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10Primary Care in the Nursing Home
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 Quality of Medical Care in the Nursing Home

The drive for quality primary care in nursing facilities arose in the last few decades 
in response to public concern about substandard medical services provided to nurs-
ing home residents. In his seminal, Pulitzer prize-winning book, Why Survive? 
Being Old in America, Dr. Robert N. Butler wrote in 1975:

One can also list a grim catalogue of the medical deficiencies of the nursing-home industry 
and related facilities. Nursing homes, however financed, do not provide well-organized, 
comprehensive medical care. Care must be obtained from family physicians or private phy-
sicians assigned by a welfare agency or the home itself. Many states do not even require a 
principal physician, let alone a medical director, for a nursing home, and when they do there 
is no assurance that the physician regards himself as responsible for the patients. Doctors 
seldom conduct regular rounds. Winter flu shots are often not given. There is minimal pre-
ventive care… [1]

In response to the serious problems plaguing nursing home care brought to the 
public’s attention by Butler’s book, a series of reports by the Special Committee on 
Aging of the United States Senate [2] and subsequently by a landmark report by the 
Institute of Medicine, “Improving the Quality of Care in Nursing Homes [3],” 
Congress passed the Federal Nursing Home Reform Act as part of the Omnibus 
Budget Reconciliation Act of 1987 (OBRA-87). Under the regulations of OBRA-
87, a skilled nursing facility “must provide services to attain or maintain the highest 
practicable physical, mental, and psychosocial well-being of each resident, in accor-
dance with a written plan of care which…is initially prepared…by a team which 
includes the resident’s attending physician [4].”
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In addition to introducing a series of quality metrics to be reported in the 
Minimum Data Set (MDS), OBRA-87 established the right of nursing facility resi-
dents to choose a personal attending physician and to be fully informed in advance 
about care and treatment. In this chapter, we will examine the challenges of provid-
ing medical care to this complex and vulnerable elderly population and several 
approaches to medical management that have evolved since the passage of that 
landmark bill.

 Nursing Home Residents

There are over 15,000 nursing (OBRA-87)facilities in the United States with 
approximately 1.7 million licensed beds [5]. Most nursing facilities are comprised 
of two related, though often comingled, services. Long-term residential care is pro-
vided for those individuals who live in the nursing facility, often their last place of 
residence. Skilled nursing and rehabilitation services or subacute care is provided to 
patients discharged from the hospital but who require additional short-term inpa-
tient nursing and rehabilitation services prior to safely returning home. More 
recently, many nursing facilities are also providing palliative care and, in collabora-
tion with certified agencies, hospice services for terminally ill residents.

Medicaid is the main source of payment for residential long-term care nursing 
home services followed by out-of-pocket payments [6], whereas Medicare is the 
main source of payment for short-term skilled care [7] as well as medical services 
by physicians and other healthcare providers to both long-term care residents and 
short-term subacute patients.

According to the Centers for Disease Control and Prevention, 41.6% of long-
term nursing home residents are age 85 and over, 27.2% are ages 75–84, 16.1% are 
ages 65–74, and 15.1% are under age 65. Chronic diseases and multimorbidity are 
extremely common. Approximately 50% of long-term nursing home residents suf-
fer from Alzheimer’s disease or other dementias, just under 50% suffer from depres-
sion and nearly a third suffer from diabetes and its complications [8]. Adding to this 
complexity is the phenomenon of polypharmacy, the administration of multiple 
medications, resulting in frequent adverse drug reactions [9, 10].

According the Medicare Payment Advisory Commission (MedPAC), in 2014, 
about 15,000 Skilled Nursing Facilities (SNF) furnished 2.4 million Medicare-
covered stays to 1.7 million fee-for-service (FFS) beneficiaries. Most post-acute 
SNF admissions are for patients treated in the hospital for joint replacement, septi-
cemia, kidney and urinary tract infections, hip and femur procedures, pneumonia, 
heart failure, and shock. Many recipients of skilled services are long-term nursing 
home residents returning from hospitalizations back to the nursing home, where 
they become eligible for skilled services under Medicare Part A. Therefore, post-
acute SNF patients are older, frailer and disproportionately female, disabled, living 
in an institution, and dually eligible for both Medicare and Medicaid. In 2014, 
37.6% of recipients of skilled nursing facility care were discharged to the commu-
nity, although the percentage of patients, who had been living in the community 
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prior to hospitalization and skilled services and subsequently discharged to the 
community, is significantly higher [11].

Thus, individuals in nursing homes, for either long-term care or short-term post-
acute care, are among the most complex, frail, and vulnerable elderly. Moreover, 
there is evidence that over the last 20–30 years, nursing home residents have become 
increasingly frail and complex [12, 13]. A recent review and meta-analysis found 
that as many as 50% of nursing home residents were frail and approximately 40% 
were prefrail [14].

A 2006 Kaiser study noted that the average length of stay for long-term residents 
in nursing homes is just over 2 years [15], but there is great variability, depending on 
age on admission, comorbidities, and other factors. A 2010 study of lengths of stay 
of nursing home decedents also demonstrated variable lengths of stay, depending on 
factors related to social supports, but found that median and mean length of stay 
before death were 5 months and 13.7 months respectively, with 53% dying within 
6 months of placement [16]. This can be expected to have a significant influence on 
decisions regarding management of chronic disorders as well as preventive care, 
since such decisions are often dependent on the anticipated time for treatment effect.

 The Role of the Attending Physician and Medical Director 
in the Nursing Home

The attending physician plays a critical role in the nursing home as part of a team, 
including the nursing staff, social worker, dietician, and other healthcare profession-
als. Yet, the federal regulations regarding the roles of the attending physician and 
medical director are relatively brief and vague. The resident has the right to choose 
a personal attending physician, who must personally approve in writing a recom-
mendation that an individual be admitted to a facility and must supervise the medi-
cal care of each resident. The physician must see the resident at least once every 
30 days for the first 90 days after admission and at least once every 60 days thereaf-
ter([17]). Table 10.1 lists the requirements for physician services by the nursing 
home and for the nursing home physician.

Table 10.1 From code of federal regulations, 42 CFR §483.30 physician services

Requirements for physician services by the 
nursing home
1.  A physician must personally approve in 

writing a recommendation that an 
individual be admitted to a facility

2.  Each resident must remain under the care 
of a physician

3.  The medical care of each resident is 
supervised by a physician

4.  Another supervises the medical care of 
residents when their attending physicians 
are unavailable

Requirements for the nursing home physician

1.  Must review the resident’s total program of 
care, including medications and treatments, 
at each required visit

2.  Must write, sign and date progress notes at 
each visit

3.  Must sign and date all orders

4.  Must see the resident at least once every 
30 days for the first 90 days after admission 
and at least once every 60 days thereafter
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Additional roles and responsibilities for attending physicians have been outlined 
by professional societies such as AMDA-The Society for Post-Acute and Long-
Term Care Medicine [18] and have been published in the literature [19, 20]. 
Table 10.2 lists the responsibilities for the attending physician in the nursing home. 
Individual states, such as New York, have augmented federal regulations by issuing 
additional regulations or guidelines for the role of the attending physician in the 
nursing home [21].

There are a number of different medical staff models in nursing homes. The 
closed staff model usually involves a small number of employed physicians with or 
without advanced practice clinicians, to which the residents are assigned according 
to their floors or units. The open staff model or voluntary model usually involves 
community physicians, who spend varying parts of their time in the nursing home, 
but may also have an office practice or manage hospitalized patients. More recently, 

Table 10.2 Responsibilities of the attending physician in the nursing home

Clinical
•  Approve each resident’s admission to the facility 

and complete medical history and physical 
examination, including a list of medical 
diagnoses, cognitive and functional status, 
rehabilitation potential, and review of laboratory 
and diagnostic data

•  Provide admission orders until staff completes a 
comprehensive assessment and interdisciplinary 
plan of care

•  Supervise medical care of each nursing home 
resident including participating in assessment 
and care planning process, monitoring changes 
in medical status and providing treatment

•  Ensure that the resident is afforded privacy and 
dignity, provide informed consent when 
appropriate, and preserve the right of the nursing 
home resident to select clinicians for medical 
and dental care

•  Discuss advance care planning with the resident 
or designee as appropriate

•  Attend to any emergency or significant change in 
condition

•  Obtain consultations when needed
•  Order laboratory and diagnostic tests when 

needed and act on results with documentation
•  Prescribe, monitor, and reconcile all medications 

and respond in writing to consultant pharmacist 
review, deprescribing whenever possible

•  Provide orders for transfer and discharge

Administrative
•  Be familiar with federal and state 

regulations and facility policies
•  Serve on process improvement 

committees when asked by the medical 
director

•  Provide nursing home residents, 
caregivers, and facility staff contact 
information for calls regarding resident 
care, and provide on-call and 
emergency coverage when unavailable

•  Physician visit intervals
–  Admission visit: no later than 72 h 

after admission (except when 
examination was performed and 
documented within previous 5 days 
of admission)

–  Scheduled visit: at least once every 
30 days for the first 90 days and at 
least once every 60 days thereafter 
(may delegate every other visit to 
APC)

–  Interim visits: in the event of an 
emergency and whenever indicated

Information was adapted from Diamant, 
Unwin et al., Centers for Medicare and 
Medicaid Services and Title 42 
Requirements for Long-Term Care 
Facilities

Adapted from Zweig SC, Popejoy LL, Parker-Oliver D, Meadows SE. The physician’s role in 
patients’ nursing home care. JAMA. 2011;306(13):1468–1478
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there has been an increased presence of large group practices that contract with 
nursing facilities to provide physicians and advanced practice clinicians, including 
nurse practitioners and physician assistants, to the facility. These group practices 
may exclusively serve nursing homes or have mixed practices serving both nursing 
homes and hospitals or their own office practices.

Most physicians, who care for nursing home residents, are reimbursed under a fee-
for-service system by either the Centers for Medicare and Medicaid Services for resi-
dents covered by traditional Medicare or Medicaid or by a variety of managed care 
organizations delegated to administer Medicare Advantage, Managed Medicaid pro-
grams, or combined Medicare/Medicaid (“dual eligible”) programs. A small but 
growing number of physicians receive a fixed monthly fee per beneficiary or capita-
tion to cover all necessary visits and management services provided during the cover-
age period. There are also alternative payment models combining either fee-for-service 
or capitated reimbursement with additional payments linked to a variety of quality 
metrics. In 2015, the US Department of Health and Human Services announced that 
it had set a goal to have 50% of Medicare payments in alternative payment models and 
90% of Medicare fee-for-service payments linked to quality metrics by 2018 [22]. As 
of this writing, it remains to be seen how these goals will affect payment models for 
physicians caring for nursing home residents, but it is evident that the trend, increas-
ingly, is to link payment to quality, rather than just volume.

A 1997 survey of medical practice in nursing homes revealed that most physi-
cians reported spending no significant time caring for nursing home residents. A 
majority of physicians with a nursing home practice spent less than 2 h per week 
with patients [23]. A 2008 American Academy of Family Physicians survey reported 
that the average family physician supervises 9.6 nursing home residents and con-
ducts 2.3 weekly nursing home visits [24].

To better determine the effect of medical staff organization on the quality of nurs-
ing home care, Katz and his colleagues validated the dimensions of a nursing home 
medical staff organization [25, 26]. Using this framework, a cross-sectional study of 
202 freestanding US nursing homes demonstrated that 30-day rehospitalizations, one 
accepted measure of nursing home quality, were less likely in nursing homes with a 
more formal appointment process for physicians than in those with a more open and 
less restrictive staff [27]. This suggests that physicians spending a greater percentage 
of their time in the nursing home and, therefore, able to spend more time with resi-
dents and respond more quickly to changes in condition may provide a higher quality 
of care than physicians who spend little time caring for nursing home residents.

Although federal regulations do not delineate requirements for nursing home 
physicians to possess specific competencies, AMDA-The Society for Post-Acute 
and Long-Term Care Medicine released a position paper outlining the framework, 
principles, and scope of nursing home competencies. The foundation of nursing 
home competency rests on addressing ethical conflicts, providing care that is at least 
consistent with legal and regulatory requirements, appropriate communication, and 
interaction with staff, patient, and families, exhibiting respectful and culturally 
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sensitive behavior, and addressing resident/patient care needs in an appropriate and 
timely fashion. The recommended competencies, listed in Table 10.3, address the 
medical care delivery process, systems management, a minimum list of medical 
knowledge, and competency in quality assurance and process improvement [28].

Table 10.3 Competencies for post-acute and long-term care

Foundation, which focuses on ethics, professionalism, and communication, establishes the 
following six competencies for the NH attending physician
1.1  Addresses conflicts that may arise in the provision of clinical care by applying principles 

of ethical decision-making
1.2  Provides and supports care that is consistent with (but not based exclusively on) legal and 

regulatory requirements
1.3  Interacts with staff, patients, and families effectively by using appropriate strategies to 

address sensory, language, health literacy, cognitive, and other limitations
1.4  Demonstrates communication skills that foster positive interpersonal relationships with 

residents, their families, and members of the interdisciplinary team (IDT)
1.5  Exhibits professional, respectful, and culturally sensitive behavior toward residents, their 

families, and members of the IDT
1.6  Addresses patient/resident care needs, visits, phone calls, and documentation in an 

appropriate and timely fashion

Medical care delivery process includes the following five competencies
2.1  Manages the care of all post-acute patients/LTC residents by consistently and effectively 

applying the medical care delivery process—including recognition, problem definition, 
diagnosis, goal identification, intervention, and monitoring of progress

2.2  Develops, in collaboration with the IDT, a person-centered, evidence-based medical care 
plan that strives to optimize quality of life and function within the limits of an individual’s 
medical condition, prognosis, and wishes

2.3  Estimates prognosis based on a comprehensive patient/resident evaluation and available 
prognostic tools and discusses the conclusions with the patient/resident, their families 
(when appropriate), and staff

2.4  Identifies circumstances in which palliative and/or end-of-life care (e.g., hospice) may 
benefit the patient/resident and family

2.5  Develops and oversees, in collaboration with the IDT, an effective palliative care plan for 
patients/residents with pain and other significant acute or chronic symptoms or who are at 
the end of life

Systems include the following six competencies
3.1  Provides care that uses resources prudently and minimizes unnecessary discomfort and 

disruption for patients/residents (e.g., limited nonessential vital signs and blood glucose 
checks)

3.2  Can identify rationale for and uses of key patient/resident databases (e.g., the Minimum 
Data Set [MDS]), in care planning, facility reimbursement, and monitoring of quality

3.3  Guides determinations of appropriate levels of care for patients/residents, including 
identification of those who could benefit from a different level of care

3.4  Performs functions and tasks that support safe transitions of care
3.5  Works effectively with other members of the IDT, including the medical director, in 

providing care based on understanding and valuing the general roles, responsibilities, and 
levels of knowledge and training for those of various disciplines

3.6  Informs patients/residents and their families of their healthcare options and potential 
impact on personal finances by incorporating knowledge of payment models relevant to 
the post-acute and LTC setting

(continued)
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The monthly visit is an opportunity not only to fulfill regulatory tasks but also to 
operationalize good geriatric care. This includes, but is not limited to:

• Assessing and proactively managing chronic conditions
• Rationalizing and streamlining the medication regimen, eliminating unnecessary 

medications (“deprescribing”) as feasible [29–31]
• Reassessing function; assessing need for rehabilitative services
• Assessing appropriateness of preventive services and screening
• Reviewing the advance care plan and advance directives

In addition, the attending physician should be encouraged to attend the required 
quarterly care plan meetings whenever possible. Physician input is not only required 
but is an invaluable contribution to a quality plan of care.

According to federal regulations, each nursing facility must designate a physi-
cian to serve as medical director. The medical director is responsible for implemen-
tation of resident care policies and the coordination of medical care in the facility 
[32]. While the attending physicians are responsible for supervising and managing 
the care of individual residents, the medical director provides oversight for the 

Table 10.3 (continued)

Medical knowledge includes the following six competencies
4.1  Identifies, evaluates, and addresses significant symptoms associated with change of 

condition, based on knowledge of diagnosis in individuals with multiple comorbidities 
and risk factors

4.2  Formulates a pertinent and adequate differential diagnosis for all medical signs and 
symptoms, recognizing atypical presentation of disease, for post-acute patients and LTC 
residents

4.3  Identifies and develops a person-centered medical treatment plan for diseases and geriatric 
syndromes commonly found in post-acute patients and LTC residents

4.4  Identifies interventions to minimize risk factors and optimize patient/resident safety (e.g., 
prescribes antibiotics and antipsychotics prudently, assesses the risks and benefits of initiation 
or continuation of physical restraints, urinary catheters, and venous access catheters)

4.5  Manages pain effectively and without causing undue treatment complications
4.6  Prescribes and adjusts medications prudently, consistent with identified indications and 

known risks and warnings

Personal quality assessment and performance improvement (QAPI) includes the following 
three competencies
5.1  Develops a continuous professional development plan focused on post-acute and LTC 

medicine, utilizing relevant opportunities from professional organizations (AMDA, AGS, 
AAFP, ACP, SHM, American Academy of Hospice and Palliative Medicine), licensing 
requirements (state, national, province), and maintenance of certification programs

5.2  Utilizes data (e.g., Physician Quality Reporting System indicators, MDS data, patient 
satisfaction) to improve care of their patients/residents

5.3  Strives to improve personal practice and patient/resident results by evaluating patient/
resident adverse events and outcomes (e.g., falls, medication errors, healthcare-acquired 
infections, dehydration, rehospitalization)

Katz PR, Wayne M, Evans J, et al. Examining the rationale and processes behind the development 
of AMDA’s competencies for post-acute and long-term care. Annals of Long-Term Care: Clinical 
Care and Aging. 2014;22(11):36–39
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medical care, providing clinical guidance regarding the implementation of resident 
care policies, and collaborates with the facility leadership and staff to develop poli-
cies and procedures reflecting current standards of practice [5, 8]. Therefore, 
together with the administrator and director of nursing services, the medical direc-
tor is a key leader in the delivery of quality services in the nursing facility.

Since 1991, the American Board of Post-Acute and Long-Term Care Medicine 
(formerly the American Medical Directors Certification Program) has provided a 
certification process for nursing facility medical directors. At least one study dem-
onstrated that the presence of a certified medical director independently predicted 
quality in US nursing homes [33]. Most states do not have specific certification 
requirements for the nursing facility medical director, but the state of Maryland is 
an exception requiring “that a medical director’s qualifications shall include, but are 
not limited to ‘successful completion of a curriculum in physician management or 
administration from the American Medical Directors Association or another cur-
riculum approved by the Department or its designee [34].’” Most other states, such 
as New York, do not require certification but have issued general principles and 
detailed guidelines regarding the qualifications, roles, and responsibilities of the 
medical director [35].

As the role of the nursing facility medical director has evolved, AMDA-The 
Society for Post-Acute and Long-Term Care Medicine updated its 1991 document 
delineating the roles and responsibilities of the medical director to reflect the 
growing complexity of services provided by the contemporary nursing facility. 
This 2011 document describes the position of the nursing home medical director 
in terms of the roles, functions, and tasks hierarchy [36]. The recommended roles 
and functions of the nursing facility medical director are listed in Fig. 10.1.

 Reducing Avoidable Hospital Transfers

It has been well established that hospitalizations of nursing facility residents are 
often unnecessary or potentially avoidable. A: study, using structured implicit 
review of hospital transfers, concluded that in 36% of emergency department trans-
fers and 40% of hospital admissions, the transfer/admit was inappropriate [37]. A 
later study reported that 67% of hospitalizations were potentially avoidable. The 
reasons given were lack of available primary care clinicians, inability to obtain lab 
tests or intravenous fluids, and other issues with care delivery [38]. Unnecessary 
hospital transfers may be caused by multiple factors, including patient and family 
preferences, inappropriate hospital discharge, lack of advanced directives, poly-
pharmacy, lack of heart failure protocols, under-recognition of early symptoms or 
over-recognition of acuity of patient, fear of litigation, and poor communication 
between the hospital and nursing home [39].

Based on these studies, it would appear that the reasons for avoidable nursing 
home transfers fall into several categories:

• Staff structure: In homes with open medical staffs and little physician presence, 
residents are more likely to be transferred to the hospital when a change in condi-
tion occurs outside regular hours or when a physician is not on the premises.
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• Clinical staff capability: In homes with fewer registered nurses, higher resident-
to-staff ratios, and/or clinical staff inadequately trained to recognize and manage 
changes of condition, residents are more likely to be transferred to the hospital 
when a change of condition occurs.

• Lack of resources: Without adequate available intravenous fluids, antibiotics, and 
other clinical resources, residents are more likely to be transferred to the hospital.

To address the organizational, cultural, and clinical factors contributing to unnec-
essary hospital transfers, Ouslander and his colleagues developed a comprehensive, 
multipronged quality improvement program called Interventions to Reduce Acute 
Care Transfers (INTERACT). The premise underlying this program is twofold. 
First, the rate of avoidable transfers to the hospital is considered a proxy for the 
quality of care, so reduction of avoidable transfers equates to an improvement in the 
quality of care [40]. Second, effectively impacting the rate of avoidable transfers 

Four Key Roles
1. Physician Leadership
  • Serves as physician responsible for the overall care and clinical practice carried out at 
  the facility
2. Patient Care-Clinical Leadership
  • Applies clinical and administrative skills to guide the facility in providing care
3. Quality of Care
 • Helps the facility develop and manage both quality and safety initiatives, including risk 
 management
4. Education, Information and Communication
  • Provides information that helps others (including facility staff, practitioners and those in 
  the community) understand and provide care

Functions
1. Administrative
  • Participates in administrative decision making and recommends and approves relevant 
   policies and procedures
2. Professional Services
  • Organizes and coordinates physician services and the services provided by other 
   professionals as they relate to patient care
3. Quality Assurance and Performance Improvement
  • Participates in the process to ensure the quality of medical care and medically related 
   care, including whether it is effective, efficient, safe, timely, patient-centered and
   equitable 
4. Education
  • Participates in developing and disseminating key information and education
5. Employee Health
  • Participates in the surveillance and promotion of employee health, safety and welfare
6. Community
  • Helps articulate the post-acute and long-term care facility’s mission to the community
7. Rights of Individuals
  • Participates in establishing policies and procedures for assuring that the rights of 
   individuals (patients, staff, practitioners, and community) are respected
8. Social, Regulatory, Political and Economic Factors
  • Acquires and applies knowledge of social, regulatory, political and economic factors that 
   relate to patient care and related services
9. Person-Directed Care
  • Supports and promotes person-directed care

Fig. 10.1 The nursing home medical director: leader and manager. Adapted from AMDA-The 
Society for Post-Acute and Long-Term Care Medicine. White Paper on the Nursing Home Medical 
Director: Leader and Manager. March 2011
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requires commitment from the leadership of the facility but must involve all employ-
ees of the facility, that is, a commitment from the top to the bottom of the organiza-
tion but implementation from the bottom to the top. This essentially involves a 
change in organizational culture, focusing on the reduction of hospital transfers by 
emphasizing early identification of changes of condition, accurate communication 
of findings to the medical staff, improved advance care planning, and rapid, effec-
tive interventions thereafter [41].

There are three types of tools provided in the INTERACT intervention: commu-
nication tools, care paths or clinical tools, and advance care planning tools [42]. To 
engage the entire facility staff in recognizing and reporting changes of condition, 
the INTERACT program utilizes the “Stop and Watch” tool. This tool, shown in 
Fig. 10.2, is a simple form that may be utilized by nursing assistants, housekeeping 
staff or any other facility employees to report a potential change of condition to 
nursing staff. Based on an illness warning instrument developed specifically for 
nursing assistants [43], this validated and standardized form facilitates the commu-
nication of observed signs of possible acute illness to the nursing staff.

Fig. 10.2 The Stop and 
Watch early warning tool. 
http://interact2.net/docs/
INTERACT%20
Version%204.0%20Tools/
INTERACT%204.0%20
NH%20Tools%20
6_17_15/148604-Stop-
and-Watch%20v4_0.pdf. 
Accessed 17 Dec 2016
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Once a potential change in condition is either reported to nursing or observed by 
nursing, there are tools designed to facilitate the assessment and collection of appro-
priate clinical information and a form structured to encourage thorough and accu-
rate documentation and communication of clinical findings. This SBAR 
(“Situation-Background-Appearance-Review”) form, shown in Fig. 10.3, is based 

Fig. 10.3 The INTERACT SBAR communication form. http://interact2.net/docs/INTERACT%20
Version%204.0%20Tools/INTERACT%20V4%20SBAR_Communication_Form%20Dec%2010.
pdf. Accessed 17 Dec 2016

10 Primary Care in the Nursing Home
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on similar forms utilized in nuclear submarines and provides a template for docu-
menting and reporting clinical information to the covering physician. By allowing 
for efficient collection, organization, and presentation of clinical information, the 
SBAR process and form improves communication with the covering clinician and 
improves the timeliness and quality of clinical decision-making.

The cornerstone of INTERACT is its structure as a performance improvement 
program, based on the “Plan-Do-Study-Act” cycle [44]. The sine qua non of a qual-
ity improvement intervention is the process of root cause analysis (“study”) allow-
ing for identification of opportunities for further improvement (“act”). The 
INTERACT program requires that each hospital transfer undergoes root cause anal-
ysis, usually by a team consisting of the medical director, director of nursing, direc-
tor of performance improvement, and other clinicians. By identifying root causes 
for each hospital transfer, particularly potentially avoidable hospital transfers, and 
implementing further process improvements, clinical quality is continuously moni-
tored and improved, leading to fewer avoidable hospital transfers.

A partial implementation of the INTERACT quality improvement strategies 
resulted in a 50% reduction of hospitalizations and a 36% reduction in potentially 
avoidable hospitalizations [45]. A subsequent implementation of the INTERACT 
program in 30 New York nursing homes showed mixed results, depending on the 
level of engagement of facility leadership and staff. Whereas overall there was a 
nonsignificant 10.6% decrease in hospital admissions, there was a 14.3% reduction 
in nursing homes with the highest engagement and a 27.2% reduction in nursing 
homes in the highest tertile of baseline hospital admission rates [46]. This suggests 
that the INTERACT program requires a full commitment of leadership and com-
plete engagement of staff to succeed [47]. It appears to work best in facilities with 
high baseline hospital transfer rates.

Continuing research on facilities implementing the INTERACT program has 
shed light on common root causes for potentially avoidable hospitalizations 
[48, 49]. Based on the lessons from this research, the INTERACT team developed 
order sets for common conditions associated with potentially avoidable hospitaliza-
tions [50]. As INTERACT has become increasingly adopted by nursing facilities 
across the country and elsewhere in the world, it is setting a standard for primary 
care in the nursing home.

 Collaborative Physician/Advanced Practice Clinician Models

According to federal regulations, after the required first visit, the physician has the 
option of alternating subsequent visits with an advanced practice clinician (APC), 
such as a physician assistant or nurse practitioner ([17]). There are no other regula-
tory limits on the number of visits that may be provided by APCs. This has encour-
aged the development of collaborative models between physicians and APCs for a 
number of reasons, including augmenting the availability of medical care provided 
by physicians, providing a more rapid and proactive approach to preventive mainte-
nance and changes of condition or simply to build a more lucrative business model. 
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Probably the most widespread and well-known impetus for a implementing collab-
orative model is to reduce unnecessary hospital transfers, thereby saving costs and 
improving the quality of care.

Most studies of collaborative care models examine the impact of nurse practitio-
ners or advanced practice nurses (APN). In one review of the literature, five distinct 
APN roles were identified:

• Provider of primary care to long-term care residents
• Provider of acute care to both short-stay and long-stay residents
• Educator of residents, families, and staff
• Consultant for staff on system-wide patient care issues
• Consultant to organizations on improving facility-wide systems of care

The following outcomes of APN care were found:

• Management of chronic conditions
• Improved functional status
• Reduced hospitalization and emergency department use
• Reduced costs
• Reduced or equivalent mortality
• Increased time spent with residents
• Improved resident, family, and staff satisfaction [51]

The EverCare Model One of the earliest and well-studied models of collabora-
tive care with APCs is the EverCare model. The EverCare model is a hybrid man-
aged care plan and service model characterized by the delivery of care to long-term 
nursing home residents by advanced practice clinicians in collaboration with nurs-
ing facility attending physicians.

In the late 1980s, observing the frequency at which nursing home residents were 
transferred to the emergency room, the lack of adequate medical supervision, and 
the need for more coordinated care, two nurse practitioners in Minnesota, Jeannine 
Bayard, MPH, APRN, and Ruthann Jacobson, MPH, APRN, proposed a capitated, 
managed care model, in which nurse practitioners employed by the payer would 
collaborate with the facility’s attending physicians to provide care to a panel of 
residents. By paying the facility a higher rate to manage sick residents in house, 
avoiding unnecessary hospitalizations, and sharing the resulting savings with the 
facility, the goal was to provide higher-quality, coordinated care at a lower cost to 
the plan [52].

Initially established in the Twin cities, the EverCare program was subsequently 
replicated as a Medicare demonstration program in six cities [53]. Studies at the 
time demonstrated that nurse practitioners spent about 35% of their working day on 
direct patient care and another 26% in indirect care activities. Of the latter, 46% was 
spent interacting with staff, 26% with families and 15% with physicians [54]. Early 
findings indicated that residents enrolled in the EverCare program were hospitalized 
at half the frequency of control residents, with significant savings in hospital costs 
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per nurse practitioner [55]. When hospital admissions and in-house treatment days 
(known then as “intensive service days”) were combined, EverCare enrollees had 
significantly fewer events than controls [56], suggesting that this collaborative 
model might have resulted in earlier detection and/or treatment of changes in condi-
tion. Family members of EverCare enrollees expressed greater satisfaction with 
some aspects of medical care than did controls, although satisfaction of EverCare 
enrollees, themselves, was more comparable with controls [57]. In addition, there is 
evidence that the EverCare model had higher completion of advance directives 
compared to controls [58].

In its current form, the EverCare model, now known as OptumCare CarePlus, 
continues to utilize a collaborative model partnering attending physicians with 
nurse practitioners or physician assistants. In a Medicare Advantage Institutional 
Special Needs Plan, eligible nursing home residents must be beneficiaries of 
Medicare A and Medicare B and be long-term nursing home residents. Prior partici-
pation in the Medicare End-Stage Renal Disease Dialysis benefit is an exclusion 
criterion, but enrollees subsequently requiring dialysis continue to be covered by 
the plan. A typical APC’s panel includes approximately 80–90 enrolled nursing 
home residents. Depending on enrollment and facility size, the panel may be entirely 
in one facility or spread over two or more facilities. Depending on the staff model, 
an APC may collaborate with one or many attending physicians.

Recent studies confirm that the EverCare model successfully addresses impor-
tant deficits in physician care for geriatric conditions [59]. Additional studies of 
Medicare managed care programs have shown that residents enrolled in managed 
care were more likely to have do-not-hospitalize orders, less likely to be transferred 
to the hospital for acute illness, and had more primary care visits per 90 days than 
those in traditional Medicare fee for service [60].

The OPTIMISTIC Model In 2012, the Centers for Medicare and Medicaid 
Services Innovation (CMMI) announced its Initiative to Reduce Avoidable 
Hospitalizations among Nursing Facility Residents, selecting seven organizations 
throughout the United States to participate [61, 62]. Participating organizations 
were located in Alabama, Nebraska, Nevada, Indiana, Missouri, Pennsylvania, and 
New York City. Here we look at one such project.

Using a similar collaborative approach to EverCare, the Indiana project, 
“Optimizing Patient Transfers, Impacting Medical Quality and Improving 
Symptoms: Transforming Institutional Care (OPTIMISTIC)” model, enlisted the 
participation of 19 nursing facilities. Unlike the EverCare model, OPTIMISTIC 
staff are not primary care providers. Rather, RNs and NPs work together in a more 
consultative fashion on collaborative care reviews, providing a structured interview 
and physical examination, with a focus on geriatric syndromes. Recommendations 
involving care areas including cognition, function, medication appropriateness, 
weight changes, skin problems, falls, vaccinations, and pain are discussed with a 
project geriatrician and finalized. Thereafter, the NP discusses the recommenda-
tions with the attending physician. Much like the EverCare model, the OPTIMISTIC 
model’s aim is to improve in-house care and reduce avoidable hospital transfers 
[63, 64].
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The RNs are placed in each facility full time, providing direct clinical support and 
education and training to the staff. In addition to identifying opportunities to reduce 
unavoidable hospital transfers, the OPTIMISTIC model has highlighted both the 
opportunity and difficulty in increasing and improving advance directives [65].

Another function of the OPTIMISTIC NPs is to provide transitional care to resi-
dents returning from the hospital. The NPs interventions included obtaining missing 
discharge summaries, obtaining additional information from the treatment team at the 
hospital, reconciling and adjusting medications, recommending modifications in 
treatment, and instituting monitoring and follow-up for existing problems. A majority 
of the visits required an intervention [66], consistent with prior studies demonstrating 
the need for improved transitional care between nursing homes and hospitals [67].

Other collaborative models combine the addition of APCs and/or RNs with the 
use of the INTERACT quality improvement program, telehealth technology, or 
some combination of the above. As more data is collected in the OPTIMISTIC 
project and other innovative collaborative models, additional best practices will 
undoubtedly be delineated. Nonetheless, there is increasing evidence that properly 
implemented, collaborative models utilizing APCs teamed with physicians can sig-
nificantly improve the care of nursing facility residents and reduce unnecessary 
hospitalizations and control costs, while maintaining or improving patient and fam-
ily satisfaction.

 Telehealth in the Nursing Home

Telehealth or telemedicine may be defined as the remote management of patients 
using real-time electronic communication equipment. In the strictest definition of 
the term, telehealth has always played a role in nursing homes. As physicians or 
advance practice clinicians are not always present in the facility, much of the care is 
managed by telephone, particularly when a resident experiences a change of condi-
tion requiring immediate attention. A nurse would assess the resident and call the 
covering physician with the findings. Based on the information provided, the physi-
cian would devise a differential diagnosis and order appropriate diagnostic tests and 
treatment. If the physician determined that the resident required services not avail-
able at the nursing facility, the resident would be transferred to an emergency room, 
where additional diagnostic and therapeutic interventions could be implemented.

The success of managing residents’ health by telephone is dependent on several 
factors, including the quality of the nursing assessment, the accuracy of the com-
munication with the covering physician, the physician’s diagnostic acumen, the 
quality of the execution of the new plan of care by the nursing home staff, and the 
willingness of the resident and family to accept the plan of care. Although there are 
no studies examining the quality of care delivery by telephone in the nursing home, 
programs such as INTERACT have attempted to improve the quality and success of 
telephonically delivered care by devising tools specifically designed to improve the 
thoroughness and accuracy of the nursing assessment as well as the communication 
and documentation thereof. There are also tools available to assist the nurse in 
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assessing and collecting appropriate information prior to calling the covering physi-
cian and to assist the covering physician in asking for appropriate clinical informa-
tion, devising a differential diagnosis and care plan and determining whether a 
transfer to the emergency room is prudent [68, 69]. An example is shown in 
Fig. 10.4. Although these “Know-it-all” tools make sense as clinical decision aids, 
there is little published literature on the frequency of their use or efficacy.

Recent advances in internet technology coupled with increases in broadband 
width allow more sophisticated telemedicine devices to be introduced into the nurs-
ing home. These devices allow a greater amount of diagnostic data to be transmitted 
to the covering physician. For instance, telemedicine devices may include a camera 
to transmit real-time video of the resident, an electronic stethoscope to transmit 
real-time cardiac or lung sounds, an otoscope to visualize the ear, and an ophthal-
moscope to visualize the retina. Machines may also transmit EKG or even ultra-
sounds. In most facilities, the machine is brought to the bedside and operated by a 
nurse, but in some programs, an emergency medical technician is stationed in the 
facility specifically to provide this service. In either case, the information is trans-
mitted to the physician on call, who then uses the information to devise a plan of 
care or determine that the resident should be transferred to the hospital. Some of 
these technologies have been integrated into individual projects funded by CMS’s 
Initiative to Reduce Avoidable Hospitalizations described above.

Fig. 10.4 Sample pages from “Know-it-all Before You Call”. http://www.paltc.org/sample-
know-it-all-when-youre-called-diagnosing-system. Accessed 17 Dec 2017
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There is widespread agreement among nursing home healthcare providers that 
the use of advanced telehealth would improve timeliness of care, although there are 
varying opinions about who would be providing the remote oversight and consulta-
tive service [70]. Preliminary studies have shown that using telemedicine physician 
coverage during off-hours may reduce hospitalizations and generate Medicare cost 
savings [71]. Telemedicine may also be used to provide specialty services not oth-
erwise available to the nursing facility. Obtaining the services of a dermatologist by 
telemedicine has been well accepted in the health system [72], and the use of tele-
medicine services to provide psychiatric and psychological services has grown and 
is under study [73].

As the enthusiasm for telemedicine services in the nursing home has grown [74], 
there is a need for continuing research to examine its effect on hospitalizations, 
costs, and other quality measures. The same may be said for the variety of nursing 
home primary care models being developed in today’s evolving healthcare 
environment.
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