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DEFINING THE BEST CLINICAL TRANSITIONS
THROUGH THE CONTINUUM OF CARE

WAYNE S. SALTSMAN, M.D., PH.D.
Lahey Health (wsaltsmanmd@gmail.com)
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NATURAL TRANSITIONS

THE PATHS OF LEAST RESISTANCE
(WHY THE CONTINUUM NEEDS ATTENTION)

IT IS SO MUCH EASIER TO:
1. ORDER A TEST

2. TREAT THE RESULT AND NOT THE PATIENT

3. SEND A PATIENT TO THE EMERGENCY ROOM

4. ADMIT A PATIENT FROM THE EMERGENCY ROOM

5. NOT TALK WITH PATIENTS AND FAMILIES

6. WRITE A BRIEF DISCHARGE SUMMARY

7. MAINTAIN THE STATUS QUO ON MEDICATIONS

8. ASSUME OUR COLLEAGUES WILL UNDERSTAND (EVERYTHING)

9. NOT CONSIDER PALLIATIVE AND HOSPICE CARE

10. CONTINUE CARE WITHIN SILOS

THE ART OF MEDICINE

DO UNTO OTHERS

AS YOU WOULD HAVE OTHERS

DO UNTO YOUR GRANDMOTHER

--GERIATRIC GOLDEN RULE

DO THE RIGHT THING.
IT WILL GRATIFY SOME PEOPLE

AND ASTONISH THE REST.
--MARK TWAIN
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OBJECTIVES

1. UNDERSTAND HOW THE HEALTHCARE SYSTEM HAS
EVOLVED TO MANDATE HIGH-VALUE, QUALITY, AND
PATIENT-CENTERED CARE

2. APPRECIATE THE IMPORTANCE OF COMMUNICATION
AND EDUCATION WITH
PATIENTS/FAMILIES/COLLEAGUES AS PATIENTS
TRANSITION THROUGH THE CONTINUUM

3. APPRECIATE THE ROLE OF POST-ACUTE CARE WITHIN
THE CONTINUUM OF CARE (IE. ITS NOT ALL ABOUT
THE HOSPITAL)

AGING AND SURVIVAL

QUALITY VS QUANTITY
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A 30+ YEAR OLD THEORY
(THAT HELPED CREATE]THE STANDARD TODAY)

AGING, NATURAL DEATH, AND THE COMPRESSION OF MORBIDITY (1980)
---DR. JAMES F. FRIES

“SPECULATION ABOUT IMMORTALITY IS ROOTED
IN ANTIQUITY AND IN HUMAN HOPE…DISABILITY
AND LOWERED QUALITY OF LIFE DUE TO THE MOST
PREVALENT CHRONIC DISEASES ARE INESCAPABLY
LINKED WITH EVENTUAL MORTALITY.HIGH-LEVEL
MEDICAL TECHNOLOGY APPLIED AT THE END OF A
NATURAL LIFE SPAN EPITOMIZES THE ABSURD”

10

AGE:  PREDICTOR OF HEALTHCARE COSTS

11

AHRQ, 2000

AGE:  A PREDICTOR OF DISPOSITION

CDC
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UTILIZATION OF RESOURCES
COMPLEX CARE PATIENTS

CMS, 2010

THE REMEDIATION OF HEALTHCARE
FROM THE COST PERSPECTIVE

 ACUTE CARE SERVICES
 REDUCE LENGTH OF STAY

 REDUCE READMISSIONS

 NON-ACUTE CARE SERVICES
 IMPROVE SHORT-TERM CARE SERVICES

 IMPROVE LONG-TERM CARE SERVICES

 IMPROVE HOME CARE SERVICES

30-DAY READMISSION COSTS, 2011

 $41.3 BILLION FOR HOSPITAL PATIENT-CARE
COSTS

 1.8 MILLION MEDICARE PATIENTS COST $24 
BILLION

 CHF, 1.3 MILLION PATIENTS, $1.7 BILLION

 PSYCHIATRIC ILLNESSES, $588 MILLION

 CHEMOTHERAPY COMPLICATIONS, $400 MILLION

PAYORS:  THE FAILURE IN CARE COORDINATION ACROSS
THE HEALTH CARE CONTINUUM TENDS TO BE A SIGNIFICANT

FACTOR IN HOSPITAL READMISSIONS.

Fierce Health Finance
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READMISSIONS (10/1-12/31/2003)

MEDICARE CLAIMS DATA: >11M PATIENTS

 19.6 % 30-DAY, READMISSION RATE

 34 % 90-DAY, READMISSION RATE

 ~50% HAD NO OUTPATIENT FOLLOW-UP

 CHF, COPD, PNA, PSYCHOSES, JOINT
REPLACEMENT, HIP FRACTURE

 DRG, LOS, #HOSPITALIZATIONS, POST-
HOSPITAL FOLLOW UP—MAJOR INDICATORS

Jenks, et. al., NEJM, 2009

“FROM A SYSTEM PERSPECTIVE, A SAFE TRANSITION FROM A

HOSPITAL TO THE COMMUNITY OR A NURSING HOME REQUIRES

CARE THAT CENTERS ON THE PATIENT AND TRANSCENDS

ORGANIZATIONAL BOUNDARIES”

PATIENT RETENTION ON RE-ADMISSION

Pittsburgh Regional Health Initiative, 2010

TRANSITIONS TO THE ER FROM LTC

 Older NH residents accounted for 3857 of 208,956 ED visits

 53.5% DID NOT LEAD TO HOSPITAL ADMISSION

 OF THOSE DISCHARGED FROM THE ER, 62.8% HAD NORMAL

VITAL SIGNS ON PRESENTATION AND 18.9% DID NOT HAVE ANY

DIAGNOSTIC TESTING BEFORE ER DISCHARGE. 

 INJURIES WERE 1.78 TIMES MORE LIKELY TO BE DISCHARGED THAN

ADMITTED

 INFECTIONS WERE 2.06 TIMES AS LIKELY TO BE ADMITTED AS

DISCHARGED

 COMPUTED TOMOGRAPHY (CT) SCANS WERE PERFORMED IN

25.4% AND 30.1% OF OLDER NH RESIDENTS WHO WERE

DISCHARGED FROM THE ED AND ADMITTED TO THE HOSPITAL, 
RESPECTIVELY (70% OF THESE WERE CTS OF THE HEAD)

 NH RESIDENTS RECEIVED CENTRALLY ACTING, SEDATING

MEDICATIONS BEFORE ED DISCHARGE IN 9.4% OF VISITS

Burke, et. al., JAMDA, 2015
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THE LACK OF MEDICATION RECONCILIATION

 APPROXIMATELY 1.5 MILLION PREVENTABLE ADVERSE DRUG
EVENTS (ADES) OCCUR ANNUALLY AS A RESULT OF MEDICATION
ERRORS, AT A COST OF MORE THAN $3 BILLION PER YEAR.

 APPROXIMATELY HALF OF ALL HOSPITAL-RELATED MEDICATION
ERRORS AND 20% OF ALL ADES HAVE BEEN ATTRIBUTED TO
POOR COMMUNICATION AT THE TRANSITIONS AND INTERFACES OF
CARE.

 THE AVERAGE HOSPITALIZED PATIENT IS SUBJECT TO AT LEAST
ONE MEDICATION ERROR PER DAY.

 ADES ACCOUNT FOR 2.5% OF ESTIMATED EMERGENCY
DEPARTMENT VISITS FOR ALL UNINTENTIONAL INJURIES AND 6.7% 
OF THOSE LEADING TO HOSPITALIZATION.

 THE OCCURRENCE OF UNINTENDED MEDICATION DISCREPANCIES
AT THE TIME OF HOSPITAL ADMISSION RANGES FROM 30% TO
70%, AS REPORTED IN TWO LITERATURE REVIEWS.

American Society of Health-system Pharmacists
March, 2012 

SKILLED NURSING FRONT LINE PERSPECTIVES
MEASURES FOR SAFE HOSPITAL TRANSITIONS TO THE SNF

27 NURSES PARTICIPATED IN THE STUDY

 HOSPITALS NEED TO COMMUNICATE MEDICAL INFORMATION AT

LEAST 24 HOURS BEFORE SNF ADMISSION TO ENSURE THAT

NEEDED MEDICATIONS AND SPECIAL EQUIPMENT ARE AVAILABLE. 

 CHANGES TO THE PLAN ALSO NEED TO BE COMMUNICATED

IMMEDIATELY AFTER THE CHANGE IS MADE. 

 IMMEDIATE ACCESS TO A PRESCRIBING PROVIDER WITH UP‐TO‐
DATE KNOWLEDGE OF THE INDIVIDUAL AS THE INDIVIDUAL IS

ADMITTED TO THE SNF. 

 MORE‐FOCUSED, STANDARDIZED, COMPLETE COMMUNI‐ CATION
OF MEDICAL INFORMATION

King, et. sl., JAGS, 2013

Ouslander JG, Berenson RA. N Engl J Med 2011;365:1165-1167.

UNAVOIDABLE AND POTENTIALLYAVOIDABLE HOSPITALIZATIONS, 2005
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INSTITUTE OF HEALTHCARE IMPROVEMENT
ELIMINATING WASTE IN U.S. HEALTHCARE

 OVERTREATMENT

 FAILURES OF CARE DELIVERY

 FAILURES OF CARE COORDINATION

 ADMINISTRATIVE COMPLEXITY

 PRICING FAILURES

 FRAUD AND ABUSE

Berwick and Hackbarth,JAMA, 2012

HEALTHCARE IMPROVEMENT

VOLUME VALUE

HEALTHCARE IMPROVEMENT EQUATION

VALUE = QUALITY (OUTCOMES)
COST
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POPULATION HEALTH

 TRIPLE AIM

 PATIENT‐CENTERED CARE

 PATIENT‐CENTERED MEDICAL

HOME

 CARE MANAGERS

 BEHAVIORAL HEALTH

ACCOUNTABLE CARE ORGANIZATION (ACO)

 GROUPS OF DOCTORS, HOSPITALS, AND OTHER HEALTH CARE
PROVIDERS, WHO COME TOGETHER VOLUNTARILY TO GIVE
COORDINATED HIGH QUALITY CARE TO THEIR MEDICARE PATIENTS.

 THE GOAL OF COORDINATED CARE IS TO ENSURE THAT PATIENTS, 
ESPECIALLY THE CHRONICALLY ILL, GET THE RIGHT CARE AT THE
RIGHT TIME, WHILE AVOIDING UNNECESSARY DUPLICATION OF
SERVICES AND PREVENTING MEDICAL ERRORS.

 WHEN AN ACO SUCCEEDS BOTH IN DELIVERING HIGH-QUALITY
CARE AND SPENDING HEALTH CARE DOLLARS MORE WISELY, IT
WILL SHARE IN THE SAVINGS IT ACHIEVES FOR THE MEDICARE
PROGRAM.

CMMS

IMPACT ACT, 2014
IMPROVING MEDICARE POST‐ACUTE CARE TRANSFORMATION

POPULATION HEALTH TO THE POST‐ACUTE ARENA

 NATIONAL QUALITY STRATEGY
 BETTER CARE, HEALTHY HOMES/COMMUNITIES, AFFORDABLE CARE

 CMS QUALITY STRATEGY GOALS

 REDUCING HARM, PATIENTS AS PARTNERS, COMMUNICATION/COORDINATION OF CARE, 
PREVENTION/TREATMENT FOR LEADING CAUSES OF MORTALITY, PROMOTE BEST

PRACTICES, AND AFFORDABLE QUALITY CARE WITH NEW DELIVERY MODELS

 STANDARDIZATION OF DATA ACROSS DOMAINS

 MAJOR DOMAINS TO STANDARDIZE

 SKIN INTEGRITY

 FUNCTIONAL/COGNITIVE ASSESSMENT

 MEDICATION RECONCILIATION

 INCIDENCE OF FALLS

 TRANSFER OF INFORMATION IN TRANSITIONS

 UTILIZATION

 DISCHARGE TO THE COMMUNITY

 PREVENTABLE HOSPITAL READMISSIONS
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IMPACT ACT
DISCHARGE PLANNING

 DEVELOP A DISCHARGE PLAN WITHIN 24 
HOURS OF ADMISSION AND COMPLETE THE

PLAN PRIOR TO DISCHARGE

 DISCHARGE INSTRUCTIONS TO PATIENTS

 HAVE A MEDICATION RECONCILIATION PROCESS

 SEND SPECIFIC INFORMATION TO A RECEIVING

FACILITY

 ESTABLISH A POST‐DISCHARGE FOLLOW UP PROCESS

A HIP FRACTURE PATIENT
IN THE HEALTHCARE CONTINUUM

 89 YEAR OLD MAN PRESENTS TO SKILLED NURSING AFTER A

MECHANICAL FALL S/P FEMUR FRACTURE REPAIR

 PALE, THIN, DECONDITIONED, FAIRLY COGNITIVELY INTACT

 ORTHOSTATIC AT BASELINE

 S/P BIV PACEMAKER FOR CARDIOMYOPATHY

 COPD, CKD, OSTEOARTHRITIS

 WEIGHT LOSS, ANOREXIA, LIGHTHEADEDNESS, NAUSEA AT

BASELINE

 AMIODARONE, DIGOXIN, WARFARIN, DIURETIC

 WIFE WITH COGNITIVE IMPAIRMENT, BOTH ARE LIMITED TO THE

HOME SETTING, WITH SUPPORT FROM FAMILY

29

DEFINITIONS

 TRANSITIONS OF CARE (TOC)
 THE MOVEMENT PATIENTS MAKE BETWEEN HEALTH CARE

PRACTITIONERS AND SETTINGS AS THEIR CONDITION AND CARE
NEEDS CHANGE DURING THE COURSE OF A CHRONIC OR
ACUTE ILLNESS. 

 CONTINUUM OF CARE

 THE COLLECTION OF HEALTH CARE SETTINGS TAKEN AS A
WHOLE

 DISPOSITION LEVEL

 A CARE MANAGEMENT TERM FOR A SETTING OF POST-ACUTE
CARE OR NON-ACUTE CARE

 POST-ACUTE CARE (PAC)
 THE DISPOSITION LEVELS TAKEN AS A WHOLE [LONG-TERM, 

ACUTE CARE (LTAC), ACUTE REHABILITATION (ARF), SKILLED
NURSING (SNF), HOME WITH NURSING (VNA)]

Coleman, caretransitions.org



02/12/2016

11

AGE > 65 TRANSITIONING WITHIN
THE CONTINUUM OF CARE

WHERE ARE OUR PATIENTS/YEAR?

HOSPITAL

CLINICS/ER

EVERYWHERE ELSE

www.cdc.gov

LHMC:  WHAT COMPOSES
“EVERYWHERE ELSE”? (2012)

32

LTAC (1%)

ARF (3%)

SNF (11%)

VNA (26%)

HOME WITH SELF CARE

(59%)

“POST ACUTE CARE”

FOR 29, 347 DISCHARGES

The Assisted Living Facility

Agency for Healthcare
Research and Quality (12/12)
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MODELS OF TRANSITIONAL CARE

CARE TRANSITIONS MODEL
THE “COLEMAN” MODEL

 TRANSITIONS COACH

 MEDICATION SELF-MANAGEMENT

 THE PERSONAL HEALTH RECORD

 TIMELY PRIMARY CARE/SPECIALTY CARE
FOLLOW UP

 KNOWLEDGE OF RED FLAGS THAT INDICATE
A WORSENING IN CONDITION AND HOW TO
RESPOND

CARE TRANSITIONS MODEL
OUTCOMES—750 RANDOMIZED PARTICIPANTS

 65 YEARS OR OLDER

 NONPSYCHIATRIC

CONDITION

 BE COMMUNITY DWELLING

 RESIDE LOCALLY TO THE

HOSPITAL (FOR EASE OF

HOME VISITS) 

 HAVE A WORKING

TELEPHONE

 BE ENGLISH SPEAKING

 NO HISTORY OF DEMENTIA

 HAVE NO PLANS TO ENTER

HOSPICE

 HAVE SPECIFIC MEDICAL

CONDITIONS

Coleman, et. al., Arch Intern Med. 2006
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BETTER OUTCOMES FOR OLDER
ADULTS THROUGH SAFE TRANSITIONS
(BOOST)

SOCIETY OF HOSPITAL MEDICINE (SHM) VISION:
 IDENTIFY PATIENTS AT HIGH RISK OF REHOSPITALIZATION AND

TARGET SPECIFIC INTERVENTIONS TO MITIGATE POTENTIAL ADVERSE
EVENTS

 REDUCE 30 DAY READMISSION RATES

 IMPROVE PATIENT SATISFACTION SCORES AND H‐CAHPS SCORES
RELATED TO DISCHARGE

 IMPROVE FLOW OF INFORMATION BETWEEN HOSPITAL AND
OUTPATIENT PHYSICIANS AND PROVIDERS

 IMPROVE COMMUNICATION BETWEEN PROVIDERS AND PATIENTS

 OPTIMIZE DISCHARGE PROCESSES

BOOST PILOT AT LAHEY HOSPITAL
(2014)

 TWO DEDICATED WARDS, PATIENTS AGE > 65 
WHO SATISFIED SPECIFIC HIGH RISK CRITERIA

 DEDICATED HOSPITALIST, NURSE EDUCATOR, 
CASE MANAGER, AND NURSING TEAM

 REDUCED 7-DAY READMISSIONS BY 30%
 INCREASED PATIENT SATISFACTION BY 49%
 IMPROVED TEAM COHESIVENESS (SUBJECTIVE) 

INCLUDING PRIMARY PROVIDER

 NO EFFECT ON 30-DAY READMISSION RATES
AND WAS NOT CONTINUED

PROJECT RED 
(RE-ENGINEERED DISCHARGE)

 LANGUAGE ASSISTANCE

 FOLLOW-UP APPOINTMENTS AND TESTING NEEDS

 FOLLOW-UP FROM TESTING WHILE IN THE HOSPITAL

 OUTPATIENT SERVICES/EQUIPMENT NEEDS

 CORRECT MEDICATIONS AND COMPLIANCE

 DISCHARGE PLANS AND NATIONAL GUIDELINES

 PATIENT UNDERSTANDING OF THE DISCHARGE PLAN

 EDUCATE THE PATIENT ABOUT THE DIAGNOSIS

 ASSESS PATIENT UNDERSTANDING

 REVIEW HOW TO MANAGE A PROBLEM

 EXPEDITE INFORMATION TO OTHER PROVIDERS

 PROVIDE TELEPHONE SUPPORT FOR DISCHARGE PLAN

Greenwald, Dedham and Jack
/ Patient Safety  June2007 
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PROJECT RED
(RE-ENGINEERED DISCHARGE)
CALIFORNIA HOSPITALS:  2013/2014

 BAKERSFIELD MEMORIAL: 30‐DAY READMISSIONS REDUCTION FOR

MEDICARE PATIENTS , 11.3 % FROM 25 %, ALL‐PAYER 30‐DAY
READMISSIONS REDUCED TO 6.5 PERCENT FROM AN AVERAGE OF

7.5 PERCENT.

 ST. MARY’S MEDICAL CENTER:  FOCUS ON HEART FAILURE

PATIENTS SAW READMISSIONS REDUCED TO 7.7 % FROM 22.2 %, 
REDUCING ALL‐CAUSE READMISSIONS TO 5.7 %.

AHRQ, 2015, 

PROJECT RED IN SKILLED NURSING FACILITIES

 GOAL

TO INCREASE PATIENT PREPAREDNESS FOR CARE TRANSITIONS AND LOWER

REHOSPITALIZATION RATES IN THE 30 DAYS AFTER DISCHARGE FROM THE SNF 
FACILITY. 

 100 PATIENTS AFTER INITIATION

 HOSPITALIZATION RATES DECREASED TO 10.2% FROM
18.9%

 INCREASED IN PATIENT SATISFACTION AND

PREPAREDNESS FOR TRANSITION TO HOME

 OUTPATIENT FOLLOW‐UP INCREASED FROM 50.2% TO
70.2% 

Berkowitz, et.al., JAMDA, 2013

NATIONAL TRANSITIONS OF CARE COALITION
(NTOCC)

 I.  STRUCTURE: 
 PATIENTS SHOULD HAVE AN ACCOUNTABLE PROVIDER OR A TEAM OF

PROVIDERS DURING ALL POINTS OF TRANSITION. THE PROVIDER(S) 
WOULD PROVIDE PATIENT-CENTERED CARE AND SERVE AS CENTRAL
COORDINATOR(S) ACROSS ALL SETTINGS, AND WITH OTHER
PROVIDERS. 

 THE PATIENT SHOULD HAVE AN UP-TO-DATE PROACTIVE CARE PLAN
THAT WOULD TAKE INTO CONSIDERATION THE PATIENT’S AND
FAMILY’S PREFERENCES AND WOULD BE CULTURALLY APPROPRIATE. 
THIS CARE PLAN SHOULD BE AVAILABLE TO ALL PROVIDERS INVOLVED
IN THE CARE OF THE INDIVIDUAL. 

 USE OF A HEALTH INFORMATION TECHNOLOGY-INTEGRATED SYSTEM
THAT WOULD BE INTEROPERABLE AND AVAILABLE TO BOTH PATIENTS
AND PROVIDERS. 

NTOCC Measures Work Group, 2008 
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NATIONAL TRANSITIONS OF CARE COALITION
(NTOCC)
 II.  PROCESSES:
 A. CARE TEAM PROCESSES: 

 CARE PLANNING ( INCLUDING ADVANCE DIRECTIVES) 
 MEDICATION RECONCILIATION (THIS PROCESS INCLUDES PATIENT AND FAMILY) 
 TEST TRACKING (LABORATORY, RADIOLOGY, AND OTHER DIAGNOSTIC PROCEDURES) 
 TRACKING OF REFERRALS TO OTHER PROVIDERS OR SETTINGS OF CARE

 ADMISSION AND DISCHARGE PLANNING

 FOLLOW-UP APPOINTMENT TRACKING

 END-OF-LIFE DECISION MAKING

 B. INFORMATION TRANSFER/COMMUNICATION BETWEEN CARE SETTINGS: 
 TIMELINESS, COMPLETENESS, AND ACCURACY OF TRANSFERRED INFORMATION

 PROTOCOL OF SHARED ACCOUNTABILITY IN EFFECTIVE TRANSFER OF INFORMATION

 C. PATIENT AND FAMILY EDUCATION AND ENGAGEMENT: 
 PATIENT AND/OR FAMILY PREPARATION FOR TRANSFER

 PATIENT AND/OR FAMILY EDUCATION FOR SELF-CARE MANAGEMENT (E.G., THE NTOCC 
TOOLS “MY MEDICINE LIST” AND “TAKING CARE OF MY HEALTH”). 

 PATIENT AND/OR FAMILY AGREEMENT WITH THE CARE TRANSITION (ACTIVE
PARTICIPATION IN MAKING INFORMED DECISIONS) 

NTOCC Measures Work Group, 2008 

NATIONAL TRANSITIONS OF CARE COALITION
(NTOCC)
 III. OUTCOMES: 
 PATIENT’S AND/OR FAMILY’S EXPERIENCE AND SATISFACTION WITH CARE

RECEIVED. 
 PROVIDER’S EXPERIENCE AND SATISFACTION WITH THE QUALITY OF

INTERACTION AND COLLABORATION AMONG PROVIDERS INVOLVED IN CARE
TRANSITIONS. 

 HEALTH CARE UTILIZATION AND COSTS (E.G., READMISSIONS, ETC.). 
 HEALTH OUTCOMES CONSISTENT WITH PATIENT’S WISHES (E.G., 

FUNCTIONAL STATUS, CLINICAL STATUS, MEDICAL ERRORS, AND
CONTINUITY OF CARE). 

NTOCC Measures Work Group, 2008 

AMERICAN MEDICAL DIRECTOR ASSOCIATION

 TRANSITIONS OF CARE IN THE LONG‐TERM CARE

CONTINUUM—CLINICAL PRACTICE GUIDELINES (CPG)
 STEPS TO SAFER TRANSITIONS

 COMMUNICATION WITH THE TEAM, WARM HAND‐OFFS, PALLIATIVE CARE

DISCUSSIONS, VERIFY PATIENT/INFORMATION ARRIVAL, ACCOUNTABILITY

AND RESPONSIBILITY AT ALL TRANSITION STEPS, MONITOR PERFORMANCE

WITH SPECIFIC MEASURES WITH CONTINUOUS REVIEW AND CQI

 PLANNED/UNPLANNED TRANSITIONS

 ACCESS AND USE IS FREE

 HTTP://WWW.AMDA.COM/TOOLS/CLINICAL/TOCCPG.PDF

 OTHER CPGS (IE. ACUTE CHANGE OF CONDITION)

 KNOW‐IT‐ALL SERIES

 CHECKLISTS (RESIDENT/FAMILY, SNF TO HOME, AMA)
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INTERACT
INTERVENTIONS TO REDUCE ACUTE CARE TRANSITIONS

 BASED ON THE AFFORDABLE CARE ACT (ACA) REQUIREMENT TO

GENERATE QUALITY‐ASSURANCE AND PERFORMANCE‐
IMPROVEMENT PROGRAMS

 REDUCING POTENTIALLY AVOIDABLE HOSPITALIZATIONS OF NH 
RESIDENTS PRESENTS AN OPPORTUNITY TO BOTH IMPROVE CARE

QUALITY AND AVOID UNNECESSARY HEALTH CARE

EXPENDITURES. 

 THE TOOLS INCLUDED EVIDENCE‐BASED PRACTICES AND

PRACTICE GUIDELINES, AND WERE DESIGNED TO BE SIMPLE AND

FEASIBLE TO IMPLEMENT IN EVERYDAY PRACTICE IN NH

 STRATEGIES AND TOOLS:
 ORGANIZATIONAL AND LEADERSHIP COMMITMENT

 COMMUNICATION STRATEGIES AND TOOLS

 CARE PATHS

 ADVANCE CARE PLANNING RESOURCES

Teena-Nelson, et. al., JAMDA, 2012

UTILIZATION OF INTERACT II
REDUCTION IN HOSPITALIZATION RATES—6 MONTH TRIAL

Ouslander, et. l., JAGS, 2011

• 25 NURSING FACILITIES ENROLLED—TOTAL REDUCTION 17%
• ENGAGED NHS HAD A 24% REDUCTION REPRESENTING A MEAN

ABSOLUTE REDUCTION OF 0.90 HOSPITALIZATIONS PER 1,000 
RESIDENT DAYS. 

• NHS THAT WERE NOT ENGAGED HAD ONLY A 6% REDUCTION.

INTERACT TOOLS
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INTERACT TOOLS

INTERACT TOOLS

INTERACT TOOLS
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INTERACT TOOLS

AMERICAN MEDICAL DIRECTOR ASSOCIATION
UNIVERSAL TRANSFER FORM

TRUISMS TO REMEMBER

 FORMS ALONE DO NOT CHANGE PROCESS

 PAPERWORK IS NOT COMMUNICATION

 GARBAGE‐IN IS GARBAGE‐OUT

‐‐DR. JAMES LETT
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OUTCOME MEASURES
ASSESSING ANTIBIOTIC STEWARDSHIP

STUDY TO UNDERSTAND PROGNOSES AND PREFERENCES
FOR OUTCOMES AND RISKS OF TREATMENT (SUPPORT)

“…DOCUMENTED SHORTCOMINGS IN COMMUNICATION,
FREQUENCY OF AGGRESSIVE TREATMENT, AND THE
CHARACTERISTICS OF HOSPITAL DEATH”
 47% OF PHYSICIANS KNEW WHEN THEIR PATIENTS PREFERRED TO

AVOID CPR
 46% OF DO-NOT-RESCUSCITATE (DNR) ORDERS WERE WRITTEN

WITHIN TWO DAYS OF DEATH

 38% OF PATIENTS WHO DIED SPENT AT LEAST 10 DAYS IN THE
ICU

 50% OF PATIENTS WHO DIED IN THE HOSPITAL REPORTED
MODERATED TO SEVERE PAIN AT LEAST HALF OF THE TIME

56

Journal of the American Geriatrics Society

PALLIATIVE CARE
IN THE SKILLED NURSING FACILITY

 PALLIATIVE CARE

 TO PROVIDE A BETTER UNDERSTANDING OF MEDICAL CARE

CHOICES AND PATIENT GOALS IN TIMES OF SERIOUS ILLNESS, 
TO HELP TO RELIEVE SYMPTOMS , AND TO PROVIDE

EMOTIONAL SUPPORT FOR THE PATIENT AND FAMILY.

 CENTER TO ADVANCE PALLIATIVE CARE (CAPC)
 WWW.CAPC.ORG

 PALLIATIVE CARE LEADERSHIP CENTERS (PCLC)
 INCREASE THE NUMBER OF QUALITY PALLIATIVE CARE

PROGRAMS ACROSS THE UNITED STATES IN ORDER TO

IMPROVE ACCESS FOR ALL PEOPLE FACING SERIOUS ILLNESS

 FOSTER SUSTAINABILITY AND GROWTH THROUGH

LEADERSHIP DEVELOPMENT, TECHNICAL ASSISTANCE AND

THE USE OF STANDARDIZED MEASURES OF PROGRAM IMPACT
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PHYSICIAN ORDERS FOR

LIFE-SUSTAINING TREATMENT

ADVANCE CARE PLANNING (ACP)
AN OPPORTUNITY IN POST‐ACUTE CARE

HOUBIN, ET. AL., JAMDA, 2014
 55 RANDOMIZED CONTROLLED TRIALS ON THE EFFICACY OF ACP 

INTERVENTIONS IN ADULT POPULATIONS

 ACP CAN BE EFFECTIVE IN CHANGING COMPLETION OF ADVANCED

DIRECTIVES AND OCCURANCE OF END OF LIFE DISCUSSIONS

 IMPROVED CONCORDANCE WITH PATIENT’S PREFERENCES FOR END

OF LIFE CARE AND RECEIVED END OF LIFE CARE

 IMPROVED QUALITY OF DISCUSSIONS, BUT NO EFFECT ON

SYMPTOMS: ANXIETY, DEPRESSION, WELL‐BEING, HEALTH STATUS OR

PAIN

THE POST ACUTE SETTING OFFERS THE ABILITY TO APPROACH PATIENTS

AND THEIR FAMILIES, TYPICALLY AFTER A CHALLENGING

HOSPITALIZATION TO WORK THROUGH ISSUES AND CONSIDER OPTIONS

A HIP FRACTURE PATIENT
THE UTILIZATION OF ALL TRANSITIONAL CARE RESOURCES

 89 YEAR OLD MAN PRESENTS TO SKILLED NURSING

AFTER A MECHANICAL FALL S/P FEMUR FRACTURE

REPAIR

 UNABLE TO TOLERATE THERAPY, WEAKNESS

PROGRESSES

 DELIRIUM, HEALTH CARE PROXY ACTIVATED

 ORTHOSTASIS, WEIGHT LOSS, ANOREXIA, CONTINUE

 AMIODARONE AND DIGOXIN DISCONTINUED AFTER

SPEAKING WITH CARDIOLOGY AND REVIEWING

HISTORY WITH PRIMARY MD

 MULTIPLE DISCUSSIONS WITH FAMILY ABOUT GOALS

AND STATUS

 NOT READMITTED TO THE HOSPITAL

 DISCHARGED TO HOME ON HOSPICE
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SUMMARY

 OUR HEALTHCARE SYSTEM HAS EVOLVED TO WHERE

PATIENT‐CENTERED, HIGH QUALITY CARE WILL BE
THE RULE RATHER THAN THE EXCEPTION

 THERE ARE MULTIPLE PROGRAMS TO FACILITATE

TRANSITIONS OF CARE, WITH THE COMMON THEMES

OF COMMUNICATION, CONSIDERATION AND

EDUCATION

 POST‐ACUTE CARE HAS BECOME A VITAL PLAYER IN

THE CONTINUUM OF CARE AND WILL CONTINUE TO BE

WITHIN THE NEW VALUE‐BASED SYSTEM

THE TRUE HEALTHCARE EQUATION

VALUE = (DRT) (TIMEW)

FINAL THOUGHT

NEVER DOUBT THAT A SMALL GROUP OF

THOUGHTFUL AND COMMITTED CITIZENS

CAN CHANGE THE WORLD.

INDEED, IT IS THE ONLY THING

THAT EVER HAS.

‐‐MARGARET MEAD
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