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Reducing Potentially Avoidable Hospitalizations

of Nursing Home Residents

Background

Hospitalizations of NH residents are common, frequently
result in morbid complications, and are expensive in
terms of:

= DRG payments to hospitals
= Costs of complications
= Medicare Part A Skilled Nursing Facility stays

Previous research suggests many such hospitalizations
are inappropriate and/or related to ambulatory care
sensitive diagnoses
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Background

45% of admissions of 100 residents from 7 Los Angeles
nursing homes to acute hospitals were rated as inappropriate
Saliba et al, J Amer Geriatr Soc 48:154-163, 2000

Medicare spent close to $200 million on hospitalizations
related to Ambulatory Care Sensitive Diagnoses among long-
stay NH residents in New York state in 2004

This figure does not include residents on the Part A skilled
benefit, who get hospitalized frequently

Grabowski et al, Health Affairs 26: 1753-1761, 2007
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= Reducing potentially avoidable hospitalizations of
NH residents represents an opportunity to both:

= Improve quality of care; and

= Reduce overall Medicare expenditures on this
population

The Opportunity
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CMS Special Study Awarded to Georgia Medical Care Foundation
Objectives

July 2006 — January 2008

|dentify NHs in Georgia with high and low hospitalization rates
Compare characteristics of these homes and their residents
Conduct interviews with NH and hospital staff

Rate potential avoidability of 200 hospitalizations

Develop intervention strategies and tools

Conduct a pilot test in 2-4 NHs with high hospitalization rates
Disseminate results and intervention strategies

Noos~WN =
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CMS NH Special Study Conclusions (1)

Rates of hospitalization of NH residents in Georgia varied
considerably, and were related to several characteristics of the
NHs and residents

2/3 of 200 hospitalizations were rated as potentially avoidable by
experts in NH care

Implementation of a toolkit addressing conditions commonly
causing hospitalization, communication, and advance care
planning was associated with:

A 50% reduction of hospitalization in 3 NHs with high baseline rates
A 36% reduction in hospitalizations rated as potentially avoidable
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CMS NH Special Study Conclusions (2)

1, Reducing potentially avoidable hospitalizations by 1/3
could save Medicare over $1 billion annually
2 In order to safely reduce hospitalizations, NHs will need:

a. Support for infrastructure: more trained RNs, on-site
availability of primary care providers, better capabilities for
lab tests and administration of IV or subcutaneous fluids

b. Improved communication and adherence to evidence or
consensus-based care paths

c. More attention to advance care planning and avoidance of
futile care



Reducing Potentially Avoidable Hospitalizations
l of Nursing Home Residents

LA Next Steps (1)

1. Evaluate the new INTERACT Il tools and implementation
strategies in a collaborative quality improvement project in
30 NHs in 3 states (FL, NY, MA)

1. Explore the incorporation of elements of the INTERACT I
toolkit into Health Information Technology

1. Estimate the costs to NHs of using the tools
Supported by a grant from the Commonwealth Fund

MA Nursing Homes selected
Implementation 5/2009-1/2010
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Next Steps (2)

1. Further disseminate the INTERACT Il tools via the
Advancing Excellence Campaign, Emergency Nurse’s
Association, AHCA and other organizations

Supported by a grant from the Commonwealth Fund
18 Month Study beginning 5/2009
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Interventions to Reduce Acute Care Transfers

A Toolkit to Improve Nursing Home Care by
Reducing Avoidable Acute Care Transfers and Hospitalizations

Developed based on interviews and ratings of avoidability,
and Expert Panel ratings of importance and feasibility

Clinical Care Paths

Communication Tools

Advance Care Planning Tools




Interventions to Reduce Acute Care Transfers (INTERACT Il)

Institute of Medicine/CMS

STEEEP Goals for Quality Care

(Safe, Timely, Effective, Efficient, Equitable, Person-Centered)
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Development of INTERACT Tools

= Evidence or consensus-based (and/or
consistent with CPGs)

* Simple
* Feasible and efficient to use
* Acceptable to NH staff
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INTERACT

s to Reduce Acute Ca

Current Versions of the Tools are available on the Quality Net website at:

http://www.qualitynet.org/dcs/ContentServer?cid=1211554364427&pagename=Medqic/MQTools/ToolTemplate&c=MQTools

Revised tools soon to be available on
www.geriu.edu


http://www.qualitynet.org/dcs/ContentServer?cid=1211554364427&pagename=Medqic/MQTools/ToolTemplate&c=MQTools
http://www.geriu.edu/
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INTERACT!

Interventions to Reduce Acute Care Transfers

Communication Tools

Early Warning Tool
“Stop and Watch”

Pocket Cards and Report Forms

SBAR Communication
(Nurse to Physician and/or ER)

Form and Progress Note

Acute Change in Condition
Guidance for Communication

File Cards

Resident Transfer Form

Form completed on transfer

Nursing Home Capabilities

Pre- populated Checklist

Acute Care Transfer Documents

Envelope with Checklist
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EARLY WARNING TOOL
“Stop and Watch™

If you have identified an important change while caring for
a resident today, please circle the change and discuss it
with the charge nurse before the end of your shift.

Mame of Resident

S eems different than usual

T alks or communicates less than usual
Overall needs mors help than usual

P articipated in activities less than usual

Ao less than usual (Not because of dislike of food)
N

Drank less than usual

Waight change

A gitated or nervous more than usual
T ired, weak, confused, or drowsy

C hange in skin color or condition

H alp with walking, transferring, toilsting more than usual

Staft

Reported to

Date ! ! Time




SBAR
FPhyszsician/NF/FA Communication and Progrezs Note INTERACT™

Ezfar: Calling MONEPA-
Ewaluate the recident, complete the SEAR form (uze AT for not applicable)
Cheok W3- BF, pulss, respiratory rate, temperature, pulse ox, and'or Enger stick glusose if indioated
Review ohart [most reo=nt progress nobes and murss’s notes from presious shift, ary reoent labs)
Review an INTERACT ! Care Path or dawte Change in Status File Card i indicated
Hawve relevant information available when reporting (ie. resident ohart, vital signs, advanoed direotives
such as DMR and other oare limiting orders, allergies, medication Bzt

S SITUATICON
Thiz i= (nurse] | am oalling about. [Aesident's name)
The problem/sympiom | am calling abowt iz
The problem/symplom stasted,
The problem/sympiom has gofien (sirole one) worse’better'stayed the same sinee it starbed
Things that make the problemd'sympiom worse are
Things that make the problemd'sympiom betier are
Crher things that harve ocourred with this problem/sympiom ane

E BACKGROUMD
Primiary diagnosis and'or reason resident is a1 the nursing home
Pertinent medieal historyinolude reoemt falls, fzver, deoreased intakefluids, CF, 508, other

Mental 3zatus or MHewo changes: [ M: oonfusion‘agiationde=thargy | Temp BF
Fulse raethythm Aezp rate Lung Sounds

Fulse Cimetry % On RA on 02 at Lfmim via (M, mask)
GIGL ohanges (nauseatsamiting dizrrhea/impaction’dstension'deoreased unnary ouipu]

Fain levellopation/stxlus
Change in furctionintakehydration
Change in Skin Color Wound Stahes (if applicable]
Labs

Medication ohanges or nesw onders in the last two weeks
Aduanoe Direotives [Full code, DNS, DHI, DMH, other, not dooumented)
Allergies Aryy other data,

A ASTESSMEMNT (AM) or APPEARAMNCE [LPN)
[For RMs): What do youw think is going on with the residert? [e.g. cardiao, inf=otion, respiratory, uninary,
debiydration, mental status ohangs?] | think that the problem may be -0oR
| am mot swe of what the problem iz, but there had been an aoute change in condifion
[For LPMc): The patient appears [e.g. DB, in pain, more oonfused)

H REQUEST
| :uggr'l: oF nequest

Provider visit (MOP/RA)
Monitor wital signs {Frequenay ] and absenme
Lab work, xrays, EKG, other jesis
Idedicaton changes
Mew orders
I or 3C fluids

Staft name REH/LEH

ed tor Mame [{MOVMP/PA] Date L Tirme am'pm
i 1o MDYHP'PA, communioated by: 7 Phone Fax [attzch oorfimiation) In person

[Flease see Frogress Mobe on back of this Form)




RESIDENT TRANSFER FORM INTERACT!
FSENT TO: [Name of Hospital) N (RESIDENT: M
Last Name= First Marm= (L]
SENT FROM: {Mame of Nursing Home) Do E F
Language: English = Othar:
B : L el i}
W Unit _J Residant is: SHMFrahab Long-term
CONTACT PERSON: CODE STATUS:
{Ralative, guardian or DPOAReiationsis) OMR OMH =10
IR - - )
I5 this the health cara proxy? Yes  No h!i;PIFAth; HUR'::IG AOME:
Telaphons:] i -
Hotified of transhsr: Yas Mo nams
Awarg of diagnosis: | Y83 MO Telaphons:| j___- Fagar:
WHO TO GALL TO GET QUESTIONS ANSWERED ABOUT THE RESIDENT?
mame fifi= Talephona] 1] -
REASON FOR TRAMSFER {i=., What Happened?)
List of Diagnosses:
WS BP HA FR T piC FS glucose Time Takan: : SLAER
Allargiss: Tetanus Boosbar [date): L !
Usual Mental Status: Usual Funational Status:
Alert, onented, fallyas nstruotions Ambulates independanty
Alest, disoriented, but can follow simple nstruotions Ambulates with assistanos
Alest, dizori=nted, but cannot follow simple instruotions Arnbaulates with assistive devics
Mot al=r Mot ambulatory
Please see SBAR form for additional informafion
DEVICES / SPECIAL TREATMENTS: | AT RISK ALERTS: ISOLATION F PRECAUTION:
WIRIGS line Mone Saizure MESA WRE
Pacamaksr Falls Harrm ti: C-Dirt
Faolay Cathebar Frassurs Self  Othsrs Cthsar:
Initsrnal Dafibrilabor Likcar Restraints Sita:
TPH Aspiration  Limited/non-weight Comment:
Cithar: wWandsrer beaaring: Laft  Rignt
Elopement  Othar:
Farm Sompletsd Ey:
nammE nne= SHTA LS

Rsport Gallad In By: Report Callad To:

= [ hifi= [ = [ b=
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Interventions to Reduce Acute Care Transfers

Care Paths

Fever
Acute mental status change
Symptoms of Lower Posters
Respiratory lliness
Symptoms of CHF
Symptoms of UTI
Dehydration




Lower Respiratory Infection Care Path

Symptoms of Lower Respiratory Infection

Take Vital Signs

Labored breathing / shortness of breath
Mew or worsened cough .
Mew or increased sputum production

MNew or increased findings on lung exam (rales. wheezes)
Chest pain with inspiration or coughing

LR

Temperature
BIF
Pulse
Respirafions
Cxygen saturation
For diabetics:
--Finger stick glucose

L I ]

Vital Sign Criteria
Resident unable to eat and
drink?

*

Temp > 102°F (38.09C)7
Apical heart rate = 1007
Respiratory rate> 30/min?
BP = 80 systolic?

Deygen saturation < B0%7

L ]

NOTIFY MD/NP/PA

For diabetics:
-— Finger stick gl
<70 or > 4007

NO

Consider Lab Testing

Portable chest X-ray
Blood work

--Compleie Blood Count
--Basic Metabolic Pane|

L)

L A

CONSIDER
TRANSFER TO
ACUTE CA™E
FACILITM

+ Results of chest X-ray
show an infiltrate or

Manage in Facility — Options*

pneumonia?
* Critical values in blood
count or metabolic panel?,

Oral, 'V or Sub & Hydration as indicated
Cixygen supplementation as indicated
Mebulizer treatments as indicated
Antibiotic Therapy

Oral (7-10 days)
| — Lewofloxacin 250-500 mg daily

— Amoxacilin/Clavulanate 850 mg bid
NO — Cefurcxime axetil 500 myg bid
IM {2-3 days, then re-evaluais)
— Cefiriaxone 500-1000 mg 1M daily
— Cefatoxime 500 mg IM bid

* Other options may be appropriate for individual residents

Sources:
Loeb M. Carnesone SC. Cogree R, et alt ESect of 3 Cinical Pathway o Reduce Hospitalizations In Mursing Home:
Resigents with Pneumonia — A Randomized Controlied Trial JAMA 2950 I503-2510, 2006

Kylolie JM: Pneumonia and Bronchitis from Yoshliawa, Thomas T, Cuslander JG: Infecion Management for Gerl-
atrics In Long-Tenm Care Fadiiies. New York, Informa Healhoars, 2nd Edilon, Chapter 14, 223,

This malenial was prepared by GRICF, fhe Medicare Gualty |mprossment Crganizaion for Georgia, under contmact with the Cenlers
for Medicare & Ladlcald Serices [CRE), 3n agency of the U_E. Denartment of Healin and Human Serdces The corfents presemed
do not necessanly refiect CMS polce Fublcaion Mo, SSCW-GA-NHES-OT-T

INTERACT

Imervertions 1o Reduce Aoute Care Transfers
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Advance Care Planning Tools

|dentifying Residents to Consider
for Palliative Care and Hospice Pocket Card
Advance Care Planning File Cards
Communication Guide
Comfort Care Order Set File Cards
Educational Information for Reprints
Families




QUALITY IMPROVEMENT TOOL INTERACT"

Far Baview of Acute Care Tranzfars

Uga this tool to review all transters of residsnts 10 &N emargency dspartment or for direct
admizzion to the hospital. The goal iz to undsretand the reasons for the transfer and
identity potential opportunities to prevent avoidable acute care transfers.

Date of Ol Reviaw: I 7

1. RESIDENT BACKGROUND IMFORMATION
Last Mam= First Mama AN A= Foom £ LUini

Crats of most recant admission to nursing homes: i f
Residant hospitalizad in the past year? Yes  No
I yas, list dates and reasons:

Resident status at time of transfer: | LTG | SHF
Payar was: Wadicaid Ldadicara Evarcare Cithar managed cars

2. TRAMSFER INFORMATICN
Dabs of transhsr r ) Day of waak Tims o1 transter : AP
Sant by @117 Va5 L[]
Murse [RM/LPM]) involved in transiar
MOVMP authonizing transfar

Provider Was: Rasidant’s Primary Covering Frovidar
What happensad?
[dascripe clinical scenario OMN THE DAY of tha transter. mouding presenting symplom/s)

Were thars any other factors that led up to the fransfar? If 2o, dsscribe what was going
on with the regidant in the days BEFORE ths transafer (i.e. do a “roof causs analysis”)

3. EFFORTS TO HANDLE SITUATION WITHOUT TRANSFER
What was dons to try to assess and traat in the facility?
T Stop & Walch tool completed by nursing assistant
SBEAR completed [MD or NP Cabed Mot Galled)
| Gare Path ussd (Which ona? ]
O Physician oneita avalkation/Murse Practiioner onsite evaluation
| Fractitioner telephons discussion Discussion with family member
| Intravancus of subcutansous Tuids nitiatsd
O Lab tasis done Xrays EKG/rhythm strip Oither tasis (describe)
| Medications given (describa)
Othar (specity)
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= Tt's not about the tools
= Jt's about the process

= Tt's about the conversations and the
relationships among providers and
institutions
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Principal Investigator:

Co-Principal Investigator:

Collaborators:

Support:

k§ “I Commonwealth Fund Grant

Joseph G. Ouslander, M.D.

Gerri Lamb, PhD, RN

Independence Foundation and

Wesley Woods Chair

Associate Professor of Nursing, Emory University

Laurie Herndon, MSN, GNP/ANP
Senior Project Manager

Alice Bonner, PhD, RN

Co-Investigator

Massachusetts Senior Care Foundation

Multidisciplinary teams from FL, NY, and MA

~ $390,000 over 2 years
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Methods

1. Obtain input from national thought leaders in innovative
models of long-term and transitional care and NH health
care professionals from a nationally representative
sample of NHs on the design, content, and
implementation strategies for the toolkit

1.  Refine the toolkit based on this input

1. Implement and evaluate the refined toolkit in a
representative sample of NHs using a quality
improvement project incorporating principles of an
Institute for Healthcare Improvement (IHI) Collaborative

30 NHs will be involved: 10 in FL, 10 in NY, and 10 in MA
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k§ “I Methods

1. Collect data during the Collaborative that will be used to:

* Understand factors and strategies that are important
for successful implementation and sustained use of
the toolkit

* Estimate the costs of implementing the toolkit to inform
P4P initiatives

2. Explore incorporating key elements of the toolkit into health
information technology (HIT) using web-based formats and/
or an electronic health record
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