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Think about a common clinical scenario that is handled differently
in 2 different nursing homes (NHs).

discharged back to the NH under the Medicare Part A skilled beneﬁt,
but never regains her previous ambulatory status.

Scenario One

Scenario Two

Mrs Smith, a 92-year-old woman with moderately advanced
Alzheimer disease is found in her NH room on the ﬂoor by a certiﬁed
nursing assistant. The registered nurse is called and ﬁnds her vital
signs to be normal, her mental status to be at her baseline, and no
evidence of injury. Based on the NH’s policy, the nurse calls 911 and
Mrs Smith is transported to the local hospital’s Emergency Department (ED) for further evaluation. In the ED, Mrs Smith’s vital signs are
normal, and the ED physician ﬁnds no evidence of injury or focal
neurological signs. But, because the ED physician does not have a
clear picture of Mrs Smith’s baseline mental status from the documentation sent from the NH, he chooses to place her under observation status. Within a couple of hours, Mrs Smith becomes agitated
and is given a dose of lorazepam and is catheterized to obtain a urine
specimen for culture. That next day, she remains agitated and has a
fever of 101 F. She is treated for a presumed urinary tract infection,
and given an additional dose of lorazepam. Four hours later she
climbs out of her hospital bed, falls on the ﬂoor, and fractures her
hip, resulting in surgical repair and a 6-day hospital stay. She is

Mrs Jones, a 92-year-old woman with moderately advanced
Alzheimer disease, is found in her NH room on the ﬂoor by a certiﬁed
nursing assistant. The registered nurse is called and ﬁnds her vital
signs to be normal, her mental status to be at her baseline, and no
evidence of injury. Based on the NH’s policy, the nurse carefully
records her ﬁndings on a structured progress note, and initiates the
NH’s postefall protocol for such occurrences that includes checking
vital signs, mental status, and an examination for evidence of injury
every shift for 72 hours, and notiﬁes the covering nurse practitioner.
The nurse practitioner examines Mrs Jones the next morning and again
documents normal vital signs, stable mental status, and no evidence
of injury. She reviews Mrs Jones’ risk factors for falls, and conﬁrms
that she is on a regular toileting assistance program for urinary incontinence. Mrs Jones remains stable in the NH while resuming her
usual activities, demonstrating no adverse consequences from the fall.
Was Mrs Smith’s fall in Scenario One really an emergency that
required an ED visit? The study by Burke and colleagues in this issue
of JAMDA provides new and compelling insights into the frequency,
causes, characteristics, potential complications, and costs of ED visits
by NH residents in the United States,1 and why providers of longterm, post-acute, and ED care must develop strategies to reduce
these visits and the acute hospitalizations related to them. The investigators analyzed data from the National Hospital Ambulatory
Medical Care Survey, an annual national probability sample survey of
ED visits to general and short-stay hospitals conducted by the
National Center for Health Statistics. The 3857 ED visits of NH residents age 65 and older they studied represent close to 14 million ED
visits over the 2005 to 2010 study period; equivalent to 1.8 ED visits
annually per NH resident in the United States. More than half of these
visits (53.5%) did not result in hospital admission or an observation
stay, and of those admitted, the median length of stay was 7.1 days.
Among those who were not admitted, 63% had no abnormalities in
vital signs (compared with 42% of those admitted), and 19% had no
diagnostic tests performed (compared with fewer than 4% of those
admitted). However, two-thirds of those not admitted had at least
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one imaging test in the ED, and 20% had a computed tomography (CT)
scan of the head (compared with 21% of those admitted). A substantial proportion of the NH residents who were not admitted to the
hospital were exposed to potential iatrogenic adverse events: 9% had
a bladder catheterization, almost 15% received a drug that affects the
central nervous system (anxiolytics/sedatives, narcotic analgesics, or
antipsychotics), and just more than 9% left the ED with a prescription
for one or more of these drugs.
The most common diagnoses for the ED visits that did not result in
admission included injury (44.8%; including superﬁcial injuries and
contusions in 10.5% and open wounds in 5.0%) and infections (11.1%).
We suggest that just because a NH resident falls or develops symptoms or signs of infection, policies, procedures, and common practices
do not have to dictate that these conditions are emergencies requiring an ED visit. We understand the concerns of the NH described in
Scenario One. These concerns likely revolve around the possibility
that Mrs. Smith might have an occult injury and if they do not send
her to the ED and the injury then becomes apparent, they will receive
regulatory sanctions and/or incur legal liability for the injury. In
addition, we understand that some NHs do not have ready access to
clinically indicated diagnostic studies and send residents to the ED for
this purpose.
But, as illustrated by the case of Mrs Smith, these ED visits can
result in adverse events and considerable morbidity. The data presented by Burke et al suggest that that ED visits of NH residents are
not only frequent, but, using very conservative estimates for the cost
of an ED visit, may cost our federal government hundreds of millions
of dollars annually. For example, if each of 1.6 million NH residents
visits the ED an average of 1.8 times in a year, and the average
Medicare reimbursement for an ED visit is $1000, this amounts to $1
billion in expenditures, not counting the costs of caring for any
morbidity or unnecessary hospitalizations that occur related to these
visits.
Unlike deﬁnitions of “avoidable” or “potentially preventable”
hospitalizations, which are generally based on a series of diagnoses
and are of questionable validity given the complexity of decisions to
admit older patients to the hospital,2 Burke et al suggest that most
clinicians would agree that an ED visit of an NH resident with normal
vital signs who is judged not to need any diagnostic testing in the ED
is likely potentially preventable. We certainly agree.
So, how can these visits be reduced in a safe and feasible manner?
Falls with obvious or suspected injury are difﬁcult to prevent among
NH residents. Data from randomized trials of fall interventions
programs in NHs demonstrate modest to no reductions in falls. 3
Similarly, despite the efforts of the Centers for Disease Control and
Prevention (CDC) to work with the NH community to track and
reduce the incidence of infections in this setting,4 NH residents have
numerous risk factors for infections, and substantial reductions of
infections in this patient population remain challenging. But, as
Scenario Two suggests, NHs can develop policies and procedures that
do not automatically trigger an ED visit after a fall. Explicit criteria for
when a resident can be monitored in the facility, careful monitoring
and documentation, and an evaluation of fall risk factors by a clinician
(physician, nurse practitioner, or physician assistant), are all consistent with clinical practice guidelines,5,6 and a publicly available fall
management program that includes these strategies, which has been
tested in a project funded by the Agency for Healthcare Research and
Quality.7e9 Following such a policy and procedure with careful
documentation should be viewed as high-quality care by NH surveyors, and an acceptable standard of practice in lawsuits. If the
resident subsequently manifests a fall-related injury, it will be identiﬁed promptly and evaluated and managed as clinically indicated.
After all, this is what would be done if such a resident is admitted to
the hospital or to an observation stay. This approach is within the
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scope of practice of NH professional staff. Similarly, not all NH residents who manifest early signs of infection require evaluation and
treatment in an ED or acute hospital care.10 Research demonstrates
that many patients with respiratory infections can be effectively
managed in the NH setting.11,12 The American Medical Directors’
Association Society for Post-Acute and Long-Term Care (AMDA) has
developed a clinical practice guideline on common infections,13 and
the CDC offers guidance and excellent resources on preventing and
managing infections in long-term care.4
There are several programs and resources designed to improve
care transitions and manage acute changes in condition without
hospital transfer when safe and feasible that have relevance to
reducing potentially preventable ED visits of NH residents. AMDA has
developed a free, publicly available comprehensive clinical practice
guideline on care transitions and related resources.14 The Institute for
Healthcare Improvement’s State Action on Avoidable Readmissions
program also provides a wide variety of relevant resources.15 The
INTERACT (Interventions to Reduce Acute Care Transfers) quality
improvement program includes tools and strategies to manage acute
changes in condition in post-acute and long-term care settings and is
free for clinical use.16,17 Strategies embedded in the INTERACT program include identifying and managing acute changes in condition
early before they become serious enough to warrant hospital transfer,
managing some acute changes in condition without transfer based on
explicit criteria included in INTERACT decision support tools, and
improving advance care planning and implementing palliative or
hospice care when it is an appropriate and preferred alternative to
what are often burdensome care transitions in NH residents with
end-stage dementia and other terminal illnesses.18 In addition to the
paper-and-pencil tools available on the INTERACT Web site, key elements of the program are now available within the PointClickCare
electronic health record, and several other software providers have
license agreements to include INTERACT in their products. Recently,
an expert advisory group made recommendations on standard order
sets that are compatible with the 10 INTERACT care paths that
address common reasons for hospital transfer of NH residents. These
order sets, if properly implemented, may serve as additional tools for
clinicians in post-acute and long-term care to provide evidence and
expert-recommended care that may reduce the incidence of potentially preventable ED visits.19 Collaborative practice between physicians and nurse practitioners or physician assistants is one of the
most effective strategies to reduce hospitalizations,20 and such
practices will be enhanced by facilitating the implementation of the
guidelines and tools now available to them.
Burke et al suggest that we have a lot more to learn to reduce
potentially preventable ED visits, including developing evidencebased approaches to identifying NH residents at risk of occult
signiﬁcant injury after a fall. Other approaches will inform these
efforts. Many care transitions programs include a quality improvement component that focuses on root cause analyses of transfers. In
an ongoing implementation trial of the INTERACT Quality Improvement Program, root cause analyses from more than 4900 hospital
transfers of residents of 71 participating NHs are providing useful
insights. For example, of the transfers analyzed by these NHs, 23%
were rated as potentially preventable in retrospect by NH staff; 19%
resulted in an ED visit without hospitalization; and 11% occurred
within 2 days of NH admission from the hospital, and another 11%
occurred between 3 and 6 days of NH admission.21 Further detailed
analyses of these transfers will provide data on factors associated
with transfers rated as preventable and the clinical presentation of
changes in condition that resulted in an ED visit without hospital
admission. They also will help identify NH residents at high risk for
early readmission to the ED and/or hospital, among whom more
intensive proactive risk management protocols might be instituted. In
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another ongoing project supported by the Centers for Medicare and
Medicaid Services (CMS) Innovations Center, we are performing root
cause analyses of hospital readmissions from the perspective of both
the acute care and post-acute care providers. We have learned that
these perspectives differ and complement each other in terms of
understanding strategies to prevent rapid return to the hospital. Such
collaborative root cause analyses are occurring in several locations
across the country, and we strongly encourage using this strategy.
Some common themes have emerged. For example, some patients
have been transferred back to the ED for abnormal laboratory values
that may require further evaluation but not necessarily hospitalization. Proactive and clear communication should occur when the
purpose of the ED visit is for speciﬁc diagnostic studies unavailable in
the NH to prevent unnecessary tests and procedures. The latter could
result in an unnecessary hospital admission by clinicians who are not
familiar with the NH resident or the NH. We also have learned about
the critical importance of not only improving advance care planning,
but communicating more than the basic advance directives (such as a
so-not-resuscitate order) during care transitions. Without documentation of the nature of the conversations that take place, clinicians
may make false assumptions about NH resident and family preferences and/or attempt to redo difﬁcult conversations that have already
taken place.
Like hospitalizations and hospital readmissions, not all ED visits
that may be considered “potentially preventable” are in fact feasible
to prevent.22 But, there are strategies that can prevent these ED visits
from turning into unnecessary hospital admissions. First, as already
alluded to, better communication in a succinct manner of critical
clinical information, what has already been done to evaluate the NH
resident, and resident and family preferences will help ED staff to
more effectively target their evaluation. Research has demonstrated
that communication between NHs and hospitals often does not
include such critical information.23 Both the AMDA care transitions
guideline and the INTERACT program include key elements of data
that should be communicated to the hospital, and provide tools that
can be used for this purpose. Many forms recommended by state
organizations and used by NHs do not contain these critical data
elements. Second, most EDs are under time pressure to move patients
in and out of the ED quickly. For example, when driving in south
Florida on Interstate 95, you can see billboards of competing hospitals
that display current ED waiting times as a marketing tool. Such time
pressure limits the time ED health care providers spend with patients
and may result in poor quality of care for complex NH residents who
have multiple medical conditions, multiple medications, dementia,
delirium, functional impairments, and behavioral symptoms. Recognition of the need for more appropriate care of such patients in the
ED has resulted in development of geriatric EDs in which clinical
processes and physical environment (ie, minimizing noise distractors,
bedside commodes, and so forth) are targeted at the unique needs of
geriatric patients.24,25 Geriatric EDs typically have clinical staff who
are knowledgeable about geriatric patient care, use evidence-based
protocols dealing with geriatric syndromes, and provide care coordination. Geriatric EDs also can serve as a site for clinical observation
and thoughtful consultation by a geriatrics interdisciplinary team if
needed. To standardize this new model of care, geriatric ED guidelines were recently published.26
There are barriers to implementing the strategies outlined in this
editorial. Most notably, there is a high turnover of staff at all levels in
NHs, and many NHs appear to be understaffed, as discussed in a
recent editorial in this journal.27 It is extremely difﬁcult to implement
any quality improvement initiative in such environments, and it is
possible that better decisions about transfers to the ED will not be
made until it is clear what the capacity of NHs are to use guidelines,
tools, and other resources effectively to reduce these transfers.

Another major barrier is ﬁnancial incentives. NHs in a predominantly Medicare fee-for-service environment, as opposed to locations in which a large proportion of patients are in Medicare
managed care, bundled payment demonstrations, or accountable
care organizations, do not have strong ﬁnancial incentives to reduce
transfers to the ED and hospital admission, and in fact may have
incentives in the opposite direction. In recognition of this issue, new
CMS policy initiatives are being planned to monitor and publish
NH 30-day hospital readmission rates as a quality measure and to
provide ﬁnancial incentives to NHs for reducing readmissions or
meeting speciﬁc benchmarks. The quality measure is being reviewed
by the National Quality Forum at the present time.28 These initiatives might motivate NHs to increase stafﬁng capabilities and to
implement programs to ensure a more stable staff, as staff stability is
a key ingredient of successful educational and quality improvement
programs in the NH setting. Partnerships in bundled payment
demonstrations and Accountable Care Organizations are beginning
to foster collaborations between NHs and hospitals to bolster staffing levels and capabilities; and CMS is supporting a multisite project
involving more than 140 NHs that provides enhanced professional
capabilities in NHs to implement INTERACT and other interventions
to reduce unnecessary hospitalizations.29,30
Despite the challenges, we must intensify our efforts to improve
post-acute and long-term care, and to reduce unnecessary ED visits,
hospitalizations, and hospital readmissions. Doing so will go a long
way toward achieving the triple aim of improving care, improving
health, and making care more affordable. It is a golden opportunity
for AMDA as well as all of the health care professionals who work in
these settings.31
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