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Older people who reside in long-term
care facilities (LTCFs) are frequently
hospitalised." Hospitalisation in this
vulnerable population is associated with
iatrogenic conditions that often result
in physical discomfort, psychological
distress and functional disability, as well
as excess healthcare costs. Several studies
have demonstrated that a substantial
proportion of these hospitalisations as
well as emergency department (ED) visits
that do not result in hospitalisation are
potentially avoidable.”* Thus, efforts to
reduce these potentially avoidable hospi-
talisations (PAH) could improve care
quality and patient safety by reducing
hospital and ED related complications,
and save healthcare expenditures that
could be used to further improve care.
The paper by Lloyd et al describes one
such effort carried out in 13 residential
care and 10 nursing homes in the UK
involving 568 residents and 568 matched
control residents who entered similar
LTCFs during the study period.” All of
these residents had been in the hospital at
least once in the past 2 years, so that clin-
ical data for propensity matching would
be available. The intervention included
regular visits by a designated primary
care physician in order to provide conti-
nuity of care, and training and support
for facility staff provided by community
nurses. The intervention resulted in a
statistically significant reduction in PAH,
emergency hospital admissions and ED
visits among the residential care home
residents compared with the control
group. However, there were no significant
reductions in these events among residents
of nursing homes and the control group.
The authors suggest that these findings
may have resulted from the intervention
bolstering the clinical resources available
to residential care homes more than it did

for nursing homes, and/or had a greater
potential to impact the health of the resi-
dential care home residents.

The study was well designed and had a
number of important strengths, including
a rigorous matching strategy that resulted
in similarities between intervention and
control residents in most relevant clinical
characteristics as well as hospitalisation
rates prior to the study; and a thorough
statistical approach that included sensi-
tivity analyses exploring higher rates of
emergency admissions from residential
care homes than nursing homes. These
analyses help to mitigate the possibility
of residual confounding, a major limita-
tion of observational studies. There were
also limitations of the study that could
account for the lack of effect in nursing
homes compared with residential care
homes, including the relatively low rate
of hospitalisation in the participating
nursing homes, suggesting better care
than in other nursing homes throughout
the UK and the potential for a floor effect;
and more community nurse training and
support provided to staff in residential
care homes versus nursing homes in the
intervention group.

Efforts to reduce PAH and ED visits
from LTCFs (including skilled nursing
facilities (ie, ‘nursing homes’) and assisted
living facilities) have been underway in
USA for several years."*™® Acute care
hospitals now incur financial penalties
for high rates of 30-day readmissions,
as well as readmissions after hospital-
isations for specific conditions, such
as pneumonia, heart failure and acute
coronary syndrome. New nursing home
quality measures include rates of 30-day
hospital readmissions and returns to
the ED without admission, and related
financial penalties and bonuses based on
these rates will be implemented in the
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coming year. In addition, healthcare payment models
that incentivise value over volume are increasingly
breaking down silos between acute and postacute care
organisations in order to collaborate on reducing PAH
and ED visits. These payment models include Medi-
care managed care (‘Medicare Advantage plans’ or
‘Medicare Part C’); bundled payments, which enable
hospitals to voluntarily assume financial risk for all
Medicare expenditures for 90 days after an index
hospitalisation and share in savings if specific quality
measures are met; and accountable care organisations,
which assume responsibility for care of at least 5000
Medicare beneficiaries, and, like the bundled care
programme, can share in savings when specific quality
measures are met. Nursing homes can also participate
in ‘institutional special needs plans’ which also finan-
cially incentivise better care, including reductions in
PAH and ED visits.

What lessons can be learnt from these various
programmes that may be helpful in furthering efforts
to reduce PAH and ED visits in the UK as well as
other countries? First, in order to improve quality,
we must be able to define it. There is no well-ac-
cepted definition of PAH or avoidable ED visits
in the LTCF population. Like many conditions in
vulnerable older people, the causes of these events
are complex and multifactorial.* *" ¥ Most defini-
tions of PAH are based on diagnoses,’ *> ¢ including
those used in the Lloyd et al study. Although the
diagnoses have generally been determined by expert
clinicians, it is naive to think that all hospitalisations
in this population for diagnoses such as urinary tract
infection, pneumonia, heart failure and exacerbation
of chronic obstructive pulmonary disease are poten-
tially avoidable, because so many different environ-
mental and person-centred factors can play a role in
the decision to transfer a resident from an LTCF to
a hospital.”” ?* It is, however, reasonable to expect
that a substantial percentage of these transfers are,
in fact, avoidable. Studies involving expert clinician
review of nursing home, ED and hospital records
suggest that between a third and two-thirds of these
transfers are avoidable.” * Studies of several thousand
root cause analyses of hospital transfers performed by
nursing home staff demonstrate that, in retrospect,
they consider between one in four and one in five
transfers potentially avoidable.”! The major reasons
for these transfers being rated as potentially avoid-
able include nursing home staff recognition that the
condition could have been identified and evaluated
earlier before it became severe enough to require
care in an acute hospital level; that some conditions
could have been feasibly and safely managed in the
facility without transfer using existing resources; and
that better advance care planning to avoid futile and
uncomfortable hospital care at the end of life, and
using palliative or hospice care instead could have
prevented the hospital transfer.

The intervention implemented in the UK involved
both an increase in the on-site presence of a primary
care physician and nursing staff education. As described,
this intervention does not seem to differ substantially
from usual care in many nursing homes in USA. These
resources are not as common in US assisted living facil-
ities, which are more similar to UK residential care
facilities. One of the most effective interventions for
reducing hospitalisations in USA is on-site support by
advance practice clinicians, including nurse practitioners
and physician assistants, working in collaboration with a
primary care clinician.”' Nursing staff education, on the
other hand, is necessary, but not sufficient to improve
clinical care. Nurses, advance practice clinicians and
physicians need tools that they can use in everyday prac-
tice in addition to education that can help them provide
higher quality and safer care in order to reduce PAH and
ED visits.

Several such tools and programmes are now available.
The American Directors Association/Society for Post-
Acute and Long-Term Care (AMDA) has clinical practice
guidelines and tools that may be helpful in comple-
menting and enhancing the intervention described by
Lloyd et al.**** The Interventions to Reduce Acute Care
Transfers (INTERACT) programme has over 25 quality
improvement, communication, decision support and
advance care planning tools that are publicly available
and free for use in clinical practice and education.* #
Robust implementation of the INTERACT tools within
a quality improvement framework to proactively
manage acute changes in condition has been associated
with substantial reductions in all-cause hospitalisations
as well as PAH.?*! An initiative supported by the US
Centers for Medicare and Medicaid Services to reduce
PAH among long-stay nursing home residents in seven
sites involving close to 140 nursing homes, demon-
strated significant reductions in hospitalisations and
related costs.’® Each of these seven sites received training
on and implemented components of the INTERACT
programme as part of their interventions. One of these
sites (the Missouri Quality Initiative) used on-site nurse
practitioners to assist in intervention implementa-
tion and evaluation of acute changes in condition, and
demonstrated a 30% reduction in all-cause hospitalisa-
tions.” ** A second intervention (Optimizing Patient
Transfers, Impacting Medical Quality, and Improving
Symptoms)*> *® used nurse practitioners in a similar
manner to implement a multifaceted intervention with a
major focus on advance care planning and demonstrated
>30% reduction in PAH.

All health policy strategies can have unintended
consequences. One such consequence of efforts to
reduce PAH and ED visits is that LTCFs may attempt to
manage sicker residents without adequate infrastructure,
resulting in threats to patient safety and quality. Critical
infrastructure includes availability of well-trained staff,
regular on-site visits by physicians or advance practice
clinicians, and access to rapid turnover for laboratory
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testing and pharmacy services. Recent pressure to iden-
tify and manage ‘early sepsis’ in LTCFs is an example
of how efforts to reduce hospital transfers may outstrip
the capabilities of most facilities because this requires
the availability of rapid laboratory testing, including
lactic acid levels, and optimal administration of antibi-
otics parenterally within an hour.”” Apart from sepsis,
many conditions can in fact be managed without transfer
without unintended consequences. In a large-scale trial
in which nursing homes were selected based on the avail-
ability of adequate resources, there was no evidence that
INTERACT implementation had a negative impact on
self-reported measures of quality and patient safety such
as falls, dehydration and unexpected death.”” Nursing
homes in this trial were able to manage a wide variety of
acute changes in condition without hospital transfer in
the 7 days after the initial change in condition in close to
90% of the cases they reported on.>’ A second example
of an unintended consequence in efforts to manage
sicker residents in the LTCF is unnecessary antimicro-
bial use, adverse effects of these agents including diar-
rhoea and related complications, and the development
and spread of resistant organisms within the facility and
to affiliated hospitals. Efforts to reduce PAH and ED
visits must therefore be coupled with implementation of
intensive efforts to maintain and improve antimicrobial
stewardship.*®

Even in LTCFs that have adequate staffing and other
resources, as well as access to education and tools to use
in everyday practice, implementation of programmes
to reduce PAH and ED visits is challenging. We iden-
tified a number of barriers to INTERACT implemen-
tation during our randomised trial.’* There are several
strategies that may help overcome these barriers and
strengthen implementation of interventions to reduce
PAH in the LTCF setting, as well as many other areas
for quality improvement activities. First, organisational
culture must be focused on high-quality care and patient
safety, and as a component of that culture, leadership
must strongly and tangibly support programme imple-
mentation—including appointment of champions who
have the time to facilitate and monitor intervention
fidelity and outcomes. Leadership must also include
strong medical direction, which is required in US nursing
homes. Organisations should incentivise and support
their medical directors to become certified through
AMDAs  well-established certification programme.
Second, incentives must be aligned, especially for key
drivers of LTCF behaviour, including reimbursement
and regulation.” The growth of value-based models of
care, and inclusion of relevant measures of PAH and ED
visits in state and federal quality rating systems are crit-
ical steps in this direction. We still have a long way to go,
however, in developing and validating quality measures
that will help further reduce PAH and ED visits. This
is highlighted in a recent paper and editorial in this
journal, which describe the lack of correlation between
most existing LTCF quality measures and PAH.* !

Third, interventions must be embedded in everyday care
practices and quality improvement activities, and not
viewed as ‘extra work’ by LTCF staff. One approach to
achieving this goal is to effectively and efficiently incor-
porate evidence-based clinical alerts, decision support,
standardised evaluation and documentation processes,
condition-specific order sets, and quality improvement
tools into health information technology.** In USA, an
increasing number of LTCFs are using electronic health
records for clinical, as well as financial and regulatory
purposes, providing the opportunity to work towards
achieving this goal. Fourth, we must continue to increase
the expertise of all levels of the healthcare workforce in
the care of vulnerable older who are cared for in LTCFs.
The American Geriatrics Society and AMDA have devel-
oped a wide variety of opportunities, including a wealth
of educational materials that are readily accessible on
their websites, for physicians and advance practice clini-
cians who practice in LTCF settings. Telemedicine has
the potential to assist LTCFs in rural and other areas
where physicians and advance practice clinicians with
expertise in geriatric medicine and long-term care is
lacking.*

Last, but not least, we must continue to strive to
provide person-centred care in our efforts to improve
quality of care for this population,* and reduce PAH
and ED visits. Trusting relationships between residents
and families, LTCF facility staff and primary care clini-
cians who have the communication skills to discuss goals
of care, prognosis, reasonable expectations and match
interventions with these critical factors, will go a long
way to improving care and quality of life for LTCF resi-
dents, while reducing PAH, ED visits, their complica-
tions and costs.
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