/


20 Faculté de Médecine – 10, boulevard Tonnellé – CS 73223 – 37032 TOURS Cedex 1 – Tél : 02.47.36.66.00 – www.med.univ-tours.fr 

 
 

 

of neurodegenerative pathologies, use of technical walking aids, polymedication 

(defined as taking at least 5 medications), whether the participant lives alone at home, 

place of residence (personal home, residential home or nursing home), availability of 

home assistance (external or caregivers) and existence of legal protection. 

• ED stay: Referring individual to the ED (doctor, close friend, family), weekly temporality 

of EA, triage according to the FRENCH scale [Appendix 1] (patients triaged as 3A and 

3B at the RHCO were grouped under triage 3), consistent with the practice at the 

UHCT), the reason for admission (e.g., infectious, cardiological, pulmonary, etc.), and 

the reason for discharge from the ED. 

• Time Spent in the ED: Time elapsed between the creation of the triage form by the NT 

and the final closure of the file in the ED. 

• Hospitalization: Reason for hospitalization, the length of hospitalization (in days) and 

the downstream service in the event of hospitalization. 

• Regarding reasons for admission, discharge, and hospitalization: isolated falls without 

any other documented medical reasons, confusion, isolated Hospitalization of 

Unknown origin (HU) without concurrent documented medical reasons, caregiver 

burnout, orthopedic/traumatological causes (trauma, wounds, isolated pain following 

trauma, isolated joint swelling, swelling after trauma, hematoma following trauma, 

fractures), infectious causes (fever, fever with functional urinary symptoms, fever with 

cough, fever with diarrhea), neurological causes (speech disorders, non-febrile 

headaches, limb deficits, stroke-like symptoms, subdural hematoma, intradural 

hematoma, decompensation of Parkinson's disease or other neurocognitive disorders, 

symptoms related to neurological cancers, strokes, or transient ischemic attacks), 

digestive causes (abdominal pain, diarrhea, vomiting, symptoms related to digestive 
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cancers, Crohn's disease decompensation), cardiological causes (chest pain, bilateral 

lower limb swelling with respiratory symptoms, heart attacks, heart failure), 

pulmonary causes (isolated cough, symptoms related to pulmonary cancers, 

decompensation of Chronic Obstructive Pulmonary Disease), psychiatric causes 

(behavioral disorders, agitation, aggression, intentional drug overdose, bipolar 

disorder, schizophrenia), renal/urinary causes (anuria, oliguria, bilateral lower limb 

swelling with urinary symptoms, kidney failure, dehydration, symptoms related to 

renal/urinary cancers), endocrinological causes (hypoglycemia, hyperglycemia, 

symptoms related to endocrinological cancers, hyperthyroidism, hypothyroidism), 

gynecological causes (breast pain, menorrhagia, metrorrhagia, breast swelling, 

symptoms related to gynecological cancers, fibroids), internal medicine/rheumatologic 

causes (cryoglobulinemia, osteoarthritis, decompensation or discovery of connective 

tissue disorders), hematological causes (lymphoma, leukemia, anemia, 

thrombocytopenia), circumstantial causes (iatrogenic, carbon monoxide poisoning, 

accidental drug overdose). 

• Participant Pathway After Discharge: Participant outcomes upon discharge and at 3 

month later. This includes elements such as returning to the previous living place, 

changes in living place with an increase in home help, steps to enter nursing home or 

receive home-based hospitalization, transfers to other medical services, deaths, and 

other relevant outcomes. 

• Social Assistance and Rehospitalization: Recording whether the patient used a social 

worker during their ED stay or during hospitalization, documenting any 

rehospitalization in the same hospital (UHCT or RHCO) within three months of the 
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initial consultation. In addition, recording the total number of ED visits in 2022, both 

before and after the participant’s inclusion in the study. 

Ethics 

Investigations began after obtaining approval from the Commission Nationale de 

l'Informatique et des Libertés (French Data Protection Authority) with identified number: 

F20230606113524. All participants received information regarding the collective use of their 

data through a pre-existing information notice displayed throughout UHCT [Appendix 2] and 

RHCO [Appendix 3]. Participants retained the right to withdraw from the study at any time. 

Statistical analysis 

Following data entry into an Excel spreadsheet, R software version 4.1.3 was used for all 

analyses. 

Initially, we performed a descriptive analysis of the characteristics of our entire study 

population. The results were presented as follows: 

- For quantitative variables, we reported the mean and standard deviation (SD) or median and 

inter-quartile range [IQR] according to the presentation best suited to each variable. 

- For qualitative variables, we expressed the results as number and percentages. 

Subsequently, we applied the Kaplan-Meier method to examine the progression of the study 

population throughout their entire duration of stay in the ED, as well as during the time 

interval between their initial interaction with paramedical staff and their first encounter with 

an EP. 
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Finally, to address the secondary objectives, we aggregated the specific characteristics of each 

participant group based on their 'HU' status. Continuous variables were expressed as mean 

(and standard deviation) or median (and 1st and 3rd quartiles) depending on their normal or 

non-normal distribution. Their distribution was assessed by visual inspection of quantile-

quantile plots and density curves. 

Categorical variables were compared between groups using the chi-square test or Fisher's 

exact test. Continuous variables were compared between groups using Student's t-test or 

Mann-Whitney U test. 

A two-tailed P-value of <0.05 was chosen to determine statistical significance. The P-value was 

not adjusted for multiple comparisons.  
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III. RESULTS 

Flow Chart 

Over the inclusion period we found 1306 EA meeting the inclusion criteria: 924 (70.7%) were 

from UHCT’s ED and 382 (29.3%) were from RHCO’s ED. As described previously, we chose to 

select a stratified sampling in the UHCT: we selected 455 EA meeting the inclusion criteria and 

corresponding to a representative sample of all 924 UHCT’s ED visits in terms of age and 

gender. 

Among this final population, 837 (64.1%) EA were analyzed, corresponding to 769 (67.4%) 

unique participants. We excluded 165 (19.7%) EA: 102 (61.8%) meeting non-inclusion criteria, 

27 (16.4%) had missing data, and 28 (16.8%) were mis-inclusions. Ultimately, our study 

included 672 EA, representing 615 individual participants with 329 (53.5%) from UHCT and 

286 (46.5%) from RHCO. (Figure 1)  
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Clinic profile and environment datas 

Data N = 615 

Age – mean ± SD 80.9 ± 11.0 
Female - no. (%) 349 (56.7) 
Medical history - no. (%) 

 

      Neurocognitive disorders 217 (35.3) 
      Psychiatric Illness 152 (24.7) 
      Stroke or Transient Ischemic Attack (TIA) 119 (19.3) 
      Chronic pulmonary disease 104 (16.9) 
      Diabetes without complications 98 (15.9) 
      Myocardial infarction 92 (15) 
      Congestive heart failure 86 (14) 
      Chronic alcoholism 81 (13.2) 
      Peripheral vascular disease 74 (12) 
      Moderate or severe renal disease 68 (11.1) 
      Motor degenerative disease 62 (10.1) 
      Diabetes with chronic complications 43 (7) 
      Metastatic solide tumor 36 (5.9) 
      Peptic ulcer disease 35 (5.7) 
      Tumor without metastasis 34 (5.5) 
      Mild liver disease 28 (4.6) 
      Connective tissue disease 18 (2.9) 
      Hemiplegia 16 (2.6) 
      Lymphoma 7 (1.1) 
      Leukemia 4 (0.7) 
      Moderate or severe liver disease 1 (0.2) 
      AIDS 0 (0) 
Charlson Comorbidity Index – median [IQR] 2 [1-4]  
Polymedication – no. (%) 330 (53.7) 
Lifestyle – no. (%) 

 

      Living alone 343 (55.8) 
      Home help 319 (51.9) 
      Walking aids 268 (43.6) 
      Legal protection 54 (8.8) 
Living space – no. (%) 

 

      House/ Apartment 564 (91.7) 
      Residence / Care Facility 47 (7.6) 
      Homeless 3 (0.5) 
      Nursing Home 1 (0.2) 
ED' visit per participant in 2022 - mean ±SD 2.1 ±1.5 
Participants who were admitted in ED before inclusion date - no. (%) 238 (38.7) 
Sent By - no. (%) N = 672 
      Close circle (family, friend) 256 (38.1) 
      Third person 180 (26.8) 
      Doctor 173 (25.7) 
      The patient himself 63 (9.4) 
Time of admission - no. (%) 

 

      Week (Monday to Thursday) 406 (60.4) 
      Week-end (Friday to Sunday) 266 (39.6) 
Triage - no. (%) 

 

     1 3 (0.4) 
     2 16 (2.4) 
     3 356 (53) 
     4 240 (35.7) 
     5 53 (7.9) 
 No triage 4 (0.6) 

Table 1. Baseline Characteristics Participants. SD: Standard Deviation. TIA: Transient Ischemic Attack. AIDS: 
Acquired ImmunoDeficiency Syndrome. ED: Emergency Department. IQR: InterQuartile Range. 
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Of the 615 participants, 56.7% (n=349) were female. The mean (±SD) age was 80.9 (± 11.0) 

years old. We observed that 217 (35.3%) participants had cognitive disorders, 152 (24.7%) had 

psychiatric disorders, followed closely by participants who had cerebrovascular diseases 

(n=119; 19.3%). The median [IQR] Charlson Comorbidity Index was 2 [1-4]. Notably, in our 

population, 330 (53.7%) participants were polymedicated. 

Regarding the patients' living situations, 343 (55.8%) participants lived alone in their personal 

residences (n=564; 91.71%), with assistance for daily living activities (n=319; 51.9%). Nearly 

half required walking aids (n=268; 43.6%) [Table 1] [Figure 2]. 

We observed that 256 (38.1%) participants were referred to the ED by individuals within their 

close circle. Among the EA, 356 (53%) were classified as grade 3 [Appendix 3] by the NT. 

We noticed that 238 (38.7%) patients consulted before the inclusion date in 2022, with 52 

(21.6%) participants in the week before, and 32 (13.5%) participants between one week and 

one month before inclusion date. 

The Figure 2 represents the number of participant by each medical history and in global. We 

chose to class the participants in 3 populations: the working people force (18-64 years old), 

the young retired senior population (64-79 years old) and the geriatric population (older than 

80 years old) [19, 20], to observe the predominant medical history at each phase of lifetime. 
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Figure 2. Medical history by age range. 

The figure shows the participants’ ratio by age range with such medical history described in the last 

table. TIA: Transient Ischemic Attack. AIDS: Acquired ImmunoDeficiency Syndrome 
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Medical ground in the ED 

We observe a total of 269 (40%) EA during which another medical reason was present, in 

addition to the use of the term HU according to the NT. The top three medical grounds for 

admission to the ED were falls (n=121; 18%), confusion (n=92; 13.7%), closely followed by HU 

(n=90; 13.4%).  

Table 2. Baseline Characteristics EA at ED. NT: Nurse Triage. EP: Emergency Physician. ED: Emergency 
Department. SD: Standard Deviation 

Data N = 672 

Medical Ground at Admission – no. (%) 
 

      Fall 121 (18.0) 

      Confusion 92 (13.7) 

      Home Uncertainty 90 (13.4) 

      Orthopedic / Traumatologic 61 (9.1) 

      Infectious 55 (8.2) 

      Neurological 53 (7.9) 

      Digestive 48 (7.1) 

      Cardiological 43 (6.4) 

      Pulmonary 37 (5.5) 

      Psychiatric 30 (4.5) 

      Caregiver Burnout 16 (2.4) 

      Renal / Urinary 15 (2.2) 

      Endocrinological 9 (1.3) 

      Gynecological 2 (0.3)   

Home Uncertainty by NT – no. (%) 359 (53.4)   

Medical Ground At Discharge – no. (%) 
 

      Home Uncertainty 182 (27.1) 

      Infectious 154 (22.9) 

      Neurological 72 (10.7) 

      Cardiological 56 (8.3) 

      Orthopedic / Traumatologic 54 (8.0) 

      Renal / Urinary 53 (7.9) 

      Digestive 36 (5.4) 

      Caregiver Burnout 19 (2.8) 

      Psychiatric 19 (2.8) 

      Endocrinological 18 (2.7) 

      Gynecological 6 (0.9) 

      Pulmonary 3 (0.4)   

Home Uncertainty by EP – no. (%) 517 (76.9) 
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On discharge, the top three ED medical record diagnostic conclusions were HU (n=182; 27.1%), 

infectious disease (n=154; 22.9%), and neurological issues (n = 72; 10.7%). Notably, 359 

(53.4%) out of the 672 EA were classified with HU by the NT and 517 (76.9%) out of 672 were 

ultimately classified as with HU by the EP, accounting for over 75% of participants. So, a total 

of 335 (49.9 %) EA had another medical reason in addition to the use of the term HU, according 

to the EP at ED’s discharge [Table 2]. 

Among the 672 EA, 5.9% (n=40) were admitted to the ED in HU with no other medical reason 

according to the NT, the EP and the AP. A second analysis have been realized (see below). 

Timelapse in the ED 

The median [IQR] time they spent in the ED was 1152 [606-1559] minutes, representing a 

median [IQR] time of 19 [10-26] hours. [Figure 3]  

Figure 3. Kaplan-Meier Estimates of the discharge of Emergency Admissions  

The figure represents the time spent in Emergency Department (ED) for all Emergency Admissions (EA) 

included. The numbers in the table below the figure show the EA’s discharged through the time spent 

in the ED. 

672                 326                    80                     35                      9               1 n 
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Hospitalization and Discharge from ED Data Collected 

There were 489 (72.8%) EA hospitalized. Among them, 149 (30.5%) EA were directed to 

Polyvalent Medecine Department, then 147 (30.1%) were referred to Geriatric Department 

and the last one-third (n=118; 24.1%) were hospitalized in Specialist Department. The mean 

(±SD) length of hospitalization was 16.4 (± 15.5) days. 133 (27.2%) out of the 489 EA 

hospitalized were reported as HU by the Admitting Physician (AP).  [Table 3].  

In all the EA, there were returned home in 52.4% (n=352) of cases at hospital discharge, 

including 178 (26.5%) with changes (such as the introduction of home assistance or legal 

protective measures). Nearly one-fifth (n=118; 17.6%) were transferred to short-term 

rehabilitation. There were 318 (50.1%) EA with polymedication at discharge. [Table 2].  

At 3 months, aside from EA lost to follow-up (n=288; 42.9%), there were 164 (24.4%) EA who 

didn’t change their place of residence, 98 (14.6%) EA had passed away, and 93 (13.8%) had 

entered institutions. [Table 3].   
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Data N (%) 

Hospitalization Department – no. (%) 489 (72.8) 
      Polyvalent medicine Department 149 (30.5) 
      Geriatric Department 147 (30.1) 
      Specialist Department 118 (24.1) 
      Other Hospital Center 33 (6.7) 
      Short-term Hospitalization Unit 29 (5.9) 
      Surgical Department 10 (2.0) 
      Psychiatric Department 3 (0.6) 
Medical Ground Discharge After Hospitalization – no. (%) 

 

      Infectious 138 (28.2) 
      Neurological 69 (14.1) 
      Home Uncertainty 58 (11.9) 
      Cardiological 38 (7.8) 
      Digestive 34 (7.0) 
      Endocrinological 18 (3.7) 
      Orthopedic / Traumatologic 16 (3.3) 
      Internal Medecine / Rheumatologic 12 (2.5) 
      Pulmonary 9 (1.8) 
      Psychiatric 8 (1.6) 
      Caregiver Burnout 6 (1.2) 
      Hematologic 7 (1.4) 
      Circumstancial 6 (1.2) 
      Gynecological 4 (0.8) 
      Renal / Urinary 30 (6.1) 
      Data Missing 36 (7.4) 
Home Uncertainty by Hospitalization Doctor – no. (%) 133 (29.4) 
Hospitalization days – mean ±SD 16.4 ±15.5 
Participant’s Status at Hospital Discharge – no. (%) N = 672 
      Returning home with a change 178 (26.5) 
      Returning home 174 (25.9) 
      Continuing care and rehabilitation 118 (17.6) 
      Nursing Home 86 (12.8) 
      Death 60 (8.9) 
      Data missing 37 (5.5) 
      Change of living place 5 (0.7) 
      Palliative Care 5 (0.7) 
      Runaway 4 (0.6) 
      Psychiatric Center 2 (0.3) 
      Hospitalization Department in a other Hospital Center 2 (0.3) 
      Drunk tank 1 (0.1) 
Polymedication at Hospital Discharge – no. (%) 318 (50.1) 
Consultation with a social worker during the hospital stay – no (%) 379 (56.4) 
Participant’s future at 3 months from ED’s admission inclusion date – no. (%) N = 672 
      Lost of follow up 288 (42.9) 
      No living place changing 164 (24.4) 
      Death 98 (14.6) 
      Nursing Home 93 (13.8) 
      Still in Continuing care and rehabilitation 15 (2.2) 
      Change of living place 11 (1.6) 
      Still Hospitalized 3 (0.4) 

Table 3. Participants future status at Emergency Department (ED) discharge. SD: Standard Deviation.  
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Comparison between “Only HU” and “HU with another condition” 

In total, we identified 40 EA (5.9%) in which no medical reason, other than HU, was 

documented in the medical record by either the EP or the AP for EA leading to hospitalization. 

This particular population was described in Table 4 as “Only HU”, in contrast to another 

population referred to as “Other condition”, which encompasses all other situations (such as 

cases with HU documented by the NT, EP, AP or a combination of these).  

Our analysis revealed participants in the “Only HU” group were statistically significantly 

younger (P = 0.035) [see Appendix 4]. Additionally, they exhibited a significantly higher 

prevalence of psychiatric illnesses (P < 0.001), and burnout among caregiver was notably more 

frequent (P < 0.001). Furthermore, we observed a statistically significant difference in ED visits 

during the week preceding EA inclusion date (P = 0.039) for the “Only HU” population. 

Additionally, a statistically significant difference was observed in the frequency of 

consultations with a social worker during hospitalization (P = 0.014). 

Regarding Hospital discharge outcomes, we found statistically significant differences. The 

“Only HU” group had a significantly higher rate of returning home (P=0.004), and a statistically 

significant proportion of these individuals entered nursing home three months after ED’s 

discharge (P = 0.0022). 
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Datas Only HU 
N = 40 

Other conditions 
N = 632 

P (CI 95%) 

Age – mean ± SD 76.4 ±13.6 81 ± 10.8 0.035* 
Female – no. (%)  19 (47.5) 353 (55.8) 0.3 
Charlson Comorbidity Index – mean (%) 0.9 (0.5) 2.4 (2.4) <0.001* 
      Neurocognitive disorders – no. (%) 11 (27.5) 234 (37.0) 0.24 
Psychiatric illness – no. (%) 19 (47.5) 170 (26.9) <0.001* 
Lifestyle – no. (%)  
      Living alone 18 (45) 357 (56.5) 0.16 
      Home help 23 (57.5) 325 (51.4) 0.46 
      Legal protection 4 (10) 67 (10.6) 1 
Living place – no. (%)  
      House/ Apartment 35 (87.5) 579 (91.6) 0.37 
      Residence / Care Facility 4 (1) 50 (7.9) 0.55 
      Nursing Home 0 (0) 1 (0.2) 1 
      Homeless 1 (2.5) 2 (0.3) 0.17 
Burnout caregiver – no. (%) 10 (25) 28 (4.4) <0.001* 
ED’s Characteristics  
      Number of EA before EA inclusion date – mean ± SD 0.7 ± 0.8 0.7 ± 1.1 0.3 
      Mean of ED’ visit in 2022 per EA – mean ± SD 2.4 ± 1.4 2.2 ± 1.6 0.12 
      Number of EA admitted the week before EA inclusion  
      date – no. (%)  

15 (32.5) 55 (8.7) 0.0039* 

      Number of EA admitted between one week and one  
      month before inclusion date – no. (%)  

7 (17.5) 44 (6.9) 0.51 

      Time spent in ED in minutes – mean ± SD 1044 ±794.8 1317.6 ±1047.8 0.11 
ED Triage – no. (%)   <0.001* 
      1 0 (0) 3 (0.5)  
      2 0 (0) 16 (2.5)  
      3 11 (27.5) 349 (55.2)  
      4 15 (37.5) 225 (35.6)  
      5 14 (35) 39 (6.2)  
Hospitalization – no. (%) 17 (42.5) 472 (74.7) <0.001* 
Consultation with a social worker during the hospital 
stay – no (%) 

30 (75) 349 (55.2) 0.014* 

Participant’s Status at Hospital Discharge – no. (%)  
      Returning home  10 (25) 164 (25.9) 0.96 
      Palliative Care 0 (0) 5 (0.8) 1 
      Hospitalization Department in another Hospital Center 0 (0) 2 (0.3) 1 
      Returning home with a change  18 (45) 160 (25.3) 0.004* 
      Nursing Home 5 (12.5) 81 (12.8) 0.99 
      Continuing care and rehabilitation 3 (7.5) 115 (18.2) 0.12 
      Change of living place 1 (2.5) 4 (0.6) 0.26 
      Elopment  0 (0) 4 (0.6) 1 
      Death 0 (0) 60 (9.5) 0.039* 
Participant’s future at 3 months from ED’s admission 
inclusion date – no. (%) 

 

      Re-hospitalization 7 (17.5) 116 (18.3) 0.89 
      Still hospitalized 0 (0) 3 (0.5) 1 
      Still in Continuing care and rehabilitation 0 (0) 15 (2.4) 1 
      No living place changing 10 (25) 154 (24.4) 0.92 
      Change of living place 1 (2.5) 10 (1.6) 0.49 
      Nursing home  12 (30) 81 (12.8) 0.0022* 
      Death 3 (7.5) 95 (15.0) 0.25 
      Lost of follow-up 14 (35) 274 (43.3) 0.3 

Table 4. Comparison of some datas between EA considered by GP and AP as in HU and EA considered by GP and AP 

with other conditions than just HU. The * represents significant results (with p< 0.05). SD: Standard Deviation. ED: 

Emergency Department. CI: Confidence Interval. EA: Emergency Admissions. HU: Home Uncertainty. 
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IV. DISCUSSION 

This observational, retrospective, multicenter study focused on the population described as 

being in HU situations in the ED. It paints a picture of a predominantly aged people and a 

predominantly female population. The primary medical histories are cognitive disorders for 

the geriatric population and psychiatric disorders for the working-age population. These 

individuals generally live alone, receive home assistance, and have limited physical autonomy, 

often requiring technical aids for mobility. 

However, during our inclusion period, we observed that the term HU was often used to 

describe different situations. It was frequently employed to characterize issues such as 

repeated falls or significant asthenia preventing patients from engaging in their usual 

activities. These problems are entirely independent of a social context and primarily require 

medical investigation to determine their etiology. 

From our data, if we were to summarize the meaning of the term HU, although there is no 

specific definition, it appears to refer to a situation that may lead to ED consultations primarily 

for social reasons in the context of chronic and progressive loss of functional independency, 

rendering a return home difficult or impossible, without any other acute medical reason 

explaining this inability to return home. Concerning our study, once all these criteria are taken 

into account, we have a total of 40 EA out of the 672 EA included, including 12 duplicates, 

resulting in 28 participants out of 615. This leaves us with a very low number of ED 

consultations for a "Only HU." 

Furthermore, the majority of EA in this study involve triage code 3, both overall and in our 

subgroup analysis. It is essential to recall that this triage code is assigned to a population 
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presenting a potential risk of deterioration within 24 hours [21] and requiring multiple 

additional examinations. This high triage score does not be in favor of a social problem isolated 

from the outset according to the NT. 

Subsequently, EPs incorporate the term HU into their discharge diagnosis, despite the 

presence of other medical issues. This even makes it the primary diagnosis for ED visits in our 

study. Regarding patient outcomes, more than half of those described as being in HU 

situations return home upon discharge. Given all these parameters, it appears that the term 

HU is overused in ED and seems to correspond more to the presence of a social issue 

associated with a medical problem than to a genuine difficulty in remaining at home and/or 

an impossibility to do so. This is likely due to a linguistic convenience in the French medical 

community but could have significant consequences for patient care. 

This is partly explained by the functioning of the ED admission system in France, which relies 

mainly on a 24-hour shift system [22]. Patients arriving the previous day and still present 

during shift changes are managed by incoming EPs. The current influx of emergency cases, 

particularly in Tours (140 visits/day) and Orleans (180 visits/day) [23-25], means that there is 

insufficient time to re-examine the medical issues underlying patients' care systematically. 

Given the long average hospitalization duration of this subgroup (26.4 days), it is legitimate to 

question whether there is an obstacle to potential hospitalization when social issues are 

emphasized, which could lead to concerns about bed blocking. Furthermore, the median time 

spent in the ED here is 1152 minutes, or approximately 19 hours. A 2015 study [17] reported 

a mean overall care time for centers with over 80 visits/day -which corresponds to great 

Hospital Center- of 85 minutes for a simple consultation compared to 205 minutes if multiple 
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radiological and biological examinations are performed, with an additional average time of 50 

minutes for finding a hospital bed. An additional analysis in this study showed that the ED wait 

time depends on the patient's age: a 20-year-old patient waits on average 110 minutes for 

comprehensive care, while an 80-year-old individual waits on average 180 minutes. Obviously, 

these data depend on several factors (healthcare providers, vital emergencies, time of day, 

bed availability, etc.). Our study does not allow us to determine if patients labeled as HU 

experience a missed opportunity. Only a comparative study with a population of patients not 

labeled as HU, matched for age, gender, comorbidities, and seasonality, could enable an 

analysis of ED and hospitalization durations. 

We also observed a important difference in the number of EA for HU between Orleans and 

Tours (924 vs. 382), with a prevalence of the term HU and its equivalents at UHCT of 

approximately 17 per week, compared to about 8 per week at RHCO. Although the inclusion 

periods were not exactly the same (with 10 missing weeks for RHCO), the difference of 

approximately 600 visits, or an equivalent average difference of about 11 visits per week when 

adjusted for the missing period, remains substantial. Our study was not designed to compare 

these two centers. It would be necessary to analyze this geographical disparity in the use of 

the term HU. Several factors may explain this, including seasonality, differences in the number 

of ED visits, a different age population, and the university character of UHCT, which has a more 

significant presence of less experienced students, etc. 

The strength of our study lies in the inclusion of numerous ED consultations and patients of 

all ages, allowing us to have a representative sample of this patient population described as 

being in HU situations. 
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However, our desire to include as much data as possible to create the most accurate picture 

of the term HU in ED introduced some biases. We specifically wanted to include all EA identify 

by HU term, including patients who had previously visited the ED for the same reason. This led 

us to work with data involving both patients and EA, which is uncommon and can be a source 

of confusion. Furthermore, as previously described, we have a missing 10-week period for 

RHCO, distorting some data (e.g., the number of visits per year per patient). Since our goal 

was solely to describe these populations and EA without comparing the centers, we chose to 

include them despite this difference in periodicity. 

This loss of ED visits at RHCO between January 1st and March 14, 2022, also impacted a 

variable we wanted to analyze: seasonality. We wanted to observe if ED visits for HU were 

dependent on the seasonality of consultations. However, considering this variable would have 

introduced significant biases due to the missing 10-week period during the winter season. 

It should be noted that this study is retrospective and carries inherent biases associated with 

this study type. Concerning the total time spent in the ED and the time between the first 

contact with the NT and the first contact with the EP, we used times noted in the file 

conclusions, which do not always correspond to the actual time of the patient's discharge from 

the ED. It is essential to remember that during ED care, for various reasons (including vital 

emergencies) [17], it is not always possible to draft a medical report immediately following 

the examination at the patient's bedside. Furthermore, consulting a file does not 

automatically mean hospitalization or immediate discharge from the ED.  

Finally, our study was not designed to make comparisons and such analyses were not 

conducted. The sizes of our two groups are significantly different, so our secondary analyses 
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cannot be extrapolate to a broader population. These limitations should be considered when 

interpreting the implications of our findings. 

 

V. CONCLUSION 

 The HU is an omnipresent medical and social problem that requires early intervention. 

Emergency departments and the hospital environment should remain the last resort for 

patients in this situation, especially since we observed excessive and inappropriate use of this 

term by the medical and paramedical team in ED. Unfortunately, it frequently becomes the 

sole recourse when no social support or administrative assistance has been foreseen. 

Thus, the issue of the HU reflects a social dimension underlying an acute or chronic medical 

problem. Consequently, this terminology should not find commonplace usage in ED discharge 

diagnoses, instead, it should yield to a syndromic summarization of the medical complexities 

that precipitated the ED consultation. 
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APPENDICES 

Appendix 1 – Triage according to the FRENCH scale: “French Emergency Nurses 

Classification in-Hospital triage” 

• DESCRIPTION GENERALE DES TRIS 

Tri Situation 
Risque 

d’aggravation 

Perte de 
chance en 

cas 
d’attente 

Actes 
hospitaliers 
prévisibles 

Hospitalisation 
prévisible 

Actions 
Délais 

d’intervention 
Installation 

1 
Détresse vitale 

majeure 
Dans les min ++++ ≥ 5 ≥ 90% 

Support d’une ou 
des fonctions 

vitales 

Sans délai 
(IDE et 

Médecin) 
SAUV 

2 

Atteinte patente 
d’un organe ou 

lésion traumatique 
sévère* 

Dans l’heure +++ ≥ 5 ≥ 80% 

Traitement de 
l’organe ou lésion 

traumatique 

Infirmière < 10 
min Médecin < 

20 min 
SAUV ou 

Box 

3A 

Atteinte potentielle 

d’un organe ou 

lésion traumatique 

instable 

Comorbidité(s) en 

rapport avec le 

motif de recours 

ou patient 

adressé** 

Dans les 24 h ++ ≥ 3 ≥ 50% 

Evaluation 

diagnostique et 

pronostique 

en complément 
du traitement 

Médecin < 60 
min, puis IDE 

si besoin 

Box ou 
SAUV 

ou salle 
d’attente 

3B 

Idem Tri 3A 

Patient sans 
comorbidité en 
rapport avec le 

motif de recours 

Dans les 24 h + ≥ 3 ≥ 30% 

Evaluation 

diagnostique et 

pronostique en 

complément du 

traitement 

Médecin < 90 
min, puis IDE 

si besoin 

Box 

ou salle 
d’attente 

4 

Atteinte 
fonctionnelle ou 

lésionnelle stable 
Non 0 1 ou 2 ≥ 10% 

Acte diagnostique 
et/ou 

thérapeutique 
limitée 

Médecin < 120 
min, puis IDE 

si besoin 

Box 

ou salle 
d’attente 

5 

pas d'atteinte 
fonctionnel ou 

lésionnelle 
évidente 

Non 0 0 

 
pas d'acte 

diagnostique 
et/ou 

thérapeutique 

Médecin <240 
min 

Box ou salle 

d’attente ou 

maison 

médicale de 

garde 

* ou symptôme sévère qui justifie une action thérapeutique dans les 20 minutes maximum 

** patient adressé par médecin le jour même aux urgences 

• MODULATION DES CONSTANTES POUR LES ADULTES 

ADULTE Tri 1 Tri 2 Tri 3 

PAS (mmHg) < 70 
70 - 90 ou 

90-100 + FC > 
100 

> 90 

FC /min > 180 ou < 40 130 - 180 < 130 

SpO2 % < 86 86 - 90 > 90 

FR /min > 40 30 - 40  

Glycémie  ≤20et cétose > 
2mmol/l 

> 20 mmol/l et 
cétose + ou nulle 

GCS ≤ 8 9 à 13 14 
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Appendix 2 - Research Information Poster from University Hospital Center of Tours (UHCT) 
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 Appendix 3 - Research Information Poster from Regional Hospital Center of Orleans (RHCO)  
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Appendix 4 – Representation of the distribution’s age of the two compared groups: those in 

“Only HU” and those in “HU with another condition” 

 

 EA: Emergency Admissions. HU: Home Uncertainty. 

 

 

 

 

 
  

Only HU HU with another condition 
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Résumé :  
 

Aspects clinico-sociaux des patients admis aux Urgences dans un contexte de Maintien à Domicile Difficile 

Introduction : Le maintien à domicile est une problématique médico-sociale importante en France. Celui-ci peut 

être décrit comme « difficile » (MADD), notamment dans les Services d’Accueil des Urgences (SAU) qui sont bien 

souvent le point de chute des patients pour lesquels le maintien à domicile ne peut se faire dans de bonnes 

conditions. Notre objectif est de décrire et d’identifier le profil clinique et l’environnement social de la population 

décrite comme étant en situation de MADD par le personnel soignant des urgences.  

Méthode : Il s’agit d’une étude rétrospective multicentrique française menée dans le Centre Hospitalier 

Universitaire de Tours et le Centre Hospitalier Régional d’Orléans. Ont été inclus les patients admis aux urgences 

pour lesquels le  terme « MADD » et ses dérivés ont été employés dans l’observation médicale et/ou dans la 

feuille de triage des urgences, chez les patients âgés de 18 ans et plus. Nous avons recueilli les données 

démographiques, les antécédents médicaux, les informations relatives au SAU, les données relatives à 

l’hospitalisation et celles concernant le devenir du patient à sa sortie immédiate et à 3 mois. 

Résultats : Entre le 1er janvier 2022 et le 31 décembre 2022, nous avons analysé 672 admissions au SAU en 

situation décrite comme un MADD, représentant un total de 615 patients. On observait une population 

majoritairement féminine (n = 359 ; 56,7%), d’âge moyen (± Déviation standard) de 80,9 (± 11,0) ans. Les 

comorbidités prédominantes étaient les troubles neurocognitifs (n = 217 ; 35,3%), les pathologies psychiatriques 

(n = 152 ; 24,7%), et les accidents vasculaires cérébraux (n = 119 ; 19,3%). Plus de la moitié des patients vivaient 

seuls (n = 343 ; 55,8%), à domicile (n = 594 ; 91,7%), nécessitaient une aide technique pour la marche (n = 268 ; 

43,6%) et une aide pour les activités de la vie quotidienne (n = 319 ; 51,9%). Parmi les 672 admissions analysées 

au SAU, 256 (38,1%) faisaient suite à un adressage par les proches des patients, 489 (72,8%) conduisaient à une 

hospitalisation après un passage au SAU dans ce contexte et 93 (13,8%) conduisaient à une institutionnalisation 

à 3 mois du passage au SAU. Il était retrouvé 40 admissions aux urgences (5,9 %) sur les 672 admissions qui ne 

présentaient aucun autre motif de consultation que le motif de MADD. 

Conclusion : Le MADD est un terme sur-employé pluri-quotidiennement au SAU pour une population plutôt âgée, 

présentant des troubles neurocognitifs et/ou des pathologies psychiatriques, pour lesquels une prise en charge 

sociale adaptée en amont d’une prise en charge hospitalière semblerait le plus adéquat pour cette population.  
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