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ED transfers are typically driven by:

Need for assessment and rapid diagnostic testing
Need for symptom management (including EOL care)
Family and/or resident expectation

Assumed access to service needed but not available in
SNF (eg: PIC placement, PEG tube placement)

Fear (liability, family anger, missed diagnosis, lack
up clinical support or direction for staff)

k Objectives

At the end of this session the participant should be able

to:

Understand the barriers to appropriate information
exchange between the SNF and ED

Describe key elements of information to be included
in transitions of care

Define process steps required for successful
implementation of a SNF-ED transitional care
program

SNF-ED-SNF Transfers
“Too much of not a good thing”

» Of all transitions, least is know about SNF-

ED-SNF. There is little documentation about
frequency, reason or outcome

» Recognized as a frequent occurrence, often not

linked with hospital admission. Est. up to 25%
of SNF residents are transferred to ED yearly

View of the Problem:
From the ED Side

“Too much or not enough”. What information they
get is poorly organized and of little value

“No contact info re: facility, direct care giver or
family/decision-makers”

No history of present illness — “What is the
problem?” which needs to include list of meds,
recent labs, allergies, etc

Advance directives




View of the Problem:
From the SNF Side

“Emergency Room notes are cryptic and illegible”

“No knowledge of the work-up.” Results and even
diagnosis are often not provided

Mis-application of HIPAA rules; “We cant share
anything with you”
Treatments ordered without stop dates

Assumptions about intensity of care and services
available in SNF (eg: RT to provide respiratory
treatments g 2 hours until seen by M.D.)

If only the solution was to just “fix” the
transport system!

Improving Transitional Care
SNF-ED-SNF

Forms by themselves, don’t change process (pilot
in Hamilton, Ontario = 60% of forms never came
back)

Examples of models of change

- Indiana Univ. Center for Aging Research, K Terrell,
D.O. and D. Miller, M.D.

— Missouri DHSS, Missouri Am College of Emergency
Physicians, Missouri Medical Directors Association

— Univ of Texas, Galveston, M Davis, et al
— Cleveland Clinic, E Hustey, R Palmer

Each side believes THEY provide needed
info...but the gap remains

Skilled Nursing
Facility

EMERGENCY
ROOM

Real Tools for Real Solutions

Communication and engagement (there needs
to be a voice and a Champion)

Create a process to allow the desired outcome
to occur (and continue to occur)

Define a measurement and feedback cycle

Provide the tools (forms, procedures, policies,
etc...) to make all this happen
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A One-Page Nursing Home to
Emergency Room Transfer Form:
What a Difference It Can Make

During an Emergency!

M. Nelia Davis, MSN, APRN, BCCS, Valerie C. Brumfield,
RN, MSN, CCRN,

Sarah Toombs Smith, PhD, Susan Tyler, APRN, BC, GNP,
MSN, and

Jennifer Nitschman, RN, MSN, CNA




4-557-0 (Missouri)
Suggested List of Data Elements

Demographics « Disabilities and functional
Code status limits (including decubiti)
Advance Directives M.ental Status

Power of Attorney Diet

Reason for transfer Recent cardiac tests
Active problem list X-ray reports
Medications Recent labs

Allergies Previous (up to 3)
Immunizations discharge summaries

Physical exam EI’I(;QLI‘\GASS notesl_ .
Baseline functional e ?grrpnp anibatient
assessment

9 Essential Elements Continued

Study period was 16 months (6-06 to 1-08)

234 pre-intervention and 276 post-intervention transitions were
reviewed

The transfer form was used in 48% of transfers (28% electronic,
20% paper)

Fewer pages of transfer information where sent per patient and
the ED staff reported improved satisfaction with SNF-ED
communication

*Poster Presentation P2, at American Geriatrics Society Annual
Meeting, 2009

An Extended Care Facility—to—-Emergency Department
Transfer Form Improves Communication
Kevin M. Terrell, DO, et al,. ACADEMIC EMERGENCY MEDICINE
2005; 12:114-118
Patient Name: Date of Transfer:
Date of Birth: Social Security #: -
DNR Status:
OO Full Resuscitation 0] Do Not Resuscitate [ Do Not Intubate CJOJ
Unknown
OO Other comments:
Usual Mental Status:
00O Oriented x____ (001 Alert (0[] Confused (1] Withdrawn (1] Verbal O]
Nonverbal
Is this patient’s mental status baseline at the time of transfer? O Yes OO
No
Functional Status:
00 Ambulatory OO Wheelchair (10 Bedridden OO Contracted

OO Other comments:

Reason for Transfer:

OO Altered mental status

OO Fever

OO Fall

OO Blood sugar abnormality

OO0 Chest pain

OO Abdominal pain

OO Shortness of breath

OO Weakness

00 Other (please write response):
Extended Care Facility Name:

ECF Charge Nurse: ECF Phone Number:

Patient’s Private Phusician:

Cleveland Clinic :
9 Essential Elements of Information

¢ Drs. Hustey and Palmer* described 9 pieces of
information that were deemed essential to share
via a closed internet connection between SNF and
ED
— Reason for transfer
— Past Medical History
— Medications and Allergies
— Baseline Fnx status and mental status
— Advance directives
— Contact at SNF
— Primary or other responsible SNF

Lessons Learned

Begin with understanding the problem
from all perspectives (ED, SNF, family,
resident or patient)

Define critical information to share and
how to share it

Engage EMS personnel in process

Include ED physicians and SNF medical
director in program design




Lessons Learned continued

Define specific process for needed info gathering
on SNF side

Review ED transfers for adherence to process
Provide feedback to ED from SNF and back to
SNF from ED: “what’s working, what’s not, what
needs to be changed”

Start with 1-2 facilities — grow as you learn

‘

Most Important to Remember...

The transfer is about the PATIENT, not the
facility!
» What does the patient/family understand about the
transfer?
— Where am | going?
— Why am | going?
— What should I expect?
— What do | need to know or to tell the next facility?
— What changes in my care are planned?

Additional Forms and Tools

= ED hand-off Communication Form
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