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Goals For TodayGoals For Today

Provide a very brief background of the Provide a very brief background of the 
problemproblem
Review the purpose of the INTERACT II Review the purpose of the INTERACT II 
toolkittoolkit
Give an overview of some key toolsGive an overview of some key tools
Share lessons learnedShare lessons learned
Discuss INTERACT II in context of other Discuss INTERACT II in context of other 
initiativesinitiatives



The INTERACT Interdisciplinary The INTERACT Interdisciplinary 
TeamTeam

Joseph Ouslander, MDJoseph Ouslander, MD Florida Atlantic UniversityFlorida Atlantic University
Gerri Lamb, RN, PhD, FAANGerri Lamb, RN, PhD, FAAN Arizona State UniversityArizona State University
Ruth Tappen, RN, EdD, FAANRuth Tappen, RN, EdD, FAAN Florida Atlantic UniversityFlorida Atlantic University
Sanya Diaz, MDSanya Diaz, MD Florida Atlantic UniversityFlorida Atlantic University
Alice Bonner, RN, PhDAlice Bonner, RN, PhD Center for Medicare and Medicaid Center for Medicare and Medicaid 

ServicesServices
John Schnelle, PhDJohn Schnelle, PhD Vanderbilt UniversityVanderbilt University
Sandra Simmons, PhDSandra Simmons, PhD Vanderbilt UniversityVanderbilt University
Annie Rahman, MSWAnnie Rahman, MSW Miami UniversityMiami University
Jo Taylor, RN, MPHJo Taylor, RN, MPH The Carolinas Center for Medical The Carolinas Center for Medical 

Excellence Excellence 

IN COLLABORATION WITH PARTICIPATING NURSING HOMESIN COLLABORATION WITH PARTICIPATING NURSING HOMES



Hospitalizations of NH residents are Hospitalizations of NH residents are 
commoncommon

1 in 5 Medicare fee-for-service patients admitted to an 
acute hospital are re-admitted within 30 days
In any six month period, more than 15% of long stay In any six month period, more than 15% of long stay 
residents are hospitalizedresidents are hospitalized
–– O Intrator, J. Zinn, and V. Mor, O Intrator, J. Zinn, and V. Mor, ““Nursing Home Characteristics and Potentially Preventable Nursing Home Characteristics and Potentially Preventable 

HospitalizationsHospitalizations”” Journal of the American Geriatrics Society 52,  no. 10(2004): Journal of the American Geriatrics Society 52,  no. 10(2004): 17301730--17361736

N Engl J Med 2009; 360:1418-28 



Hospitalization of Nursing Home 
Residents is Costly

In 2004 in NY, Medicare spent close to $200 million on In 2004 in NY, Medicare spent close to $200 million on 
hospitalization of longhospitalization of long--stay NH residents for stay NH residents for 

““ambulatory care sensitive diagnosesambulatory care sensitive diagnoses””
Grabowski  et al, Health AffairsGrabowski  et al, Health Affairs

26: 175326: 1753--1761, 20071761, 2007



Many Hospitalizations Are Many Hospitalizations Are 
AvoidableAvoidable

As many as 45% of admissions of As many as 45% of admissions of 
nursing home residents to acute nursing home residents to acute 
hospitals may be inappropriatehospitals may be inappropriate

Saliba et al, J Amer Geriatr SocSaliba et al, J Amer Geriatr Soc
48:15448:154--163, 2000163, 2000



Improving Geriatric Care



A Toolkit to Improve Nursing Home Care by 
Reducing Avoidable Acute Care Transfers and 

Hospitalizations
The INTERACT II Tools, educational materials, and implementation strategies were 
developed by Drs. Joseph Ouslander, Gerri Lamb, Alice Bonner, and Ruth Tappen, 
and Laurie Herndon with input from a variety of direct care providers and national 
experts in a project supported by the Commonwealth Fund based at Florida Atlantic 
University. 

Initial versions of the INTERACT Tools were developed by Dr. Ouslander and Mary 
Perloe, MS, GNP at the Georgia Medical Care Foundation with the support of a 
special study contract from CMS.



Purpose of ToolkitPurpose of Toolkit

Aid in the early identification of Aid in the early identification of 
a resident change of status a resident change of status 
Guide staff through a Guide staff through a 
comprehensive resident comprehensive resident 
assessment when a change assessment when a change 
has been identified has been identified 
Improve documentation Improve documentation 
condition condition 
Enhance around resident Enhance around resident 
change in communication with change in communication with 
other health care providers other health care providers 
about a resident change of about a resident change of 
statusstatus

Design of ToolkitDesign of Toolkit

Dr. Ouslander “Simple Test”
Feasible and efficient
Part of the “way we do 
business”
Acceptable to staff

What Is Missing 
Here?

Goals/language aimed at 
reducing ALL transfers

Why?



Organization of Tools in ToolkitOrganization of Tools in Toolkit

Communication ToolsCommunication Tools

Clinical Care PathsClinical Care Paths

Advance Care Planning ToolsAdvance Care Planning Tools



Improving Communication Improving Communication 
InternallyInternally

CNAsCNAs
RehabRehab
DietaryDietary
HousekeepingHousekeeping
ActivitiesActivities



Nurses NotesNurses Notes
Rapid Rapid 
Response Response 
TeamsTeams
““Warm Warm 
HandoffsHandoffs””
Warfarin Warfarin 
ManagementManagement







Communication Across SettingsCommunication Across Settings





The QI Review and Process The QI Review and Process 
ImprovementImprovement

Internal ProcessesInternal Processes
–– Missing early warning signsMissing early warning signs

Cross Continuum ProcessesCross Continuum Processes
–– 7 day readmits7 day readmits
–– Primarily cardiac diagnosisPrimarily cardiac diagnosis





Building Evidence
CMS Pilot
–– 50% reduction of hospitalization in 3 NHs 50% reduction of hospitalization in 3 NHs 

with high baseline rates with high baseline rates 
–– 36% reduction in hospitalizations rated as 36% reduction in hospitalizations rated as 

potentially avoidablepotentially avoidable
Commonwealth Fund Project
– 17% reduction all facilities
– 24% reduction in highly engaged facilities

Practice Change Fellowship
– 100+MA facilities
– Data from ~30





Anecdotal EvidenceAnecdotal Evidence

“I love this project! 
I love that it's short on rhetoric and theory 
and focuses on tools and I especially love 

the flexibility you've given facilities to 
tailor it to their needs”

INTERACT Champion



Lessons Learned

Commonwealth Fund Project training and 
implementation strategy effective
Others have implemented on their own
Leadership matters
Front lines are where it happens:  The Champion is KEY
Relationships matter
– Medical Director
– Nurse Practitioners

Important foundation for relationship with the hospital



Lessons LearnedLessons Learned

It can be doneIt can be done
Allow 3 months to get startedAllow 3 months to get started
Anticipate questionsAnticipate questions
Promote as integrated set of toolsPromote as integrated set of tools
Anticipate enthusiasmAnticipate enthusiasm
Be ready for refining and critical thinking at 12Be ready for refining and critical thinking at 12--
18 months18 months
–– Ex. Cross Continuum TeamEx. Cross Continuum Team
–– Transfer FormTransfer Form
–– Post Acute ChecklistPost Acute Checklist



INTERACT II in Context of INTERACT II in Context of 
Other InitiativesOther Initiatives

MA Statewide Strategic Plan for Care TransitionsMA Statewide Strategic Plan for Care Transitions
STAAR ProjectSTAAR Project
Cross Continuum TeamsCross Continuum Teams
MOLST/POLSTMOLST/POLST
Accountable Care OrganizationsAccountable Care Organizations
Universal Transfer FormUniversal Transfer Form
Blue Cross Blue Shield of MABlue Cross Blue Shield of MA
MA Department of Public HealthMA Department of Public Health
CMS Care Transitions in 10CMS Care Transitions in 10thth Scope of WorkScope of Work
–– INTERACT listed in INTERACT listed in ““Resources for ProvidersResources for Providers””

Highlight 
critical role of 
SNFs



Find Out MoreFind Out More

www.interact2.netwww.interact2.net

Coming Soon:  Online curriculumComing Soon:  Online curriculum

http://www.interact2.net/


ResourcesResources
““Interventions to Reduce Hospitalizations from Nursing Homes: EvaInterventions to Reduce Hospitalizations from Nursing Homes: Evaluation of the INTERACT II Collaborative Qualityluation of the INTERACT II Collaborative Quality
Improvement ProjectImprovement Project””
Joseph G. Ouslander, MD,Joseph G. Ouslander, MD, Gerri Lamb, PhD, RN, FAAN,Gerri Lamb, PhD, RN, FAAN, Ruth Tappen, EdD, FAAN,Laurie Herndon, MSN, GNPRuth Tappen, EdD, FAAN,Laurie Herndon, MSN, GNP
Sanya Diaz, MD,Sanya Diaz, MD, Bernard A. Roos, MD,David C. Grabowski, PhD,Bernard A. Roos, MD,David C. Grabowski, PhD, and Alice Bonner, PhD, RNand Alice Bonner, PhD, RN
J Am Geriatr Soc 59:745J Am Geriatr Soc 59:745––753, 2011753, 2011

Massachusetts Strategic Plan for Care TransitionsMassachusetts Strategic Plan for Care Transitions
http://www.patientcarelink.org/uploadDocs/1/Strategichttp://www.patientcarelink.org/uploadDocs/1/Strategic--PlanPlan--forfor--CareCare--Transitions_2Transitions_2--1111--20102010--(2).pdf(2).pdf

State Action on Avoidable Rehospitalizations (STAAR)State Action on Avoidable Rehospitalizations (STAAR)
http://www.ihi.org/IHI/Programs/StrategicInitiatives/StateActionhttp://www.ihi.org/IHI/Programs/StrategicInitiatives/StateActiononAvoidableRehospitalizationsSTAAR.htmonAvoidableRehospitalizationsSTAAR.htm

MOLSTMOLST
http://www.molsthttp://www.molst--ma.org/ma.org/

Care Transitions QIOSCCare Transitions QIOSC
http://www.cfmc.org/caretransitions/provider_resources.htmhttp://www.cfmc.org/caretransitions/provider_resources.htm

http://www.patientcarelink.org/uploadDocs/1/Strategic-Plan-for-Care-Transitions_2-11-2010-(2).pdf
http://www.patientcarelink.org/uploadDocs/1/Strategic-Plan-for-Care-Transitions_2-11-2010-(2).pdf
http://www.patientcarelink.org/uploadDocs/1/Strategic-Plan-for-Care-Transitions_2-11-2010-(2).pdf
http://www.patientcarelink.org/uploadDocs/1/Strategic-Plan-for-Care-Transitions_2-11-2010-(2).pdf
http://www.patientcarelink.org/uploadDocs/1/Strategic-Plan-for-Care-Transitions_2-11-2010-(2).pdf
http://www.patientcarelink.org/uploadDocs/1/Strategic-Plan-for-Care-Transitions_2-11-2010-(2).pdf
http://www.patientcarelink.org/uploadDocs/1/Strategic-Plan-for-Care-Transitions_2-11-2010-(2).pdf
http://www.patientcarelink.org/uploadDocs/1/Strategic-Plan-for-Care-Transitions_2-11-2010-(2).pdf
http://www.patientcarelink.org/uploadDocs/1/Strategic-Plan-for-Care-Transitions_2-11-2010-(2).pdf
http://www.patientcarelink.org/uploadDocs/1/Strategic-Plan-for-Care-Transitions_2-11-2010-(2).pdf
http://www.patientcarelink.org/uploadDocs/1/Strategic-Plan-for-Care-Transitions_2-11-2010-(2).pdf
http://www.patientcarelink.org/uploadDocs/1/Strategic-Plan-for-Care-Transitions_2-11-2010-(2).pdf
http://www.patientcarelink.org/uploadDocs/1/Strategic-Plan-for-Care-Transitions_2-11-2010-(2).pdf
http://www.patientcarelink.org/uploadDocs/1/Strategic-Plan-for-Care-Transitions_2-11-2010-(2).pdf
http://www.patientcarelink.org/uploadDocs/1/Strategic-Plan-for-Care-Transitions_2-11-2010-(2).pdf
http://www.ihi.org/IHI/Programs/StrategicInitiatives/StateActiononAvoidableRehospitalizationsSTAAR.htm
http://www.ihi.org/IHI/Programs/StrategicInitiatives/StateActiononAvoidableRehospitalizationsSTAAR.htm
http://www.molst-ma.org/
http://www.molst-ma.org/
http://www.molst-ma.org/


Thank You!!!Thank You!!!
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