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LETTER TO THE EDITOR

A solution to provide efficient use of intensive care beds: Long-term

intensive care hospitals
Kadriye Kahveci

Ankara Ulus State Hospital, Department of Intensive Care Unit, Ankara, Turkey

Dear Editor,

With the increase in the elderly population, chronic
diseases are also increasing in Turkey as throughout the
world (1). The increasing population of patients with
Chronic Critical Diseases (CCD) causes a significant
increase in the clinical and economic burden (2, 3).
Trauma or exposure to acute disease and diseases,
which require weeks or months of care and life-support
in the Intensive Care Unit (ICU) are defined as CCD (4).
Developments in IC which have reduced the mortality of
acute critical patients while extending life have also
caused an increased in those with CCD who are
mechanical ventilation dependent and have other IC
treatment requirements (2). Loss et al reported that
although only 11% of patients in ICU have CCD, they
consume 40.6% of the resources (4). Long-Term Care
Hospital (LTCH) were first introduced in the USA and
came into practice in the 1980s. Between 1988 and
1996, the budget assigned by Medicare to LTCH
increased by 31% per annum from 0.2 billion dollars to
1.7 billion dollars and since 1997, 200 hospitals have
been licensed by Medicare as LTCH (5).

Medicare, the health insurance system in the USA, as a
hospital where patient care is applied to those who
require 25 days or more of intensive care after acute
care, for complex medical conditions, which are more
stable, compared to patients in ICU but have still not
been resolved, defined LTCH. In later years, research
started into how the costs could be reduced for the care
of these patients who needed long-term acute care and
because of the lower costs of LTCH, they became an
important component of LTC after IC (6). The level of
care in LTCH is between that of ICU and a care home,
including patients who have been discharged from ICU
but need more care than they could receive in a nursing
home or rehabilitation centre or at home and require
mechanical ventilation, have respiratory failure, have

recently undergone surgery, have a gastrostomy
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tube, are on total parenteral nutrition, have a bladder or
central venous catheter in place or have co morbidities
such as diabetes, pressure ulcers or malnutrition (7).

Outside of the USA, there are no LTCH, which provide
care for CCD after IC in other European countries, but
there are care institutions, which come under the
general heading of LTC (8).

In Turkey in recent years, both the quality of care and
the number of ICUs have increased. According to the
2014 statistical data of the Ministry of Health, an
increase of approximately 13-fold was seen between
2002 and 2012 (9). The costs of ICU patients are paid in
full by the SGK (the Turkish National Health System)
without any restrictions. Due to developing ICU
conditions, patients are supported with advanced
machines and medications. In the ‘Intensive Care Units
Research’ made by the State Hospitals Institution, it was
reported that between June 2014 and May 2015, of a
total 5784 patients followed up in ICUs, 41.5% were
aged >65 years, length of stay in ICU was >30 days in
3.5% and length of stay was > 30 days in surgical ICU in
11.4% (10).

Due to the increasing elderly population in Turkey and
developments in IC, there is an ongoing increase in CCD
and consumption of healthcare resources. As ‘Do No
Resuscitate’ and ‘termination of treatment’ decisions do
not yet have a place in the legal system, the traditional
structure of society and lack of awareness on this subject
have resulted in stays in ICU prolonged for weeks or
even months. As there are no LTICH, the care of patients
with CCD is provided in the better-equipped ICUs of
university and training and research hospitals, which
have even higher costs.

Although the ICU of Ankara Ulus State Hospital, opened
in 2013, was named to provide IC, it only meets a small
part of the requirement for LTIC in Ankara. By
transferring CCD patients with a prolonged treatment
process and who have not recovered from the ICUs of
university and training and research hospitals, which are
better equipped but have high bed costs, care is
provided at a lower cost without restricting the length of
stay. Although the care quality and cost-effectiveness
has not yet been fully established, with the transfer of
patients who will block ICU beds for a long time in
university and training and research hospitals in Ankara,
care can be provided for acute critical patients who
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require follow-up in ICU and have a chance of full
recovery in a short period.

In the USA, physicians working in LTIC are the most
important members of the team and comprise
individuals specialized in internal diseases, family
medicine or critical care subjects. They are responsible
for the planning, application and supervision of
treatments such as pulmonary care, wound care,
rehabilitation, dialysis, IV antibiotic treatment and pain
management (6).

The features of LTIC in Turkey should be:

The characteristics of the physicians and auxiliary
healthcare personnel who will be on duty 24 hours a
day, 7 days a week, in LTIC should be defined,

A multidisciplinary team should work including nurses,

physiotherapists, dieticians and speech therapists
together with the clinicians,
Mechanical  ventilation,  dialysis,  comprehensive

laboratory and radiology services,

Training applications in areas such as respiratory
therapy, wound and ostomy care,

The establishment of infection prevention and control
programs for infections, which are more resistant in
LTIC,

Definition of the SGK payment system and LTIC criteria,
asinlIC,

Definition of the clinical characteristics of patients to be
admitted to LTIC,

Definition of the length of stay in both IC and LTIC,
Close collaboration with the patient’s family.

In conclusion, due to the increasing elderly population in
Turkey and developments in IC, the increasing number
of cases with CCD is increasing the consumption of
healthcare resources. As there are no long-term care
hospitals in Turkey, care of CCD cases is provided by the
better-equipped ICUs of university and training and
research hospitals, which have even higher costs. With
the transfer of ICU patients to LTICU, there can be more
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effective use of ICU beds and in addition to the effective
use of healthcare resources, multidisciplinary care can be
provided to these patients in LTICU by a specialized
team experienced in CCD care. Therefore, it is of great
importance that the concept of LTIC is given
prominence and discussed, and LTICUs working in the
same way as the ICU in Ankara Ulus State Hospital
should be established throughout the country.
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