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PLANNING FOR END OF LIFE IN 
LONG TERM CARE



BARRIERS TO HIGH QUALITY EOL CARE

Relevant to Canada: 

• Inadequate Training

• Communication gaps

• Ie. MOST status, Goals of Care

• Lack of standardized assessment of terminal status 
(prognostication)

• Transitions Across Settings (hospital, hospice 
etc.)

Considerations in other health 
systems: 

• Lack of Hospice Access 

• Issues Created by Joint Management

• Coverage and Reimbursement



LEARNING OBJECTIVES

• Understand the expected outcomes with aggressive intervention 
in the elderly, and be able to apply this in goals of care 
conversations.

• Develop an understanding of the prognosis of common 
conditions seen in long term care.

• Identify signs and symptoms signifying end of life is approaching in 
a long term care patient.

• Recognize how hospital transfer and end of life are related using 
Fraser Health data.

1. Data to support Goals of Care (GOC) 
discussions and MOST designation

2. Prognosticating common LTC conditions

3. Anticipating End of Life (EoL) in Long 
Term Care (LTC)

4. Data from Fraser Health around hospital 
transfers and death rates

Have a basic understanding of the barriers to high quality end of life care in long term care.



PLAN

1. Data to support Goals of Care (GOC) 
discussions and MOST designation

2. Prognosticating common LTC conditions

3. Anticipating End of Life (EoL) in Long Term Care (LTC)

4. Data from Fraser Health around hospital transfers and death rates



GOALS OF CARE (MOST)



www.advancedcareplanning.ca



PROGNOSTIC INFORMATION AFFECTS 
DECISION MAKING IN OLDER ADULTS…

• Ages 60-99, mean 77

• Used a CPR probability of survival of 10-17% + pie 
chart visual aid

• Before: 41% preferred CPR in acute illness

• After: 22% preferred CPR in acute illness

• After, age 85+ - 2/34 (6%) said yes to CPR in an acute 
illness 

Probability of Survival Post CPR

Chance of dying Chance of living



… AS WELL AS IN HEALTHCARE PROXIES 

• Only 18.0% of proxies reported having received prognostic information from 
a physician

• Only 32.5% of proxies reported having received counselling about clinical 
complications to expect in advanced dementia

• “Residents whose health care proxies believed that the resident had less 
than 6 months to live and understood the clinical complications expected in 
advanced dementia were less likely to undergo a burdensome intervention 
during the final 3 months of life than were residents whose health care 
proxies did not have this understanding of the prognosis and expected 
complications.”



(WITNESSED) OUT OF HOSPITAL CARDIAC ARREST

• Survival to discharge: 

• 70+: 4.1% 

• General population: 7.6%

• Nursing home residency is 
associated with decreased survival 
in several studies

• Pre-arrest comorbidity is 
associated with decreased survival 



(WITNESSED) IN HOSPITAL CARDIAC ARREST 

• Survival to discharge

• 70-79: 18.7%

• 80-89: 15.4%

• 90+: 11.6%

• 82.5% of those who achieved ROSC died in hospital. 

• 70+: 1 year survival between 7.0-20.9%

• 80+: 6 month survival between 5.7-6.1%

• Only 20% of survivors are capable of independent function 
outside of institutionalized care



MORTALITY AND NEURO OUTCOMES ARE 
POOR AFTER CPR AND ARE WORSE WITH 

INCREASING AGE

CPC = cognitive 
performance score (a 
measure of neuro status)



NO SURVIVAL BENEFIT TO ICU VS WARD IN 80+

Adjusted w/ Cox 
model for age in 
years, sex, main 
diagnosis category, 
functional and 
nutritional status, 
and diagnosis of 
cancer



FRAILTY PREDICTS MORTALITY IN ICU 
ADMISSIONS

• Mean frailty score of those who died in 30d = 0.41 

• Mean frailty score of those who survived to 300d = 0.22 

• No one with a frailty index score >0.46 survived past 90 days

• All patients with a frailty index score <0.22 survived at least 30 days

• Each 1% increase in the FI from the previous level was associated with an 11% 
increase in the 30-day mortality risk

Frailty Index 
- The number of deficits the patient has, divided by 
the number of deficits considered (full list = 70 
deficits, this study used 52 items)
- Individuals do not exceed a limit of 0.7 in the 
frailty index



ICU FOR SEPSIS - COGNITION 

% of patients with Moderate to 
Severe Cognitive Impairment:
- Before sepsis: 6.1%
- After sepsis: 16.7%

Odds Ratio of progression to 
moderate to severe cognitive 
impairment (the odds that an 
outcome will occur given a particular 
exposure, compared to the odds of 
the outcome occurring in the absence 
of that exposure) with each 
patient serving as their own 
control: 3.34



ICU FOR SEPSIS - FUNCTION

No statistically 
significant 
difference in 
increase in 
patients with 
poor 
functioning at 
baseline

Severe sepsis 
was associated 
with the 
development 
of 1.57 new 
functional 
limitations



FUNCTIONAL OUTCOMES ARE POOR IN 
ANY HOSPITAL ADMISSION (NOT JUST ICU)

• Acute hospital admission was associated with further functional decline in 
residents of aged care facilities
• Greater for people with significant pre-existing cognitive impairment

• Functional outcomes following infection and pneumonia are better for 
residents treated in their facility compared with those who were hospitalised
• May be due to greater illness severity in those transferred, although fewer than 1 in 10 residents 

with critical illness due to pneumonia are hospitalized



MORTALITY IS ALSO POOR AFTER 
HOSPITALIZATION

• Up to 52% of RACF residents died within 3 months of acute hospital 
transfer 

• 12–29% died within 1 month of leaving hospital

• Up to 37% of residents represented within 2 weeks of the initial ED visit

• Up to 66% re-presented within 12 months



HOSPITALIZATION IS NOT BENIGN

• An ED visit was associated with a 3x increased risk of new GI or 
respiratory tract infection 

• Increased rates of antibiotic resistant bacteria in RACF

• Recent or recurrent hospitalisation/ED transfer was associated with 
increased acquisition of resistant organisms



• Residents have a higher rate of developing new pressure ulcers
in hospital (19%) vs. community-dwelling older people (4.3%).
• Compared with residents with no transfers, residents transferred 

to hospital had higher rates of new pressure ulcers and longer 
healing times. 

HOSPITALIZATION IS NOT BENIGN



PNEUMONIA AND MORTALITY

Hospitalization does not change 
mortality 
(Adjusted for illness severity and propensity for hospitalization, 
1406 patients).



PNEUMONIA AND MORTALITY, FUNCTION

Equal proportions died during their acute 
pneumonia episode. 

A greater proportion of the survivors 
treated in the LTCF had no functional 
change or had improved at 2 months 
compared with those treated in the 
hospital, and a smaller proportion 
worsened or died

Even when adjusted for illness 
severity



PNEUMONIA AND FUNCTION

• Among patients without severe disability prior to hospitalization 66.3% experienced 
severe disability or death 

• With severe disability prior to hospitalization, 96.4% experienced severe disability 
or death

• 39.3% of these patients died during or within 60 days of hospitalization

• Care home residents are more likely to experience functional decline or death at 
60 days following hospitalization for pneumonia than individuals diagnosed with 
metastatic non–small cell lung cancer.

• Patients with moderately dependent functional status had a greater risk of 
functional decline or death 2 months after their pneumonia than either those with 
less or those with greater functional dependency. 

• Suggests these patients may have greater sensitivity to the effects of acute illnesses

Study 
N=214,507



PEG TUBE

• Cochrane review:  “no evidence that tube feeding improves survival; improves 
quality of life; reduces pain; reduces mortality; decreases behavioural and 
psychological symptoms of; leads to better nourishment; improves family or carer 
outcomes such as depredementiassion, anxiety, carer burden, or satisfaction with 
care”

• “We found some evidence that there is a clinically significant risk of pressure 
ulcers from enteral tube feeding.”

• May also increase aspiration risk, decrease quality of life and increase restraint usage



PLAN

1. Data to support Goals of Care (GOC) discussions and MOST designation

2. Prognosticating common LTC conditions
3. Anticipating End of Life (EoL) in Long Term Care (LTC)

4. Data from Fraser Health around hospital transfers and death rates



PREDICTING DEATH IN LTC



FRAILTY PREDICTS MORTALITY…



… EVEN IN LOW ACCUITY ADMISSIONS…

CFS of 7-8 with 
CTAS 1-2 present 
with a 35-55% 30 
day mortality rate

Risk of Adverse Events remained elevated at 1, 2 and 5 years 
after hospitalization. 



REPEAT ADMISSIONS (FOR CHF) INCREASE MORTALITY…



… WORSE IF CKD OR DEMENTIA PRESENT

CKD Dementia



PROGNOSTICATION IN DEMENTIA

• Dementia is a terminal diagnosis
• Median survival ~5 years from diagnosis

• Consider viewing it as “brain failure” akin to heart failure or liver failure which 
inevitably leads to a cascade of failure of other organ systems.

• Typical course is slow progression punctuated by recurrent health crises 
(not a slow, steady decline).



PROGNOSTICATING LATE-STAGE 
DEMENTIA

• Very difficult to estimate survival
• National Hospice and Palliative Care Organization (American): 

• Expected 6mo survival if: Functional Assessment Staging stage 7

• dependence in all ADLs

• incontinence of bladder and bowel

• 6 or fewer useable words

• 1 or more listed medical or nutritional complications.

• Medical complications = aspiration pneumonia, upper urinary tract infection, recurrent 
sepsis, or stage III or IV pressure ulcers

• Nutritional complications = >10% weight loss in the past 6 months or a serum albumin 
<2.5 g/dL. 



PROGNOSTICATION IN LATE-
STAGE DEMENTIA

• Pneumonia (probability 41.1% in 18 mo) – 46.7% 6mo 
mortality 

• Febrile episode (probability  52.6% in 18 mo) – 44.5% 
6mo mortality

• Eating problems (probability 85.8% in 18mo) – 38.6% 
6mo mortality

• 90.4% develop eating problems in the last 3mo of life



PROGNOSTICATION IN PNEUMONIA IN ADVANCED 
DEMENTIA 

Antibiotics for LTRI (in advanced dementia) improve 10d survival. Non-statistically 
significant improvements to 30d and 6mo Survival. No benefit to 5yr survival. 



PROGNOSTICATION IN PNEUMONIA IN ADVANCED 
DEMENTIA

Antibiotics do NOT improve comfort in pneumonia 

“We found lower comfort levels in those who received antimicrobial treatment 
compared with no treatment, as well as an association between greater 
discomfort and more aggressive routes of treatment”



PAIN IS OFTEN UNDERTREATED IN 
DEMENTIA…

… or mistaken for a behavioral issue requiring antipsychotic 
treatment.

Several investigators have recommended an empirical trial of analgesics for patients with 
behavioral problems for which no other etiology is found.

For dyspnea, opioids work best at 
onset of action – try lower doses 
more frequently (6-7 PRN doses 
vs. ~3 doses for pain)! 



WHEN TO SEND TO HOSPITAL IN PNEUMONIA

• Predictive factors for failing community treatment: 

• Pulse > 90/min

• Temperature > 100.5 degrees F (38 degrees C)

• Respirations > 30/min
• Elevated respiratory rate was associated with dying from pneumonia in the LTCF but 

not in the hospital.

• Feeding dependence

• Mechanically altered diets

• More factors = more likely to fail



• Usual care (physician determined) 
vs. clinical pathway

• Algorithm: 

• Fewer hospitalizations (10% vs 22%) 

• Shorter hospital stay (0.79 vs 1.74)

• Cost savings of US $1016

• No significant differences in 
mortality (8% algorithm vs 9%) 
health-related quality of life or 
functional status. 

WHEN TO SEND TO HOSPITAL IN PNEUMONIA



PROGNOSTICATING PRESSURE ULCERS

• Median survival with pressure 
ulcers = 96d

• Median survival without 
pressure ulcers = 863 d 

Recall from earlier – RACF have a 
higher rate of developing new pressure 
ulcers in hospital (19%) vs. community-
dwelling older people (4.3%)! 



CACHEXIA IN DEMENTIA IS AN INEVITABILITY

• Cachexia is an inevitability 
• A hypercatabolic and systemic proinflammatory state that leads to chronic 

inflammation, muscle wasting, functional decline, and anorexia

• Cachexia causes anorexia but anorexia does not cause cachexia

• It is reasonable to forego dietary modifications designed to 
reduce aspiration risk (thickened liquids, for example) in favor of 
greater patient comfort and pleasure at end of life.



PROGNOSTICATION TOOLS



EPROGNOSIS

https://eprognosis.ucsf.edu/

https://eprognosis.ucsf.edu/


EPROGNOSIS



EPROGNOSIS

Dementia model: 
sorts patients who 
died from patients 
who lived correctly 
67% of the time

Without dementia, 
6mo morality 
(Porock Index) = 
75% correct

Without dementia, 
1yr mortality 
(Flacker Long Stay 
Index) = 71% 
correct



FAST TOOL + MORTALITY RISK INDEX 

https://www.predict
survival.com/

For prognosis of 
advanced cancer 
patients

https://www.predictsurvival.com/


HYPERNATREMIA

• Hypernatremia (serum Na > 146 mmol/l ) was found in 82% of 
patients who died from a febrile illness (oral temp consistently 
> 37.2 °C, or rectal temp 37.5 °C).

• 35% of hypernatremia episodes died



PLAN

1. Data to support Goals of Care (GOC) discussions and MOST designation

2. Prognosticating common LTC conditions

3. Anticipating End of Life (EoL) in Long Term 
Care (LTC)

4. Data from Fraser Health around hospital transfers and death rates



ANTICIPATING END OF LIFE



WHAT DOES ACTIVELY DYING LOOK LIKE?

• Decreased oral intake 

• Breathing changes

• Becomes shallow and frequent. 

• May develop Cheyne-Stokes breathing and/or periods of apnea.

• Upper Airway Secretions (reduced ability to swallow, loss of gag reflex)

• Gurgling, crackling rattling sounds with each breath; “death rattle”

• Signs of diminished perfusion

• Including peripheral cooling, cyanosis, mottling of the skin



PATIENTS DON’T EXPERIENCE HUNGER 
OR THIRST AT EOL

• No increased distress associated with minimal PO intake

• Comfort can be provided with small amounts of food, fluids, 
and/or by the application of ice chips and lubrication to the lips 

• (ie. Mouth care not parentral fluids)





OTHER EOL TREATMENT OPTIONS TO BE AWARE OF 

• Methadone (neuropathic + somatic pain 
control)

• Sufenta pump, fentanyl patch

• Crisis dosing (midazolam, hydromorphone)

• Dexamethasone for pain, dyspnea

• Benzodiazepines for agitation

• Hypodermoklysis

• Dyspnea fan

• Stimulants for mood disorder at EoL

• Methotrimeprazine for refractory agitation, 
nausea 

• Midazolam infusion (subq)
Furosemide can be 
given SC!



PLAN

1. Data to support Goals of Care (GOC) discussions and MOST designation

2. Prognosticating common LTC conditions

3. Anticipating End of Life (EoL) in Long Term Care (LTC)

4. Data from Fraser Health around hospital 
transfers and death rates



DEATH IN LONG TERM CARE

Data from Fraser Health



MEDIAN LENGTH OF STAY IN 
LTC

Location Median Length 
of Stay

ALL FRASER HEALTH 17

ABBOTSFORD 18

BURNABY 16.5

CHILLIWACK/AGASSIZ 17

HOPE 20

LANGLEY 13

MAPLE RIDGE 23.5

MISSION 25

NEW WESTMINSTER 14

NORTH DELTA 12

SOUTH DELTA 15
SOUTH SURREY/WHITE 
ROCK 17

SURREY 21

TRI-CITIES 22

UNDETERMINED 2

Study: Median length of stay in Advanced Dementia = 
3.0 years * US Data 



AVERAGE (MEAN) LENGTH 
OF STAY IN LTC

Location Mean Length 
of Stay

ALL FRASER HEALTH 28
ABBOTSFORD 28
BURNABY 28

CHILLIWACK/AGASSIZ 28
HOPE 22
LANGLEY 25
MAPLE RIDGE 35
MISSION 33
NEW WESTMINSTER 24
NORTH DELTA 24
SOUTH DELTA 25

SOUTH SURREY/WHITE 
ROCK 25
SURREY 33
TRI-CITIES 31
UNDETERMINED 3



TRANSFERS TO ED

In 2022, 3815 patients were transferred to ED. 

From literature (nursing home residents, n=323): 

In an 18 month period,16.7% of advanced dementia 
patients were hospitalized



TOP 10 CHIEF COMPLAINTS ON TRANSFER TO ED

Department Chief Complaint Number of 
Transfers

Orthopedic

Lower extremity injury, + moderate 
pain +/- deformity 293 (7.68%) 

Respiratory Respiratory distress, moderate 225 (5.90%)

Neurological Altered LOC, GCS 10-13 200 (5.24%)

General & Minor Sepsis-like Illness 188 (4.93%) 

General & Minor Medical device problem 143 (3.75%)

Respiratory Respiratory distress, severe 117 (3.07%)

Respiratory Respiratory distress, mild/moderate 117 (3.07%)

Gastro-Intestinal

Abdominal pain, mod pain +/-
episodic vomiting 113 (2.96%)

Neurological Head Injury, no LOC/vomiting/minor 110 (2.88%)

Neurological Altered LOC, GCS 14-15 97 (2.54%)



TRANSFERS REPORTED BY DEPARTMENT

Department Category Transfers

Neurological 750 (19.66%)

General & Minor 652 (17.09%)

Orthopedic 624 (16.36%)

Respiratory 526 (13.79%)

Cardiovascular 456 (11.95%)

Gastrointestinal 301 (7.89%)

Genitourinary 158 (4.14%)

Skin 117 (3.07%)

Mental Health 87 (2.28%)

Eyes, Ears, Nose, Throat 83 (2.18%)

Trauma 26 (0.68%)

OBGYN 15 (0.39%)

Substance Use 3 (0.08%)

Cardiovascular includes:
- Chest pain, red hot limb, palpitations, syncope, HTN, edema, general 

weakness, cardiac arrest, pulseless cool limb 

General & Minor includes: 
- Sepsis-like illness, fever, abnormal lab values, ILI, glycemic abnormality, 

anemia, IV therapy, fever, refer to specialist, imaging, post-op complications, 
dehydration, post-op complications,  cast-checks

Neurological includes
- Altered LOC, dizziness, head injury, seizure, confusion, tremor, headache 
ataxia, altered gait, weak extremity, sensory abnormality 

Mental health includes: 
- Behavioral issues (violent, bizarre), hallucinations, anxiety, suicidality, failure 

to cope

Respiratory includes:
- Respiratory distress, cough, foreign body aspiration, hemoptysis



TRANSFERS REPORTED BY DEPARTMENT

From literature (nursing home 
residents, n=323): 

Pneumonia accounted for 
68.2% of hospitalizations
- Other infections 13.6%
- Heart failure 9.1% 
- Hip fracture 4.5%
- Dehydration 4.5%

Department Category Transfers

Neurological 750 (19.66%)

General & Minor 652 (17.09%)

Orthopedic 624 (16.36%)

Respiratory 526 (13.79%)

Cardiovascular 456 (11.95%)

Gastrointestinal 301 (7.89%)

Genitourinary 158 (4.14%)

Skin 117 (3.07%)

Mental Health 87 (2.28%)

Eyes, Ears, Nose, Throat 83 (2.18%)

Trauma 26 (0.68%)

OBGYN 15 (0.39%)

Substance Use 3 (0.08%)



TRANSFERS REPORTED BY DEPARTMENT

20%

17%

17%
14%

12%

8%

4%
3% 2%2%1%0%0%

Neurological General & Minor Orthopedic Respiratory

Cardiovascular Gastrointestinal Genitourinary Skin

Mental Health Eyes, Ears, Nose, Throat Trauma OBGYN

Substance Use



TRANSFERS TO ED IN LITERATURE

Department Category Transfers

Neurological 750 (19.66%)
General & Minor 652 (17.09%)
Orthopedic 624 (16.36%)
Respiratory 526 (13.79%)
Cardiovascular 456 (11.95%)
Gastrointestinal 301 (7.89%)
Genitourinary 158 (4.14%)
Skin 117 (3.07%)
Mental Health 87 (2.28%)
Eyes, Ears, Nose, Throat 83 (2.18%)
Trauma 26 (0.68%)
OBGYN 15 (0.39%)
Substance Use 3 (0.08%)



TRANSFERS REPORTED BY CTAS

Number of 
patients 
transferred (%)

CTAS 1 (Resuscitation) 263 (6.89%)

CTAS 2 (Emergent) 987 (25.87%)

CTAS 3 (Urgent) 1068 (27.99%)

CTAS 4 (Less Urgent) 1311 (34.36%)

CTAS 5 (Non Urgent) 170 (4.46%) CTAS 1 CTAS 2 CTAS 3 CTAS 4 CTAS 5



TRANSFERS TO ED BY CTAS IN 
LITERATURE

Number of 
patients 
transferred (%)

CTAS 1 (Resuscitation) 263 (6.89%)

CTAS 2 (Emergent) 987 (25.87%)

CTAS 3 (Urgent) 1068 (27.99%)

CTAS 4 (Less Urgent) 1311 (34.36%)

CTAS 5 (Non Urgent) 170 (4.46%)

Systematic Review 
Percentage Transfers

CTAS 1 & 2 (Resuscitation, 
Emergent)

4-36%

CTAS 3 (Urgent) 49-80%

CTAS 4 & 5 (Semi urgent, Non 
urgent)

15-35%



Location Deaths Death in 
LTC

Death 
in ED

Death in 
AC via ED

ALL FRASER 
HEALTH 877 796 (90.76%) 7 (0.80%) 62 (7.07%)

ABBOTSFORD 89 82 0 7

BURNABY 136 120 1 15

CHILLIWACK/AGASSIZ 66 59 1 5

HOPE 7 6 0 1

LANGLEY 70 64 1 4

MAPLE RIDGE 35 33 0 1

MISSION 30 29 0 1

NEW WESTMINSTER 35 30 2 2

NORTH DELTA 18 18 0 0

SOUTH DELTA 54 52 0 2
SOUTH SURREY/WHITE 
ROCK 123 117 0 5

SURREY 126 108 1 12

TRI-CITIES 79 69 1 7

UNDETERMINED 9 9 0 0

92%

1%
7%

 in LTC  in ER  in AC from ER

Across FH 85-100% died in LTC.

LOCATION OF 
DEATH



DEATHS AFTER TRANSFER REPORTED BY DEPARTMENT

Number of 
transfers (%)

Number of 
deaths (%)

Deaths as % of 
transfers of that type

Neurological 750 (19.66%) 50 (26.04%) 6.67%

General & Minor 652 (17.09%) 36 (18.75%) 5.52%

Orthopedic 624 (16.36%) 17 (8.85%) 2.72%

Respiratory 526 (13.79%) 45 (23.44%) 8.56%

Cardiovascular 456 (11.95%) 17 (8.85%) 3.73%

Gastrointestinal 301 (7.89%) 14 (7.29%) 4.65%

Genitourinary 158 (4.14%) 4 (2.08%) 2.53%

Skin 117 (3.07%) 4 (2.08%) 3.42%

Mental Health 87 (2.28%) 1 (0.52%) 1.15%
Eyes, Ears, Nose, 
Throat 83 (2.18%) 3 (1.56%) 3.61%

Trauma 26 (0.68%) 0 (0.00%) 0.00%

OBGYN 15 (0.39%) 1 (0.52%) 6.67%

Substance Use 3 (0.08%) 0 (0.00%) 0.00%



DEATHS REPORTED BY DEPARTMENT

26%

19%

9%

23%

9%

7%
2%2%0%2%1%

Total number of Neuro

Total number of General

Total number of Ortho

Total number of Resp

Total number of Cardio

Total number of GI

Total number of GU

Total number of Skin

Total number of Psych

Total number of ENT

Total number of Trauma

Total number of OB

Total number of Substance Use



LOCATION OF DEATH REPORTED BY DEPARTMENT

total # deaths 
(%) # died in ED (%) # died in AC (%)

All transferred 
deaths 69 (n/a) 7 (10.14%) 62 (89.86%)

Respiratory 22 (31.88%) 3 (13.64%) 19 (86.36%)

Neurological 20 (28.99%) 1 (5.00%) 19 (95.00%)

General & Minor 13 (18.84%) 2 (15.38%) 11 (84.62%)

Orthopedic 6 (8.70%) 0 (0.00%) 6 (100.00%)

Cardiovascular 5 (7.25%) 1 (20.00%) 4 (80.00%)

Gastrointestinal 3 (4.35%) 0 (0.00%) 3 (100.00%)

10.14%

89.86%

Location of Death after Transfer

% dead in ED % dead in AC



LOCATION OF DEATHS, PERCENTAGE OF TRANSFERRED

% of 
deaths

% transferred

Total deaths
69 n/a 1.81%

Died In ED 
7 10.14% 0.18%

Died In AC
62 89.86% 1.63%

From literature (systematic review), regarding RACF 
resident transfers: 

1–5% of residents transferred to 
hospital died in the ED

5–34% died in hospital



DEATHS REPORTED BY CTAS

Total number 
transferred

# died % total 
deaths

% 
transferred 
died

CTAS 1 
(Resuscitation) 263 (6.89%) 23 11.98% 8.75%

CTAS 2 
(Emergent) 987 (25.87%) 76 39.58% 7.70%

CTAS 3 (Urgent)
1068 

(27.99%) 45 23.44% 4.21%

CTAS 4 (Less 
Urgent)

1311 
(34.36%) 46 23.96% 3.51%

CTAS 5 (Non 
Urgent) 170 (4.46%) 2 1.04% 1.18%

11.98%

39.58%
23.44%

23.96%
1.04%

%  Total Deaths

CTAS 1 CTAS 2 CTAS 3 CTAS 4 CTAS 5

0.00%

2.00%

4.00%

6.00%

8.00%

10.00%

CTAS 1 CTAS 2 CTAS 3 CTAS 4 CTAS 5

Percentage of Transfers that Died
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