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Objectives: 
• List three organizational bodies focusing on 

hospital readmissions 

• Discuss the significance of the SBAR and its 
use in clinical practice 

• Identify two risk factors for potential re-
hospitalizations 

 

What Are We 
Going To Talk 

About? 

Background and 
payment reform 

 

Compromising Quality 
 

Overview INTERACT 
TOOLS 

 

INTERACT – A Quality 
Improvement 

Program 
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Goal of INTERACT Program 

• Reduce frequency of transfers to the acute 
hospital 

• In the plans for health care reform, Medicare 
may financially reward facilities with lower 
hospitalization rates for certain conditions 
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Health Care Reform 

• The goal of the Affordable Care Act is: 

– Improving care 

– Improving health                          

– Making care affordable 

• Tremendous opportunities to improve care 

7 

Background 

Changes in Medicare and  

Health Care Financing 

• Pay-for-Performance 

– No payment for certain complications 

• Bundling of Payments for episodes of care 

• Accountable Care Organizations 

• State Duals Programs and Medicaid Managed 
Care 
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Background Continued… 

• Hospital transfers are common and can result 
in complications in older nursing home 
residents 

•  Many hospital transfers are preventable 

• Care can be improved resulting in fewer 
hospitalizations and lower costs 

• Financial and regulatory incentives are 
changing 
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1 in 4 residents are re-admitted to acute care in 30 days 
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A CMS Special Study revealed up to 

68% of SNF hospital re-admissions 

were avoidable! 

Dr. Joseph Ouslander 
                or 
      Dr. “O” or “Joe” 

Ouslander et al: J Amer Ger Soc 58: 627-635, 
2010 
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CMS Pilot 
Study 

3 Nursing 
Homes  Ouslander et al: J Amer Med Dir Assoc 9:644-

652, 2009 
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Significant 
reduction in 

hospitalizations 
 

Significant 
reduction in 

transfers rated as 
avoidable  

Ouslander et al: J Amer Med Dir Assoc 9:644-
652, 2009 
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Compromising Quality 

• Traumatic to the resident and his or her family 

• Can contribute to further complications 

– Delirium 

– Polypharmacy 

– Deconditioning 

– Falls 

– Immobility 

– Hospital Acquired Infections 

– Pressure Ulcers 
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Environmental Changes 

• Hospitals are feeling the effects of payment 
reforms (readmission penalties) 

• Hospitals are putting pressure on nursing 
homes to reduce hospitalizations and basing 
referral patterns on readmission rates 

• ACO’s – financially incentivized to reduce 
hospital transfers 
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What’s Coming… 

• Quality Measure for acute care transfers 

– 30 day readmissions for expanded diagnoses 

• d/c to hospital 

• d/c snf home hospital 

• Observation Status 

• ER visits without admission 
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Interventions To Reduce 
 Acute Care Transfers 

• Quality improvement program designed to 
improve 
– Identification 

– Evaluation 

– Communication 

of nursing home residents with acute changes in 
condition 

• Project supported by CMS and funded by a 
grant from the Commonwealth Fund 
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INTERACT Quality Improvement Program 

•  Was a toolkit 

• Version 3.0 Tool  Nursing Homes 

• Version 4.0 Nursing Homes (New) 

• Version 1.0 Assisted Living 

• Version 1.0 Home Health 

                   http://interact2.net 
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Overview of INTERACT Quality 
Improvement Program 

 

 

 

• Includes evidence and expert-recommended 
clinical practice tools, strategies to implement 
them, and related educational resources 
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Overview of the INTERACT Quality 
Improvement Program 
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Quality Improvement Tools 

Communication Tools 

Decision Support Tools 

Advance Care Planning Tools 

Acknowledgement 

 
• The INTERACT Program and Tools were initially developed by 

Joseph G. Ouslander, MD and Mary Perloe, MS, GNP at the 
Georgia Medical Care Foundation with the support of a contract 
from the Center for Medicare and Medicaid Services.  

 

• The current version of the INTERACT Program was developed by 
members of the INTERACT Team with input from many direct care 
providers and national experts in projects based at Florida Atlantic 
University (FAU) supported by The Commonwealth Fund 
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Overview of the INTERACT Quality 
Improvement Program 

• Tools and resources are available on the 
internet and free of charge 

• Documents may not be altered and labeled 
“INTERACT” 

• The tools have a copyright statement at the 
bottom of the first page 
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Quality Improvement 

• Opportunity to: 

– Review transfers for trends 

– Identify patterns of assessment and/or needs 
for training and education 

– Evaluate and establish goals for improvement 
to decrease avoidable transfers 

– Improve overall resident and staff satisfaction 
leading to quality of care 
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Who is involved? 

• Interdisciplinary Team 
o Administrator 

o DON 

o Nursing Leadership (i.e. Supervisor, Charge Nurse 
etc.) 

o Activities, Social Services, Dietary 

o Medical Director 

o Nursing Assistants 

o Others as appropriate 
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The INTERACT Version  
3.0 Tools are meant to be 
used together in everyday 
care  
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Beginning Steps of Implementation 
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The INTERACT Version  
3.0 Tools are meant to be 
used together in everyday 
care in the nursing home 
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Advanced Care Planning 

               Advance Care Planning  

A process of communication about anticipated 
medical choices throughout the adult lifespan, 

focused on patient goals and values  

Advanced Care Planning 

• Should occur shortly after admission 

• Decisions should be reviewed regularly and at 
times of acute changes in condition 
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About Palliative Care 

• Palliative care is specialized medical care for people with 
serious illnesses.  

• It is focused on providing residents with relief from the 
symptoms, pain, and stress of a serious illness—whatever the 
diagnosis. 

•  The goal is to improve quality of life for both the resident and 
the family. 
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Beginning 

Identification 

• Any resident who has a serious and perhaps terminal 

illness and wishes not to pursue curative treatments or 

efforts 

Communication 

• Starting the conversation can be tricky and requires 

language that is resident-centered 

• Establishing a relationship of mutual trust and respect is 

a must 

• Family is an integral part of this process  
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Advanced Care Planning Tools 

• ACP Tracking Tool 

• ACP Communication Guide 

• Identifying Residents Who May be Appropriate 
for Hospice or Palliative/Comfort Care Orders 

• Comfort Care Order Set 

• Deciding About Going To the Hospital 

• Education On CPR 

• Education On Tube Feeding 
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The INTERACT Version  
3.0 Tools are meant to be 
used together in everyday 
care in the nursing home 
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Medication Reconciliation 

Why does this matter?  

• Patients admitted to the hospital receive new 

medications  

• Poor access to complete medication list  

• Upon discharge needed medications may be 

omitted  

• Medication discrepancies occur in nearly 1/3 of 

patients admitted to the hospital  

• F - 329 
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Medication Reconciliation Example 

Medications Recommended by Hospital 
at Discharge for which Clarification is 
Needed 

 
Clarification   
 

Cipro 500 mg BID Need route and stop date 

Coumadin 2 mg BID Need route and PT/INR date 

Lisinopril 10 mg BID Need route and BP hold parameters 

Lasix 20 mg daily Need route and next BMP  

Aricept 10 mg BID Need route 

Metoprolol 25 mg BID Need route and BP hold parameters 

The INTERACT Version  
3.0 Tools are meant to be 
used together in everyday 
care in the nursing home 
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Early Warning Signs 

• Identifying clinical changes in a resident’s 

condition early allows for assessment and 

interventions that can prevent a transfer 

– Identify changes in residents 

– Communicate changes to other staff members 

– Consider interventions to improve the change leading 

to quality care for residents 
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• Changes in mental status 
• Changes in physical status 
• Changes in function 
• Changes in behavior 
• Changes in pain level 

When in doubt, fill it out! 
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Close the Loop 

Resident 
Change 

CNA Reports 
to Unit 
Nurse 

Unit Nurse  
to 

Supervisor 

 Response 
(SBAR) 

Feedback 
to CNA 

INTERACT 4.0 Changes 

• The Stop and Watch early warning tool has 
been revised to facilitate its use in routine 
monitoring of high risk residents by adding a 
checkbox for "no change". 
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SBAR 

The INTERACT Version  
3.0 Tools are meant to be 
used together in everyday 
care in the nursing home 
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SBAR and Progress Note 

 S – Situation 

 

 B – Background 

 

 A – Assessment 

 

 R – Request  
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SBAR: Change in Condition Tool 

Change in Condition Process 

• CNA/staff concern about resident 

      status 

• RN assess resident 

• Take Action 
– Monitor 

– Nursing interventions 

– Contact Practitioner to review and 

     develop plan 

– Send resident to ER/hospital 
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SBAR is More… 

• Communication Tool 
– Script for contacting MD/NP 

– Change of shift report 

– Morning Stand-Up 

– Warm hand off between settings 

• Documentation Tool 
– Progress note 

– Transfer note to send to ER 

• Education Tool 
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INTERACT 4.0 Changes 

• The SBAR Communication Form and Progress Note 
has been substantially revised to make it a more 
comprehensive and user-friendly nursing evaluation 
that helps guide and document critical thinking in an 
efficient way. Changes have been made to several 
areas of terminology in response to user concerns 

and suggestions. 

Hospital Communication 

The INTERACT Version  
3.0 Tools are meant to be 
used together in everyday 
care in the nursing home 
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Hospital Communication 

• Ask the hospital to be an active partner in your INTERACT 
improvements 

– Post INTERACT AL Capabilities List in ED department and 
Case Management office 

– Educate ER and other hospital staff on the INTERACT tools 
you are using 

– Improve hand-off communication between hospital and AL 
using “Warm Hand Offs” (in person communication) 
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Communication NH Hosp re: 
capabilities 
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Decision Support Tools:  
Change in Condition File Cards 

And Care Paths 

The INTERACT Version  
3.0 Tools are meant to be 
used together in everyday 
care in the nursing home 

57 



3/30/2015 

20 

Change In Condition File Cards and 
Care Paths 

• The INTERACT Change in 
Condition File Cards are 
meant to be visible and 
sit next to the phone for 
quick reference  

•  Originated at the LA JHA, 
published in a letter to 
JAGS, then in Medical 
Care in the Nursing Home  

•  New version based on 
AMDA Clinical Practice 
Guideline  

59 
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The INTERACT Version  
3.0 Tools are meant to be 
used together in everyday 
care in the nursing home 
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Care Paths 

Also… 

• Acute Mental Status Change 

• Change in Behavior: New or Worsening 
Behavioral Symptoms 

• Dehydration 

• Shortness of Breath 

• Symptoms of CHF 

• Symptoms of Lower Respiratory Illness 

• Symptoms of UTI 

65 

INTERACT 4.0 Changes 

• The criteria for notifying the clinician have 
been made more consistent between the 
Decision Support Tools (Change in Condition 
File Cards and Care Paths), and these criteria 
are now included in the revised SBAR. 
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Quality Improvement Through Root-
Cause Analysis 

RCA Using INTERACT Quality Improvement 
Tool 

• Track and trend transfer data 

• Look for common causes and patterns in 
transfers 

• Focus on improvement opportunities 

68 
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Quality Improvement 

• Opportunities to improve care and decrease 
potentially avoidable hospital transfers 

– Population level – look at trends and patterns in 
order to improve performance 

– Individual case level – more reactive and aimed at 
identifying specific system/process breakdowns in 
order to improve performance 
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Hospitalization Rate Tracking Tool 

• Supports QAPI 

• Easy view of individual records allows 
resident-level RCA of events 

• Matrix of individual data allows analysis of 
patterns 

• Summary information helps identify 
opportunities to improve communication and 
optimize processes at the system level 
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Hospitalization Rate Tracking Tool 

• Same as Advancing Excellence Safely Reduce 
Hospitalizations Tracking Tool except: 

– AE has high-level process measures captured in 
the same tool as associated outcomes 

– INTERACT has detailed process information 
recorded separately in the companion QI Tool 

77 
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30-Day Readmission Rates 

 

Post-Acute Care

Chronic Long Term Care
(non-Medicare)

All Residents

Status on Admission  
to  

Nursing Home 
Jan-13 Feb-13 Mar-13 Apr-13 May-13 Jun-13 Jul-13 Aug-13 Sep-13 Oct-13 Nov-13 Dec-13 

Post-Acute Care 41.7% 30.8% 33.3% 41.7% 33.3% #N/A #N/A #N/A #N/A #N/A #N/A #N/A 

Chronic Long Term Care  
(non-Medicare) 

30.4% 29.4% 27.8% 22.2% 28.6% #N/A #N/A #N/A #N/A #N/A #N/A #N/A 

All Residents 32.8% 30.0% 30.0% 30.0% 26.7% #N/A #N/A #N/A #N/A #N/A #N/A #N/A 
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Transfers Resulting in Admission to Hospital 
as an Inpatient 

Post-Acute Care

Chronic Long Term Care
(non-Medicare)

All Residents

      In-patient Stays per 1,000 Resident Days       

Status on Admission  
to  

Nursing Home 
Jan-13 Feb-13 Mar-13 Apr-13 May-13 Jun-13 Jul-13 Aug-13 Sep-13 Oct-13 Nov-13 Dec-13 

Post-Acute Care 6.1 2.7 5.1 5.0 5.1 2.5 #N/A #N/A #N/A #N/A #N/A #N/A 

Chronic Long Term Care  
(non-Medicare) 

4.9 4.5 5.1 3.6 2.3 0.9 #N/A #N/A #N/A #N/A #N/A #N/A 

All Residents 5.2 4.1 3.8 4.0 3.1 1.3 #N/A #N/A #N/A #N/A #N/A #N/A 
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Transfers Resulting in Emergency Department Visit Only 
 

Post-Acute Care

Chronic Long Term Care
(non-Medicare)

All Residents

      Emergency Department Visits per 1,000 Resident Days       

Status on Admission  
to  

Nursing Home 
Jan-13 Feb-13 Mar-13 Apr-13 May-13 Jun-13 Jul-13 Aug-13 Sep-13 Oct-13 Nov-13 Dec-13 

Post-Acute Care 2.6 2.7 2.5 2.5 2.5 2.5 #N/A #N/A #N/A #N/A #N/A #N/A 

Chronic Long Term Care  
(non-Medicare) 

2.0 2.3 2.8 2.4 3.2 2.7 #N/A #N/A #N/A #N/A #N/A #N/A 

All Residents 2.2 2.4 2.7 2.4 3.1 2.7 #N/A #N/A #N/A #N/A #N/A #N/A 
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Rose St. Joe's Mercy National

Jewish

Avista Not recorded

Source of Admissions 
The 5 places from which our nursing home most 

frequently admits residents 
with recent hospital stay 
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Transfers by Doctor 
for the 5 doctors who order the most transfers 
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Probing Questions 

• What patterns do we see in our hospitalizations rates?  

• Is there a particular day that has a high frequency of 
hospitalizations?  

• What time of day are most of our admissions from the 
hospital occurring?  

• What time of day are most of our discharges to the hospital 
occurring?  

• What day of the week are most of our admissions from the 
hospital occurring?  

• What day of the week are most of our discharges to the 
hospital occurring?  
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Abnormal vital signs 4 1.8%

Abnormal lab 19 8.3%

Altered mental status 35 15.4%

Bleeding, other than GI 12 5.3%

Cellulitis 4 1.8%

Chest pain 2 0.9%

CHF 27 11.8%

COPD 7 3.1%

Dehydration 27 11.8%

Fall 13 5.7%

Fever 15 6.6%

GI (bleeding,diarrhea,pain,vomitting) 2 0.9%

Loss of consciousness 15 6.6%

Pneumonia 2 0.9%

Respiratory infection 1 0.4%

Seizure 0 0.0%

Shortness of breath 12 5.3%

UTI 22 9.6%

Other 4 1.8%

Not recorded 0 0.0%

Percent of all 

TransfersNumber of Transfers

Transfers by Primary Reason for Transfer 

Delirium? 

Edema, lungs? 

Intakes, labs? 
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Commonly Overlooked Clinical Changes 

• Decreased intakes 

• Slight change in ADL’s 

• Mood and behavior changes dismissed as 
dementia 

• Decreased activity due to pain 

• Changes in blood pressure (especially systolic) 

• Shift Huddles Tip Sheet (Pioneer Network) 
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A Word on leadership 

• Trickles from the top 

• “Buy in” is key 

•  Team approach from the beginning 

• Training 

All key staff – consider small groups 

New employees 

Periodic “re-training” 
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