Adverse Events in Nursing Homes
National
Consumer Voice
Evan Shulman
Division of Nursing Homes,
Centers for Medicare & Medicaid Services
November 16th, 2014

CMS Actions to Reduce Adverse Events
• Facilitate Call to Action to convene
industry experts and stakeholders to raise
awareness and drive change
• Collaborate with AHRQ to help nursing
homes recognize adverse events and
precursor events that lead to serious
injury
– List of triggers

• Identify areas in SOM for needed revision

CMS Actions to Reduce Adverse Events
• Exploring ways to enhance the survey
process using existing guidance to
improve surveyors’ abilities to identify
non-compliance that contributes to
adverse events
• Quality Assurance & Performance
Improvement (QAPI)
– Training for providers and surveyors
– Incorporating QAPI principles in POC

CMS Actions to Reduce Adverse Events
• QIOs using QAPI and Change Package to
help nursing homes implement best
practices and systems approach
• Testing innovative approaches through
demonstration projects to identify
strategies that work to reduce HAIs/HACs
and other adverse events.

•
•
•

Joint Initiative of the Center for Medicare and Medicaid Innovation
(Innovation Center) and the Medicare-Medicaid Coordination Office
(MMCO).
Target Population: Long-stay nursing facility Medicare/Medicaid
enrollees (Duals)
Primary objectives:
o Reduce the frequency of avoidable hospital admissions and
readmissions;
o Improve the process of transitioning between inpatient
hospitals and nursing facilities; and
o Reduce overall health care outcomes and spending without
restricting access to care or choice of providers.

o Seven awardees, called “Enhanced Care and Coordination Providers”
(ECCPs), were selected in 2012 and will test interventions over four
years.
o ECCPs have partnered with over 140 nursing facilities and serve over
16,000 residents each day. They are operating in AL, NE, MI, NY, NV,
IN, and PA.

Enhanced Care & Coordination Providers
(ECCPs)
Examples of the interventions include:
• Placement of supplemental NPs and RNs onsite to deliver direct care,
improve communication with existing providers, and enhance the skills
of facility staff.
• Implementation of INTERACT to improve the identification and
treatment of changes in condition without a hospital transfer.
• Improved medication reconciliation and management, including
targeting the reduction of antipsychotic medications
• Implementation of new technologies to aid in assessment of residents
and communication of information between providers.
• Enhanced palliative care and advance care planning.
• Other strategies such as the placement of dental hygienists onsite to
improve oral care.
More information: http://innovation.cms.gov/initiatives/rahnfr/
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Recognizing Triggers
• Staff awareness
• “Know the resident”
• Procedures for preventing, identification,
and action
• Facilities need 24/7, facility “wide and
outside” approaches
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SNF Trigger Tool

8

Knowing the Resident
• Admissions process
– Medical History
– Non-Medical History
•
•
•
•
•
•
•
•

Sleep/Wake times
Bathing preferences
Eating preferences
Memories (pleasant/unpleasant)
Previous long-term care experiences
Music, art, other hobbies
Likes/Dislikes
Family engagement
9

Prevention
Sample Probing Questions:
• How is the facility staffed?
– How long has the leadership (Admin., DON, Med Dir.) been with
the facility?
– Do they use agency staff?
– Do they practice consistent assignment?

• What types of adverse events have occurred in the
past?
– Why do residents get sent to the hospital?
– Does the facility have a falls prevention and detection program?

• What policies or procedures are in place to prevent
adverse events?
– Does the facility use a structured tool for the identification and
management of adverse events (e.g., INTERACT, AMDA tools)?
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Reporting
• Name of resident. Relationship to resident.
• Facility name and address
• What happened? Be descriptive:
– Date/time
– Is the resident still in the facility? Does the
problem still exist?
– How did it happen?
– Who else was involved? Staff, family, other
residents, visitors, volunteers? Get
names/contact info.
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Reporting
• Have you taken any actions?
– Did you speak to the Administrator, Dir. Of
Nursing, manager, or any other staff? How did
they respond?

• Has the facility tried to address the
situation? How so?
• Has this happened before to the same
individual, or to others? Provide any
known specifics.
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THANK YOU
Thank you for your help, and please
continue to raise awareness and promote
practices that reduce adverse events and
improve care.
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