
 

 

 

 

 

PLACEMENT PROBLEM 

 

“Applicants for Admission to a Casual Ward”, Sir Luke Fildes RA, 1874, oil on canvas. 

 

Desperate 19
th

 century London poor hoping for admission to the “casual ward”, 

unfortunately most would be turned away. 

 

In the past the dispossessed poor, the infirm, the elderly, the sick, the homeless, would 

seek refuge within the Church or “workhouses” for the poor. Less commonly an 

alternative was the charitable hospitals. In the 21s century, the Church is no longer able 

to provide for the needs of the disposed and the vulnerable in the way they did so in past 

ages. There are no government “workhouses” anymore - yet the poor and dispossessed 

have not disappeared as a group. Today, the only refuge left for many in desperate straits 

are the public hospital Emergency Departments. Although there complaints may not 

always be strictly “medical”, there nonetheless remains a social obligation for our 

Emergency Departments to provide a place of refuge when all other options are gone.         

 

 

 

 

 

 



PLACEMENT PROBLEM 

 

Introduction 

 

A not uncommon problem Emergency Departments face is that of the elderly 

“placement problem”- an issue not to be found in many textbooks! 

 

“Placement problem” simply refers to the fact that the patient has arrived in the ED, by 

one means or another, they have been “medically cleared”, but there are concerns for the 

safety and well being of the patient should they be returned home. 

 

This is sometimes considered to be an “inappropriate presentation”, when there is no 

particular acute medical problem - and so there is no real medical reason for 

hospitalization - in some cases this may be so, but the problem nonetheless remains! 

 

Despite the reluctance on occasions of medical inpatient units, there is a duty of care to 

look after the well being of the elderly and vulnerable patient. If it is unsafe for the 

patient to be returned to their home, then admission to hospital is mandatory. 

 

The temptation to apportion blame to the “system” (or lack of it), should be avoided. This 

is counter-productive, does nothing for the patient, and achieves nothing with respect to 

the immediate priorities - a disposition plan for the patient. 

 

Endemic “system deficiencies” will not be solved at 2.00 am in the morning, nor is it the 

immediate role of the Emergency Department to attempt this! Rather the focus must 

remain on what is best for the elderly, vulnerable, and blameless patient! 

 

A crucial part of initial assessment for these patients within the ED will be played by the: 

 

● Care coordinator 

 

● Physiotherapist 

 

As an inpatient, ongoing assessments will be required by a multi- disciplined team to 

develop a suitable and safe disposition plan. 

 

These teams will include: 

 

● Geriatricians 

 

● Care coordinators 

 

● Social workers 

 

● Physiotherapists 

 

● Pharmacy educators 

 



● Occupational therapists 

 

Whilst initial assessments may be made within the ED, these may not be enough to 

enable the patient to be safely discharged and ongoing assessment and planning will then 

be required as an inpatient. 

 

Presentations 

 

Scenarios that may lead to a placement problem in the ED include: 

 

1. The patient who has reached the point where they are no longer safe to be left 

alone 

 

2. The patient whom the carer is no longer able to look after the patient 

 

● In a home setting 

 

● In a special accommodation or hostel setting 

 

● In a nursing home which is low level setting, (and has no high level 

nursing capacity) 

 

3. The patient who has become an “inconvenience” to the carer, who is no longer 

willing to look after the patient. 

 

● The “holiday period dump” in particular is unfortunately only too well 

known to those who work in Emergency Departments.  

 

4. Rarely family members may express concerns about the care a nursing home is 

providing for their elderly family member, and refuse (perhaps justifiably) to have 

them returned to it. 

 

Clinical assessment 

 

The aims of clinical assessment will be to: 

 

1. Establish the exact pretext upon which the patient has been brought to hospital. 

 

● It is frequently more fruitful to discuss this directly with the carer or other 

family member (if they are not at the hospital) by phone rather than to rely 

solely on the history as obtained from third party “handovers”. 

 

2. Establish the patient’s own concerns, and reasons for hospital attendance, (where 

possible). 

 

● The patient themselves may have initiated transfer to the hospital, 

however more commonly this will be via a third party who has expressed 

concerns. 



 

3. To ensure that there are no immediate medical issues requiring hospital admission 

 

4. Physiotherapy assessment: 

 

To establish the ability of the patient to cope with many basic ADLs, (activities of 

daily living).  

 

Physiotherapy assessment is essential, and most Emergency Departments now 

provide this service “within hours”. 

 

5. Care coordination assessment: 

 

Dedicated care coordination professionals play a crucial role in assessing the 

social situation of elderly patients, in particular with respect to their ability to 

cope at home, the resources that are available to assist them, and whether or nor 

they are adequate for the current needs of the patient.  

 

In the past these types of activities potentially took a large amount of medical 

staff time, (for which they were ill equipped, and not trained to perform), which 

would have been more productively spent on the direct medical issues of the 

multiple Emergency patients under their care!    

 

Investigation 

 

No particular investigation may be required, however in elderly patients with chronic 

medical problems and/ or on multiple medications a series of baselines investigations are 

reasonable. 

 

These may include: 

 

● FBE 

 

● U&Es/ glucose 

 

● ECG 

 

● FWT 

 

It should be noted however that these should not unduly delay admission, when 

admission will clearly be required from the outset. 

 

Other specific investigations are carried out according to the need to rule out specific 

medical problems as clinically appropriate in each individual case. 

  

 

 

 



Management 

 

Providing there are no acute medical issues identified, the immediate priority will be the 

provision of a safe environment, even if only on a temporary basis. 

 

Problems of mobility and issues of the degree of support available to the patient must be 

carefully assessed by the Emergency Department physiotherapists and care coordinators. 

 

Discharge may then still be achievable by:   

 

● A carer to stay with the patient.  

 

● The patient to stay with a carer. 

 

● Emergency respite care at a dedicated institution, (although this is rarely possible 

directly from the ED) 

 

It is likely however that these arrangements will only be temporizing in nature.  

 

An important caveat therefore to these discharge plans, is the timely home follow-up and 

further assessment by dedicated aged-care assessment teams. 

 

It is never appropriate to discharge these types of patients in the middle of the 

night! 

 

SSU admission 

 

For the placement problem that arises after hours it may be appropriate in some specific 

cases to admit the patient to a short stay unit until such time as care coordination, 

physiotherapy and/ or social work assessment can take place. 

 

Respite admission to a Geriatric Center. 

 

Emergency respite admission may be possible at an appropriate geriatric facility. 

 

These can sometimes be arranged by the Emergency Department Care Coordinators, 

although in practice this is rarely possible.    

 

Ward admission 

 

When the patient’s mobility and/ or social problems appear more complex, then hospital 

admission to an inpatient ward, under a general medical or aged care unit will be 

necessary. 

 

Eventual discharge back home with further home services and/ or respite services for 

carers may be possible in some cases. 

 



Others will require long term placement in special accommodation or low or high level 

nursing homes. 
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