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Logistics – Zoom Webinar

To ask a question, click on the Q&A icon.

Raise your hand if you want to verbally ask a question.

Resources from today’s session will be posted in Chat.

You may adjust your audio by clicking Audio Settings.

You have been automatically muted with video turned off.
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Guest Faculty

Ruth M. Tappen EdD, RN, FAAN 
Eminent Scholar and Professor, 

Florida Atlantic University
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Learning Objectives
• Describe the purpose and use of the resident/family decision 

guide, Go to the Hospital or Stay Here? 

• Empower staff to engage in patient and family conversations 
about care goals, transfer risks and care setting capabilities.

• Add the decision guide to care and conversation processes 
with patients.

• Increase cross-setting collaboration with partner nursing 
homes and hospitals
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Part I



Go to the Hospital or Stay Here? –A Randomized Clinical Trial

Preliminary Work Supported by 

Patient-Centered Outcomes Institute 

(PCORI)
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Background & Significance

• Avoidable NH Resident readmissions to acute care  generate 
an estimated annual cost of $4.3 billion.

• CMS Value-Based Purchasing Program first reduced payments 
to hospitals with excess readmissions.

• Then, as of October 2018, nursing homes too were penalized on 
their readmission rates and reported now reported on CMS Care 
Compare.
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Polling Question #1
Does your facility leadership team focus on reducing avoidable 
transfers to the ED? 

1. Yes
2. No
3. I don’t know
4. N/A
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Programs to Reduce Avoidable Hospitalizations

• INTERACT® and the Missouri Quality Initiative
addressed clinical factors, particularly early
identification and timely response to changes in
condition.

• Family and resident insistence on transfer have been
largely overlooked yet 14 – 17% of potentially
avoidable readmissions were reported by NH staff to
be due to their insistence.



11

Development of a Decision Guide

Structured Interviews:

96 NH Residents

75 Family Members

100 Providers

18 Nursing Homes
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Transformation of Results to Decision Aid

• Team read, and re-read interview results.

• Identified many misunderstandings about 
contemporary long-term care: addressed in the 
narrative and an FAQ section of the new Guide.

• Noted concerns about transfers vs remaining in 
NH and incorporated them into a narrative.
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Field Test of Decision Guide

• 16 Nursing Homes selected in South Florida.

• Recruited 128 residents and 64 families, a total 192.

• Participants were randomly assigned to treatment and 

control groups.
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Intervention

Treatment Group
• Provided the Decision Guide

• Brief discussion of main points

• Encouraged participants to read
Guide and ask staff questions,
discuss with providers

Comparison Group
  • Customary Care
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Participant Evaluation of the Guide (N = 73) at Post-test

• 85% found it helpful or very helpful

• Only 3 said it was not helpful, 2 were neutral

• On a rating scale of 1 (not helpful) to 5 (very helpful) mean rating 

was 4.5

• 25% shared it with others

• 55% read it thoroughly, 12% said they did not read it further
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Conclusions Part I

• Decision Guide was very well received by Residents and Families

• Fills a Gap in Tools for Reducing Hospital Readmissions

• Potential to Reduce Hospital Readmissions
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Polling Question #2

Are you using INTERACT tools in your facility to identify early 
changes in condition that contribute to transfers to the ED?

• Yes
• No
• I don’t know
• N/A
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Part II

Test of Organization-Wide Implementation
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In the first year of an 8-state initiative designed to assist 
nursing homes in reducing unnecessary hospital 
readmissions, 16 nursing homes were identified and 
invited by CMS and state agency advisors to participate 
in the initial study of the effects of the intervention (use 
of the Guide). 
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Expectations of the Participant NHs 

1. Complete a baseline survey of facility characteristics and report all hospital 
transfers that had occurred in the 3 months prior to introducing the 
Guide/Trifold in their facility.

2. Prepare facility management and staff to deploy the Guide/Trifold.

3. Rollout Guide/Trifold use in the facility.

4. Complete a report of hospital transfers that occurred in the first three 
months of Guide and/or Trifold use and report their experience 
implementing the Guide.



Understanding the Results:
Percentage Change in Readmissions: 

3-Month Project Period Compared to 3 months Prior 



“It gives family members a better understanding of what questions 
to ask regarding nursing home services provided at this facility. It 
helps them (families) in structured meetings to ask questions about 
services.”                                                       NHA, Tennessee
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Conclusions Part II 

Demonstrated the acceptability and potential usefulness of 
the Guide in reducing hospital readmissions of nursing home 
residents.
Reports from the participating nursing homes indicated that 
the resident and family members were appreciative of 
receiving the Guide and many had been unaware of the 
services that could be provided in the nursing home.
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Polling Question #3 - select one

What is the most frequent reason for transfers back to the 
hospital?

• Limited ability to provide basic diagnostics and/or medical 
treatment?

• Staff expertise or confidence to manage changes in condition?

• A resident or family insistence 



26

Part III 

Using the Guide



Getting Started

First Steps:
• Meet with your leadership team.
• Make sure Medical Director and medical providers

are on board with the initiative.
• Provide facility-wide staff preparation.
• Monitor and reinforce at the unit and team level.
• Embed in orientation.



Distribution of the Guide: Workflow 



Distributing the Guide

Have the guide available in the resident’s 
room. “We have the brochure in a binder at 
each resident’s bedside. We find quite 
frequently that the copies of the brochure 
are removed-so people are reading the.” 

Nursing Home Executive, Alabama



Hardwiring the Workflow Process 





Helping Families to Use the Guide

“Great educational tool for residents and families and a 
useful guide for resident-family decision making and 
the treatments (their options) that can be performed in 
the nursing home.” (Georgia)

“In a crisis, family members panic, staff panic. Just stop 
and think what we can do here. The guide is a great 
educational tool for staff.” (Alabama)
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Guide Website



Training Videos



Project Website – Case Studies

Incorporating Avoidable Admission/Readmission into 
Staff Education 



Educating Staff In 30 Minutes



Impact on Staff

“An educational tool for staff nurses (and for 
retraining staff) strengthens their confidence in 
decisions and the follow-up measures 
necessary when a change in a resident’s 
condition occurs.” 

NHA, Mississippi



Health Quality lnnova::ion Netvvork 
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“This decision guide should be offered to all families 
in nursing homes. It is very helpful to explain to 
families what treatments can be provided in the 
nursing home. My mother died this past July in a 
nursing home. We didn’t have to go to the ER.”

Tammy from Mississippi 

A Family Story



Results from Phase 3



77%

18%

5%

Yes No Maybe

Did you achieve a reduction in avoidable transfers 
that led to readmissions?



Next Steps: Sharing with Hospitals

Collaborate Look at your transfer and readmission rates, identify drivers and a team 
to improve coordination of care. 

Provide Provide more workshops to reinforce information-also provide 
networking between nursing home personnel and hospital personnel.

Distribute Share the guide with case managers at local hospitals.
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Polling Question #4- select multiple options

What benefit do you think the Decision Guide could have for 
your readmission program?

• Provide facts for residents and families about the care a nursing home 
can provide if a change in condition occurs.

• Incorporate into staff education 

• Implement into admission processes and care planning meetings

• Use as a reference for discussing a different level of care 

• Starting a conversation about advanced care planning



Wrap up and Next Steps
Karen Southard, RN, MHA, CPHQ
CCME, SC Director
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Join the 
Go to the Hospital or Stay Here- The Decision Guide

Affinity Group to Reduce Avoidable Transfers

Learn about the following topics related to the implementation and utilization of the 
Guide and receive specific guidance for the next steps. 

November 9, 2022: Leadership Commitment to the Guide and its Impact on Avoidable Transfers
December 7, 2022: Designing your Workflow and Educating Staff 
January 11, 2023: Collaborating with your Hospitals on the Guide
March 15, 2023: Sharing implementation best practices and successes

All sessions - 1:00 p.m. to 1:45 p.m. EST

Registration information in chat.
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Dr. Ruth Tappen
rtappen@health.fau.edu

http://www.decisionguide.org/

mailto:rtappen@health.fau.edu
http://www.decisionguide.org/


Contact Us
Kansas: Sheila McLean    smclean@hqi.solutions

Missouri: Dana Lammert   dlammert@hqi.solutions

South Carolina: Karen Southard  ksouthard@thecarolinascenter.org

Virginia: Carla Thomas     cthomas@hqi.solutions
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CONNECT WITH US
Call 877.731.4746

www.hqin.org 

@HQINetwork
Health Quality Innovation Network

This material was prepared by Health Quality Innovators (HQI), a Quality Innovation Network-Quality Improvement Organization (QIN-QIO)under contract with 
the Centers for Medicare & Medicaid Services (CMS), an agency of the U.S. Department of Health and Human Services(HHS). Views expressed in this material do 
not necessarily reflect the official views or policy of 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. 12SOW/HQI/QIN-QIO-0331-10/11/22
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