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Abstract

Context: Nursing facility residents and their families may identify “comfort measures” as their

overall goal of care, yet some hospital transfers still occur.

Objectives: Describe nursing facility residents with comfort measures and their hospital

transfers.

Methods: Mixed methods, including root cause analyses of transfers by RNs and interviews
with a subset of healthcare providers and family members involved in transfers. Participants
were residents in 19 central Indiana facilities with comfort measures orders who experienced
unplanned transfers to the hospital January 1, 2015 - June 30, 2016. Project demographic and
clinical characteristics of the residents were obtained from the Minimum Data Set 3.0.
Interviews were conducted with stakeholders involved in transfer decisions. Participants were
prompted to reflect on reasons for the transfer and outcomes. Interviews were transcribed and

coded using qualitative descriptive methods.

Results: Residents with comfort measures orders (n = 177) experienced 204 transfers. Most
events were assessed as unavoidable (77%). Communication among staff, or between staff and
the resident/family, primary care provider, or hospital was the most frequently noted area
needing improvement (59.5%). In interviews, participants (n = 11) highlighted multiple issues,
including judgments about whether decisions were “good” or “bad,” and factors that were
important to decision-making, including communication, nursing facility capabilities, clinical

situation, and goals of care.
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Conclusion: Most transfers of residents with comfort measures orders were considered
unavoidable. Nonetheless, we identified several opportunities for improving care processes,

including communication and addressing acute changes in status.

Key words - comfort measures; hospital transfers; nursing home; advanced care planning

Running title - Comfort Measures Orders and Hospital Transfers
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Introduction

Advance care planning (ACP) is the process of eliciting goals, values and preferences for
medical treatments. It is widely recommended as a best practice for seriously ill patients® as
research suggests that ACP can reduce family caregiver stress and anxiety, increase satisfaction
with care, and help ensure the care provided is consistent with preferences.*®

The Physician Orders for Life Sustaining Treatment (POLST) program (www.polst.org) °

provides a structured approach to document preferences elicited during ACP as medical orders.
Use of POLST is promoted by the Institute of Medicine® and the National Quality Forum.’
POLST forms contain orders reflecting preferences, such as cardiopulmonary resuscitation,
artificial nutrition, and medical interventions. The three overarching medical intervention

” u

options are “Full Intervention,” “Limited Additional Interventions” and “Comfort Measures.”
Full Intervention is the default standard of care and indicates a preference to provide all
medically indicated interventions. Limited Additional Interventions reflects a preference for
interventions to stabilize the medical condition, but avoid more aggressive measures such as
intubation and the intensive care unit. Comfort Measures orders direct providers to maximize
comfort through symptom management and avoid transfer to the hospital setting unless
comfort needs cannot be met. Although there are minor differences in the patient eligibility or
precise language on POLST forms, ® every state allows orders on POLST forms to be honored
across settings of care.

While there have been other studies examining POLST use,’ one large research study

focused on the use of POLST in nursing facilities has demonstrated that residents who elect

Comfort Measures are less likely to experience transfers to the hospital than residents with
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Limited Additional Interventions or Full Treatment orders on POLST or code status orders
alone.™ In this same sample, the care provided was consistent with Comfort Measures orders
74% of the time. Transfers of residents with Comfort Measures orders were primarily prompted
by conditions that could not be safely managed in the nursing facility such as trauma related to
a fall or uncontrolled pain.'* However, this previous work was limited to what was documented
in the medical record and data were only collected over a short period.

The Optimizing Patient Transfers, Impacting Medical Quality and Improving Symptoms:
Transforming Institutional Care (OPTIMISTIC) project is a large, ongoing clinical demonstration

project in Indiana®**?

which includes structured ACP with nursing facility residents as a key part
of a multi-component intervention. OPTIMISTIC project RNs and NPs are trained to facilitate
ACP discussions with long-stay nursing facility residents and their surrogate decision-makers
using the Respecting Choices Advanced Steps model.>™ Treatment preferences are recorded
on the Indiana version of POLST called the Physician Orders for Scope of Treatment (POST) form
when appropriate and desired by the resident or the legally designated surrogate decision-
maker for residents who lack decisional capacity.'® Reducing hospitalization rates is the
primary outcome of the demonstration project and thus these transfers are closely tracked.
RNs complete root cause analyses of every hospital transfer event.*>7!8

The overall goal of this analysis is to present a fuller, descriptive picture of long stay
nursing facility residents who transfer to the hospital in the setting of having clearly elected
comfort-focused care. Using the rich data available from the OPTIMISTIC project, we present

descriptive analyses of hospital transfer events of long stay nursing facility residents with

comfort measures orders. To complement these quantitative analyses, we also present insights
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from interviews conducted with surrogate decision-makers of residents who had elected
comfort measures but who transferred to the hospital, as well as providers who were involved
in these transfer decisions.

Methods

Setting

The OPTIMISTIC demonstration project was approved by the appropriate Institutional
Review Board. Indiana was one of seven sites participating in this national Centers for Medicare

19,20
Data were collected between

and Medicaid Services funded clinical demonstration project.
January 1, 2015 and June 30, 2016 in 19 nursing facilities, located in urban and suburban areas
of central Indiana (out of approximately 500 nursing facilities in the state). These sites
represent a mix of for-profit, not-for-profit, and county-owned facilities. In OPTIMISTIC, a
project nurse (RN) is assigned to each nursing facility to implement the OPTIMISTIC clinical

model, supported by project nurse practitioners (NPs) who cover multiple facilities.****?* Th

e
project RNs are embedded full-time (Monday through Friday, 8 AM-5 PM) in the facility to
respond to acute changes in condition of residents, facilitate advance care planning with
residents and families, and support the nursing staff of the facility through education and
mentoring. The project NPs provide clinical support through evaluations of residents experiencing
acute changes in condition and provide transitional care visits for residents who have returned
from the hospital. The OPTIMISTIC project RNs and NPs are responsible for documenting clinical

encounters and root cause analyses of transfer events in a database for monitoring and

evaluation of the intervention.
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Participants

During the 18 month data collection window, 2391 long stay residents were enrolled.
Residents were eligible for OPTIMISTIC if they were long stay (defined by greater than 100 days
in the facility) and did not have Medicare managed care coverage. Per CMS guidelines, eligible
residents were passively enrolled with the opportunity to opt-out. Less than 1% of eligible
residents opted out. Participants in this analysis were residents enrolled in OPTIMISTIC who
had a signed POST form that included orders for “Comfort Measures” at the time of an acute

hospital transfer.

Quantitative Data Collection Procedures

Information about the transfer events was abstracted from root cause analysis forms
completed by OPTIMISTIC project RNs following each hospital transfer. The root cause analysis

2324 Data elements on these forms

forms were adapted from tools developed by INTERACT.
include the date and time of the transfer, clinical signs and symptoms leading to the transfer,
evaluation of potential avoidability of the transfer (avoidable/potentially avoidable versus

13,17,18
=% The

unavoidable/potentially unavoidable), and opportunities for quality improvement.
OPTIMISTIC project RNs, who are not employees of the nursing facilities, are asked to make a
determination of avoidability based on clinical judgment and on whether the transfer would be
avoidable if ideal nursing facility resources were available. The RNs also recorded whether the
resident had a POST form and the orders contained on the POST, including orders for comfort

measures. All data were managed using REDCap electronic data capture tools hosted

internally. %
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Additional data describing resident characteristics were drawn from the mandated

2628 collected on all nursing facility

Minimum Data Set 3.0 (MDS) assessment instrument,
residents in Medicare and Medicaid-certified facilities. All MDS data were collected from the

closest comprehensive assessment prior to the date of transfer.

Quantitative Data Analysis

Residents’ demographic characteristics and hospital transfer event data were analyzed
using descriptive statistics. For residents with multiple transfers and comfort measures orders,
the first hospital transfer was included in the analysis. Comparisons of residents with
potentially avoidable transfers vs. those whose transfers were found to be unavoidable were
analyzed using Fisher’s exact test. Data were analyzed using SAS software, Version 9.4 of the

SAS System for Microsoft. *°

Qualitative data collection procedures

Participants in the qualitative interviews were family members or health care providers
involved in the decision to transfer. A total of eleven interviews, five family members and six
clinicians involved in transfer decisions, were completed. The clinicians included four interviews
with physicians, one with an OPTIMISTIC RN, and one with an OPTIMISTIC nurse practitioner

(NP).

The project manager reviewed the project database on a weekly basis to identify
transfers that occurred for a resident with documented comfort measures orders. The project
manager provided the list to the first author for review and to identify potential cases for

recruitment. Study staff contacted the OPTIMISTIC project RN in the nursing facility to identify
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if a family member was involved in the decision to transfer and which healthcare providers
were involved in the decision to transfer. Potential decision makers included healthcare
providers, the resident, surrogate decision makers including family, OPTIMISTIC RN, or

OPTIMISTIC NP.

Study staff called the potential participants to review the study information sheet and
conducted individual interviews with those who provided verbal consent. Interviews were
conducted by phone and audio-recorded; the audio-recordings were transcribed verbatim and

checked for accuracy by the staff member who had conducted the interview.

Questions posed to the clinical providers included: “Are there any additional resources
that would have allowed the resident to receive appropriate care in the facility?” and “How
confident were you in the decision to transfer the resident, and that it was consistent with
established care goals?” Questions asked of surrogate decision-makers included: “Could you tell
me in your own words what ‘comfort measures’ means to you?” and “The POST form says your
loved one should go to the hospital to be comfortable, if they can't be comfortable in the

facility. Do you feel that the trip to the hospital achieved that goal, and if so, how so?”

Qualitative Analysis.

Research team members read all interview transcripts and discussed potential themes
in the data.*® One of the authors created an initial coding list of themes after reviewing the
transcripts using NVivo qualitative software. All interview transcriptions were coded by at least
two members of the study team. Discrepancies were resolved and major themes affirmed

through team discussion and consensus.
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Results

Participants

There were 901 nursing facility residents enrolled in OPTIMISTIC who experienced an
unplanned transfer to the hospital between January 1, 2015, and June 30, 2016. These
residents were largely white (82.5%) and female (71.8%), with a mean age of 83.2 years. A

majority of residents (78%) had a diagnosis of dementia. (Table 1)

Comfort measures Transfers

Of the 901 long-stay residents with an unplanned transfer, 20% (177/901) had comfort
measures orders indicated on a POST form at the time of the transfer. The mean number of
transfers for residents with comfort measures orders was 1.4 (SD=0.7) per resident. Most
transfers were triggered or requested by nursing facility staff (49.7%) or the resident’s primary
care provider (20.3%). In 11% of transfers, the family or resident requested the transfer. About
14% of the transfers involved a 911 call. The most common clinical issues leading to transfer to
the hospital were falls, trauma, or fracture (32.8%), cognitive or behavioral changes (21.3%),

and respiratory symptoms (7.5%). (Table 2)

OPTIMISTIC RNs who conducted root cause analyses determined that 136 (77%) of the
transfers were unavoidable. They also identified opportunities for improvement in clinical
evaluation, clinical management or communication from a drop down list of categories.
Communication among nursing facility staff, or between staff and the resident/family, primary
care provider, or hospital was the most frequently noted area noted as needing improvement

(59.5%). The next most common category for improvement was inadequate or inconsistent
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monitoring and lack of access to diagnostic procedures, treatments, and ancillary services
(36.5%), followed by pre-transfer assessments that were incomplete, inadequate, or not

provided (29.2%). (Table 2)

Qualitative Findings

When prompted to reflect on the reasons for the transfer event and the outcome for
the resident, participants identified multiple issues, including their own judgment now about
whether the transfer was a “good” or “bad” decision. They also discussed factors that were
important to decision-making regarding hospital transfers including communication among
stakeholders, capabilities of the nursing facility to provide needed assessment and care, clinical
situation such as symptoms, and clarity of goals of care. There were similarities in themes
identified by family members and clinical providers, as well as some differences based on their

perspectives.

Themes highlighted by family members include: 1) ambivalence about which care
setting can best achieve comfort; 2) recognition of the limits of what can be done in the nursing
facility; and 3) the roles of multiple stakeholders involved in the decision.

When family members reflected back on the transfer experience and outcomes, some
reported feeling ambivalent, recognizing that they would likely face similar decisions in the
future: “He's just at the point that it's just miserable for him, so keeping him comfortable now is
the goal, but you can only go so far, so is he comfortable at the hospital? Would he be
comfortable at the nursing facility? Wow. | honestly don't know.” Family members’ decisions to

advocate for a transfer were motivated in part because of a belief that the hospital offered
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resources (e.g., diagnostic tools), and expertise (e.g., specialist physicians), that were needed
but not available in the nursing facility. As one family member remembered, “/ said mom, our
options are you stay here and you suffer, or we get you checked out and find out what is really
going on, and she said well then, what do you think? | said I'd like to know what's going on, and
then she reiterated, | don't want anybody cutting on me, but let's find out what's going on, so
that was the decision process.”

Participants in both groups also highlighted that family members may disagree about
what to do in urgent situations, causing conflict. In addition, recommendations from the facility
staff left family members feeling that that was no choice but to transfer the resident. As one
family respondent described “they called me and they said that he was in pain, and that they've
done pretty much what they feel they could do, and they felt that maybe going to the hospital,
they might be able to find out a little bit more” and “They called me, and said he needed to go.”

Clinicians described similar factors contributing to transfers, with new themes including:
1) dependence on communication from the nursing facility and other stakeholders to make
decisions; 2) inadequate knowledge of existing orders, i.e. comfort measures; and 3) the role of

family preferences in driving the decision to transfer.

Physicians and NPs described relying on the facility nurse’s clinical assessment and
information about current orders, such as preferences for medical treatment, when they were
not there in person and did not have direct access to the medical record. In the words of one
provider “..if a nurse calls and wants the patient sent out and | don’t necessarily know their
code status and if they don’t feel comfortable handling that patient, | will generally do it.”

Another added, “/ don't have (electronic medical record) access to all those people when I'm
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talking to the nurses in the evening, and if I'm not told that the person is comfort measures or
doesn't want to go to the hospital, typically I'm not going to remember that.” One primary care
provider described how discordant views among multiple stakeholders coupled with lack of
familiarity with the resident’s condition and preferences influenced the decision to transfer:
“Everybody was on different pages. | think the daughter really wasn’t wanting him to be sent
out at that point but | think she was confused. | think the nurse was motivated to have him sent
out and the physician (on call) was just unaware of all of the other information.” Some
providers highlighted their reliance on family members to drive these decisions: “it's a lot of
time related to the family, and if the family was as insistent as this daughter was, | probably
would do the same thing again.”
Discussion

These analyses provide insight on hospital transfer events and decision-making that
occurred in the setting of established, durable medical orders to focus on comfort measures.
When “comfort measures” is the documented preference for care, the expectation is that
hospitalization will be avoided if possible. Hospitalizations may still occur for these residents
and would be considered consistent with care preferences if the intent of hospital transfer is to
achieve comfort. In this mixed methods study, we found that the most common reasons for
transferring to the hospital are falls, trauma or suspected fracture and that most transfers of
residents with orders with comfort measures were considered unavoidable. Our qualitative
analysis highlighted that the decisions surrounding transfers of residents with comfort care
orders are complex and involve multiple stakeholders. In addition, family preferences at the

time that transfer is being considered drive decisions to transfer a patient out of the facility,
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although there is ambivalence about which care setting best achieves comfort. Nurses
identified opportunities to improve or reduce transfers, including enhancing communication
among key stakeholders and promptly addressing acute changes in status.

There have been a limited number of studies examining whether treatments provided to
nursing facility residents with comfort measures orders are consistent with their goals. One
study utilized a standardized chart review process and found that treatments, including hospital
transfers, were consistent with preferences 74% of the time. Similar to our findings, trauma
related to falls was the most common reason for transfer of residents with comfort measures in
this study'’. While we did not explicitly measure whether transfer events were consistent with
resident goals of care, RNs embedded in the facilities and conducting root cause analyses felt
most transfers could not be avoided. Further, our findings are similar to with other work
describing rates of avoidability determined by RN raters doing root causes analyses.*

Several earlier qualitative studies have examined stakeholder perspectives on
transitions of nursing facility residents to the hospital. Inadequate communication among

families, residents, and providers32'34

as well as between nursing facility-based providers
nursing facility and ED clinicians®>? have been cited as contributing to unnecessary nursing
facility transfers.>>*®*® Qur findings support those of earlier studies in that RNs noted that poor
communication was involved in nearly 60% of transfers. The interviews underscored specific
challenges with communication that contributed to decisions to transfer residents to the
hospital. These issues included communication among family members who have conflicting

perspectives as to the resident’s needs and preferences. Other factors that may have

contributed to hospital transfers included insufficient information about the resident’s acute
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clinical changes and treatment preferences available to providers, who often were not on-site
and were unfamiliar with residents. Knowledge of the patient and quality communication

3949 stryctured

among multiple stakeholders is essential to high quality transfers.
communication tools for nurses and direct access to medical records have the potential to
enhance the quality of medical decision-making of providers who are evaluating a change in

13,34,38,41

condition via phone. Further, on-site availability of medical providers and rapid

recognition of changes in status allows staff and providers to address issues before symptoms
escalate or to initiate treatment early in acute illness.**

Even in the context of residents and families who have participated in structured ACP,
issues with family dynamics arise during acute medical events. Documentation of treatment
preferences can help guide decision-making, but some conflict may be unavoidable in stressful
situations that involve multiple stakeholders.*® As other studies have demonstrated providers
often defer to surrogate decision-makers and identify surrogate preference as the most

4748 Qur findings support other work that has

significant influence in the decision to transfer.
described documentation of treatment preferences as important groundwork, but identified
that how nurses and physicians respond to acute events and talk with family members drives
decision-making .** Family members in our study indicated that their decisions to transfer
often followed recommendations they received from nursing facility staff.

Limitations to these analyses include a lack of specific detail as to how comfort
measures orders were communicated and considered during all transfers. Nursing facility

residents participating in the OPTIMISTIC demonstration project have access to quality ACP

facilitation through the trained OPTIMISTIC RNs; thus results may not be generalizable to
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transfers that occur in other facilities. All nursing facilities included were participating in a
multi-component intervention designed to reduce avoidable hospital transfers and thus may
have a heightened focus on hospitalizations compared to other facilities. Further, we did not
have access to Medicare claims data and reasons for hospitalizations were abstracted from the
medical record by project clinical staff. Interviews were conducted with a small sample of
providers and family members involved in transfers.

Conclusions and Implications

In this mixed methods study of long stay nursing facility residents who transferred to
the hospital despite the presence of comfort measures orders, most transfers were deemed
unavoidable by RN experts using a standardized root cause analysis tool. Significant
opportunities exist, however, to support residents, family decision-makers, nursing staff and
medical providers in communicating better to honor residents’ preferences for comfort

measures in the setting of an acute change in status.

Conflicts of Interest — KU is CEO and Founder of Care Revolution, Inc., a program to train nurses

to reduce nursing home hospital transfers.

Acknowledgements - We are grateful to the nursing facilities participating in OPTIMISTIC, the health
care professionals and family members who participated in this study, and Katie Rukes, MPH, for her

help with data collection.

Funding sources - This work was supported by the U.S. Department of Health and Human Services,
Centers for Medicare and Medicaid Services [Funding Opportunity 1E1CMS331488] and an internal

grant from Regenstrief Institute. The opinions expressed in this article are the authors’ own and do



ACCEPTED MANUSCRIPT

321 not reflect the view of the U.S. Department of Health and Human Services, Centers for Medicare and

322 Medicaid Services.

323



324

325
326
327
328
329
330
331
332
333
334
335
336
337
338
339
340
341
342
343
344
345
346
347
348
349
350
351
352
353
354
355
356
357
358
359
360
361
362
363
364
365
366
367
368
369

References:

1.

10.

11.

12.

13.

14.

15.

16.

Institute of Medicine (US) Committee on Approaching Death: Addressing Key End-of-Life Issues.
Dying in America: Improving quality and honoring individual preferences near the end of life.
National Academies Press; 2015.

Hammes BJ, Rooney BL, Gundrum JD, Hickman SE, Hager N. The POLST program: a retrospective
review of the demographics of use and outcomes in one community where advance directives
are prevalent. Journal of palliative medicine. 2012;15(1):77-85.

Detering K, Hancock A, Reade M, Silvester W. The impact of advance care planning on end of life
care in elderly patients: Randomized controlled trial. BMJ, 340, c1345. In:2010.

Morrison RS, Chichin E, Carter J, Burack O, Lantz M, Meier DE. The Effect of a Social Work
Intervention to Enhance Advance Care Planning Documentation in the Nursing Home. Journal of
the American Geriatrics Society. 2005;53(2):290-294.

Sampson EL, Jones L, Thuné-Boyle IC, et al. Palliative assessment and advance care planning in
severe dementia: An exploratory randomized controlled trial of a complex intervention.
Palliative Medicine. 2011;25(3):197-209.

National POLST Paradigm. 2019; https://polst.org/. Accessed 2/4/2019.

Forum NQ. A National Framework and Preferred Practices for Palliative and Hospice Care
Quality: A Consensus Report 2006.

Hickman SE, Critser R. National Standards and State Variation in Physician Orders for Life-
Sustaining Treatment Forms. Journal of palliative medicine. 2018.

Hickman SE, Keevern E, Hammes BJ. Use of the Physician Orders for Life-Sustaining Treatment
Program in the Clinical Setting: A Systematic Review of the Literature. Journal of the American
Geriatrics Society. 2015;63(2):341-350.

Hickman SE, Nelson CA, Perrin NA, Moss AH, Hammes BJ, Tolle SW. A Comparison of Methods to
Communicate Treatment Preferences in Nursing Facilities: Traditional Practices Versus the
Physician Orders for Life-Sustaining Treatment Program. Journal of the American Geriatrics
Society. 2010;58(7):1241-1248.

Hickman SE, Nelson CA, Moss AH, Tolle SW, Perrin NA, Hammes BJ. The Consistency Between
Treatments Provided to Nursing Facility Residents and Orders on the Physician Orders for Life-
Sustaining Treatment Form. Journal of the American Geriatrics Society. 2011;59(11):2091-2099.
Unroe KT, Fowler NR, Carnahan JL, et al. Improving Nursing Facility Care Through an Innovative
Payment Demonstration Project: Optimizing Patient Transfers, Impacting Medical Quality, and
Improving Symptoms: Transforming Institutional Care Phase 2. Journal of the American
Geriatrics Society. 2018;66(8):1625-1631.

Unroe KT, Nazir A, Holtz LR, et al. The Optimizing Patient Transfers, Impacting Medical Quality,
and Improving Symptoms: Transforming Institutional Care Approach: Preliminary Data from the
Implementation of a Centers for Medicare and Medicaid Services Nursing Facility Demonstration
Project. Journal of the American Geriatrics Society. 2015;63(1):165-169.

Schwartz CE, Wheeler H, Hammes B, et al. Early intervention in planning end-of-life care with
ambulatory geriatric patients: Results of a pilot trial. Archives of Internal Medicine.
2002;162(14):1611-1618.

Respecting Choices: Person-Centered Care. 2017; https://respectingchoices.org/. Accessed
1/17/2019.

Hickman SE, Unroe KT, Ersek MT, Buente B, Nazir A, Sachs GA. An Interim Analysis of an Advance
Care Planning Intervention in the Nursing Home Setting. Journal of the American Geriatrics
Society. 2016;64(11):2385-2392.



370
371
372
373
374
375
376
377
378
379
380
381
382
383
384
385
386
387
388
389
390
391
392
393
394
395
396
397
398
399
400
401
402
403
404
405
406
407
408
409
410
411
412
413
414
415
416

17.

18.

19.

20.

21.

22.

23.

24.
25.

26.

27.

28.

20.

30.
31.

32.

33.

Unroe KT, Carnahan JL, Hickman SE, Sachs GA, Hass Z, Arling G. The Complexity of Determining
Whether a Nursing Home Transfer Is Avoidable at Time of Transfer. Journal of the American
Geriatrics Society. 2018;66(5):895-901.

Sachs G, Unroe KT, Carnahan JL, Hickman SE, Arling G, Hass Z. Investigating the Avoidability of
Hospitalizations of Long Stay Nursing Home Residents: Opportunities for Improvement.
Innovation in Aging. 2018;2(2).

Ingber MJ, Feng Z, Khatutsky G, et al. Initiative To Reduce Avoidable Hospitalizations Among
Nursing Facility Residents Shows Promising Results. Health Affairs. 2017;36(3):441-450.

Centers for Medicare & Medicaid Services. Initiative to Reduce Avoidable Hospitalizations
among Nursing Facility Residents. 2012; https://innovation.cms.gov/initiatives/rahnfr/.
Accessed 06/05/2019.

Holtz LR, Maurer H, Nazir A, Sachs GA, Unroe KT. OPTIMISTIC: A Program to Improve Nursing
Home Care and Reduce Avoidable Hospitalizations. In: Malone ML, Capezuti EA, Palmer RM, eds.
Geriatrics Models of Care: Bringing 'Best Practice' to an Aging America. Cham: Springer
International Publishing; 2015:287-292.

Optimizing Patient Transfers, Impacting Medical Quality, and Improving Symptoms:
Transforming Institutional Care: The OPTIMISTIC Project. 2019; https://www.optimistic-
care.org/. Accessed 1/10/2019.

Ouslander JG, Bonner A, Herndon L, Shutes J. The Interventions to Reduce Acute Care Transfers
(INTERACT) quality improvement program: an overview for medical directors and primary care
clinicians in long term care. Journal of the American Medical Directors Association.
2014;15(3):162-170.

Pathway INTERACT. 2019; http://www.pathway-interact.com/.

Harris PA, Taylor R, Thielke R, Payne J, Gonzalez N, Conde JG. Research electronic data capture
(REDCap)—A metadata-driven methodology and workflow process for providing translational
research informatics support. Journal of Biomedical Informatics. 2009;42(2):377-381.

Saliba D, Buchanan J. Making the Investment Count: Revision of the Minimum Data Set for
Nursing Homes, MDS 3.0. Journal of the American Medical Directors Association.
2012;13(7):602-610.

Saliba D, Jones M, Streim J, Ouslander J, Berlowitz D, Buchanan J. Overview of Significant
Changes in the Minimum Data Set for Nursing Homes Version 3.0. Journal of the American
Medical Directors Association. 2012;13(7):595-601.

Centers for Medicare & Medicaid Services. MDS 3.0 RAI Manual. Nursing Home Quality Initiative
2018; https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-
Instruments/NursingHomeQualitylnits/MDS30RAIManual.html. Accessed 2/4/2019.

SAS System for Microsoft, version 9.4 [computer program]. Version 9.4: SAS and all other SAS
Institute Inc. product or service names are registered trademarks or trademarks of SAS Institute
Inc., Cary, NC, USA.; 2003.

Silverman D, Marvasti A. Doing qualitative research: A comprehensive guide. Sage; 2008.

Lamb G, Tappen R, Diaz S, Herndon L, Ouslander JG. Avoidability of Hospital Transfers of Nursing
Home Residents: Perspectives of Frontline Staff. Journal of the American Geriatrics Society.
2011;59(9):1665-1672.

Toles MP, Abbott KM, Hirschman KB, Naylor MD. Transitions in care among older adults
receiving long-term services and supports. Journal of Gerontological Nursing. 2012;38(11):40-47.
Tsai H-H, Tsai Y-F, Huang H-L. Nursing home nurses’ experiences of resident transfers to the
emergency department: no empathy for our work environment difficulties. Journal of Clinical
Nursing. 2016;25(5-6):610-618.



417
418
419
420
421
422
423
424
425
426
427
428
429
430
431
432
433
434
435
436
437
438
439
440
441
442
443
444
445
446
447
448
449
450
451
452
453
454
455

456

34.

35.

36.

37.

38.

30.

40.

41.

42.

43.

44,

45.

46.

47.

48.

O'Neill B, Parkinson L, Dwyer T, Reid-Searl K. Nursing home nurses' perceptions of emergency
transfers from nursing homes to hospital: A review of qualitative studies using systematic
methods. Geriatric Nursing. 2015;36(6):423-430.

Kirsebom M, Wadensten B, Hedstrom M. Communication and coordination during transition of
older persons between nursing homes and hospital still in need of improvement. Journal of
Advanced Nursing. 2013;69(4):886-895.

Murray LM, Laditka SB. Care Transitions by Older Adults From Nursing Homes to Hospitals:
Implications for Long-Term Care Practice, Geriatrics Education, and Research. Journal of the
American Medical Directors Association. 2010;11(4):231-238.

O’Connell B, Hawkins M, Considine J, Au C. Referrals to hospital emergency departments from
residential aged care facilities: Stuck in a time warp. Contemporary Nurse. 2013;45(2):228-233.
Terrell KM, Miller DK. Challenges in Transitional Care Between Nursing Homes and Emergency
Departments. Journal of the American Medical Directors Association. 2006;7(8):499-505.
Abrahamson K, Bernard B, Magnabosco L, Nazir A, Unroe KT. The experiences of family
members in the nursing home to hospital transfer decision. BMC Geriatrics. 2016;16(1):184.
Robinson CA, Bottorff JL, Lilly MB, et al. Stakeholder perspectives on transitions of nursing home
residents to hospital emergency departments and back in two Canadian provinces. Journal of
Aging Studies. 2012;26(4):419-427.

Ouslander JG, Lamb G, Tappen R, et al. Interventions to Reduce Hospitalizations from Nursing
Homes: Evaluation of the INTERACT Il Collaborative Quality Improvement Project. Journal of the
American Geriatrics Society. 2011;59(4):745-753.

Buchanan JL, Murkofsky RL, O'Malley AJ, et al. Nursing Home Capabilities and Decisions to
Hospitalize: A Survey of Medical Directors and Directors of Nursing. Journal of the American
Geriatrics Society. 2006;54(3):458-465.

Carter MW. Factors Associated with Ambulatory Care—Sensitive Hospitalizations among
Nursing Home Residents. Journal of Aging and Health. 2003;15(2):295-331.

Intrator O, Castle N, Mor V. Facility Characteristics Associated With Hospitalization of Nursing
Home Residents: Results of a National Study. Med Care. 1999;37(3):228-237.

Saliba D, Kington R, Buchanan J, et al. Appropriateness of the Decision to Transfer Nursing
Facility Residents to the Hospital. Journal of the American Geriatrics Society. 2000;48(2):154-
163.

Jablonski RA, Utz SW, Steeves R, Gray DP. Decisions About Transfer From Nursing Home to
Emergency Department. Journal of Nursing Scholarship. 2007;39(3):266-272.

Cohen AB, Knobf MT, Fried TR. Do-Not-Hospitalize Orders in Nursing Homes: “Call the Family
Instead of Calling the Ambulance”. Journal of the American Geriatrics Society. 2017;65(7):1573-
1577.

Ruth PL, L. MS, L. GJ. Preventing Burdensome Transitions of Nursing Home Residents with
Advanced Dementia: It's More than Advance Directives. Journal of Palliative Medicine.
2017;20(11):1205-1209.



Table 1: Characteristics of long stay residents with comfort measures orders and unplanned hospital
transfers (January 1, 2015 to June 30, 2016)

Characteristic N=177'

Length of stay at transfer (days), mean + SD 793.7 £627.7
Transfers per resident, mean + SD 1.4+0.7
Age at transfer, mean + SD 83.2+9.0
Female, % 127 (71.8%)

Race, % (n=177)

Non-Hispanic white =~ 146 (82.5%)
African American* 28 (15.8%)
Hispanic* 3(1.7%)

Diagnosis, %° '*** (n=177)
Hypertension 147 (83.1%)
Alzheimer’s or other dementia 138 (78.0%)
Depression 108 (61.0%)
Chronic obstructive pulmonary disease 57 (32.2%)
Diabetes mellitus 57 (32.2%)
Heart failure 48 (27.1%)

Cancer 14 (7.9%)

Cerebrovascular accident, transient ischemic attack, stroke 12 (6.8%)
Life expectancy <6 months, %° ** (n=177) 7 (4.0%)
Activities of daily living self-performance, mean + SD*” (n=172) 19.4+3.2

'Comfort measures status as determined by OPTIMISTIC RN at the time of transfer

SD= standard deviation

* Not mutually exclusive

®From the most recently available Minimum Data Set (MDS) assessment prior to transfer for each
resident. "Bed mobility, transfer, locomotion on unit, dressing, eating, toilet use, and personal hygiene.
potential scores range from 0 (independent) to 28 (total dependence) *.



Table 2: Characteristics of acute hospital transfers for long stay residents with comfort measures orders
(January 1, 2015 to June 30, 2016); first transfer per resident only

Characteristic N=177"

Was transfer avoidable per OPTIMISTIC RN?° (n=174)

Not avoidable (Definitely not avoidable, Probably not avoidable) 134 (77.0%)
Potentially avoidable (Probably avoidable, Definitely avoidable) 40 (23.0%)
Primary symptom leading to transfer® (n=175)
Fall/Trauma/fracture 57 (32.8%)
Cognitive/Behavioral/Psychiatric 37 (21.3%)
Respiratory 13 (7.5%)
Other 10 (5.8%)
Gl symptom 9 (5.2%)
Cardiovascular 9 (5.2%)
Non-Cognitive Neuro (including CVA, TIA) 8 (4.6%)
Pain 8 (4.6%)
Change in appetite/Malaise 8 (4.6%)
Infection/Immune System 6 (3.5%)
Heme/bleeding (non Gl) 4 (2.3%)
Abnormal labs 3(1.7%)
Urinary symptoms 2 (1.2%)
Time of transfer
Weekday (during OPTIMISTIC coverage; 8 a.m.—5 p.m.) 68 (39.1%)
Weekday evening (5 p.m.— 12 a.m.) 36 (20.3%)
Weekday night (12 a.m. -8 a.m.) 20 (11.3%)
Weekend 53 (29.9%)
Who triggered/requested transfer?
NF staff 88 (49.7%)
Facility medical provider (MID/NP/PA decision) 56 (31.6%)
Family or resident preference 20 (11.3%)
Other 8 (4.5%)
OPTIMISTIC RN or NP 3(1.7%)
Unspecified MD/NP/PA decision 2 (1.1%)
Who ordered the transfer?
- Medical provider 147 (83.1%)
O Resident’s PCP 77 (43.5%)
O Resident’s primary care NP 31(7.5%)
O On-call physician 14 (7.9%)
0 On-call physician NP 9(5.1%)
0 OPTIMISTIC NP 3(1.7%)
0 Unspecified medical provider 1(7.3%)
- Emergency/911 25 (14.1%)
- Other 5(2.8%)

Was there a medical evaluation? (n=175)
Yes 115 (65.7%)



Evaluation type prior to transfer f

Telephone evaluation only 71 (40.1%)
NP or PA visit 27 (15.3%)

MD visit 14 (7.9%)

OPTIMISTIC NP visit 6 (3.4%)

Other 3(1.7%)

4As assessed by OPTIMISTIC RN during root cause analysis
¢ See Table 3 for detailed information on symptom categories
"Responses included one or more of these options, so numbers add up to more than 100%.



