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Centres de long séjour hospitaliers en Turquie : analyse 

Un centre hospitalier de soins de longue durée (CHSLD) est un établissement spécialisé accueillant des patients 
qui souffrent de graves problèmes de santé et nécessitent des soins continus et intensifs sans avoir à recourir à 
des méthodes diagnostiques complètes. Les CHLSD fournissent des soins prolongés et complexes ainsi que des 
soins de plaies dans la période qui suit la phase aigüe de la maladie. Aux États-Unis, lorsque le séjour en unité 
des soins intensifs est prolongé, les patients peuvent être transférés vers un CHSLD. Medicare recommande une 
période d’hospitalisation en CHSLD de plus de 25 jours. Le système des CHSLD en Europe est différent de celui 
qui est établi dans d’autres pays non-européens. On note par ailleurs des différences entre les pays européens 
eux-mêmes. Dans la pratique, les patients qui ont besoin de soins de longue durée en Turquie sont hospitalisés 
en unités de soins intensifs. Le concept des soins de longue durée est nouveau dans le système de santé turc et 
il n’y existe pas d’études sur les CHSLD. Une proportion importante des lits réservés aux unités de soins intensifs 
en Turquie sont utilisés pour les soins de longue durée aux patients atteints de problèmes complexes. Il s’agit 
manifestement d’un gaspillage de ressources. La création des CHSLD en Turquie permettra d’éviter ce gaspillage 
et d’approfondir l’expérience en matière de traitements complexes.

مستشفيات الرعاية الطويلة الأجل في تركيا: مراجعات
متين دينسر، قدرية قهوجي، جيهان دوغر، عائشة كرهان ياريجي

الخلاصــة: تعــدّ مستشــفيات الرعايــة الطويلــة الأجــل مرفقــاً متخصصــاً للمــرضى الذيــن يعانــون مــن مشــكلات صحيــة خطــرة تتطلــب رعايــة 
متواصلــة وإن لم تتطلــب رعايــة مكثفــة أو أســاليب تشــخيص شــاملة. ولا يــزال مصطلــح الرعايــة الوجيــزة اللاحقــة للحــالات الحــادة مصطلحاً 
جديــداً في تركيــا، ولا توجــد مستشــفيات رعايــة طويلــة الأجــل كتلــك الموجــودة في الولايــات المتحــدة الأمريكيــة. ويمكــن مــد فــرة الإقامــة 
في وحــدات العنايــة المركــزة في تركيــا لأســابيع أو حتــى أشــهر. وتضطلــع المستشــفيات الجامعيــة ومستشــفيات التدريــب والبحــوث، التــي تضــم 
وحــدات عنايــة مركــزة أكثــر كلفــة ولكــن أفضــل تجهيــزاً، بتوفــر الرعايــة للمــرضى المصابــن بأمــراض خطــرة في البلــد. ودخــل أول »مركــز 
شــامل للرعايــة التســكينية/التلطيفية« للبالغــن الخدمــة في عــام 2012 في مستشــفي أولــوس الحكومــي بأنقــرة باعتبــاره مركــزاً موحــداً للرعايــة 
التلطيفيــة المرجحــة. وعــى الرغــم مــن تحديــد 34 سريــراً في وحــدة العنايــة المركــزة بمستشــفى أولــوس الحكومــي، فــإن ذلــك لا يلبــي ســوى 
جــزءاً ضئيــاً مــن الاحتياجــات القائمــة في تركيــا لمستشــفيات الرعايــة الطويلــة الأجــل. ومــن شــأن إنشــاء مستشــفى للرعايــة الطويلــة الأجــل 

في تركيــا ونــر المــوارد أن يوفــر الفرصــة لزيــادة الخــرات المتعلقــة بالعلاجــات المعقــدة.

ABSTRACT A long-term care hospital (LTCH) is a specialized facility for patients with serious health problems who 
require continuous and intensive care but not comprehensive diagnostic methods. LTCHs provide prolonged 
complex care and wound care in the period following the acute stage of disease. When intensive care unit 
(ICU) stay is prolonged in the United States of America, the patients may be transferred to an LTCH. Medicare 
suggests hospitalization > 25 days in LTCHs. The LTC system in Europe differs from that in other non-European 
countries and differences are also seen among European countries. In practice, patients who need LTC in Turkey 
are hospitalized in ICUs. Long term care is a new concept for the Turkish health system and there are no studies 
on LTCHs in Turkey. A significant proportion of intensive care beds in Turkey are used for long-term hospitalized 
patients with complex problems. This is a clear waste of resources. The establishment of LTCHs in Turkey would 
prevent from this waste and provide the opportunity to increase experience of complex treatments.
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Introduction

A long-term care hospital (LTCH) 
provides post-acute care to a small 
number of medically complex patients 
who are more stable than patients in 
an intensive care unit (ICU), but may 
still have unresolved underlying com-
plex medical conditions (1). LTCHs 
provide prolonged complex care and 
wound care in the period following the 
acute stage of disease (2,3).

In the United States of America 
(USA), LTCHs are defined by the 
Centers for Medicare and Medicaid 
Services as hospitals where care is pro-
vided for patients who need ≥ 25 days 
care[1]. In the USA, the average length 
of hospitalization in acute care hospitals 
is about 5 days, and in cases of hospitali-
zation > 25 days (4,5). When intensive 
care unit (ICU) stay is prolonged in the 
USA, the patients may be transferred 
to an LTCH (1,2,4). These patients 
have usually been discharged from the 
ICU but still require more care from a 
care organization, which can be taken 
in an inpatient rehabilitation centre or 
at home (1,4,6). Chronic critical pa-
tients are an important component of 
the daily work of every ICU clinician 
(2). Although chronic critical patients 
comprise only 10% of admittances to 
the ICU in the USA, they use 40% of 
the IC resources (2,7).  Patients with 
chronic critical illness those who exhibit 
complex condition that often result in 
ongoing respiratory failure (8). It has 
been proposed to establish a special 
care unit specially designed to meet 
the needs of patients with chronic 
critically ill conditions (9). The care 
requirements of patients with complex 
medical problems that continue for a 
long period are thought to be better 
provided by the personnel and resource 
management in LTCHs in the USA 
(3,9,10).  The majority of patients in 
LTCHs require long-term mechanical 
ventilation following an acute disease 
(10). At the same time close airway, 
monitoring must be applied with 

continuous inotropic and vasopressor 
support (6). In some LTCHs, treat-
ment of advanced pressure wounds is 
applied (1,6). In practice, patients who 
need LTC in Turkey are hospitalized 
in ICUs. LTC is a new concept for the 
Turkish health system and there are no 
studies on LTC or LTCHs in Turkey. 
This review aims to draw attention to 
the need for and importance of LTCHs 
in Turkey.

General features of LTCH

Patients in LTCHs are generally de-
fined as chronic critical patients (2,4). 
This term was first used in 1985 by 
Girard and Raffin (11). It is used in 
the literature to describe patients who 
have overcome the first stage of critical 
disease but continue to require acute 
intensive care (1,10). LTCHs were 
first aimed at patients who needed 
long-term mechanical ventilation (12). 
However, a wide range of patients 
constitutes those admitted to LTCHs 
(Table 1) (13). Patients admitted to 
LTCHs comprise those with a complex 
status, multiple comorbidities and acute 
medical needs (6). Patients who require 
mechanical ventilation have comorbid-
ity such as respiratory failure, recent 
surgical intervention, gastrostomy tube, 
total parenteral nutrition, urinary blad-
der or central venous catheter, pressure 
wounds and malnutrition (6,10,14).

In some European countries, 
LTCHs are integrated within the 
healthcare system for post-acute care 
(PAC) and located in healthcare in-
stitutions (15,16). The LTC system in 
Europe differs from that in other non-
European countries and differences are 
also seen among European countries 
(15). Cash-for-care systems were first 
implemented in Europe in the 1970s 
and became widespread in the 1990s, 
and are programmers by which care ser-
vices can be purchased according to the 
healthcare insurance premiums paid by 
an individual (16). The rationale behind 

cash-for-care systems was that alterna-
tive healthcare services could be freely 
selected by the individual (16). As the 
financial costs of the hospital and care 
institutions were met by the patient’s 
insurance, competition to provide the 
best service started between care institu-
tions (15,16).

In Germany, it is mandatory for in-
surance to include LTC, pay-as-you-go 
is included in the national insurance 
scheme at the rate of 90% and the re-
mainder is covered by private insur-
ance (17). Patients pay according to 
the 3-stage definition of dependence of 
national insurance (18). In Germany, 
the term long term specifies a need for > 
90 minutes assistance in at least 2 daily 
activities for > 6 months (17). Conse-
quently, the higher the level of depend-
ence, the greater the need for care and 
the institutional share of the care costs 
increases (18). 

In the United Kingdom of Great 
Britain and Northern Ireland, Italy and 
Spain, long-term healthcare services 
are provided by the National Health 
Service (19). Social services provided 
for elderly people are financed by na-
tional and local taxation and charges 
to the individuals receiving care (19). 
Thus, healthcare services are basically 
financed by central taxation, but debate 
about the financing of LTC continues 
(19).

In the United Kingdom, geriatric 
care is provided by the public and pri-
vate sectors, with more than half the 
geriatric healthcare beds in independent 
care homes (20). Since the mid-1980s 
the number of care homes has increased 
7-fold, and all require personnel, moni-
toring, applications and finance (20).

In Japan, although LTC insurance 
was originally planned to include the 
geriatric age group, it was later extended 
to the 40–64 years age group (21). It 
was planned that this age group would 
pay double insurance premiums be-
cause it was thought that there could be 
problems with payments for conditions 
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that are not related to ageing but still 
require LTC, such as mental diseases 
and traffic accidents (21). However, 
the LTC costs of this age group only 
constitute 4% of all LTC costs (21). In 
2000, the Japanese Government imple-
mented a new LTC insurance applica-
tion and made a series of revisions due 
to limitations and payment problems in 
a 5-year implementation period (21). 
Revisions to be made later focused on 
the need for LTC insurance to include 
the costs of all age groups and condi-
tions of disability (21). In 2007 there 

were 25 LTC facilities in Japan and this 
number increased to 31 in 2008 (22).

In Canada, LTC facilities or care 
homes provide long-term accommoda-
tion and care for dependent individuals 
who require care because of medical, 
physical or mental disability (23,24). 
As in other western countries, LTC 
facilities are publicly financed, with the 
amounts varying among the provinces 
(23,24). In recent years, there has been 
a disproportionate increase in the num-
ber of publicly financed beds and the 
government has urged more economic 

spending of public funds used for nurs-
ing homes (24).

With the currently increasing el-
derly population and developments in 
intensive care, there is expected to be an 
increase in diseases requiring chronic 
intensive care and increased consump-
tion of healthcare resources (25,26). 
Throughout the world, but especially 
in the USA, projects have been devel-
oped related to healthcare costs and 
resource management (25,26). Despite 
the rapid growth of LTCHs, little is still 
known about the quality of results and 

Table 1. Top 25 MS–LTC–DRGs made up two thirds of LTCH discharges in 2012 in the USA (33)

MS-LTC-
DRG

Description Discharges Percentage

207 Respiratory system diagnosis with ventilator support  > 96 h 15 842 11.3

189 Pulmonary edema and respiratory failure 14 036 10.0

871 Septicemia or severe sepsis without ventilator support  > 96 h with MCC 8954 6.4

177 Respiratory infections and inflammations with MCC 4546 3.2

592 Skin ulcers with MCC 4004 2.8

208 Respiratory system diagnosis with ventilator support < 96 h 3060 2.2

949 Aftercare with CC/MCC 3060 2.2

539 Osteomyelitis with MCC 2605 1.9

190 Chronic obstructive pulmonary disease with MCC 2466 1.8

193 Simple pneumonia and pleurisy with MCC 2259 1.6

919 Complications of treatment with MCC 2200 1.6

559 Aftercare, musculoskeletal system and connective tissue with MCC 2190 1.6

682 Renal failure with MCC 2142 1.5

314 Other circulatory system diagnoses with MCC 2061 1.5

862 Postoperative and post-traumatic infections with MCC 2053 1.5

570 Skin debridement with MCC 1965 1.4

870 Septicemia or severe sepsis with ventilator support > 96 h 1928 1.4

166 Other respiratory system OR procedures with MCC 1899 1.4

4 Tracheostomy with ventilator support > 96 h or primary diagnosis except

face, mouth, and neck without major OR procedure 1840 1.3

291 Heart failure and shock with MCC 1749 1.2

853 Infectious and parasitic diseases with OR procedure with MCC 1561 1.1

602 Cellulitis with MCC 1523 1.1

603 Cellulitis without MCC 1487 1.1

981 Extensive OR procedure unrelated to principal diagnosis with MCC 1455 1.0

371 Major gastrointestinal disorders and peritoneal infections with MCC 1424 1.0

Top 25 MS-LTC-DRGs 88 309 62.9

Total 140 496 100.0

MS–LTC–DRGs are the case-mix system for LTCHs. Columns may not sum due to rounding. CC = complication or comorbidity; LTCH = long-term care hospital; MCC 
= major complication or comorbidity; MS–LTC–DRG = Medicare severity long-term care diagnosis-related group; OR = operating room. Source: MedPAC analysis of 
Medicare provider analysis and review data from Centers for Medicare and Medicaid Services. 
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difficulty of weaning from mechanical 
ventilation (29). Therefore research 
commenced into how costs could be re-
duced for the care of patients requiring 
long-term acute care (28,29). In 1982, 
with the Tax Equivalence and Financial 
Responsibility Agreement (TEFRA) 
and also LTCHs were designated by 
Medicare to form a specific payment 
method for LTC (28).

By providing financial support to 
Medicare for the care of chronic critical 
patients since 1983, the Healthcare Fi-
nancial Administration in the USA has 
enabled the opening of many LTCHs 
(30). Following the application of pro-
spective payments by Medicare to acute 
hospitals in 1984, the payments made to 
PAC services grew rapidly (28). Most 
of this growth was to provide nursing 
services to care institutions and at home 
(28). Initially, a small percentage of the 
total Medicare expenses was allocated 
for LTCHs (28). Over time, LTCHs 
have become one of the most rapidly 
growing segments of the healthcare 
system (31). The oldest-established 
LTCH in the USA was developed from 
tuberculosis and chronic disease hos-
pitals (28). The money allocated by 
Medicare for LTCHs between 1988 
and 1996 increased by an average an-
nual growth rate of  31% from US$ 0.2 
billion to 1.7 billion and since 1997, 200 
hospitals have been licensed as LTCHs 
by Medicare (28).

In 1997, the primary payment 
of Medicare at a rate of 71% was for 
LTC. By exempting LTCHs from the 
prospective payment system, TEFRA 
took the mean payment as the basis 
of costs (28). These financial incen-
tives increased the discharge of patients 
hospitalized in long-term acute care 
hospitals to LTCHs (28). By starting 
the growth of LTCHs as soon as these 
incentives became clear, the Medicare 
Payment Consultation Commission 
reported that the 90 LTCHs in 1990 
had increased to 363 in 2005 (5). In the 
2003 financial year, Medicare applied 
prospective payments for LTCHs for 

partial financial control and reorganized 
LTC diagnosis groups defined accord-
ing to diagnosis rather than by costs 
applied according to TEFRA payments 
(5,14). While state hospitals were under 
pressure to be profit-driven at the start 
of the 1980s, in 2004 the majority of 
LTCHs were profitable (5).

In the USA, patients who have not 
fully recovered after acute disease and 
require care are provided for by PAC 
units within nursing care institutions, 
home healthcare institutions, inpatient 
rehabilitation institutions and LTCHs 
(13,32). PAC expenses rose from US$ 
29.3 billion in 2001 to US$ 58.8 billion 
in 2013; of which, LTCHs were a small 
part (US$ 5.2 billion) and the largest 
portion was for nursing care institutions 
at US$ 28.8 billion (32). 

The number of LTCHs rose from 
277 in 2003 to 412 in 2010 and during 
that time, Medicare expenses increased 
from US$ 2.7 billion to US$ 5.2 bil-
lion (4). Although the reasons for this 
increase are complex, the primary fac-
tor seems to be an increasing need for 
mechanical ventilation because of the 
increasing ageing population, and with 
developments in treatment methods, 
mortality has decreased but invalidity 
has increased (31). A secondary rea-
son is that in the USA, the prospective 
financial incentives given for LTCHs 
have increased the financial burden 
on the Medicare system and created a 
significant healthcare policy problem 
(13,33,34). 

In Europe, LTC is defined more 
as care for geriatric patients aged > 65 
years, either in their own home or in 
a care home, and as in the USA, acute 
care required for patients after intensive 
care is defined as long-term acute care 
(4,17). In Turkey, elderly care is seen as 
a religious obligation, therefore, in the 
majority of cases the burden is borne by 
the family. There is a lower need for geri-
atric care facilities in Turkey but there is 
a requirement for LTCHs for monitor-
ing the elderly population in acute care 
facilities. To resolve problems related 

cost-effectiveness of the care given in 
this category (1,2). 

In the USA, although the treat-
ment of most patients is maintained at 
home or in short-term hospitals, the 
majority of these patients who require 
complex medical treatment that cannot 
be provided at home or in a care home, 
and patients who require intensive care 
are transferred to long-term acute care 
hospitals (6). With the rapid growth of 
LTCHs since 1983, the situation has 
eased somewhat and these institutions 
have started to accept patients requiring 
long-term mechanical ventilation, and 
have been able to focus on weaning 
patients from long-term mechanical 
ventilation (2,3). Ideally, the LTCH 
approach provides the basis for reha-
bilitation of patients, with a multidisci-
plinary approach comprising elements 
such as LTC specialist nurses, respira-
tory therapists, dieticians, physiothera-
pists, speech therapists, occupational 
therapists and experienced discharge 
planners (27). Some centres include a 
psychiatrist and clinical psychologist in 
the team and are thus helpful in meet-
ing the emotional needs of the patients 
families (27).

History

The Medicare System is the National 
Healthcare Insurance System in the 
USA and provides healthcare insurance 
for employees and those who pay into 
the system (4). Until the 1980s, rehabil-
itation and recovery services following 
acute care were both inexpensive and 
less invasive (28). Historically, postop-
erative acute care was a small portion 
of Medicare expenses (28). In 1981, 
acute care started to be incorporated 
into long-term acute care as a result of 
extraordinary costs of ~US$ 15 billion 
for ICU patients (14,29). The main 
source of these costs was thought to 
be the excessively high costs of acute 
care hospitals related to groups with an 
extended hospital stay because of the 
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to LTC in Turkey, there is a need to 
establish LTCH units, and to achieve 
this, the USA model would seem to be 
the most appropriate.

LTCHs in Turkey

With the increasing elderly popula-
tion in Turkey, there has also been an 
increase in chronic diseases (35). In 
recent years, there has been an improve-
ment in the quality of care in ICUs in 
Turkey and an increase in the number 
of units. According to the 2014 statisti-
cal data of the Ministry of Health, the 
number of ICU beds increased from 
2214 in 2002 to 28 572 in 2014; an 
increase of ~13-fold (Figure 1) (35). 

Standardization of ICUs was started 
in 2005 with quality criteria defined 
by the Ministry of Health and in 2007 
ICUs were categorized into 3 levels 
according to the technical equipment 
and number of physicians and nurses. 
According to these criteria, ICUs pro-
viding monitoring of the most serious 
patients were classified as 3rd level (36). 
The charges to be paid for services in the 
healthcare sector in Turkey are defined 

by the Social Security Institution (SSI). 
Payments to ICUs have been made 
since 2007 within the Healthcare Appli-
cation Declaration programmer created 
by the SSI (37). Due to contested prob-
lems related to repayments over time, 
various corrections were made with 
an additional regulation. In 2008, pay-
ment at the fee for service was started 
instead of the diagnosis related group 
(DRG) (38). With later improvements, 
the system returned to payment based 
on the DRG (37). With continuous 
changes being made by the SSI to the 
implementation of payments for ICU 
charges, the Healthcare Application 
Declaration is updated frequently. PAC 
is still a new term in Turkey and there 
are no LTCHs as in the USA. Although 
the SSI defines the basis of the health-
care system, the difficult conditions 
related to the period of stay in ICUs 
have not been defined. However, pro-
longed the stay in the ICU, the charges 
are paid by the SSI in Turkey (38). Due 
to the development of ICU conditions, 
patients are supported with advanced 
equipment and medication. As the 
decisions of “do not resuscitate” and 

“terminate treatment” do not yet have a 
sufficient place within the legal system 
and families are not aware of these, ICU 
stay can be prolonged for several weeks 
or even months. The care of patients 
with serious diseases in Turkey is pro-
vided by university and training and 
research hospitals, which have costlier, 
better-equipped ICUs. A study using 
the database of DRG in Turkey has 
reported data related to 5784 patients 
in the adult 1st, 2nd and 3rd level ICUs 
of 73 hospitals between June 2014 and 
May 2015 (39). It showed that 41.5% 
of ICU patients were aged > 65 years 
and 3.5% had an ICU stay > 30 day. It 
was also seen that the rate of stay > 30 
days in a surgical ICU, which are 3rd 
level, was 11.4% (39). When the 2014 
data are taken as the basis, it can be con-
cluded that of the 18.160 adult intensive 
care beds, 2070 (11.4% of 18.160) beds 
should be in LTCHs.

However, it can be estimated that 
the actual number should be higher, as 
the data of the above-mentioned study 
were not examined according to the 
level of ICU. As patients with a pro-
longed stay gain more benefit from ICU 

2002

2010

2011

2012

2013

2014

Ye
ar

8 239 3 726 6 344 18 309

9 581 3 890 7 506 20 977

10 321 4 236 9 132 23 689

10 953 4 917 10 094 25 964

11 874 5 129 11 569 28 572

8 000 16 000 24 000

Health Ministry University Private

0

86
9

35
3

99
2

Total

Figure 1 Total number of intensive care beds in Turkey between 2002 and 2014 (28)
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