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Carolyn Kazdan, MHSA, NHA

SENIOR DIRECTOR, CARE COORDINATION AND NURSING HOME

Ms. Kazdan is the senior director of health care quality improvement for IPRO,
the Medicare Quality Improvement Organization for New York and 11 other
states. Ms. Kazdan led IPRO’s work with Project ECHO® and serves as the care
transitions and nursing home lead for Alliant Health Solutions.

Ms. Kazdan previously led IPRO's work with the NYS Partnership for Patients and
the Centers for Medicare & Medicaid Services (CMS) Special Innovation
Project on Transforming End of Life Care in Nassau and Suffolk counties of New
York State. Before joining IPRO, Ms. Kazdan was a licensed nursing home
administrator and the interim regional director of operations in skilled nursing
facilities and continuing care retirement communities in New York,
Pennsylvania, Ohio and Maryland.

Ms. Kazdan has served as a senior examiner for the American Healthcare
Association’s National Quality Award Program. Currently, she serves on the NY
State MOLST Statewide Implementation Team and Executive Committee and
on PALTC's Education Subcommittee. Ms. Kazdan earned a master’'s degree
in health services administration at The George Washington University.

“We live in a rapidly changing world, where we need to spend as
much time rethinking as we do thinking” - Adam Grant

Contact: ckazdan@ipro.org
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Mark Toles, PhD, RN

ASSOCIATE PROFESSOR
UNC-CHAPEL HILL SCHOOL OF NURSING

Mark Toles, Ph.D., RN, FAAN, is an associate professor
with expertise in nursing care of older adults, the quality
of care in nursing homes and transitional care of older
adults as they transfer between settings and providers
of healthcare. His prior studies have used
epidemiological and case study approaches to
describe health outcomes and services for transitioning
older adults.

In his current research, Dr. Toles continues to develop
and test Connect-Home, a transitional care
intervention for older adults transitioning from SNFs to
home. Dr. Toles is also a co-investigator in studies of
comfort care of older adults in nursing homes and
cardiac rehabilitation for adults transferring from
hospital-based to home-based care.

Contact: mtoles@email.unc.edu
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Jennifer Heston-Mullins, PhD, LISW

ASSOCIATE DIRECTOR OF RESEARCH AND A SENIOR RESEARCH SCHOLAR WITH

SCRIPPS GERONTOLOGY CENTER AT MIAMI UNIVERSITY

Jennifer Heston-Mullins is the associate director of
research and a senior research scholar with Scripps
Gerontology Center at Miami University. Dr. Heston-
Mullins has been a licensed social worker in Ohio for 25
years. Her practice has included adult protective
services, hospice, home- and community-based care
management, skilled nursing, discharge planning, and
assisted living. Her research includes exploring the
experiences and roles of direct care workers; home
care; person-centered care; communication and care
coordination within caregiving families; dementia-
inclusive and capable communities; end-of-life
decision-making; and program evaluation.

Contact: hestonjl@eMiamiOH.edu
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Objectives

Learn Today:

« |dentity key elements of tfransitional care in skilled nursing facilities
(SNFs).

« |dentity barriers and facilitators to providing fransitional care in
SNFs.

« Define problems in family communication that can cause
conflicts when discussing care and support.

* Infroduce the Our Family, Our Way process and materials, how
they work and how to access them.

Use Tomorrow:

« Implement a family-centered way to navigate transitional care
both in and out of SNFs.
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Transitional Care Skilled
Nursing Facilities

Mark Toles, PhD, RN
University of North Carolina at Chapel Hill




Transitions: SNF to Home

Home or

Hospital —+t——> | Skilled nursing facility ——-> ALE

A
Connect-Home Background 8

Transitional Care



Acute care use after

returning home [ 22%in 30 days

Survival Probability

 38%in 30 Days |

Days After Discharge from Index SNF Stay

A
Connect-Home Background 10
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Transitional Care

Time-limited services,

to ensure health care continuity and avoid preventable poor
outcomes,

among at risk populations,
as they move between providers and settings of care.

A
Connect-Home Transitional Care il
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o Staff tend to ask, “Is the patient ready for

Moving beyond the discharge?”
walls of the nursing o
home * Help them learn a new question, "Is the

natient ready for the first two weeks at
nome?”

A
Connect-Home Transitional Care 12
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| Home safety and |evel of assistance

surrogate decision makers and prior written
advance directives

Addressing Key Care :
Needs

Symptom management

4 Medication reconciliation

o Function (transfers, mobility and preventing falls)

b Coordination of care

Connect-Home Transitional Care 13
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|dentify
transition risks and set
goals for continuing care
at home

A
Connect-Home

Transitional Care

Transitional Care Basics

Plan routines  for
care at home, in a care
plan meeting

Prepare for discharge,
train caregivers,
activate community
support

4

Reinforce training at
home, call or
visit
within
72 hours at home

Transitional Care

14



Intervention Supports

Tools Staff training Technical Assistance
o Schedule for delivering care * Transitional care * |eadership
 EHR template, checklists o [luality improvement « [ata monitoring
Connect-Home Transitional Care

Transitional Care
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A Prepared SNF Patient

They have been watching my Dilantin levels here. They have adjusted
that medicine and my levels will return to normal. My doctor knows
about that too.

A
Connect-Home Transitional Care 1B

Transitional Care



Connect-Home

Existing SNF staff prepare patients and
caregivers to manage the patient's serious

illness at home.

/\
Connect-Home

Transitional Care

MODELS OF GERIATRIC CARE,
QUALITY IMPROVEMENT, AND

PROGRAM DISSEMINATION

Connect-Home: Transitional Care of Skilled Nursing Facility

Patients and their Caregivers

Mark Toles, PhD, RN, * Cathleen Colén-Emeric, MD, MHS,”" Mary D. Naylor, PhD, RN,*
Josephine Asafu-Adjei, PhD,* and Laura C. Hanson, MD, MPH*

BACKGROUND: Older adults that transfer from skilled
nursing faciliies (SNF) w home have significant risk for
poor outcomes. Transitional care of SNF patients (ie.,
time-limited services to ensure coordination and continuity
of care) is poorly understood.

OBJECTIVE: To determine the feasibility and relevance
of the Connect-Home transitional care intervention, and to
compare preparedness for discharge between comparison
and intervention dyads.

DESIGN: A non-randomized, historically controlled
design-enrolling dyads of SNF patiens and their family
Caregvers.

SETTING: Three SNFs in the Southeastern United States.
PARTICIPANTS: Intervenuon dyads received Connect
Home; comparison dyads received usual discharge plan-
ning. Of 173 recruited dyads, 145 transferred to home,
and 133 completed surveys within 3 days of discharge.
INTERVENTION: The Connect-Home intervention con-
sisted of tools and training for existing SNF staff to deliver
transitional care of patient and caregiver dyads.
MEASUREMENTS: Feasibility was assessed with a chart
review. Relevance was assessed with a survey of staff expe-
riences using the intervention. Preparedness for discharge,
N | a - 1 * A Cal - R

CONCLUSION: Connect-Home is a promising transi-
tional care intervention for older patients discharged from
SNF care. The next step will be to test the intervention
using a cluster randomized trial, with patient outcomes
including re-hospitalization. ] Am Geriatr Soc 65:2322-
2328, 2017.

Key words: transitional care; skilled nursing facilities;
quasi-experimental clinical trial

Ider Americans, who complets care in hospitals, use

Medicare benefits for rehabilimtion in skilled nursing
facilines (SNF), and suhsrqucnll)', transfer home, are an
especially vulnerable group. More than 70% of these
patients are aged 75 years or older, 49% are dependent on
others for at least three activities of daily living, and 37%
are cligible for Medicare and Medicaid." Moreover, this
patient group frequently relies on spouses and children for
intensive caregiving following their transition from SNF to
home.** Within 30 days of discharge from SNFs, one in
five of Ihﬂ;: patients use emergency services or are re-hos-

rmiralized

Transitional Care 17



Connect-Home

Transitional Care

Mark Toles, PhD, RN

https://transitional.care
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RESEARCH REPORT MAY 2020

Caregiving
in the U.S.

Family Caregiving”

National Alliance for Caregiving & AARP Public Policy Institute (2020)

Assistance with Medical/Nursing Tasks

Not sure (2%)

N3. Do/did you help your [relation] with any medical /nursing tasks? This might include giving medicines like pills,
eye drops, or injections, preparing food for special diets, tube feedings, or wound care. You could be monitoring
things like blood pressure or blood sugar, helping with incontinence, or operating equipment like hospital beds,
wheelchairs, oxygen tanks, nebulizers, or suctioning tubes.

2020 Base: Caregivers of Recipient Age 50+ (n =1,204)

Notes: Results are rounded and may not add to 100 percent.

Help with Other Key Activitieé

Monitoring the severity of their
condition so that you can/could
adjust care accordingly

Communicating with health
care professionals

Advocating with providers,
services, agencies

Up from
51% in 2015

Q23_1. And do/did you provide help to your [relation] by ...?
2020 Base: Caregivers of Recipient Age 50+ (n = 1,204)

Notes: Arrows indicate a significant increase or decrease vs. 2015. Results are
rounded and multiple response; results will not add to 100 percent.
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64% primary

caregivers
/—/H 36% non-primary
47% caregivers
_..f"'\‘-.
£ B

23%
17%

- fi

Sole caregiver Provides most  Other caregiver Caregiving
unpaid care provides most  shared equally
unpaid care

National Alliance for Caregiving & AARP Public Policy Institute (2020)
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Communication Problems in
Caregiving Families

» Not seeing eye-to-eye about what's needed, wanted and possible

» Faliling to acknowledge that each family member’s decisions affect
other family members

» Doing without talking or without actually deciding

» Excluding some family members from the process

Il MIAMI ‘ EEEEEEEEEEEEEEEEEEEEEEEE

UNIVERSITY



Goals of Our Family, Our Way

» Improve communication between family members about care and
support

» Ensure that the person with care needs is included in
conversations and decisions about care and support

» Increase the involvement of family members and others so that
one caregiver is not responsible for all care and support

™M MIAMI
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Our Family, Our Way
Family Meeting Materials

» Individual tools
» Family meeting

» Shared assessment

» Family care and support plan

» Follow-up plan
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Individual Tools

No Some Major
Health Consideration limitation | limitation | limitation

Hearing

Vision

| Taste/Smell | I | I

The home...

Has rooms and hallways clear of clutter.
Has non-skid rugs.

Has safe stairways (clutter free, handrails, clearly marked, well lit). |

Care or support activity What PERSONAL help is required? Who is helping now? What DEVICES are used and needed?
No one is

How much personal help I'm I require | I'm helping, | I'm
do you require with the not | Irequire | 1require much not | Who provides | but I need | not | What devices | What devices could
following activities: N/A | sure | no help | some help help sure the help? help. sure | are USED? be helpful?
Bathing or
showering
Dressing

M MIAMI

UNIVERSITY
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No Some Major
Health Consideration limitation | limitation | limitation

Shared Assessment

Can't
agree

Hearing X |
Vision 5
Taste/Smell X |
Can't
S 7 3 3 1 =N
Has rooms and hallways clear of clutter. M Mo does wot feel “her PaApers” ave 4

problem

Has adequate outdoor lighting.

fromt porch Light is burned out

Has an emergency response system. (e.g., Lifeling)

What DEVICES are used and

Care or support activity What PERSONAL help is required? Who is helping now? needed?
How much personal help Requires | Requires | Requires No one is What devices
does your PWCN require no some much | Can't | Who provides helping, but Can't | What devices could be Can't
with the following activities: | NfA help help help agree the help? help is needed. | agree | are USED? helpful? agree
Bathing or Mowt Gnd
showering X “‘I'Wl.(L_.: i - Mo, \Wed, shower
Tuwe, Thuwr, Fri, Sumn benah
Sat
Dressin
g %

MIAMI

UNIVERSITY
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Family Care and Support Plan

Who will do
what and when
to address...

Hearing

hearing test for bad

Bladder or bowel

control P
Dad wants 2 wrhinal next

to his bed at night.

Physical mobility

Physteal therapy

Move will order o
Lrbnal -Ir-‘m;% the
Fharmacu A naikee
Slre 1E's bkj mad’s bed
at mOﬂt

pad will talk to
Dr. Mulline about
therapy at his next
APpoLAtENt

Who else will be | When we will take

Tonya will pick up
the wrtinal -Fvsm the
wharna Y.

Tonla will drive
Dad to the therapy
appolntments

Can’t agree
Undemded

X

Mowe will order the
urimal this week
and Let Tow;,ja
know whewn tt's
ready for plek-up.

Dad’s next appt.
with Br. Brown Ls
August 2nd.

Who else is available to provide care and support?

Extended family or friends

What might they do?

Community Services

What might they do?

Neighbor Bean (Tim's dad)

o Lawi or shovel snow
whewn Tin's ot avatlable

Meals on \Wheels

rovide Luneh so mon
doesn’t have to cook during
the day

Cousin Kath Y

drive Dad to C{ppo' LnbLgintks
w !"E-l"u = p'"lQ‘[-j LSv"v o R\v"ﬂubahl-ﬂ

Home Care Agenty

help with bathing Dad

Mowm.’s friend Margie

take Momt put to Luneh so
she can get a break

MIAMI

UNIVERSITY
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Additional Resources for Families

» Instructions and video for downloading and printing materials

» Videos
» What can a family meeting do for us?
» How do we hold a family meeting?

»  Tip sheets

Who should be included in our family meeting?

Should the person with care needs attend the family meeting?
Preparing for your family meeting

General communication tips for your family meeting

How do we deal with major differences in our family meeting?
How can | provide meaningful support from a distance?

VV V V VY V

»  Helpful Caregiving Resources booklet

»  Sample agenda for follow-up meetings

SCRIPPS GERONTOLOGY CENTER
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Beyond the Physica

%ﬂm Jur Family
Our Way
All About Me

Family members and friends may know each other well, but there are somse guestions that we
typically dor't ask each other. This resowrce s designed to help care partners get to know what's most
impartant to the person with care needs and their preferences for certain aspects of cane and suppart.
Mt orily can this information be helpful in guiding family and friend care partners, bt it can also be
useful to paid care partners who may be part of your arrangement.

This resource is divided into twao parts — The Big Picture and Caily Rowtine. Some people may be able
to provide general insights about themselves, and others may be able to provide specific details abouwt
their preferences. Depending on what an individual is able to communicate, use the guesthons in each

soction to ensune the woice of the person with care needs is incleded in shaping the care and support
arrangement.

The Big Picture

If you waere meeting somecne for the first time, what's the most important thing they should know
about you?

What are your faworite things to do?

How do you like to spend your Hme?
Do wou have any hobbées?

Qur Family
Our Way

Rngaruknn:rl whethes someone [ives dhose or far away, “engagement” can coene bn many farms: tefephone calls, emalls, wisits
(in-person or virtual], family or Friend gatherings, sharing meals, and sending cards or flowers. 1t coukd also indude outings such
as restaurants, worship services, meetngs for social clubs or civic growgs, and other events. Compéeting this calendar should
Imvoiee @ conversation with ihe persan with care needs and the prmary tare pariner ta heip families include engagemesent
opparuenities that preserse their inenests. Rewiew this document from fimesto-tme 25 ntenests and schedules dange

Engagement Calendar

Use this cakendar to record engagement that hagpens routinedy (daily, weeily, and monthiy]. This will help you see the "gaps”
wiherne mone engagement might be needed to halp engure that the: person with care needs and/or the primary cre partner is

staying conmected

THURSDWY

SATURDAY

M MIAMI

UNIVERSITY

SCRIPPS GERONTOLOGY CENTER



OFOW Guide for Professionals

»

»

»

»

»

»

Families who do not have access to a
computer, Wi-Fi or printer.

Families who can use OFOW as a self-
guided resource

Families who are skeptical about the
helpfulness or usefulness of holding a
family meeting

Families who are not sure how to get
started

Families who need coaching to stay
accountable

Families who need facilitation during
their family meeting

iz Our Family
&332 Our Way

Guide for Professionals

zzzzzzzzzzz

MIAMI
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Our Family, Our Way

FREE Communication and Care Coordination
Resource for Caregiving Families

What's Our Family, Our Way?
When we need care and support, family is usually Our quﬂy, Our Way
first to help. However,arrangements are often made i can help your family:
without any discussion about what works best for

; ; . r Talk to each other about who
everyone involved. Our Family, Our Way provides :

will do what, where, when, and

carefully designed materials to walk your family how.

through the process of holding a family meeting

where you can talk about what kinds of care and i« Create a family plan for how to

support are needed and wanted, and how you can :  address care needs now and in
the future.

work together to make it happen.

To access our free family meeting materials,
videos, tip sheets, and other resources, visit:

www.MiamiOH.edu/ScrippsAging/ofow

M M I A M I | SCRIPPS GERONTOLOGY CENTER

UNIVERSITY

M MIAMI
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2t Our Family

www.MiamiOH.edu/ScrippsAging/OFOW

Give us your feedback!
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Our Family, Our Way was made possible with support from:

RRF Foundation for Aging
and
The Ohio Long-Term Care Research Project

Jennifer Heston-Mullins
hestonjl@MiamiOH.edu
(513) 529-1858

For a deeper dive please check out Jennifer’s
Bite Sized Learning Session:

https://youtu.be/O0R|sGA| P4

Il MIAMI ‘ EEEEEEEEEEEEEEEEEEEEEEEE

UNIVERSITY


https://youtu.be/O0RjsGAj_P4

Objectives Check-In

Learn Today:
« |denftify key elements of transitional care in SNFs.
« |dentity barriers and facilitators to providing transitional care in SNFs.
« Define problems in family communication that can cause conflicts

when discussing care and support.
* Infroduce the Our Family, Our Way process and materials, how they

work, and how to access them.

Use Tomorrow:
« Implement a family centered way to navigate fransitional care both
iINn and out of SNFs.

How will this change what you do¢ Please tell us In ’rhe poll.
ESALLIANT -
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Closing Survey

Help Us Help You!

 Please turn your attention
to the poll that has

appeared in the lower ;
right-hand side of your -

e - FEEDBACK

« Completion of this survey
will help us ensure our
topics cater to your needs.

ESALLIANT  ginen
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Behavioral Health Promote opioid best practices
Decrease high dose opioid prescribing and opioid

Outcomes & Opioid Y
Misuse adverse events in all settings C MS -| 21-h

v Increase access to behavioral health services

v' Reduce risky medication combinations S O W G O C] |S

Patient v' Reduce adverse drug events
Safety v Reduce C. diff in all settings

v Increase performance on ABCS clinical quality measures (i.e., aspirin use, blood
@ Chronic Disease pressure control, cholesterol management, cardiac rehab)

se"_quqgemem v |dentify patients at high-risk for developing kidney disease & improve outcomes
v |dentify patients at high risk for diabetes-related complications & improve outcomes

O v' Convene community coalitions
% Quality .O.f Care Identify and promote optical care for super utilizers
Transitions v Reduce community-based adverse drug events

v Improve the mean total quality score
ﬁ@ Nursing Home v Develop national baselines for health care related infections in nursing homes
Quality v' Reduce emergency department visits and readmissions of short stay residents

ESALLIANT  Shsmeris
Quality Imy ment Organizations
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Program

Making Health Care Better Together

Julie Kueker
Julie.Kueker@AlliantHealth.org
Alabama, Florida and Louisiana

Leighann Sauls
Leighann.Sauls@AlliantHealth.org
Georgia, Kentucky, North Carolina and

Tennessee
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Making Health
Care Better
Together

@AlliantQIO Alliant Health Solutions

@AlliantQIO ° AlliantQIO

This material was prepared by Alliant Health Solutions, a Quality Innovation Network — Quality Improvement Organization (QIN - QIO) and
Hospital Quality Improvement Contractor (HQIC) under contract with the Centers for Medicare & Medicaid Services (CMS), an agency of the

QIN=00O
U.S. Department of Health and Human Services (HHS). Views expressed in this material do not necessarily reflect the official views or policy of

EALL IANT Quality Innovation Network -
CMS or HHS, and any reference to a specific product or entity herein does not constitute endorsement of that product or entity by CMS or HHS. HEALTH SOLUTIONS CTEN S o8 HENGE € e  Sercs
Publication No. 12SOW-AHSQIN-QIO TO1 - NH TO1 - CC--2065-05/23/22
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http://www.linkedin.com/company/alliant-quality
http://www.linkedin.com/company/alliant-quality
https://www.facebook.com/alliantqualityorg/
https://www.facebook.com/alliantqualityorg/
https://twitter.com/alliantquality
https://twitter.com/alliantquality
https://www.youtube.com/channel/UC9mITtil3mHpVNd87vaxD6w
https://www.youtube.com/channel/UC9mITtil3mHpVNd87vaxD6w
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